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\j . 
Theories of the ~~lfare 

/ 

state 'Yiew it as. a markedly different 

form of providing for the 'needs of the working clàss; as being 

1ntro,duced in response to de:~nds of work~rs for reform; and as nar-
" ' 

rowing class inequalities. Thfs analys $ of the British National 

Health Service argu~s. that ons are misleading. Instead, 
" 

it suggests that with respect to this articular health system, there 

was a continuity of structure with th, previous health services; that 

i t was largely a response ta a recognized need for organizational 

rationality and a stable &o~rce of financial support; th~t those work­

ing within the health seryi~es were most actively involved in formu­

lating plans for reform; !and that while th~re ia no marked cüa~s 
inequality in acceS8 to +edical care, this has not resulted in a nar-

J 
1 

rowing"of clase differenpes in health. 
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REStIŒ 
j 

Les théories de l'Etat pourvoyeur ,de bien-être (le We1t'are 

Stat~) ~onsidèrent le bien-&tre social come une façon essentielle-
i 

ment diffêrellte de celles des régimes précédents de satisfaire les 
" 

besoins de la classe ouvrière; elles SDutiennen't aussi qu'il fl,lt mis . , . 
oeuvre afin de r~pondre aux demandes de réformes venant des tra-

• 
vaille urs; et, finalement, elles prétendent qu'il conat! tue un Imyen 

de réduire, les inégalités de classes. Cette analyse du 'Service 

britannique de santé nationale (British Na1:ional Health Serv1c~) 

réfute ces prises de position. Elle prétend au contraire: 

que les structures d.Ef, ce système d'assurance-santé perpétuent 

celles des services Ue· santé qui l'ont pitocédé; 

que ce SY8~èaae provient d'abord d'une préoccupation de 

e rationalisation adnü.niàtrative et de stabilisation de sa 

base financière; 

que peux qui oeuvraient déjà dans les services de santé furent 

parmi 'èeux qui -contribuèrent le' plus à la réforme; 

... et, bien qU~oD ne remarquEt aUCWle inéquité de classe quant 

à l'accès aux. soins mt!dicaux, que la mis~ en place de ce v 

système n'a pas entrainé une rêductiQn de l'inégalité de 

classes. 
." . 
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1 

"'" 'Theories of the distribltion of power in advanced ind~s trial 

society have made a nwnber of ~sswnPtions concerniJfg the sources 

and impact of the welfare state. However, the validity of these 

asswnptions has seldoffl bee~ assessed through systematic study of 
v 

specifie we lfare services and prograrrmes. This is pa~ticuldrly tr,ue 

of one branch of the welfare state in Britain--the National Health 

Service. The service has been scen as the .most soeialis t of welfare 

progranunes (sinee eare is available on the basis of need alone). and 

has generally been regarded wit1\ veneration. Yet no systematie 

attempt has been made to examine the origins and impact of th, serv- . 
, . 

-
iee in the lightof its attention to class inequalities in heal:th and 

aecess ta medical. eare. This study foeusses on these issues ~n order 

to assess the val.idity of àsswnptions ,'whieh are made' eoncerning the 

sources and impact of the welfare state. 

During the research involved in this .study, my thesis advisors, 
~ 

, <' 

Donald Von Eschen.t ·'J-1oseph Lella, and David Solonr:>n, have _provided 

gw,dance and cri ticism which has proved invaluab,},e in the preparation _ . ~ 
• 1 ' - -

of the manuseript. l'he Canada Council supported the researoh wi th a 

generous doctoral fellowship and equally genero~~ravel grants. ' 
, . . ' 

'These grants allowed me to spend two lengthy ~a:pods in England, and 

the British Museum extended permission for me ta use its _library 

</ facilities. Fo',!:, the help 1 received from these sources t l am' rnost 
"- ..... '" 

appreciative. In additiçn, joseph.·Snucker has read earlier drafts 
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of aach nd given me we~con-&dvice and encouragement •. 

" Walters provi'ded help in t~e early stàges of this 

s tudy t and t'!lro given me, contributed ta i ts com-
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involvement in his project tfrOUgh h!r inter~ and supportiveness. 

For all these of help, my sincere thanks. 
.. .. 

, .. 

/ 

* '. ' .. 

.--.~ 
, ... ~ 

1 

! 
./ 

J 

1 
1 

o 1 

Il 
Î 
1 

1 
H 

1 

1 
1 

1 
1\ 

. , 

! 
1 

1 

,.' ;. , 

1 • 

:~ 

111. 

,. 

, '1 

(, 

., 

\ .. 
- \ r ~ \ 

, \ 
, \ 

• 

)',.1 ... 

• 1 



" 

1 

l, 

.. __ --\-\-1 '-~----~----,- -~ - ..r;J: 
~ " t. 

...... _-_ .. --- . 
\ 

---' ~~. ----*-----------------

\ 
() 

• 

,.1 

TABLE OF CONTENTS 

f!REFACE . . . . . . . . ..... . . . . . . . . 
LIST or l'ABLES . . . . · . . . . . . . . . . . . . . 
INTRODUCTION • • • • • • • • . . . . . . . . . . . 

The Problem • • .'j. . . . . ..... . 

~
~ • A 

Marxist and Plural st Images/bf the Role 
Functions of the 5tate . • . . . • • ~ 
Assumptions Cane rning e Sources and 

of the Welfare Stat • • •• 
Th~ Logic of Analysis 
Sou~es of Data' • · . . 

/ PART ONE 

. . . . 
and 

. . 
Impact 

\ 
\ 

· . . 
· . . 
· . . · . . 

PREFACE /. . . · . . . . . . . . . . . . . . . ',' 

Chapter 

1. 

/ 
,/ 

, ' 

PRECEDENTS FOR. T~ NATIONAL' HEALm SERVICE . . , 
1 .. ~ . 

Introduction • • • • • • • ., •• • • .'. • 
,Sources of Medidal Care in the-, Mid .. Nineteenth 

Century • • • • • • • • • • • • • • ~ 

Ambu latory Care • .'. • • • • • • • • • " • 
Hospital Care • • • • • . • • • • • • • • • • ~ • 
Summary • • . • . . • . .•..•. . • 

The Extension (lf the Function of the State in 
Providing Medical Care . • • • • • • • • • • • • 
Towards a Free Hospital Service ••••. ç ••• 

The Royal Commission on the Poor,Laws ., ••. 
The National" Heal th Insurance Scheme ••• '. • • 
S ununary • . . ., • • • . . . • ,. . . • 

Concilusion •••••••••••••• • • • t .. 

II. ACCtSS TO MEDICAL CARt: A PROBL&H FOR ALL PATIENTS. '. 
, 

. . 

Page 

ii 

viii 

x 

xv 
xxi 
xxv 

2 

s 
, S 
./ 

6 
6 

10 
11 

12 
12 
1~ 
17 
18 
18 

23 : 
-1< 

#23 lntroduction • • • • • • • • • • • .. • • • • 
Kcccss to Medical Care in the Mid-Nineteenth 

Century . . . . . . . . . . . • . 4 • • • • • 

Changing Attitudes Towards Health and Adv8nces 
.,1' ~" 

in Medical Science • • • 'f',:.' • • • • • • • • • " ,27 

iv 

b' 

& 



, . .. 

,''-' 

<\ 

/ 
/ 

1 

(~ 

, , 

, Chaptel' 

,. 
.... 

, " 

Changing Con di tions (of Obtaining Care: Working 
Class Patients ••• • • . • • . • • • • • 
An Increased Demand for Hospital Care . • • 
The Introduction of Charges for Hospital • 

Trea tJnen t • . . " ~ • . • • • . . . . .'. 
The Growth of Contributory Schemes •••• 
SÙl1II1ary '. .. .. " • ., .. ; .. • .~".. " • .. " " .. 

Changing Copditions of Obtaining Care: Middle 

. . . 

. . . 

Class Patients ••• • • • . • • • • .. " • • • .' 
The Growth of a Private Hospital System •• ",' • 
Summary. • • • • 

Conclusion 
. . . . " " " " .. . .. " . 
• " • • " .. " • • " • • v . . . .. ~. 

III. FINANCIAL AND ORGANlZATIONAL PROBLEMS WITHIN THE 

IV. 

PREFACE 

HEALTH SERVICES • • • • • .' • •.• • • • • • .'. • • 

Introduction . • . . • • • • • • • "W 

The Emerging Crisis in the Hospital System 
The Need for Rationa1i;ation •••• • • • • . • • 
Conclusion . ,,'. . . . " .. .. " .. " " .. "',, v " 

THE POLITICS OF THE NATIONAL HEA~tH SERVICE'~'·. . "," .. 

Introduction • • • • • • • • • • • • • • • .,. • 
ProposaIs for Reform • • • • • • • • • . • '. • • • 
The State Assumes Responsibility for Reform· • 
l'he Process of Negotiations • • • • • ." .'. • • • • 
Conclusion . .. . .. . . . ". ............""..,,... 

PART 'l'WO 

. . . " " .. " " . "", " " " .... 

The Stru<;t~re of the National Health Seryice: 1948-1974-. 

V. THE 'NATIONAL HEAL'lll SERVICE: l'rS 'REDISTRIBUTIVE 
EFFEcr •• • • . • . • . . • . • . . • • • • . 

, f 

Introduction ••• '. • . • • •.• • '. . • . • 
Benefits Experienced by Middle Class Families • 
Incorne Redistribution W-ithin the National Health 

Serv-ice . . . • • . . . . • . • • • • . • 
'Income Redistribution B'efore and After the 

National Health Service 
Conolusion 1 • • • • • • • • • • • • • • • • 

v 
j 

. . 

Pag~ 

3«1 
30 

32 
3 .. 
37 

37 
~9 

. In 
. 4-1' 

%' 

.1Jf) 

... a 
·S14-
sa 

614-

64-
65 
68 
70 
7S 

86 

9L 

91 
91 

9S 

97 
99 

'" 

! ' 

/ 

r 
1 
t 

••• ..... },I 



" / 

/ 

, . . "" 
,...._...-._-~- .... - ... -... .. ~-

Chapter 

VII. 

1 

! 
1 

VIII. 

: 

" 

CLASS DIFFERENCES IN MORTALITY AND MORBIDITY . . . . 
.> 

Introduction • • . . • • . • . . . . . . . 
Problems in the Measurement of C lass Differences 

in Health" ..,..."."........ 
Mortality Rates·: Re liabi lit y and Validity . 
Morbidity Data: ReliFlbility.and Validity • . .. 
Sunvnary " " . • • . . . . . . • " • • 

Class Differences in Mortality • • . • ! • • 

Infant Mortali ty ..• • . . • . . . 
Aduit Mortality • . .• .. 
SUn11\ary . , . • • , " , . . • . • , • 

Class Differences in Morbidity . . . • 
Chi IdhçlOd Morbidi ty . • , . . • . • • . . • 
!>.duit Morbidity: The Survey of Sickness 
Adul t Morbidity: Other Studies.. ...• 
SUJTt1\ary..., ,J. ~. • • • • 

Cone iusion • . • ~ • • . • 

PHYSICIAN CARE 

Introduction. .•. . . • • . • 
Use of General Practitioner Services • . .• 

Chi Idren .". . " , " ,. , . " , . . , , . 
Aduits: The Survey of Sickness ••.• 
AduIts: Other Srudies • • . . •. . .. • . .• 
The Initial Irrpact of the National Health 

S er'V ice • . • • • , • • . • • " . " • , • 
Equai Use: Socialized Medicine or General 

Practi tioner? • . . • .'. • . .,' . 

. . . 

SUJ1UI1ary" , • , " .. " ~. , # " • ,. " • .'." " • • ., 

Variations in Quali ty of Care ; • . • • • • • • .• 
The Doctar and His Practice . • . . . . . . . . • 
The Nature of the Doctor-Pàtient Relationship 
Sunvnary • • • • • 

Conclusion •••• 

HOSPITAL CARE: PUBLIC rD PltIVATE • 

. . . . . . 

" Introduction • • . • . . • • . . • . • . 
Use of National Health Service Hospitals .•. ~ 

Evidence of a Proportional Over-representation 
of Working Class Patients • . . ':. ••..• 

Stu~es Indicating a Proportional Under­
representation of Working Class Patients 

Sunrnary • • . . • . .... . . • 

vi 

-~ .. -~_ .. _---~ ...... -
""~"" , -

Pag~ 

103 

l03 

10ijJ 
10ij 
106 
10a 
108 
108 
U3 
Hl 
U8 
118 
lL9 
123 
lZIl 
125 

130 

130 
13Z. 
132 
138 
U2 

1 .. 8 

1"9 
153 
15 .. 
15 .. 

'157 
159 
160 

'166 

166 
167 

168 

172 
178 

" '-1' 

'f 

l, 
1 

/, 

, , 

1 
i 
1 

! 
J 



,: /~ 

Chapter • 

Quali ty of Care Received by National Health-, ' 
Service Patients •...... 
Admission to Tea-ching Hospitals> 
Other Indices • • • . • . • • • 
Sunvnary • . • . • • • • • • .' • 

Private Hospital Care . . . . • • 

" 

Private Medical Care Schemes • . • • • . . 
. ,~. 

The Significance ,:pf private Health Care for the 
National Hèalth Service • • • • • • • 

Summary • • • • • 
Conclusion • • • • • . • • 

IX. DENTAL CME: AN EXCEPTION TO 'DIE GENERAL PAIIERN 

CONCLUSIONS 

Introduction • . • • 
Needs for Dental Care . . • • • • 
Use of the Dental Service . .0. 
Historical Development of Den'tal S.ervices 

The Absence of a Tradi tian of Care . . . . . 
Dental Care Under the National Health Insuraoce 

Scheme . . . . _ . . . . . . . . . . . . . 
Summary . • . . . . . • . . . • . . . . . • • 

Contemporary Barriers ta Obtaiping Ca~e • 
Cane lus ion • • • .!. . . . . 

. . . . . . • b' .. 
Seven Alternative Propositions 
Some Broader Issues • • • • • 

APPENDIX A 

APPENDIX'B 

B1BLIOGRAPHY 

THE LOGIC OF ANALYSIS AND, SOURCES or DATA 

SOCIAL CLASS • J • • 

III! • • • • • ,. 

vi~ 

," , .' 
" • l "t' ~ ~ ,J ;. J 

t, L , '.' ~ ,[ '. 

, j 

. . . . . 

\, 
\ 
\ 
\ 

, Page 

180 
180 
181 
182 
1824 
182 

185 
190 
190 

196 

196 
197' 
199 
203 
203, 

205 
206 
207 
210 

215 

216 
228 

236 

2lW 

244 

• 

"~ 

j 

, 
" 
î 

1 
1 
1 



( 
.. 

1 r 

J 

, ' 

() 

Table 

1. 

, 

,~ . ',' 
" 

\ '-~ ----

LIST OF 1TABLES 

. -~_. 
1 

1 

Selected Major Innovations in Medical Science . . • . 

Page 

29 

2. Neo-natal and Post Neo-natal Mortality Rates per 1,000 
Legitimate Live Births, by Father's Social CLass; 
England and Wales, for Selected Years 1911-1950 ..• ll0 

3. Still Birth Rates (par 1,000 Single Legitimate Births) 
S tandardized for Mother 's Age and Pari ty and Percentage 
Decrease from 1939 ta 19119; England and Wales 
1939 and 1949 _ . . . • • • . . . • . . . . . . • . • 11,2 

4. Standardized Mortality Ratios fOr Males by Social C1ass; 
Eng1and and Wa1es, 1930-32, 1949-53 and 1959-63 . . • 112 

:'. Standardized Mortali ty Ratios for Death from Four Causes 

6. 

7. 

8. 

10. 

Il. 

and AIL Causes for Adult Males Aged 20-6~ Years by 
Social Class, England and Wa.les, 1930-32 and 1950 . . 115 

Patlent Consulting Rates for Ch11dren under 15 Years by 
Social C1ass wi th Occupationa1 Breakdowns for Çlasses 137 
III, IV, and V, May, 1955 - AprH, 1956 . • . . • . • 

Mean Monthly Medical Consultation Rates per iOQ Persans 
In terviewed by Sex and Income Group of Chief Wage 
Earner, 1947, 19119 and of Head of Household 1951. 
Eng1and and Wales • • . • • • . . • • . . • • • • • . 141 

Week ly Medical Consultation Ra te per 100 Persons and 
Proportion of Consultations Resulting in a Pre­
scription by Weekly Income of Head of Household, 
February and March, 1992, England and Wales . • . l43 

Patient Consulting Ratios by Socio-economic Group for 
Males Aged 15-64 Years, May, 1955 - April, 1956 . 144 

Prôportionate Distribution by Social Class of Discharges 
in 1949 from Three Groups of Hospi tals Participating 
in the General Register Office's Study of Hospital 
Morbidi ty in England and Wa1es. Màles Aged ,25-64 Years. 
ALI Diagnostic Candi tians Excluding Injuries. . • . . l70 

Admissions, Mean Duration of Stay and Percentage QJ 
Beds Used by Social Class, England and \'lales ~ 
1960-1961 • • • . • • • . . • . . • . . . . 171 

viii 

f 
1 
! 

1 
\ 
! 
1 
i . 
\ 
1 
t 
i 

l 
i 
; , 
: 

1 
! , , 



1 • 

-~ --~ . --;:-
" Tt.:.;, 

! ", 

• 1 Hii 4.J· __________ ........ n- __ 

() 

- •• 11 

Table Page 
~ 

12. The Demand for Hospital Beds, Hartlepools and 
Tees-side, 1957-58 • • • . • • • • • • • • l711-

13. Place of Booking, Place of Delivery, and Grade of 
Prenatal Care by Social Class of Father, for 
Mothers Giving Birth, March 3-9, 1958, England 
and Wérles . . . . . . . . . . . . . . . . . . . . 176 

14. Social C1asB and Pràportion of Teeth Present Found 
To Be Decayed, Salisbury and Darlington, 
1963-64 • • • • • • . . • • . • . • • 198 

15. Proportion of Teeth round to Have Been Restored by 
Soaial Class. Salisbury and Darlington, 
1963-64.. • . • • . . • • . • • . 200 

16. Pattern of Dent~l Visi ts During Past Five Years by 
Social C1ass, Salisbury and Darlington, 
1963 -64 • • . • • . . • • • • • . . • . . . 202 

ix 

1" 
"~. ,'., ~ ~. . 

• 



,r ---' -------- ---_ ......... --.- ------ - --------_._--_ .. _---------

( 

,0 

INTRODUCTION 

THE PROBLEM 

The term welfare state has frequently been used to describe 

advanced industrial societies. But can we view the services and 

programmes typically seen as comprising the welfare state1 as a 

radical departure frOm earlier provisions made for the poor and 

working class? Was the working class in a particularly disaâvantage4 

position prior ta the institution of these services and programmes? 

Can the introduction of welfare services be seen as a response to 

working class pressures for reform? Was the extension of welfare 

programmes and services ~ddressed largely to the needs of the working 

alass and thus ta reducing class inequality? And has the welfare 

state operated in such a manner as ta reduce class inequalities and 

achieve a measure of income redistribution? The research reported 

here attempts ta answer these questions. 

Inequality has largely been defined in ecanomic terms: studies 

have explored variations in the distribution of wealth and incarne 
, 

while placing relatively Little emphasis on other than economic dimen-

sions of inequali ty. 'In the light of this inattention to other dimen-

sions of inequality, this study is addressed ta inequalities in he~th 

and access toi health care and ta the function of the State in provid-

ing health care. 
q) 

More speçifically, this ls translated into a study 

of the British National Health Service--of the conditions und~r which 

it whs introduced and its impact on class inequalities in health and 

x 

3. 

l 

• 
l, 
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access ta medical care. We will, therefor:'e, seek ta answer the 

questions posed a~ove through an analysis of the sources and impact 

of the British National Health Service. The extent to which we can 

generalize to the British welfare state as a whole and to other 
- ---- - -~ ~ ---;) 

countries is, Rowever, a problêm fOr additional rese-arch ~ 

We have focussed on health serviee-s for a variety of other 

reasons, most importaBt being the fact that health is a primary con-.. , 
cern for mos t peop le. 1 t affects our enjoyment of life, our abi li ty 

ta live a normal life, ta work and mainta!n a measure of independence. 

And given the importance of good heal th and the greater rnorbidi ty and 

shorter life expectancy of the working class in all indus trial soci­

etles, i t is surprising that health services have received relatively 

li ttle attention from sociologists until recently'. We have chosen 

ta study the British National Health Service as Britain was among the 

first countries to develop an extensive range of welfare state ser-

vices, and its health system is regarded by many as being based on 
c 

socialist principles" catering ta all classes on the basis of need. 

For this reason alone, it presents an interesting and appropr:'iate 

focus for exploring the issue of whether the welfare state success-

fully aiters sys tems of class privilege. 

Let us examine the basis for the questions which w~ have posed 

above and thus more clearly delineate the problems ta which this 

study is addressed. 
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MARXIST AND PLURALIST LMAGES OF. THE RPLE AND 

FUNCTIONS OF THE STATE 

The concept of the welfare state--and perhaps more obvious1y 

that of the "New Deal"--eq>hasizes a point of transition in which 

the State is seen as assuming a new and qualitatively different role 

in providing for those in a permanently or temporarily disadvantaged 

position. This sense of transition, no doubt, stems partly from 

poli tical expediency wi th po li tical parties' claiming signifieant ly 

different progranvnes for providing for the needs of the underprivi-

leged in just the same way as advertising seeks to convince us of 

the development of qualitatively different and better products. And 
.It 

i t is probably reinforced by the quiet ye'tl's ~.f apparent progress and 

prosperity which were experienced by many Western nations during the 

1950 '8 and early 1960 '8., B.ut irrespective of the source of the mean-
• 

ings we attribute ta these terms, a recent change in the l'ole and 

function of the State i8 generally recognized. Sa, for examp1e, ~ 

wel are state in Bri tain is viewed as emerging during the 194-0 's.' 
t' 

and 8 representing a point of radical departure from provisions made 

for t poor and the working class in prior decades. 

Analyses of the new role and functions of the State are re1a-
, 

tively scarke. Despite the fact that the welfare state Is "onè of 
2 -the great structural uniformities of modern society," welfare services 

and the genesis and impact of social po1icy have seldom been the focus 

of attention for sociologists. As ~i1ensky comm~nts: 

ri 
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-------------Students of the shape of IOOdern ~-éL~ soeiology 
of knowledge to explain the inverse relation between- ,the 
poli tieal irrportance of an institution.al sphere and the sys­
tematic attention sociologists ha~~ given to it. The chief 
candidates for "least studied and-MOst talked about" are the 
welfare state. the milita~y. the mass media and mass enter­
tainment, and the intellectuals and experts--perhaps the 
most distinctive marks of modern life.3 

Sorne indication of the various :i,nte.t:pretations of the new role and, 
-.r 

functions of the State and of their theoretical significance may, 

however, be found in the continuing debate on the distribution of 

power in advanced industrial society. Two major perspectives domina te 

this debate in relation to capitalist society--pluralist and marxist.~ 

Essentially, the debate focuses on the power of the economic elite: ~ 

within a marxist tradition, the economie elite i5 seen as wielding 

power beyond the 'economie domain, while pluralism argues that elites 

and varioua.~ntetests within other institutional areas successfully 

pursue interests'which conflict with ~ose of the economic elite. S 

In theplatter, therefore, power is seen as being IOOre widely diffused 

1 

! ' 

/' 

r 

1 

1 

, 

throughout the society'. ' 
1 

----~---. 

Within these two broad perspectives, different' images of the 

rôle and functions of the state are outlined. Plùralist analyses see 

organized interest groups as competing for power~ and the government 

as aqting in ,the capacity of referee to rnediate between competiflg 

interests in order to erisure thqt no One group consistently domina tes 
6 

or secures control over decision making processes. They view the 

eeonomic elite as one of several powerful groups seeking the favour 

of government. and as being opposed to social refo~ and government 

intervtntio~with any su~int~rveJ1tion being indicative of the State 

:\ .. 
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acting to alter the system of class privilege d acting against pro-. 
perty interests. Thus, the image of movernents fd\ the reguléttion of 

business and for social reform which is portraye~in such analyses is 

one of a victory of "the peopl~" over "the inteI,'ests.,,7 The State is" 

therefore, seen as a redistributive force within society, and the emer-

gence of the welfare state is taken as a primary~example of its roie 

in changing the structure of class privilege. 

On the other hand, marxist analyses have identified the State 

with the protection of the interests of the ruling elite. However, 

some wri te~s have' recognized a modificati,on of market and elite domi-
o • 

nation of the political system: for example, Birnbaum sees the State 

as essentially allied with' property interests, but views it as occa­

sionally detaChing itself fram s~ch ta mediate between the conflicting 
- , 8 - , 

interests of property an~ a "public." Milibanà, attributes this shift 

in the rale of the 5 tate partly to the organization of the wO,rking 

class: challenges to the legitimacy of the existing arder have, at 

. ----~Z, changed th.t. order. 9 Birnbaum recognizes element. within the 1 
poli tic a Îèi:i-te--which hiwe not been "cNde servi LOrs of in~l--'. f., 

.. i& ~ '... t 

wealth" and whose in~erests have la in in maintaining social cOhesion.l~~~~ .. J~ 
And, fur~~ê~ studies have pointed to the 'existénce within the l, 

l, economic elite of liberal elements which have not been opposed to l~ 
~ 1 

government intervention and which have been instr-wnental in stabiliz-

ing capitallsm and preserving class privilege through encouraging 

soci,al reform. But Birnbaum sees welfare etate functions as being 

secondary to'government function~ in guaranteeing property ana 
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11 
controlling the processes of production and distribution. And 

Miliband argues that whi le the welfare state has diminished the 

inhumanities of totâl market systems, this ls through redistribution 
12 

effected within the working class rather than between classes. 

Such analyses see the system of class privilege as having been sta-

bilized and strengthened by welfare state measures rather than as 

havipg been significantly altered. 

Assumptions Concerning the Sources and 
Impact of the Welfare State 

At the risk of repetition, let us examine more fully the 

assumption"s made by each of thes~ theoretiçal perspectives wi th 

respect to the genesis and effect of the welfare state. It is impor-

tant tho~gh to stress that we are discussing assumptions since many 

analyses of the distribution of power fail to provide their comments 

on the'welfare state with a solid empirical foundation. And Many . , 

statements about the impact of the welfare state have been lacking in 

clarity and precision. Bearing these comments in ndnd, we may note 

a series of linked assumpt~ons concerning the sources and impact of 

the welfare state. In detailing these, it will be cLear that while 

pluralist and marxist analyses diverge in their analysis of the dis-

tribution of"power, several common assumptions are made with respect 

to the welfare state • . 
Wu have already argued that in t]1e use of the t~rm welfare 

,.J 

state a point of transition 18 assumed--.a point of radical departure 
" 

1 fram the previous rale and funetions of the State. Pluralist and 
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marxist analyses share this assumption, as also they do tne view that 

welfare state rneasures were introduced in response to the pressures 

of workers. Strachey, in his analysis of the "new stage which capi-

talism has entered" sees-power as no longer being located almost'exclu-

sively in the hands of a capitalist class, but as being diffused 

throughout the convruni ty. He sees the S tate as assuming 

tant and powerful role, and as responding ta rn-,~"""''''1.1ng the 

varied interests within the comnunity: 

••• the House of Commons itself reflects and responds to 
the diverse, divergent, reciprocating social forces of the 
whole cornmunity. Every secti6n of the British people has 
found a way of bringing to biar its influence on the making 
of the government decisions. 3 

rnpor-

For Strachey, the advent of the welfare state represents a triurnph of 

representative democracy and an indication of the capacity of the 

State to act in the interests of wage earners. And he views the organ­

ization àf workers into trade unions and the competitive bidding of 

the parties for workers' votes as important rea~ons fot the develop­

ment of the new stage of capitalism-which is, in part, characterized 

by the welfare state. He comments: "We reach the paradoxical con-

clusion that it has been, precisely, the struggle of the democratlc 

forces against capitalism which has savecl' the system.,,14 

In the samè vein, Miliband's deveiopment of a marxist analysis 

of the role of the State in capitalist society, suggests that the 

welfare state was introduced in response to pressures from wôrkers. 

Writing of the N~tional Heaith Service and the comprehensiye system 

of social insul'a'nce established in DTi tain in the 194-0 '5, he i1rgues: 
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These measures. which were the pillars of the "welfare State. n 
rcpresented of course a major, it coul~ even bè said a dra­
matie extension of the system of welfare which was part of 
the "ransom" the working classes had been able to extract from 
their' rulers in the COl1rse of a hundred years .1S 

Furthermore, in making these assumpt~ons as to the reasons for 

the introduction of welfare state measures, it is also implied that 

such changes were addressed to the needs of the work,ing class, ,and 

that workers were in a particularly disadvantaged position prior to 

these changes. For example, Jay t wri ting in the pluralist tradition,­

implies a priority to reducing inequality when he comments that 

" .the assault on poverty and inequality through redistribution 

must remain the prime purpose for a very long way ahead. nl6 (Italics 

mine.) And Frankel's marxist analys~s of British society implies 

that the services comprising the welfare state were introduced in an 

effort ,to prevent the more marked class inequalities and deprivations. 

of the' working class in the pre-war years: 
, 

During and after WorLd War II ... ttwestern" governments 
declared their intention to prevent a return to' pre-war 
evils; and, iD this spirit, the British Coalition Govern­
ment asserted its 4etermdnation to main tain full employ-
ment, to institute comprehensive social services, includ­
ing secondary education for all, to bre~l9own old so~ial 
barriers and to abolish want and poverty. 

\ 

We also see sorne similarity in interpretations of the impact 

of the welfare state--at least insofar as both marxist and pluralist . , 

analyses recognize an improvernent in the position of the working 
" 

c~ass. Miliband, cautious in his assessment of the welfare state, 
" ' 

recognizes tha t the workin'g class largely pays for i ts OWn benef! ts 

(redistribution taking place within the working class rather than 
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between classes), but argues that the services have pad a humanizing 

effect. The we lf.are s tate, he wri tes. "did not. for aU i ta impor- . 

tance. constitute any threat ta the existing system of power and priv­

ilege. What it did constitute was a certain humanization of the 

existing social order."IB 

Unfortunately. Miliband does not make cle'ar exactly what 

inportance he attaches ta welfare state services. He ls not explicit 

~out what constitutes "humanization." And he gives no clear indi-

cation of what would constitute a change in the exlsting system,of 

power and privilege: 15 he talking about the distribution of weaith 

alone? Would he ~lso ~de changes in the distribut~on of income? 

a reduction of inequalities in health or access to education or 

medical care? In view of such unanswered questions, it is difficult 

ta determine exactly how the impact of the welfare state is interpreted. 

Pluralist anaqyses also recognize benefits flowing fram the 

welfare state; inequali ty remains t but has be,en reduced and the future 

will bring further improvements. Tftnuss argues tbat sucb beliefs 

are.widespread--beliefs that the a~e of the welfare state has arrived 
, 

and that it affords very real protection ta the working class against 

'the v icissi rudes of life 1 and in the process, achieves a redis tribu­

tion of incorne. lg Such arguments are advanced by 5trachey, for 

examplë, who recognizes a reduction in c ass ineq~ality which, though 

not marked, i8 evidence of the strengths f representative democracy 

and the new power in the hands And the future 18 viewed 

vith similar optimism: "At this point in eir development. 
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representative institutions are likely to be ~sed b>, the wage • .(earners 

20 ta attempt to re-model the econ9m1c system in their.interests. n 

In the~e ~ays, we see similar assumptions being made within 

pluralist and marxist analyses of the distribution of power and the 
'" 

role of the State in industrial society. The major difference lies 
• 1 

in their interpretation of the attitudes of the economic eU te to the 

introduction of welfare services and progranvnes. Pluralism sees such p' 

social reforffiS as essentially opposed to the' interests of business 

leaders and thus indicative of the diffusion of power. For . ex~le , 

Rose, writing of the U.S.A." sees economic elite pressure groups as 

having been defeated in the introduction of medicare for the elderly, 

federal aid to education, an anti-poverty programme, and a compre-
\ 

, 21 
hensive civil ~ights aet. Such new services and Legislation are of 

theoretical significanee since they serve to demonstrate that the eco-, ' 

nomic elite manifests power largely within the econo~c domain. 

Marxist analyses postulate a very different attitude toward 

social reforms on the part of the economic eU te. While viewin&iuch 
~ 

reforms as being ini tiated by pressures from the working class and 
, 

~rom middle class social r~formerBI studies 'have argued that ,the eco-

nomic eU te has not been fundamentally opposed to social reform and 

an extens,ion of the functions of the State. Weinstein t s study, for 

example, addresses itself to the "false consciousness of American 

liberalism," and argues that business leaders incorporated the ideals 

and programmes of social reformers and adapted Wem to their own ends. 

Writing of the U.S.A. between 19QO and 1918, he questions the 
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oonventional wisdom as to th@ actions of busines~ lead~rs. 

, Businessmen were not always, or ev en normally, the first to ". 
adv~cate reforms or regulation in the comman interest •• 
But ..• few·re~orms were enacted without the tacit approval, 
if not the guidance, of the large corporate interests. And. 
înuch more 'important, businessmen were able to harness to their 
own ends the desire of intellectuals ,and middle class reformérs 
to bring toge.ther "though'tful men of aIL classes" in "a' vanguard 
for the ,building of the 'good comnunity." These ends were the 
stabilization, rationalization, and continued,éxpansion of the 
existing poli tical economy,- and subsumed under~ ihat, the cir­
cumscription of the Sociali~t mov.ement with its il"l-fo~med, but' , 
nevertheless dangerous idea (or an alternative form of social 
organization. 22 " ", 

The econo~c elite is seen as not being necessarily opposed ~o social 

reforms and" th~ ex.tension of the welfare state. However, such reforma "-, 
-

are. not of central theoretical significance since they have li ttle 

impact on the 'distribution Imd control of wealth. 

To summarize, we have noted that analyses of tqe ,distribution 

of power ,and the role of the State in 'advanced indus1=rial socie-ty 
, 

make.< certain cOJllnOn asswnpt~ons ooncerning the sources and impact of 
• • , _i-

the welfare state. These may be st:at'ed briefly aS follows: 
~ . 

. 
1. The welfare sta~e repres~nts a radica~ departure from the 

prior organizatian of services and progranmes; " 

2. The working class was in a particularly 'disadvanta~ed posi­

ti~ prior to the, int~duc:ion of welfare ·sctate ser:.ices; 

3. The introduction ôf~'::"l.fare services and progl:'rurmes was' a 

response to working class pressures for reform; 
? , 

~. As such, ~elfare measures were addré~~ed to the needs of 

the working..-class and ta reducing class inequali ty; 

l' 
xx \ .. 

.. 

" 
1# 

" 



i 
! 
( 

Il 
il 
1 1 
r 
i , 
f 

1 
t 

[ 
1 
r 

--...---------..-- ---
, ,~ \ 

1. aa ;r 

Il 

() 

.. 

:~, 

:c 

CD 

"t., . , ~ , 
~ ~ ;.-; '11 

" ;:. "r,' ~ '!'" . ~ -, / ,... -; 

_.".,'.> ""~ ~ •. ~~.}-.?~!.~:~: .,:,;.:~.,;~,~,.\j~' .. _~.~_~ __ ~_~~--.:.:-" ' ... _'_'~J:'_ ...... _.\~~~_~::~ 
,. . '. ~ , 

1 • 
, ' , .'1). 

'\ 

S.: ;.the welfare statè has reduced class' 'inequali ties and 

achieved a measure of inC!Cme redistribution .,.'" . . 
~'. 

, >1 

The research reported' here ia addressed ta these ass~ptions. 0 

THE LOGIC OF ANALYsIS 

This study has grown from an e~fort'to elaboratë the assump-

tions detailed above. In seeking to understand the natùre'~f the . , 

changes in the structure of the health system which occurred wi th the 

introduction of th,e ,N-atio'nal Health Service, i t seemed that these 
- , , 

assumptions n'eglected important issues, and in certain' ci rcumst:iü;ce's , ' .... 
l " -;, ...::ti : .. 

had an inadequate empiri~'L4'oWl~atiOii?- Dy mean:( of an introductlon' 
..... j \, ~ ~ - • 

• > ~ 

to the issues di~cussed .tn later ~haPtèrs and. in arder to COflV~Y the 
- '.. ...:~ -;. ~.' , 

manner in which the assumpti'Qns made' wlthi~ mittiist and pluralist ' 
r; /'" , ~ - l ' 

theories became problem;Itic, we 'wii'l 'indicate tlte way in which our 
.... • 1 ~ 0 ~, . 

initial rese~rd'ft led us to question these as~wnp·tions. 

In ex~ning 'the structure:,pf the' heâ-l'th system 'prior to. 194-8. 
", 

it appeared ~~t it was not markedly different fram that of the 

Nat:ional',lIealth ~~rvike. ~d i t bec_ .. cléa~ that '~recedents for the 

introduction of the iitional Health, Service, had been laid in tbe lat,e 
/ (;1 :: ", 

nilft!teent;t1 and early tw~ntieth centLtries. This suggested th~t the 
• • 411 / _, t' 

v • 

, \ 

, > 

'~introduction of the new set'vice might perhaps be more appropriately 

vieWed as an organizational.and administrative chaJ')ge, rather than,'as 
" , 

a radical shift in the structure of the health system. , . 
i . 

Furthermore,' in examining the development of the health serv-

ices. it seemed that the introduction of 'the National Health Service 
Q 
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xx",'. " 

.......... "" 
.ir, 



\ 
" 

t 
~W:<~t", """~~"""'''.''''''''''''1f'''-''' ____ ~_1_~ ....-,." ..... __ . ___ .... --!. .. _~_~~ ~_ - ----- . -_.- -------. 

" 

could be explaineù, nt least in part, in terms of the internal ùynam~ 

, !cs of tlle health system. The increasing sophistication of medical 

science and technology helped to crea te a more central roie for the 

hospi tals wi thin the health system and at the same time created 

organizational and financial problems which became increasingly severe 

during the 193Q's and 19~O's. Our initial analysis of such problems . . 
further suggested that the introduction of the National Health Serv-

ice represented a response on the part of the government to a recog-

nized need for a rationalization of the health system rather than 

being simply a response to pressures of workers for such changes. 

lndeed, public pressure for change does not appear to have been strong. 

Moreover, our prellminary analysis of the- deyelopment of the 

health services also indicated that a tradition of free or low cost 

medical care for the poar and the warking class had existed since the 
~-

mid-nineteenth century. ~ the quality of this care was, at 

times, questionable and the working class patient faced many de~er-

rents to obtaining medical treatment, these patients did have access 

at li ttie or no cost ta the best available hospi tal care. This, even 

in the early 19~Ofs, was largely denied to middle class patients. It 
~, 

appeared that working class patients were not necessarily the most 

disadvantaged in access to care. 

Thus, in seeking to understand the change in the structure of 

health services. wrought by the National Health Service Act, we were 

increasingly led into an analysi~ of the development of the health 

system from the mid-nineteenth century since our initial"readings 
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suggested that the National Health Service could not be viewed as a 

radical departure from the prior organization of services ana" that 

i t could not be exp lained simply in terms of the un av ailab1 lit y of 

care for working class patients and preS'sUr~s for reform from the 

working class. 

But while it appeared that the develepment of the health sys­

tem and the introduction of the National Health Service could be 

partly explained in terms of in ternal dynamics, was i t, at the same 

time, a response to working o1as8 pressures for reform? While 

marxi3t and plura1ist analyses view the introduction of welfare state 

services as a response on the part of governments to pressures for 

reform from the working c1as5, our initial research indica ted tha t 
.r 

such pressures were at a mininum. What seemed more important was the 

concern expressed by the medica1 profession and others working wi thin 
/ ... 

the health system as to the need for reforma Also, these interes t 

groups appeared to recognize that a reorganized hea1th service would 

opera te Wlder government auth'ori ty anà that i t wou1d provide free 

care te the vast majority of the popuLation. The government appeared 

to be responding to a need for change recognized within the health 

system. Furthermore, i ts response was in no sense an inunediate one 
, 

and was focussed on organizationa1 and administrative issues rather 

than explici t issues of social justice and class inequality in acceS8 

to redical care. 

ln these ways, we were led to Iluestion. existing assW11Ptions 
1 

concerning the sources 'of the welfare state. With respect to the 
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Bri tish National Health Service at least, they appeared to be nU.s-

leading. But what of the impact of the National Health Service? 

Het'e, ~e proceeded with an initial beHef that the National Health 

Service did not provide equal access ta health care for persons of 

different social class. Studies of medical care systems in 5weden 

and the United States indicate that wo~king class patients make Less 

use of health services than do middle class patients, even though 

23 their needs for cat'e are apparently greater. But similar patterns 

of use were not evident in studies of the use of general pt'actitioner 

an4 hospi tal services which lNe eGnSU..lt~_~. ln othet' wot'ds, marxist 
---

and pluralist assumptions concerning the role of the -;~I;;ifar~ s'tate 

in reducing class inequali ties appeared valid in the case of the 

National Health Service. However, in examining class differences in 

mortality and morbidi ty in order to provide a framework for the dis-

cussion of differences in the use of medical services by patients of 

d,ifferent social class, it becarne evident that class inequalities in 

lOOt'tality rates were increasing in the decades following the intro-

duction of' the National Heal th Service. This suggested that the 

b-riief in progt'ess underlying marxist and pLuralist analyses of the 
1 

welfare state is not wholly justified and that, at Least in tenns of 

health, class inequaLities have not narrowed. 

Thus, in seeking to elaborate the asswnptions made within 

~arxlst and pluralist analyses, we became Increasingly awat'e that 

these asswnptions wet'e open to question and that they neglected impor-

tant issues. This study seeks to assess the validity of these 
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assumptions and questions them by developing alternative explanations 

of the sources and impact of the National Health Service. In 50 

doing, we hope to convey the interplay of factors affecting the chang-

ing structure and operation of the health system. At eaeh point in 

the development of out" argument, we will seek to demonstrate how the 

issues discussed flow from our questioning of those assumptions made 

24-within marxist and pluralist theory. 

SOURCES OF DATA 

Perhaps the most immediately apparent problem wh~ch we faced 

in seeking to understand the sources and impact of the National 

Heaith Service was the relative scarei ty of data. The National 

Heaitit Service has received li ttle attention from sociologists, and 

Hs role in reducing c lass inequaU ties has been especially neglected. 

Even in cri tica l analyses of B ri tish society, the Service has been 

con5picuously ignored. As Rossdale writes: ttMore than any other cre-

'""' ation of the post-war Labour goverrunent, the National Health Service 

has been regarded wi th veneration and satisfaction by those on the' 

Laft. tI~S 

Where studies have focussed on the operation of the National 

,Heal~ Service, its effects in reducing é21ass irrequaUties have been, 

cant attention. Rossdale, in an article critical of definitions 

of h of the doctor-patient relationship, and the existence of 

pr!v te practice, barely refers to elass inequali ties in access to 

heal h care and in quaI! ty of health. 26 Similarly, Bosanquet, in an 
i 
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article which assesses Labour's achievements in reducing inequalitiea 

in health, fails ta consider class irlequali ties in acceSB to mediesl 
, 27 

care under the service. 

In the analysis of the development of heaith services, this , 

study has not made systematic use of orig.inal sources. For example, 

we have n9t systematically studied records of parliamentary debates, 

reports of Royal Corrmissions and of Trade Union conferenaes t proies-

~ional journals, etc. In view of the breadth of the issues relevant 

to the problems which we have outlined, we have in mst instances 

relied on secondary sources sucil. as histories of the development of 

welfare services, analyses of the process of industrialization in 

Britain, aCCQunts of the development of medicine, and the growth of. 
-~ 

..... '---the hospital system and studies of the process of negoti~~ pre-

ceding the introduction of the National Heaith Service. - And in the 

analysis of class differences in IOOrtali1:y and morbidi ty t- and the use 

made of various health services, we have la~ 'relied upon of~icia~ 

government publications and nUJne-rous small studies of roorbidity, 

mrtality, and th!? use of general practitioner, hospital and dental 

services. 
, 

~ch of the da~a presentecl in thé following chapter i5 not, 

thel'efore, "original." We are combin'ing data in new forms insofar as 

we are addressing ourselves to a series of issues which have been 

neglected by s~ciologists. Indeed t relatively few of the sources con­

sulted were authored by sociologists. But in using such seconda'ry 

s~urces, we must bear in mind the fact that we are only sensitized ta 
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issues which others have already defined as important. l8 This study 

must be viewed as exploratory in nature, as a historical case study 

which gives rise to a nwnber bf hypotheses,each of which might. most 

appropriately, be further pursued through the systematic use of orig-

inal sources. 

The chapters which fOllo,w proceed from the assumptions made in 

marxist and pluralist theory, and each seeks t~ indicate the manner 

in which data on the health services in Britain are inconsistent with 

~se assumptions in several respects. In 50 doing, we shali be 
~ ----~~~ 
~ _____ developing the following hypotheses: 

1. The National HealthService was ll2! a radical departure 

from the organization of health services prior to 1948. 

2. Working class patients were not severely disadvantaged 

in obtaining Medical care prior ta 1948. Middle class 

patients were, in some respects, in a particularly dis-

advantageous position. 

3. The National Health Service was in large part a response 

to the recognition of a need for ,O~ganization~~ (nd 

administrative rationality and for a stable source of 

financial suppôrt for the hospitaLs. The National 

-Health Service Act was addressed to these goals. 

4. The recognition of problems within the health services 
!,I 

and the concern for change came largely from the medi­

cal profession and hospital administrators. 
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5. The National Health. Service may be no ",re 'effective 

in redistributing income than were tlle, h~1th setvices 

prior to 194-8. , 

6. Though not specifically addressed to achieving ,such, 

there are no glaring' inequalities in access !=o medi-

7. 

cal care within the National Health Service., This 
.., 

may be due 1 not so much to the system of sop1.aUzed 

medicine per se. as to the central role of the general 

practitio~er in the service. 

While there are no marked inequa1ities in access to­

care, there i6 a growing class inequality in health 

levels as'measured by mortaUty rates. 

, 
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FOOTNOTES 

lIn writing of the welfare state, we' a~e referring to a col­
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such as social security, fami1y allowances, unemployment insurance, 
old age pensions, etc. Wilensky def1nes the concept as follows: 
"The essence of the welfare state 1s government-protected minimum 
standards of income, nutrition, health, housing, and education, 
assured to every citizen as a political right, not as charity." 
H .L. Wilensky, The Welfare S tate and Egua1ity (Berkeley: University 
of Callfornia Press, 1975), p. 1 

2 ' .lJU.9. t p. l 3I bid., n. l, p. xv • 

""ror a dis~ussion of the issues upon which these two perspec-
iD tives disagree, see: W. Korhhauser, "Power Elite or Veto Groups?" in­
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28See APp~ndix A for a ful1er discussion of the limitations 
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P1ŒFAC& 

In the four chapters which follow we are seeking to understand 

the introduction of the National Health Service in Bri tain. We have 

already indicated that~ the emergence of the welfare state in Britain 

during the 1940's has been interpreted by both marxist and pluralist 

theorists as a somewhat radical departure from the pre~ious services 
\ 

which catered to the needs of the working cla~s; /as a response to 

working class demands for reform; and as bein~1 directed towards an' 

, J r amelioration of the situation of the working class and a reduction of 

elass inequalities. As we have already expl i~edt o~r initial efforts 
i / 

to· elaborate these assumptions, with respect Ito the British National 

Health Service, ca.~ doubt on their accuracyj and 50 in the next few 1 

ehapters, we take each of these assumptions ln turn, seeking to deter- / . 

mine their validi ty and, where. appropriate, ~ither modifying them or 

developing alternative propositions. 
1 

1 

1 

We ~ave already outlined the general iuestion~ to ,Which we 

will address ourselves in this study. Perha~s it i9 useful to the 
/ 

reader if we indicate the more specifie questions which guide us in 
1 

/ 

the follow~ng chapters. We ask first whethe~ the National Health 
• '1 

Ssrvice can be regarded as a radical depart~~e from the prior organi-
, ,/ 1 

zation of health serVices. In pa~tfcular, w~s provision made for the 
. ~i ! 

care of working class patients in the decadeé prior to the Nationa1l-
" . 

Health Service, and did the State play an ac~ive roie in the prov.~sion 

1 
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of medical care? Eor socialized medicine is supposedly distinctive 

in that it ensures that care 18 avàilabl~ for the less privileged 

sections cif a populatipn and that i t does 50 through the provision 

of free or low cdst care by the State. If such provision was made 

prior to the introduction of the National Health Service, then we 

would conclude that lt is inàppropriate to view the new service as 

rep~~senting a radical change in these aspects of the organization 
r 

and delivery of meçlical care. 

Secondly. we ask whether working class patients wer~ especially 

disadvantaged in access to medical care prior to the introduction of 

the National Health Service. Eor this ls impl;iJ!d i:o the assumption 
• ' Q 

that welfare se'rvices were introduced as a response to workers' demands 

for reform, and also in the argwnent that the introduction of nelll 

services and progranvnes were ~rected towards an àmelioration ,of the 

si tuation of the working class: Obv iously. i t is insufficient to 
" , \ " 
examine only those problems eXPldenced 'by working class patients in 

obtainlng care. We ask, the'refore. what care was availabl,.e for work.-
J) 

Q 

ing class pati~nts and whether~middle class' patients were generally 
'10 , 

in an advantage'ous position within the heaith services. . IV' 

. Anticipating the data which we present in the following pages, 
. . 

we may note that while working class patients did experience problems .. 
in securing heal th .care, middle class pat!ients' also faced important 

barriers: '1 t does not. theçoefore, seem appropria te' to v ieW'~ the 
.. " ,_ 

"'jl ' 

National He~lth Service simply as a measure desi~èd to improve the 

acces.s of ,Jorking class pa~ients to medical care. An~ this also 
• ) " l'> 

" 
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suggests that insofar as pressures Afar reform of the health servJ.ces .. . .. 
existed, these might not be limited to the working class' illane. 

Indeed, ,thesE; pressures do, not seem to hav,e b~en strong. And 50 we 

return '-to- the' question of how ~e can explain the introduction of ~e . ... 

National Health Service. What problems led to 'a refor.m ,of the hi~alth 
! 

services,? Who, was defining these prob-lems? What. pressures fQr change 

cao be identified? 

These then are the questions which we pose in the following 

pages i In seeking to assess ~e validity ,of th~ assumptions detail~d . , 
above, we indicate their weakness and pose ,alternative wàys of inter-.. 
preting the emergence of' the British National Health 'Service. Each 

chaptel' i5 centred around one of these alternativ.e propositions: 

Chapter largues that "the National Health Service was not a radic.al 

departure from the prior ol'ga~zation of the' health. services; 

Chapter Il argues that working class patients were not severely dis-, 

advantaged in obtaining medical care before 191t-8; in Chapter III. we 
.'-

develop the thesis that ,the new service was, ~n large. part, a response 

ta the orecognition of a need for organizational and administrative 

r~tionality and for a stabl~ source or fina~cial support 'for the 

hospi tals; and in Chapter IV t we indicate that the recognition of 

problems within the health services aiid the concern for change came 

largely from those working within the health ,system. 

',f ~ 
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Introduction 

1 

CHAIttER 1 

PRECEDENTS FOR 'THE NATIONAL HEALTH SERVICE 

Can the introduction of the National Health Service in 1948 

be seen as a radical departure from the prior organization of health 

services? If 19~8 marked a major transition in the organ1zation and 

delivet'y of medical care, then we would expect to find ttv.lt reiatively 

Little free or Low cost care had previously been provided for working 

l • class pati~nts. Fat' the introduction of a system of sociaLized 

medicine i5 seen as benefiting working class patients in particular 

as it provides care ~t no di~~t cost, and thus achieves a greater 

correspondence bet"ween needs for care and the use of medical services. 

-- , 

furthermore, we woold expect to find that the State played a reiatively 

-~ ----

( ) 

minor raIe in the provision of health care prior ta 1945, orat least 

that there was a shift in the principles underlying the provision of . 

public medical care. However, if we examine the development of health 

set"V ices in the hundred years preceding the introduction of the 

National Health Service, we see that such expectations are not met. 

ln this chapter, we will argue that: 

1. A tradition of frae and low cost P\1ql1c and chari­

table "care for the working class existed for m~ny 

decades prior to the introduction of the National 

HeâÎth .. Service. 

Precedents for the National Health Service were 

" 
-5-
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laid during the late nineteenth and early twentieth 

centuries when the sphere of responsibility of the 

State in providing medical càre was gradually increas-

ing. Such observations suggest that the NationaL 

Health Service did not represent a point of radical 

change in these respects, and that the, princ~ples 

upon which the new service was based were established ..,. 
several decades earlier. 

We open this chapter with a description of sources of medical 

care in the mid-nineteenth century. We show that'medical care was 

available to all classes and that the source from which care was 

obtained was closely re lated ta a patient' s class posi tion. The 

J.atter parts of the chapter trace the growth of the role of the 
, 

State in the provision of!rœdical care. .' 
. 

SOURCES· OF MEDICAL CARE IN niE 

MlD-NINETEENTH CENT URY 

Ambulatory Care 

The source from which people obtained care was in large Pirt 
tI ,_ ...... 

petermined by their cl~ss position.2 For tliose who c.o~ld afford1t • . 
and,. who thought it useful, private G'ledical care was obtained at home 

or in a doctor 's surgery. The riob were treated by the' elite of the 
• 

medical profession--fellows and licentiates of ~e Royal ~'Coliege of 

Physicians. SOmeWhat lower in status t~an these we~e the lieentiates 
\ \ 

of the College of surgeo\s; these~were allowed to operate and to 
--.. 

\ . . 
J 

1 

1.' 
1 

J 
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\ 

treat internallY7 but not to administer medicines externally. Most 

of their opera tians were performed in patients' homes. 3 

*' For the less affluent, care was av ail ab le frorn general prac-

titioners. Though professional controis were instituted in 1858 ~ 

there were no legally r~cognized qualifications for a general prac­

titioner and their educationallevels varied widely.;4 yet lt was 

they who treated the vast rna~ority of the population. For private 

patients, their fees varied in re lation ta the patient 's incorne or 

yearly house rental: patients with an annual incorne over f500 were 

chal'ged one guinea for a single visit while thase with incarnes under . 
f 100 were charged only two shillings and sixpence. for patients 

with an annual rentai over f 100, attendance at childbirth cost five 

guineas or more, whereas those paying a rent of ~ 10- 25 were charged 

one guinea.:' ln this way, a process of incorne redistribution was 

operating. 
, 

Workers often provided for their care through membershiP in 

a variety of schemes in which treatment from generai practitioners 

could be wholly or partially paid for wi th regular contributions. 
, 

~he growth of othese clubs in t~e latter part of tfe nineteenth cen-
. 

t~.ry i!i, evidence of an increasing class of better paid wage earners. 

,H~dical clubs ~ provident dispensaries, and provident medical associ-

ations aU provided care to members who paid (contributions on a regu-

1 lar basis. These were organiz,ed by friendly societies, trade ilnions, 

groups of doctors, or employers who contracted doctors for their 
, 

, employees. Membership in the schemes was not: expensive. Contributions 

\ 
, 

1 

1 

.. 



• 

" , 

" 

, , 

( \ 

l' 

___ ..... ____ ~ _____ ~. __ ___...h._ ........ _______ _ 

-8-

to medica1 clubs ranged from one penny ta one and a half pence per 

person, while family clubs provided coverage far the whale family 

(excluding midwifery) for three pence per week. friendly sacieties 

charged workers between two shillings and sixpence and three shill­

ings a year. 6 Dy 1905, there were six million members of friendly 

societies with funds totalling .140 million. 7 But even with a con .. 

siderable growth in such schemes, less than half of the working 
.. 

populat~on were ev en moderately covered ~gainst the impact of 

illness. 
B 

In fact, there existed several barriers to membership in these 

schernes. Many friendly societies did not cover women and children. 

and most schemes did not admit "bad lives," or those suffering from 

constitutional defects or chronic disease. 9 In many medical clubs, 

there was no obligation to continue the membership of those who 

developed chronic disease, and if the level of illness became too '*' 
c 10 

high, the doctor might discontinue the scheme. Thus, those most in 

need of care were often exclude~, and if unable to pay the fees 

charged a private patient, wer~ forced to rely'on charity ~d the 

o PQor Law. 

It was the Poor ~aw which pro~ded non-institutional care for 

those at the base of the class hierarchy--for the destitute. Treat­

ment was available from District Medical Offi'cers appointed by the , 
. " 11 

Board of Gua"dians within each Union. Care was provided by the 

District Medical Officer, but the pivot of the whale organization wa • 

the Re11eving Offiçer within the Union. He. with no medical 
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qualifications, was the executive authority and was responsible for 

issuing the medical orders wi thout which no one could' obtain care. 

Many deterrents were built into this system. The Relieving 

Officer was not always easily accessible; in a rural Union, it might 
-_ J-" 

be a journey of six or eight miles to reach him. And those applying 

for medical orders were frequently treated as paupers rather than as 
1 

patients. This is emphasized by the fact that the decision as to 

whether or not to grant an order was made by a non-medicalofficer on 

the basis of non-medical circwnstances--destitution. Only the des­

titute were eligible for- car-e and: thus, "in some Unions the applicant 

for a Medical Order i5 required to attend personally before the 

Guardians at their meeting, and exp Iain , at the cost of half a day t s 

earnings, how he comes ta need medical aid ... 12 

But these dete.rrents to ôbtaining' care Wlder the POOl' Law were, 

to some extent,. mitigated by the treatment available at the outpatient 
.... 

departments of the voluntary hospitals. Here, t~ere was unrestricted 

access ta care. The whole ethos of the voluntary hospi tals. was qui te 

different from that underlying the POOl' Law. While the latter pro-
, 

vided care "'only to the destitute in order to encourage self-help (in 
~ " 

the form of medical insurance) aIOOng the pOOl'. the former were the 
:p 

representatives of a tradition of charitable provis~on of care for 

those in need, with no means tests involved. For this ;eascJ, they 

catered to families above and below the level of destitution. But the 
" \ 

, . 
care was hardly. superior' to that obtained under the POOl' Law. Wait-

ing rooms were ~rowdw:lt treatment hurried, with- no Ume for doctors 

-. ,. 
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to consider the patient's problems in detail, unlcss the' case was 
il:> 

unusual and particularly interesting for teaching purposes. For 

the majority of patients, there was a long wait for a repeat of the 

same old bottle of medicine irrespective of its medica! value. 13 The 

psychological effect of such may have been beneficial, but ta con-

elude that there were any rea! preventive or curative effects would 

1), . 

Other sources also provided charitable care for workers and 

their families. Free dispensaries and medical missions aboWldèCi in 

the sl,UJ11 districts of large towns. These shared wi th the outpatient 
1> 

departments of the voluntary hospita!s the drawbacks of superficial 

. attention and poor care. They also possessed additional disadvan­

tages: they were not under responsible and specialized supervi~'ion, 

and were not able ta offer inmediate institutiona! treatmen,t to those 

\in need of i t. 14-

Hospi tal Care 

Hospital care was provided mainly for the working class, most 

especially for the destitute.' In the m~d-nineteenth century, medi­

cal science was still in its infancy. Hospitals1had little, if any-
W . , 

thing, tO,offer their patients. They could have had Little effect 

li) on ipOrtali ty ra tes except py isolating and eventually eradica ting 
,\\ -
"lS ' I1X)r~""irulent diseases. Even Florence Nightingale fS first requirè-

ment--that a hospital should a~ least do no harm to its patients--was 
{l' 16 

only infrequcntly met. Patients operated on at home were more 

, 
, 

~\ 
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likely to recover and to reeover sooner than if they had been hos­

Pitalized. 17 Those who could pay the fees were, therefore. generally 

operated on at home. But in fact, il10ess was seldom seen as requir- . 

ing action--one eQuld only wait 1 hope and pray for God 's help--and 

it was nonnally endured at home. 

It is understandable. therefore, that hospitals were essen~ 

tially working class institutions. lB Middle class patients could 

afiord to pay for private treatinent at home and fOJ: nursing and 

domes tic he<:lp.. Care was provided by the loluntary hospl taIs and 

under the Popr Law. lndoor medieal rel.ief ,under the Poor ~w meant 

the workhduse. and thou'gh the eare varied from Union ta Union, i t 

was,genera11y poor. There was no separation of patients on the basis , 

of symptoms: th~ acu~ sicCk, the pregnant, the ,imi"ane, the tubercu­

lous, and mentally defective were aIL ho~ped together, often in one 

room. The workhouses were crowdedi 'beds were shared (together wi th 
fI"~ , " 

, bed bùg~); towels were shar~ ~e food was pOOl' and inadequate; 

sometimes inmates would apt as nurses, and the doctors were hired 
" 

by competition, for the lowest priee. Understandably, most people 
" " \ 19 

liyed in fear of being sent to the workhouse. , 

Sununary 

In the mid-nincte,nth eentury, the source from which people 

obtaincd medical care was, in part, depenpent on their class position • 

And while it i8 difficult to estimatë the amount ~f medical attention 
b 

received by wot'king claas familles, we have seen that the work1ng 

• 

l' 
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" . 20 
class, inc'luding the des t.1 tute, were no t den~ed care. Whi le middle 

class patients received private care in their homes, working class 

families could obtain medical attention from several other sources: 

free charitable care was available ft'om voluntary.hospitals; general 

practi tioners charged Law fees for their Less affluent patients; th~ '\j 

Poor Law provided both indoor and ou,tdoor relief; and workers them­

selves provided for their own treatment through a variety of schemes 

organized by friendly societies, trade unions, doctot's, and employers • . 
~ Thus t we see that a tradition of free and low cast care for 

the working claas was established many decades prior to the intro­

,duction of the National HeaLth Service.· In the light of this obser-
? 

vation, we might conclude that t'ather than prov.iding care for a ,long 

neglected section of the population, the ~importance Qf the National 

Health Service may lie in the new basis on which it-offered care--as 

• a right of citi~nship rather than as a privilege. from charity or 

-from relu-ctant necess,ity. But even thls argument is open ta question 

since the following decades of the nineteenth century saw·significant 
o 

extensions in the public provision of medical care. and in the pro­

vision of treatment as a 'right of citizenship. 

THE EXTENSION OF THE FUNCTION OF ~~l'JlE STATE IN 

PROVIDING MEDICAL CARE 

Towards a Free Hospital Seçvice , 
The reorganization of the Paal' ,Law in 183~ hàd provided,for a 

national approach by allowing for cen,tral direction of policy,o and by 

" 

• 
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the early twentieth century, the national government had assumed a 

greater ro1e in the provision of hea1th care. The way was paved for 

change by the Metropolitan Poor Act of IB67 and the Poor Law Arnend­

ment Act of 1868. These Acts empow~red London and the,provinciàl 

unions to provide separate infirmaries for their destitute siok, and 

they weré the first exp1iait acknqw1edgement that it was the dut Y of 
, 

government to provide hospitals for the poor. As suah, they repre-
o 

sent an important step toward the ~reation of the National Health 

Service. Not all unions built separate infirmaries for their sick 

poor, but where these were established, they were generally far 

superior to the workhouse facilities in terms of design, staff, and 

~quipmen~,. Indeed, sorne people voiced their apprehension that the 

high quality of care and expensive treatment might act as an incen-

• 21 tive for people to become paupers in order'to qualify for treatment. 

Another important step toward a free hospita1 service was 

taken in 1891 when the Public Health (London) Act gijve magistrates 
• 

the power to order the confinement in hospitals of those people suf-

fering from i~ecti~,us diseases who appeared to have no other sui t­

able place in which ta reaeive treatment. The act also removed the 

power of the Poor Law ~uthorities to charge those patients with 

infectious diseases. All London citizens were thus entitled to free , 

treatment from the Metropolit~ Asy1ums Board, and in the provinces, 

treatment for infectious Qiseases was provided by the sanitary 

au1;:horit!es. The standards of service varied widely, but in oost.-
\ 

cases, in order to encou~age use, there were no charges. Thus, 

1 1 • , 
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there deve1aped in many parts of the country a chain of free public 

hospitals, open ta everyone. Jt This ,also was an fmpo~tant precedent for 

the future development of Bri tain 's heaith servic~s. 22 The sign1f1-

canee of these provisions for free hospital eare is conveyed by 

Abel-Smith when he writes: 

For ~ century or more, medical care in hospitals had been 
regarded ••. as a responsibility for which the community 
should in some form provide. It was this heritage of 
shared opinion whieh was responsible for the widespread 
acceptance in Bl'itain of what others chose to caU "sociaL­
ized medicine. h23 ' 

But perhaps the most crucial step in the direction of a national 

health service was the National Health Insurance Act of 1911. Before 

dis~ussing this, it is well ta consider the reports of the Royal Com-

mission on the Poor Laws since they indicate the direction in which 

the hea1th services might have developed. Had the ideas of either 

the" majority or minority reports of the Conmission been heeded, the 

National Heaith Service might have assumed a very different forme 

The Royal Commdssion on the POOl' LaW5 
i 

, Dy the turn of the century, the inadequacy of the Poor Law in 

'c'ombatting pauperism had become obvious and its rising cost was a 

source of very real concern:-in the 1850'8 and L860'5, the cast fluc­

tuated~betweenJS miLLion and!6 million; then in the 1890's, it rose 

to J l~ million ard was 114- million at the time the Royal Commission 

was est~blished in 1905. 24- Such problems led to the appointment of 

the Commission and in 1909, its reports were issued. Bath majority 

and minority repor~.were i$sued, but it 18 difficult to label the 
-." 

.. 
~ 
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latter 8S a radtôal departure from the views of the majority: neither 
2S was particularly critical of the Poor Law system. For example, 

several witnesses claimed that paupers were not treated as well as 

paying patients, but rather than using this as a pOint of attack, the 

minori~y report argUed that such criticisms did not do' ju.stice to the 

work and kindness of District Medical Officers. 2~ Thei~s was by no 

means an unqualified 'condemnation of the Poor Law. 
\ 

t' 

The minority report called for a greater en~hr' sis on education 

and preventive care in the treatment of the poor and recommended a 
'\ 

merging of the Poor Law and Public Health Authoritie since they often 

duplicated each othèr's work. They proposed the ulti ate development 

of a national health service with charges according to A 

major concern of the Webbs, who were the main authors f the report, 

was the strengthening of the moral character of the poor and the 

inculcation of disciplined and regular ways of living. Their pater-

nalism led them to eJ;lcouraq indep,endence and self-reliance. and to 

ôppose the easy.dispensation of free care, though at the same time 

they recognized the necessity of removing deterrents to the use of 
, " 

services. Their opposition to a free State medical'service with free 

choioe of doctors was total: they saw this BS being "not only ~olit­

ically impracticable, but &:lso entire,ly retrograde in policy. ,and 

likely to be fraught with the greatest dangers to public health and 
27 to the moral character of the poor." 

The majority report expressed a general optimism as to the 

continuai irrprovements 'ln care provided under the Poor Law. They 

, . 

\ 
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believed that care shou~d not be too readily available as th;is might 
} 

encourage pauperism by destroy1ng peoples' Incentive to thrift, but 

"'" they saw the more serious deterrents to use as decreasing. They also 

were totally opposed ta any universal free service since this would 

destroy the existing voluntary organization~'and remave tne indepen-

dence of the medical profession. In their eyes t private insurance 

schernes should be encouraged with the POOl' Law providing for only 
28 those who cpu1d not provide for themselves. They had 110 wish to 

"make medical.assistance 50 attractive that it may become a species 

of honourable and gratuitous self-indulgence instead of a somewhat 

u~pleasant necessity resorted to because restoration to health 1s 

otherwise impossible. "29 

The minority report aroused more interest than the majority, 

and at first, it was thought that the government might introduce a 

comprehensive medical service on the lines proposed in the former. 

But the agitation of ;ne public fôr this reform was not sufficiently 

1 intense at this time'and the divisions within the Commdssion provided, 

J the gtlvet'nment wl'th an excuse for alternative action. 30 li the views 

expressed in either of the reports had been translated into leg1s-
" lation, then a universel free health service might nev~r have devel- , : 

I( i 

oped in Britain.
3l 

Theil' comman emphas1s on charges' related ta a· l 
, ~ 

patient's ability to pay, and the encouragemen~ 
, ----------insurallce- schemes might have diverted the development of public serv" 

ices wherein care was available to all citizens at no direct cast. j 

r 
t 

But evidently, Lloyd George was not aware of the proposals in the 

• 
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reports of the CommiJsion until his own plans tor national, health . 

32 insurance were well advrced. He had been very imprèssed. by the . 

Ge~an, syste~ of S~cial insurance and pattern'd his 'own plans on .' 

this as weIL as on the health insu rance schemes of the trade unions 

and friendly soèieties. His proposals became Legislation in 1911. 

The National Health Insurance Scheme 

The" National Health !psurance Act of 1911 laid the basis for 

33 
development of a free health service. Coming into effect in 

1 

11913, the scheme provided primary medical care from general prac-

ti tioners and sickness 'benefit to ali manual workers and others who 
.' 

were paid 1250' a year. or les5. 34- ThE!se were the basic benefits to 

which all were entitled. Insurance was covered' by contributions of 

fourpence a week' from errployees, threepence from employers, and two­

pence from, the Tr~asury--Lloyd George 's "ninep",ce for fourpence. Il 

Additiona1 benefits Dcou1d be claimed through the workers' .. 
ApPl'Oved Society. While local insurance cornmi ttees were responsible . .. 

for p.t'oviding medical s.erv!ces, -the National Heal th Insurance scheme 
- ~~. . 

'was administered by Approved Societies WQ1ch' were responsible for 

, 
addition~l benefits were financed .from the SUjlUS held bY,èaCh 

. Approved Society after othe,,, expenses had been ~et: 

. Though nuch criticism might be' levelled at the Nation~l Health 

lnsurance scheme, lit was the first major attempt on the part of thè 

• 

, 
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State ta provide free- general medical care for workers above the level 

of destitution. 3~ It' was iJ:ltended as only the first step in a more , , \ 

. , 

thorough reform of, tl}e l1ealth serv,ices and the possibility of extend-

l ing: benefi ts to workers' families was frequently' raised in later years. 

But.i t wss not until the introduction of the National Health Service 

,:that the State achi-eved a further reorganization of t:he medical 

se,rvices. \ 
, " 

Sunmary 

The latter part of the ninet~enth century was marlsed by an 

increase in· the functions of the State. During this pèriod, we see 

establishment of pubfic hospitals for the d~stitute and the pr~visiQn 
v 

of free hospital care ta àll people, irrespeètiv.e of means. who suf­

fe:red from' certain diseases. Thus, a network of free hospitalsO was 

èstablished. under public aegis. And in provid.ing free general prao-' 
"J \ 

titione~ care for workers through the National Health.lnsurance scherne 

the S tate rejected the principle of charging for primary car~ ,on the ' -' 

basis of a patientts ability to paye In thesè ways, precedents were 

laid for the 'i",tl'Oduction of a universal free health service. 

C()NCLUSlON 

To what extent may we see the N~tional:- He.Lth Service' a~ repre .. 

o • senting a radical departure from the prior organization and délive~y 
. ~ (, 

of heaLth care? The foregoinj discussion' suggests that while i t was 

bY',no means an automatic development of the health system in the 

early twentieth céntury, neither was it a marked'departure from this. 

·1 
, 0 , 
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The development of the health services, culminating in the National 

Health Service, waSt to use Lindsey's phrase, ltevolutionaI'y ratber 
-, 

37 than revolutionary. If It did not mark the introduction of free 
-

heaith eare for working class patients--this was already available 

many deca~es before--and neither were they especially disadvantaged 
.~ 

in access to care. 38 And the princip les upon which the new service 

was based were established many years before. The mots of the Na-

tional Heaith Service extended back over a century. The growing 

accèptance of the State's function in providing medical care increased 

,in the years following the introduction of the National Health Insur-

ance scheme -and subsequent debates focussed on the issue of how the 

State might further intervene rather than on whether it should do 60 • 

. 
It is in the', light of these observations tbat we argue that the Na-

tionai Healtllt Service was·not a radical departure from the prior 
) 

.organizationl of health services. Ra:th~rt the new service "cxtended 

and developed prac,tices which had been built up over many generations. 

) 

-, 
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fOOTNOIES 

lror a discussion of the use of the concept of ~ocia1 class in 1 

this s tudy, see Appendix B. 

'" 20ur discussion of the sources of medicaf care in the mid-
l1ineteenth century is largely based on: H. Bruce, The Coming of the 
Welfare State (London: B.T. Batsford, 1966); B. Abel-$mith~ The 
Hospi taIs 1800-1.948 (Londdh: Heinemann, 1964); B. Webb and S. Webb, 
The State ilnd the Docto (London: Longmans, Green and Company, 1910); 
R.G. Hodgkinson" The -01' lns of the National. Ilealth Service (London: 
The Wellcome Historical Medical Library, 1967). 

, 

31\. Forder (e~), Penelope HaU's Social Sc:rvices of England 
and Wa1es (London: Rou}1edge and Kegan Paul, 197y, Chapter VI. 

. ~ 

4In the sarne year, 1858, the State published the Medical 
Register from which the public could distinguish the qual.ified from 
the unqualified medical practi tioners. 

5These fees are quoted by S.W.F. Holloway, "Hcdical Education 
in England, 1830-1858: 1\ Sociological Analysis," ~History, Vol. 49, 
(October, 1954), ,p. 316. 

ÔMcmbership charges are quoted by A. Cox, Anong the .... Doctors 
(London: Christopher Johnson, 1950), and by Great Britain, Royal 

Convnission on the Poor Laws and Relief of Distress, Vol. l, Report 
(London: H.M. Stationery Office, 1909), p. 333. ' 

. ' 0 

7 . . 
Ibid., p. 333; and M. Bruce, .QlL. m., p. 96. 

BM., Bruce, .Ql!.. ill., pp. 95-96. 

9S. Webb and B-. Webb (eds.), 'rhe Break-up of the Poor Law: 
Being Part One of the Minori ty Report of the POOl' Law Commission 
(London: LongnUlns, Green and Company,' 1909) t p. 255. 

10Ibid ., p. 25~; and B. Webb and S. Webb, Th'e State and the 
Doctor, .QE.. cit. ,pp. 138;-139. .,. 

/ 

/ 

l1.The Union was the local unit of administration for the Poor 
Law. The 15,000 parishes of Eng1and and Wales were combined into 
600, Wiions • 
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\ 
12B• Webb and S. Webb, The S ta te and the Docto r , .2.2. ~ Of p. 1.t8. 

135 • Leff, The Health of the People (Londoh: Victor Gollancz, 
1950) t p. lOl. 

145. Webb and li. W~b, The Break-up of the Poor Law, op. oit •• 
pp. 250-252 • 

.. 158 • Abel-Smith, .QR.. sil., p. x. 

16 b 1 id., p. l. 

17R•G• Hodgkinson, ,22. ill., p. 593. 

18B• Abel-Smith, ,22. sU. 
, 

195. Leff, ~. cit., p. ')7. 

20nte quality of care and additional prob1ems in obtaining it 
are further discussed in Chapters II and III. 

2lB• Abel-Smith,.2.P.z. cit .. p. as; B. Webb and 5. Webb, ~ 
State and the Doctor, ,22. illb , Chapter 3. 

22B. Abel-Smith, .,22. cit., p. 129. 

23.lJù..!il., p. 500. 

2~. Bruce, .22. S!!., p. 87. 

25Perhaps justi:fiably. Hodgkinson argues that any unqualified 
condemnation of the Poor Law would be unjust sin ce "in great sections 
of the country the Poo~ Law provid~d medical ai.d far superior ta what 
the poor could procure for themselves." k.'G. HOdgkinson,.2.2; cit., 
p. 695. 

26S • Webb and 8. Webb. ThJ Bre~-up of the Poor Law, .21!.. cit., 
p. 219. 

27B• Webb and S. Webb, The State and the Doctor, .!m. m., 
p. 150. 

28Great Britain, Royal Commission on the Poor Laws and Relief 
of Distress, .2.2.:a. ci t., p. 375. w'~ • 
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29I bid., p_ 379. 

30S. Leff t .2,2. m.... 'pp. 109-,110. 

H B• Abel-Smith, .2.2 • .s.il....., p. 231. 

32M. Bruce t .QJ!.. ,QiS., p. 183. 

33ror a thorough discussion of the National'Health Insurance 
scheme see: H. Levy, Na tional Heal th Insu rance (Cambridge: Cambridge 
Univer!.ity Press, 194~). 

34-rhis limi t was increased to 420 pel' annum from January, 19'42. 

351 t was pressure from the friendly societies whose posi ticn 
was threatened by the introduction of the National Health Insurance 
schem~that Led to the creation of Approved Societies and theïr being 
assign~d partial responsibility for the administration of th~ scheme. 
Any group ceuld register as an Approved Society as long as it was nop,­
profi t making and democratically organized. Friendly societies, trade 
unions and life assurance companies eagerly teok on themselves such 
a role, where necessary creating non-profit sections. rOI' them, it 
was an introduction to potential members and. clients who migbt be per­
suaded to take advantage ot other profit making services they had to 
offer. ' 

, 

36The weaknesses of the National Health Insurance scheme are 
discussed in Chapte~ III. 

37 A. J.,in'dsey, Socialized Medicine~-ln England and Wa les 
(Chapel Hill, N.C.: University of North Carolina Press, 1-962) t p. 23. 

38Class differences in access to Jnedical eare are discussed 
in the following chaptel'. 
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CHAPTER II 

ACC&SS TO MEDICAL CARE: A PROBLEM FOR ALL PATIENTS 

Introduction 

Were working class patients in a particul,rLy disadvantaged 

posi tion in their access to medical care prior to the introduction of 

the Nationa l Heaith Service? Working on the assumption that this was 
1 1 

~ '( 

indeed so, wé' would expect to find that thet-e wezfe fe~ opportuni ties 

for working class patients to receive medicai care; that though~'i t 
, . 

1 

was availab le, they did not full>, use these services, or 'else that 

~, f the quality of care received by 'them was in some ways in erior to 
~ 

that received by rniddle class patients. ' In other wordS t we would 

expect to find that working class patients were denied the advantages 

of rniddle class patients in terms of availability and quality of 

medical Clare. 

ln the previous chapter, we have indicated that, even one hun­

dred years before the introduction or' the National Heal:th Service, 

fttle or Low cost hospital and arnbulatory care was provided for the 
, 

working alass. This chapter looks at the changing conditions under 

which care was available during the years leading up to the intro­

ductiqn of the National Heaith Sérvice. We will argue that: 

1. ' Class' differences in aceess to heaith care became' an 

important dimension of class~~nequality ooly when' , .. 
~ 

, medicin. achieved the status' of Il scientific disaipu'ne, 

when 'health became a focus of attention for people, and 

-23-
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when de~and f~re increased. These changes were 

occurring in th~Jjate nineteenth century. 

From the latter decades of the nineteenth century, 

pr~blems in securing health care ware not experienced 

by the working class alone, middle class patients were 

increasingly disadvantaged--most particuLarly in their 

general exclusion Îrom the best hospital care within 

the mainstream of the hospital syste~. 

But before we examine the changing conditions under which c;:are 

was obtained. le t us first consider the access to medical care of 

working ciass and middle class patients during the mi4-nineteenth 

century. , 
ACCESS TO MEDICAL CARE IN 'IHE 

MIO-NINETEENIH CENTURY 

) 

Even though the source from which people obtained mediaal care 

was dependent on their class position, did wor::king class and middle 

class patients, nevertheless, have equal aecess to care? Or, were 
, 

working ciass patients in a relatively disadvantaged position? To 

anewer the,se ques tions. we need information on both the rates of use 

of medical services and the quallty of care received by patients of 
j • 

different class,background in the mid-nineteenth century. Unfortu­

nately, it is impossible to say to what e~tent people actually made 

wse of the services available to them; tbere is no datà on class pat­

terns of use of different medical services during thia pèriod. It 

• 

, 
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may be thot wide class inequalities exi~ted, with the wealthier sec­

tions of the population consulting a doctor frequently and the poorest 

only occasionally. But there is no data to suggest that this, or any 

other pattern of use of services prevailed, thQU~ obviously, the 

crowded waiting rooms of the hospitals indicate that large nuriJers of 

the working class did seek medical treatment. 

It i5 doubtful whether there were any marked differences in 

the quality of care received by different social classes. Medicine 
t 

~ad relatively little to offer people even in the Late nin.teenth 

century. The 1880 1 s marked a turning point in the undel>'s tan ding and 

treatment of di$ease, but it was many years before these discoveries 

were fully incorporated into the day-to-day care and, treatment offered 

by doctors and hospitals. Md so, in the mid-nineteenth century, the 

quality of the actual medical treatment obtained from different sources 

was unlikely to vary wiqely. Even though the ri ch received care froM 

the elite of the medical profession, the treatment was not likely ta 

be very sophisticated. Fellows and licentiates of the Royal College 

of Surgeons were not always highly qualified practitioners: . \ 

As late as IB3~, membership of the College could be obtained 
for a down payment of fifty guinels after three examina tians '4 

las ting sorne twenty minutes' each. A man could pasl the 
ex'aminatibn, "who is a good classical scholar but knows noth­
ing of chemistry, nothing of medical jurisprudence, nothing 
of ~urgerY', little or nothing of anatomy, nothing of the 
diseases of women in ci1ildbed, and nothing of the manner of 
delivering them. n1 _ 

The fee _ p~ying patients may have had more Ume vi th their doc­
\ 

tors and the psychological benefit of talking to a sympathetic listener. 
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but otherwise, the treatment they received was unlikely to be much 

supel'ior to ,the popuiar bottie of medicine dispensed by medicai 

oificers.' free dispehsaries. and voluntary hospitals al11<e. At the 

turn of the century, the Webbs, in criticizing the practice of dis-, 

pensing vast quantities of medicine for the poor, were not arguing 

• for a higher standard of treatment. Rather. th~~ were calling for a 

greater ent>hasis ta be placed on the edùeation of, the p~ôr, and the 

inculcation of good habits of living: discipline land a regular life 

were ta be extol~~d, the popular belief in th1~lUe of a bottle of 

medJ.cine ta be destroyed. 2 . . 
~ 

'Ihus, i t may be that few differences ~xis ted in the qua li ty of 

treatment provided for middle class and wOrkihg alass patients even 
1 

though they received care in different settings. Medical science was 
1 

still in its infancy, and compared ta the 197 'ss treatment uniform~ly 

lac:ked sophistication. This point ls importan. We are concerned 
J 

vith class inequalities in accus to medical ca et but insofar as , . 

!l'8dicine had re latively Little ta offer patients in the mid-nineteenth 

c:entury. and insofar as people endured illness wi th a sense of fatal-
3 

ism, inequali ty in aceeu to care may not have been an' import\ 

dimension of c Lass inequa li ty a t th is time. 1 t became a IOOre impor-
. , 

tant: dimension when medical care became a valued ser~ice--when 
1 

pe9ple 's attitudes" towards health grew,less passive,) and ,when treat-

ment increased in sophistication. '+ . In other words ,/peoPle'9 health 
1 
1 

mal' have depended li ttle on whether they consul ted/ a doctor, and they 
1 

,may have felt no sense of dep'l'ivation if they cou!d not or did not 
1 
1 

oonsul t a doctor. 
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, 
We can, however, distinguish changing attitudes towards health 

and illness during the latter part of the nineteenth century. And 

the se wer", paralleled and reinforced by major developrrents in medical 

science and rapid innovation in the field of medical technology. 

These developments were of consequence far both middle class and wark-

ing cl{lss patients, and as a result of them, inequality of access ta 

medical care became a more,illllortant diménsion,of class inequality, 

Far this reasan, i t ia useful ta autline these changes before dis-

cussing access to care during the decades leading up to the introduc­

tion of the National Health Service. 

CHANGING ATTITUDES 'IOWARDS HEALTll AND 

ADVANCES IN MEDICAL SCIENCE 

" The rise of the indus trial and canmercial bourgeoisie and their 

growing prosperity produced a ,prosperous and expanding cllentele for 

the medical profession. But the increasing demand for medical care 

on the part of the middle and upper class did not simply depend on 

the faet that they had more money to .spend. It also stemned from 

shifting attitudes toward health. As man '8 abili ty to contr91 nature 

increased" so also people saw their own bodies as being IOOre $ubjeet 

to control. The fataUsm with which illnes8 had been borne started 

to, decline: less fraquently was diaease viewed as a punishment for 

,sin or Just an unavoidable aspect of life. The belief in pr<?greas, 

BO obv ioualy confirmed by increasing productivi ty, produced graduai .. 
changes in the attitudes toward health among the V1ct()rian middle class. S 
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>. 

Coupled with the idea of progress was the notion of individu­

aUsm and the emphasis on success and self-help also served to generate. 

new attitudes toward health and an increase in the demand for medicai 

care: the more we think is expected of us in fulfilling our' variou8 

~oles, the more concerned we are Iikely to b~ with the qual! ty of our 
. 

health. lllness can prevent such fulfillment. Samuel Smiles, the 

"apostle of self-help," writing in the mid-nineteenth century, was 

empha tic about the close connection be'l'ween good health and the attain .. 

men t of wor ldly succe5S. 6 "Pt'Bctical success in life," he noted t 

""depends more upon physical health than i5 gcnerally imagined.,,7 He 

showed how successful men had also been very healthy, and argued that 

the "success of eVen professional men depends in no slight d~gl'ee 
. 8 

upon their physical heai th. " In such ways, people were taught the 

imPortance of good heaith in increa,ing their chances of success. 

As new attitudes toward hea~medical care were develop­

ing among the middle class, changrye ~Iso taking place in medi­

cine. 'towards the end of the nineteenth century, rapid advances in 

were occurring. Medicine had 

for centuries been slowly fttteing !tse dogm~tism 

" ' 
of medieval times, but it was no~ until the last decades ().f 

teenth century that major disooveries were made anj;) the growing body 
, 9 

of knowledge was assimilated into the actual practice of medicine. 

It was around this point in time that medicine trulyo lost its ties 

with religious scholasticism and assumed the status of a s,cientific 

discipline. Table 1 indicates the increasing nwmer ,of "major 
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TABL& l.--Selected major innovations in medical science 

Date Innovator 1 

1628 
1670 
1673 
l694 
17lB 
1761 

William Harvey 
Peter Chamber1cn 
An ton Leeuwenhoek 
Wi Uiam Cowper 
William Smellie 
Giovanni Morgagni 

Perciva1 Pott 

Event 

Description of circulation of the blood 
Invention of obstetrical forceps 
Invention of microscope 
Description of muscular system 
Modification of obstetrical forceps 
Description of pneumonia, cancer, 

gallstones, meningitis 
Description of fractures 
Description of sugar diabctes 
Discovery of smallpox vaccine 
First ovariotomy performed 

__ Invention of the stethoscope 
~s~ with ether anesthetic (U.S.) 
First sUl.'geryW1th--~ther anesthetic (Brit.) 
Perfection of ether as an anesthetic 
Discovery of glycogen ------
Invention of ophthaL~scope 
Invention of laryngoscope 
Description of cellular pathology 
Established modern ophthallOOlogy 

-- r 

1769 
1776 
1797 
1809 
1816 
1842 
1846 
1846 
1849 
1851 
1855 
1858~ 
1859 
1866 
1866 
1869 
1872 
1872 
1876 
1877 
1882 
1883 
1890 
1892 
1895 
1895 
1900 
1901 

Ma tthew Oob50n 
Edward Jenner 
EphraiPl McDo~ell 
René Laennec 
Crawford Long 
Robert Liston 
William Morton 
Claude Bernard 
Herman Helmholtz 
Manuel Garcia 
Rudolf Virchow 
Albrccht von Graefe 
Gregor Mendel 
Joseph Lis ter 

Discovery of genetic transmission, 1I1.1tation. 

1908 
o 

192,2 
1923 
1928 
1948, 
1949 
1954 

Source: 

Gus tav Simon 
Jean Charcot 
Eduard ff luger 
Robert Koch 
{tobert Koch 
Robert Koch 
Robert Koch 
Robert Koch 
William Welch 
WilheLm Roentgen 
Ronald Ross, 
Walter Reed 
Emil von Behring 

William OsIer 
Paul thr lich 
Frederick Banting 
Willem &;i;nthoven 
Alexnnper Fleming 
Paul Mueller 
Antonio Moriz 
Jonas Salk 

, 

First use of antiseptic methods in surgery 
First excision of the kidney 
Description of nervous sys tem 
Description of metabolism 
Discovery of anthrax bacillus 
F~rst mdcrophotographs 
Discovery of tubercle bacillus 
d!§covery of cholera baci11us 
Discovery of tuberculin 

-~ ~very of staphylococcus, 
6'Disco~-ray' -1 

Discovery of tl~t1~malaria 
Discovery of the cause of Yêliow fever 
Discovery of diphtheria and tetanus 

antitoxins ~ 
Revolutionized sys t'cm of medical education 

. Discovery .. of cure for syphilis 
Discovery of insu lin 
Invention of electrocardiograph 
Discovcry of penicillin ' 
Discovery of effects of DDT 
First prefrontal lobotomy 
Discovery of polio vaccine 

.R.M. Coe, 
p. 178. 

Sociology of Medicine (New York: McGraw Hill, 1970), 
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innovations" in meàical· science which took place from the' LSSO 'a 

onward. 

As. the benefi ta of these advances diffused to the treatment 

delivered to patients, they helped to further stirnulate the demand 

for medical care. They al~o fostered the growth of specialization J 

and. together with the developing medical technology, vastly increased 

la 
the costs of providing care. As a consequence of these changes, 

the hospitals provided more ~d more sophis:icated care and assumed 

an increasingly i~ortant rcile within the total health system. And 

since middle c1as8 and working c1ass patients received care from dif­

ferent sources, the significance of the se changes was different for 
1 

each cla8s. Lèt us first consider the effect which they had on work- .. 

ing c1ass patients. 

CHANGING CONDITIONS OF OBtAINING CARt: 

WORKING CLASS PATIENTS 

An Incrgased Demand for Hospital Cart; 

1'- In the Late nineteenth century, we see changes taking place in 

the social c1ass of patients admitted to hospitals. POOl' Law hOs­

pitals were accepting patients above the level of destitution. With 
, ~ 

the establishment of separate infirmaries, the 'stigma attach~~t~ , 

accepting hospita1 c~re under the Poo~ Law slowly disappeared and 
. ' 

, people started to make a distinction between the workhouse and the 

II ' infirmary. As a reault of the higher quality of care and the improve-

ments in'conditions which resulted from Florenêë Nightingale's reforma, 

• 
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patients abov.e the level of destitution were seeking hospi tal treat­

ment more frequent1y, and by the 1890 's, the Poor Law infimariea' 
, ., 

were admitting some patients' of the non-pauper class. As the Webbs 
.... 

indicate, the Poor Law was treating, under the convnon· designation of 

pauper. a range of people 

varyins from those miseJ:'ables whom nothing but the inminent" 
approach of stal'Vation drives into the hated geneJ:'al nUxed 
workhouse J. up ta the domestic servants of' the weaLthy, the 
highest grades of ski1led artisans and even the lower middle 
class who nt'w c1aim as a right the attractive m,inistrations 
of the rate-maintainéd Poor Law hospitals 'cha~acteristic of 
some of the great towns .12 . ' 

"In thase cases where patients w~ not 'paupers, attempts were made 

(not iilways successfuliy) to regain at least part of the costs of care. 
'( 

The Metropolitan Poor Act of 1867 assigned the responsibilÙy 

for providing London wi th hospitals for indigent fever and smallpox 

cases ta the Metropolitan Asylums Board. 'Ihough care was sUPRosed 

ta be prov ided iô-r the pauper class alone, 'the demand for. care was . 

not s~ limi,ted. In the smallpox epidemic of 1871-1872, over one-
i ' . 

third of the patients in these hospi tals were no t paupers at the 
l' . 

time of admission. In 1871, 82 per cent ,of the patients in the 
, ' 

Ka~stead Hospital were in gainfu1 emp10yment, the majority as skil1ed 

artisans. And a ~.imilar situation prevai1ed in the epidemic of 1876-

1877': about 90 per cent of patients in the Metro.politan AsylUms Board 

hospitals had never received pOOl' ~elief bef~re. 13 

,The Poor Law hospitals pro~ided the bulk of oare--in màny areaa 
~ 

the workhouse or infirmary ",as the only source of care. In largel' 

towns, th~re was u~~!,-ll.y a choice between a POOl' Law inf~rmary and 
: . 

,~~ 
/ ' 
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. " 

',~.,; . 

,,-
_._.~---,------------------------------~.------

, ~ ____________ I_--'-__________ -! 

1 

a voluntary hospi tal, but the former genera ll.y prov ided the majority 

of beds. In 1906 in London, fo-r example, there were 16,300 infirmary 

beds and lO,22~ in voLuntary hospita1#i. In Liverpool,_the numbar'of 

beds was 2,000 and 1,172 respectively, and in Birmingham, 2~200 and 

838. 1 4-, The v.o1.untary hospitals werè more likely ta deal with acuta, 

unique, and medicaUy interesting cases ~hile chronic" cases were car.ed ' 

for under' the Poor Law. The forœr provided cars- for m~y .people ot··, 
, 15' 

"the same status,as those ~ho were treat'ed under the POOl' Law, but,' 

they aiso were admitting m:>re patients of higher social class and " 

'" they most frequently served pa'tients above the level of destitution. 

A eens~s of inpatients at the London Hospital on Novernbexo- 2R, 1906', 

revealed that 60 pel' cent. pf the hospi t,sf pop~lation were nei ther / 
, 16 

paupers nor on the verge of pauperism • . . 
The Introduction of Charges for HaaR! tal Treatment 

In the light of ,rising. cost5 of eare and the growing number of 

patients above the level of _d.::stitutio~. hospitals started to intro­

duce charges for treatment. ·T~~ard t:h~ "turn of the century, ther.§! , 
, .. " 

was a growing concern expressE!'d'at the amoupt of free qare available 
c 

to patients when a porti,on ~f these poulel afford to pay at least 
1 -

sOlÙething t~waf.ld the c:os.t ~oI ~~i~_ ~reatment, and b~ 1.8,90, many ~ndon 

hos,i tal~ werc taking' fi têps ~ to t'l!duce the nurnber of outpa tien~s who 
l' l' 

.' 
were being treated free of ,charge. Efforts were less strenuous in the 

prov inces, but here also t tnere were a ttempts ta limi t cases and 

ex~l~~, those· wh'O_ could- afford te pay for care .17 The voluntary 

... - ~ 
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hospitals were caught in a di1cmma. They needed to mini~ze de~ds 

on their resources, but they aiso needed large numbers of outpatients 

as this would he1p in their appea18 for funds, and would also provide 
1..' 

a large pool from which ta select interesting cases. They could have 

extended the system of charges which some hospitals operated, but 

this would have invited PFPtests from genera1 prâctitioners. Yet the 

easy dispensation of free care also invited protest: the doctors 

feared the competition which the hospi tals could provide--it was in 

their interests that the hospitals provide free caret but only to 

those unab1e to paya doctat'. Sa in the LagO's, hospit;al almoners 

were employ~d in checldng w~ther patients :could afford to pay toward 

the cost of their treatment. lt i8 noted ÏJf the Royal Convnission of 
• j • 

1909 that the almoner of Westminster Hospital in London estimated 

that in 1903, 19U~, and 1905, approximately.1S.6 pel' cent, 13.6 peI' 

cent and 17.2 pel' cent of p,atients might have arranged for their own 

treatment through a prov.ident dispensarY"l friendly society or such 

like. l 8. / 
/ 

lt was the/~oor Law infi~fl'Bries (or, as they later became .~the 
( , 

local authorit,i'ho$pitals)19 which we~e the' most likely to "screen" 
/ 

patients ~d' submi t them to, sç)Jne form. of means test. bnlike the vol~ ., 
/' 1 r 

untary hcfspitals, they were not in need of inte,.-esting cases fot" 

teac~ purposes. -and, they h~d separate services under "the ~oor Law J 

.. / ,l~ " 
for those who, could not afford the fees of a doctor. But by the end 
/ 

" / of 1920, most llÔndbn h~spitals had adopted a system of payment by the 
/ 

/ 

, / 

patients or;/were considéring âoing so. Their strâined f,inances, and 
1 

/ 

) 

a 

/ 
,/ . 

." 
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the,lOOve to patients paying at leaat part of the ccists of care'was 

reflected in the change ln, the role of almoners. Whereas they had 

previously checked patients whom they thought might be able to pay 

for care, now they were checking those who clairned they coul.d not. 20 

Whereas the voluntary hospitals had been largely charitable -insti­

tutions serving the sick poar, they were now becoming primarily 

busine~s concerns. 

The incrcase in paying patients i5 reflected in the propor­

tion ~f the current incarne of London teaching hospita1s which such 

payments represented. In 1920, payments by patients accounted for 
21 

10 pel' cent of their current incarne, and in 1921, 25 per cent. In 

the lQ30's, there was 'a continuin'g increase in the numbers of patients 

paying the full costs of care and in funds (rom pre-insurance schemes • 

• By the eve of the Second World War, approximate1y SO per cent of the 

f th 1 h i l . d f b . ' ' 22 costs 0 e vo untary osp ta s was pa~ or y pat~ents. 

The Growth of Contributory Schemes 

~his decline in the availability of free charitable and public 
• 

care prompted a growth in the contributory ,scheme~ organized by 

~riendl.y' societies,~trade unions~ etc. There ~as a marked growth in 

such schemes after 1870 when deterrents to obtaining relief under the 
~ 

Poor Law were increased, and the voluntary hospi tais were s tar~ing-~fo ' 
23- - / 

restri.ct the number of patients treated free o."Char~./ An~ as the 
, " t' - ~ , • 

ll' > -

hospitals 1 needs for funds grew, tlleir effor-ts-to charge people for 

" at least a part of the ~ost of their treatment were strengthened • 

.. 
( , ~,. ~.t_L ., •• 2.2:.2_ ... .4 ,. .. 

• 

... 



" . , 
----,----_ .. _-------------------,.--

During the 1920's and 1930'5. in response to the growing financial 

problems of the ho spi tais, there was again a rapid growth in the con­

tributory schemes designed to prQvide hospital eare for workers above 

the ,level of destitution. 

The largest contributory scheme was the Hospital Savings 

Association whieh in 1924 had sixty-two thousand contributors and 

which hé;ld grown to six hundred and fifty thousand only five years 
, 

~~ later,. In this t members made a weekly contribution of threepence 

and were guaranteed general hospital care for no further payment. 

Host sch~mes' had in come limits, but the efforts of the British Med-

iea1 Association to estabJ,.ish such (since the schemes would other-
, ~ 

wise be a threat to private practiee) were not always suc~~ A 
, ~~ 

British Medical Association enquiry in 1930 s~-fuat of the con..; 

tributory plans in operation in 352~;.î;, 237 operat;ed an income 

limit.
26 ~~~~~-----
The meinb~~these schernes were. in the main. drawn from ' 

", -~~ / 
those ~tlons of the working class wi th regular jobs. wages, above // 
~~ , 

~~~he IIlininum, and families of modest size.
27 

'Thus, they cate~ed}.afgeIY 
~ . , 

----~ to wqrking class families; midd1e class patients 
\ 

few such concessions in obtaining medical care. 

generally r~éeived 
/ 

Apart f~m spreading 
/ 

the costs of obtaining nlèdical care t meri,ersh~p ir,J these schernes was 
" 

also an avoidance of, the means tes ts otherwise ,encoun tered when treat-

ment was sought. The Political and Econ~é Planning report pn the 
" 

Bri tish health services in the 1930's ihdicated that 

/' 

/ 

• 

/ 

J 
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the working classes are prepared to pay considerable premiums 
for medical insurance without any forms of means test. Insur­
ance payments are populBr, but means tests, however mdld, have 
become odious. Hence the extt'aordinary popu1arity of hospi tala 
contributory schernes, wi th nearly five and a quarter million 
subscribers of bebleen twopence and fourpence a week. 28 

The I1YJst important changes during the 19Za 's and 1930 fS were 

taking place in :the hospitals since they were assuminga leading-
---_. -. -------
role in the delivery of ~~. Yet contributory schernes were ---

- -~~~.-..---

not liJ1li.~;;ViSion of hospital .oare. While workers obtained 
.. ,...---------------- . 

__________ ~-- general, practi tioner care through the National He'a1th Insurance scheme 

/' 

after 1911, Many dependents of insured workers and others not e.li'gible 

for Nat:onal Healt~ Insurance care continued to provide fOrr 

genèral medica1 needs through membership in friendl~_~ties, family 
/' 

clubs, and provident medica1 ass~c~_~ions. ThesEr··latter-w8~.endorsed 

by the Br~M;di~~l-~S~OciatiO:~ and seen by the medical p'~ofession 
as an effective solution to the proble~ of lay control -experienced 

by doctors working in some form of cantract practice. They were 

formed by doctors working wi thin the aame are a who ~u1d share patients t 
./ 

contributions in proportion to the nurnber of p~tents for which each 
/ 

was responsible:o They were intended for lôwer income groups, people 
" 

earning less than (250 per a~mIlllL..and their membership grew steadily. 

In the late 1930 's, Herber/t notes that there were over six hundred and 
.... 

fifty thousand pers~ns in sixt Y differ,lJ'llt societies wi th the 
/ -JI • 

service being .I;nt'teniled to rni.d~le class families with incarnes 

lSSO pel'. an;;wn, and _fees ranging from f.4- to t5 per annwn for 
//.,.~. 

of~.ôur. 29 For many. most particularly low incarne fanû.lies, 
./// 

/' 

----~-------~----
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motive for joining 8uch schemes WI1S ta avoid the need to rely on 

charity or public assistance. As the Royal Corrmission ,on the opera­

tion of the National Health Insurance scheme indicated: 

There i6 a certain amount of evidence that many insured per­
sons are rcluetant ta go to outpatients' departments, as a 
charity, while they would nat hesitate ta avai1 themselves 
of the same specialis t services if inc1uded in medical bene­
fit, as they would then feel thnt they had a full, legal, 
and moral right to receive the services when needed. 30 

Sunmary 

Thus, we see that though free eare was less easy ta obtain. 

working plass patients eontinued ta have Beeess ta re~ativelY low 

cast mecfieal care during the early deeades of the twentieth century. 

Hospi tals opened their doors to a wider speetrum of the working clau, 

and though limitations were increasingly p-laced on the availability 

of free care, these were ~n part counterbalanced by the growth in 

contributory achemes provi~ing hospital and general medical care. 

These contribu~ory schemes clrew their membership 1argely f~om the 

workin~ class. 

CHANGING CONDITIONS OF OBTAINING CAKE: 
1.. 

MIDDL& CLASS PATIENTS 

Changes were also taking place in the patterns of obtaining 

medical care among the middle clau. As we no ted in the prev!ou"s . . 

chapter, the middle class showed little inclination ta enter haspitals 

during the ndd-nirteteenth century, and by paying inflated consu.L..O.1 ............. 
~; < 

feeEt, they subsidized the 10Jl1ê-1Ba1:-il!enta ,uaing the voluntary 

JL--.-~-~-----:- ) 

• 



() 
hospitals (for which consultants wprked for no cost). Towards the 

turn of the century though, the greatly improved qua lit y of hospital 

eare prompted a greater willingness of patients to be hospitalized. 

And there was a growing recognition of the new demand for eare from 
, 

the middle c lass: in the pages of the mediea 1 journa 1:s, there was a 

continued discussion of the need to provide hospital care for those 

who cou ld afford to pay for i t • 31 This, coup Led wi th the fact tha t 

the voluntaE'y hospitaLs were faeing financial problems, meant that 

there ",as a consi,derable ineentive to stBrt admitting paying patients. 

And so· in L881, St. Thomas' Hospital started to treat paying ,patients 
) . 

and in 1884, Guy's ~ospital followed its lead. Dy 1890, five of the 

eleyen London teaching hospi tals were admi tting paying patients and 

their payments accounted :for ) per cent of the in come of ·the London 

hOsPitals.32 Such patients were, howeyer, relatiyely small in number-­

in part because the medical profession 'Illas opposed to the admi~ion 

of paying patients to "v'oluntary hospi tals. 

The demanda for hospital care continued to increase, particu-

larly after the First World War. Fewer middLe class families could , 

, afford domes tic help td","~are for the sick at home, and this, together 

with the recognition of the positive worth of hospital care and the 

increasing~~tance of surgeons te perfo~_ operations at home or 
~ -·r~ ,~ 

oorly equipped ,nurs1ng homes helped to increase the "trend towarda 

hospitalization among middle class patients. In some araas where~ 

there wa~ no other hospital care available, the POOl' Law infirmaries 

began to admit paying patiénts. 33 

," . 
. ' 
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The Growth of a Private Hospital System, 

Though both voluntary and public hospitals admitted increasing 

nwnbers of private patients. their reluetance té do so rQmained. 

Even though fee paying patient, might have helped to solve the invned­

iate financiai problems of the hosp1tals, they were reluctant to admit 

Buch patients on iln extensive scale for fear that this might jeopar­

cUze the!r efforts to preseI'Ve the!r image aa eharitabl."e institutions. 

They were fearfuL of anything which might deter charitable contri-

butions. And the medical profession continued tOc, oppose the treat­

ment of fee paying patie~ts in local and volun tary hospi tals.' General 

practi tioners would have favoured this on ty ~f thcy eould seeure 

aecess to these hospi taIs. but the hospitals were re1uctant to take 

this s tep sinee t the~ argued, i t woul,!i lower the standards of care • 

. Therefore, the Britîsh Medical Association pol;icy supported separa te //~ 

.1nstitu,tions with patients rêmaining under the generai medicsl super-'-t:,_ 1 
visio'n of their own general practitioner and having a free choiee of i 

. 3 4- ~ 

eon8ultant~ Il 1 
And so, in order to meet the growing demand for hospital care i 

from the'weaLthier sections of th~ population, separa te nursing homes ; 
~ 

'-and home hospitBls sprang up near the major hospitals. Dy 1891. i 
there wet'e approximately 9,500 beds in Eng1and and WU,les in nursing 

and c.onvalesèènt homes i by 1911, this figure had risen to about 

13,000 and by 1921, to ~OtOOO. 35 The provision of pr.1vate beds was 

)1igher in nuraing homea t~an in the voluntarr and ,public h'Ospitals 

combi-ned. Toward the end of the 1920.'8, it was est!mated't~ere 
fi 

. . 
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were 3.000 - ~,OOO nursing home ~eds in the London rea eompared to 

about 1,000 private beds in vo1untary hospita1s. 36 

But çonditions in these private nursing homeS\freqUen~ly left 

mueh to be desired and they seldom approached the qU~itY.Of eare in 

the main hospital system: half had no operating theat~e; les8 than 
\ 
\, 

one-quarter had an elevator. and they seldom had X-ray\apparatus, 

laboratories or resident doctors. 37 Prediet~bly. arg~~nt8 were made 
... 

that the poor were the most privileged in terms of aeees. to the best , \ 

care. An article in The Hospital entitled "The Advantage\s of Poverty" 
, ' 1 

claimed that the poo~, as a result of their easy aooess t~ hospital 
1 

care, could most easily seoure the opinions 'of the best c~nsultants. 
\ 

In contrast, the wealthier sections of the population rec~ived only 
i 

inferior care: 1 

Any arrangements that -oao possibly be made in a priva. e house 
are a t the bes t merely makeshift Il whi le i t 'is 90ubtfu . • • if 
there i8 a single nursing home in existence in whieh onditions 
are not:1 passed which, in a hospi tal, surgeons would a solutely 
condemn. The rieh man with aU his wealth does not, nd prae­
tieally eannot, obtain the seientifio advantage which the poor 
man cao and does obtain for nothing. 38 

PeriodicallYt the 'issue was raised as to how treat nt should 

be provided for middle class patients. Should nursing ho s be 

e~panded and improved? Or should the middLe class be a~tted to 

vo~untary and lbcal hoapitala? With the éxception of the pat~ent8 in 
l ' 

qu,stlon. 'the" latter solution was generally opposed. and he annexa-

tion of middle claIS patients in a separate hospi tal syst m presented 

• dilemma whioh cQntinued until the introduction of theN 

"ealth Service. 

• 
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During the early decades of the twentieth centuryl, then, there 

was a network of relatively small private hospitaLs developing aLong­

side the vOlun~arY_~d local authority hospitals. This developed in 

response to the ~nds of midd1e class patients for hospital care, 

and as a result of the hospitals' and the medical profession's unwill-
", 

ingness to treat fee paying patients in voluntary and local, hospital •• 

As a consequence, middle class patients were generally unabLe to 

receive t~ best hospital care. 

CONCLUSION 

We opened this chapter with the question of whether or not 

working class patients were particu1arly underprivileged in access to 
Î ' 
i " 

medicsl care prior to the introduction of the National Mea1th Service. 

We have argued thst thia quest~on is most meaningfu~ when we conaider 

the latter years of the nineteenth'century and the early decades of" 
" , 

the twentieth. For it i~ only as ~dicinè became more sophisticated 

and medical care more effective and more highly valued that class 

difierences in access to health care beca~' a potentlally important , 

dimension of class'inequalities. _ , 
The data which we have reviewed do not indicate that working 

1 

class patients were especially underprivileged in access to care. 

Though the costs of obtaining care had become higher for working 
\ 

clal' patients aboya the level of deltitution, theae we~e mitigated, 

. ,in part, by the growth of conttibutor9 Ichemes, and 8uch patienta , 
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were more readily admitted to voluntary.and public hospitaLs. 

Undoubtedly, working class patients experienced real problems in, 

obtaining care--the quality of general practitioner care was prob­

ably less than that availablè ~o private patients, and they often 

received care through charity rather than a~ a right of citizen-
() 

ship. We are not denying this. 39 But our main concern is to draw 

attention to ,the fact that middle class patients were also disad-

vantaged \in aecrss to care. They received no financia l con,cessions 

in obtaining care since c~ntributory schemes were generallY'~losed 

to thern, and in paying high consultation fees, they subsidized the 

care of working class patients. More important, they were gener-

ally excluded from the best hospitai care. Only the National Heaith 

Service, wi th its safeguards for general practitioner's and consult­

lants, brought middle cla88 patients into the mainstream of the hos­

~pital system. In tnis respect et Ieest, working class patients had 

preferential access~to medical care. 

It ia for these reasons that we argue that-working class 

patien~1 were not the most disadvantaged in access ta health care: 
, 

most patients, irrespective of class position, experienced problems 

in securing high quality medical treatment. It does not seem fruit­

fuI, therefore, to view the introduotion of the National lIea,lth Serv­

ice simply as an attempt to improve the availability of care for 

warking class patients and ta reduc~ class inequalities in Bccess 

ta oare. 

. ! 
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Chapter 6. ' 

, 

lothe increased costs of care and thei~~impact are f"r~her 
discussed in the fo11owing chapter. 

Ltd., 
11S. Leff, The Health of the People (Londo'ri·: Victot' Gollan~i, 

19S0), p. 99; B. Abel-Smith,.22. cit., PP. 130-13l. 
r--

128. Webb and S. Webb, .sm. sil.,' p. l23. 
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13B. Abel-Smith, .22. sil., pp. 122-12t 

14Grea t Bt'itain, Royal Corrmisaion on the POOl' Laws and Relief 
of Distress, Vol. l, Report (London: H.M. Stationety Office, 1909), 
p. 328. 

lSBefore' the establishment of sepaL"ate POOl' Law infirmaries, 
when indoor medical reUef was administered as part of the or'dinary 
workhouse system, paupers were, often sent to voluntary hospi tals for 
surgieal operations or special treatment. The interest of the Poor 
Law in sueh ins ti tut ions was emphasized by the Guardians bej ng allowed 
to 'subscribe to them. These ties were weakened when separa te infir­
maries which could provide the necessary care were built. 

16Great Bt'itain, Royal Convnission on the POOl' Laws and Relief 
of Distress".2l!,. cit., p. 329. . 

17B• Abel-Smith, .Ql!. cit., p. 117. 

18Great Britain, Royal Conmisslon on the POOl' Laws and Relief 
of Distress, ~. ill., p. 330. 

19The Local Government Act of 1929 allowed local authorit;ies 
to appropriate Poor Law insti tutions'. But even in 1937, the majority 
of sick beds were still operated und~r the Paal' Law. B. Abel-Smith, 
.2,2. ill.,'p. 371. See also: S.M. Herbert, Britain's Health 
CHarmondsworth: Penguin Books, 1939), pp. 122-123. 

~OB • Abel-Smith ~ ,.2,2. m., P', 296. 

21I bid., P. 309. 

22A• Lindsey, Sogialized Medicine in England and Wales 
(Chapel Hill, N.C.: University of North Carolina Press, 19&2), p. 15. 

23B• Abel:"Smith, .2,2. c:1t., P. 117. 

24:rbid •• p. 327. 

26Ibid., p. 332. 

25Ibi d. 

27Ibid. t p. 386. 

2~uoted by S.H. Herbert, .21ta. ci t., p. 102. 

29lbid. , p. 74. 
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3llQuoted by H. Levy t National Heal th Insurance' (Cambridge: 
Cambridge University Presl, ~944), p. 164. 

31B. Abel-Smdth. R2. ~, pp. 138-141, 187-189 • . 
32 . 

Ibid., p. 11J9. 33 Ibid., p. 30S. 

34xbid., pp. 18,7 t 189. 195-196, 3~4. , 
36 37 '3.8 Ibid., p. 343. Ibid., p. 3"'3. Ibid •• p. 192 • ., 
39predominant1y working class areas' frequently suffered from 

Il shortage 'of ·gE:'neral practitioners t, and the National Health Insur­
ance scheme containea: 'rt'any anomalies which meant that thoseqmos t in 
need of care -were somet'1mes the least likely ta receive 11;. Su ch 
prob1ems in o~taining ca~e are discussed in Chapters III and IV below. 
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CHAP'J:ER III 

" 

, FINANCIAL AND ORGANIZATIONAL PROBLEHS' 

WITHIN THE HEALTH SERVICES 

, 

,. 

Was the introduction of the NationaL Heaith Service a response 

. to" working class pressures for reform? 'We have aLready seen that 

working class patients were not especially disadvantaged in Bccess to 

medical care, and this might lead us. to suppose' that insofar as pr~s­

sures for reform existcd,. they were not Umi ted to one class a Ion a'. , . 
But if we assume that the demand for reform was confined ta the work-

ing class, we would expect to find,' if not actual demonstrations of 

'Workers; at Leaat pressures being exerted through trade unions. Or 

else t we might predict that the Labour party t as a representative of 

the working class. was active in defining problems within the heaith 
1 c~ .... vi' 

services and formuLating pLans for reform. Yet s'uch pressureç do not 

appear to have emanated "either directly or indirectLy from the work-

ing class. In none of the sources corisulted in this researoh was 

theN evidence of such pressures, ~d. the Labour party conunitted itself' 
. . 

to réfor~ of the heaith services' ~t a relatively Late stage, weIL 

at:ter other groups had recognized ,the need for change. 1 The extent . 
ta which there was Ji generai public demand' for reform 15 not alto­

t' 

, gether ~lear. But one study in an 'industrial town reports that 93 per 

. 'cent of the families indicated that they wero receiving adequate' medi-
, ~ 2 

lioal treatment prior ta the National, Health Serviqe. And even though 

"II' 
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the proposaIs for a national health service financed througn taxation 

and insurance contributions was generally w~lcomed~ there i5 Little 

evidenc~ tnat public pressures for retorm were strong. 3 

But if we cannot explain the genesis of the National Health " 

Service in terms of class inequalities,in access to care and conse­

quent pt'essures for change, then how can we exp Iain the introduction 

.of the new service? What problems existed within the heijlth services 

whièh crea:ted the need for 'cha~ge? 
, ' 

Who was defining these probfems . 

and seeking to. resolve them? ,This chapter focusses on the fillst of '. 
these questions. and argues that ,financial and organizational prob-" . 
lems w1thin the hea~th ~ervi~es b~ca~ incre~Singl}\SeVere during ~e 
1930 ' s and 19'40 '5 and provided 't~e basls for a recdgni tian of a need 

fpr reform. ~ 

Changing attitudes towards hea1th. lncreasing demards for 

health caret and the g~wing sophistication of medicine had two con-

• sequences" which will concern us. 

Firstly, they Led to the est~lishment of stronger ties between 

the voluntary hospitals and th&. State. The' increasing cost ,of prov;id- , 

iiH~ medical 'care which resu1ted from adyances in' med~cine 'created fin~~-
. . 

c'ial pl'oblem~ for the hospitals--particularly the volun'tary hospit,a1s 

which t unsupported by public funds. had no reliable and steady source. 
<> 

Rf incorne. The early décades of ,the~tweritieth centùry 'saw a growing 
, ~, . 

, \ . ' 

dependency of the voluntary hospïtàl's on p':1blic financing, ~Y the . 

1940's. it wa~ generally recagnized. th~t the ~ùluntary,hospital;.s must. 

re ~Y on the S ta té fo1,. conti~uing 'financiéJ i s·up~ort. ,ln thesé 
• 
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strengthenins 'ties, we see precedents for the National Health Serv-

ice being created. 

Secondly, the increasing costs of providing care and the growth 

of specialization demanded a greater co-ordination of the various units 

providing care. The rationality of medicine demanded a similar ration-

ality in the units delivering care. But efforts to ensure such were 

1argely unsuccessful: wastefu1 duplication, maldistribution, and poor 

co-ordination of se'rvices continued. The demands of wartime revealed 

the fragmented and chaotic state of the health system" and its reor­
";-. 

gaqization under a single authority was recognized as being essential. 

TH& EMERGING CRISIS IN THE HOSPITAL SYSTEM 

The early growth of specialization is shown in the special 

cHnies opened by hospita1s: Guy's Hospital introdueed a c Unic for 

skin diseases in 1&51 and for aural diseases in 1862; tn 1867, 

St. Bartholomew's'Hospital started an ophthalmology department and 
'\ 

by 1880, it had elinics for diseases of throat and skin, for \ortho­
\ , 

. paedics, obs t~trJics and gynaec~logy; and the London Hospi tal opeh~d 

an obstetrics deparbment in Ids2, an ear, nos~ and throat department 
1 

.jb 1866, and we~e specializing in orthopaedics also by 187S.
5 

By the 

1940 's" hospi tals which had at one time emPloyed a few consultants 

together, with a small nursing and administrative staff now emp10yed 

a wüÏe range' of spec'ialis ts. Apart front more specialized consultants t 

there were laboratory technicians t dieti t~ans t: 'occupational therapists t 

radiographers 1 and man y others who· were now part of the changing 
1 
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hospital system. 6 And apart from the increases and the diversity in 

the new personnel employed, the rapid developments in medicaL know-

1edge increased the costs of the actual diagnoais and tr,eatment "f 
patients. Not only did discovel'ies follow each other in rapid ~uc-

cession, broader and broader applications were a1so being develop~p 

for these. In 1918, one major provinci~l hospi tal ,conducted -Less 

than six hundred X-ray examinations, but by the 1ate 1940'5, it was 

perform.ing nearly tw~nty thous~d. In the same hospital, the number 
" 

of pathological examinations in 1947 was thirty-three times the nwn-

ber in 1927. And the same period saw a fifty-fold .increase in blood 

counts. 7 Such inoreases in the use of diagnostic techniques played 

a large part in the escalation of operating costa of h05pitals. 

Un like business concerns, the expansion of the hospita 15 cou id lead 

simp1y to a growth in spending capacity and not necessarily to a 

greater earning capacity. Whereas the voluntary hospitals of &ngland 

and Wales spent isoo ,000 in 1900, in 1947 they were spending 640 

times that aooWlt.
8 -----'~Jr?~~----

1 ~ :0 -'"'"'" 

The increasing-coscs of medica1 c-a-r-e-a--l-te-rëCt' die tie w ioh 

linked the hospi tals with the State. Particular 1y during wartime, 

the hospi tals were forced ta rely more heavily on vayments from the 

nationàl government. This ",as especially true of the JVoluntary h<?s­

pitals. !hese funds together with other grantsrdesigned to prevent 

the collapse of the voluntary hospital system unintentionally created 

a dependence 'on public funds. And so, the linKs between the State 

• r 

and the health services Were not only increasing_in--the--fftansaer-::::':::"":-- -,--- ~ 
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indica ted in Chap têr l, more su9.tle tics were a lso deve loping in the 

twentieth centuryJ.n response to the a1100s t con tinual s tate of finan-

cial crisis in which the hospitals found themse ives. I t is the 

combination of these two developments in the relationship be~een the 

State and the heaith system which laid the basia for the government 'a 

assumption of almost total responsibility for health care in 19~8. 

Let us examine a Little IOOre closcly the voluntary hospi tals' 
y~ 

growing dependency on the State. At the close of the nineteenth 
<if 

century, the hospi tals were ~lready~ experiencing financial prob lems. 

The rising expenses of the Poor Law'lr(ldch prompted I1l.Ich concern have 

already been mentioned. 9 T~e volunt~ry hospitals also had insuf­

ficient funds. In 1887, the totaL,deficit of teaching hospitals was 
- .. 10 

overf32,OOU, and three ye,ars 1ater this had risen to aboutllOO,OOO. 

These probLems became QX)re severe in the early decades of the 

twentieth century. One source of. increasing costs was the rising 

pay for nursing 's taff • The pay of personne l in mi li tary hospi tals, 

was relativeLy high and with the advent of Wor1d War l, personnel in 

civilian hospitals received P&Y increases to bring wages to a similGr 
, 

level. The Local Government Board reviscd the scale of pay for. nurs-

ing staff in institutions used in the war effort, so tha t they received 
'\ 'II'.,.... 

jbout 3 per cent more than nurses i"n POOl' Law institutions. Soon 

/ after, the voluntary hospitals and POOl' Law institl4tions followed suit 

in order to main tain competitive wagas. In the SHeffield Royal Infirm­

ary 9 ~or example 9 the anriua1 wages of ..probationer nurses rose from 

~5 in 1914- to~30 in 1918, while those fot' sisters rose fromt30 to 
. 11-

s.~0 - S:.SO per annwn in the 'same periode 

1 /1 
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The voluntary hosp1tals which were important for the War were 

paid .tS80,OOO by the War Office between 1914 and 1919. This was ta 

caver the costs of care for the sic!< and wounded. It was claimed 

that this amount lagged costs by ~530,OOO, but charity Contributions 

increased and for some hospitals compensated for the deficit. Between 

1915 and 1919, charitable organizations held a surplus 1ft excess of 

f7 million. 12 However, post-wai.- inflation hit hard and the hospitals 
\ 

continued ta struggle with finnneial prob1ems. Though rebuked for 

such a suggestion, Lord ~nutsford, Chairman of the Lonùon Hospital, 

suggested, in 1920, that State aid was imperative to ensure the con­

tinuation of the hospitals and that such aid should cover one-third 

of the hos pi tal cos ts. . Whi le the iùea was dismissed &ince it would 

threaten the independeDce of the voluntary hospital system, the 
, ' 

recognition of the State as a stable and continuing source of finance 

was already in people's minds. l3 

At the time at which Lord Knutsford spoke, there was a sense 

of crisis wi th!n the ho~pita1 system. The Manchester Royal Infirm-. . 

ary reported that it needed ,f.9,OOO extra each year to resto~e,the 

finances of the hospital; the London Fever Hospital was said to be 
Il 1 

closing; and the National HOSPit~l was dischargfng all its pa~ient8.l~ 
1 

Grants from the King Edward Hoap tal Fund and the National Relief 

Fund helped the hospitals ~et th ir deficits and a crisis was averted 

without State intervention. Yet his was l1ut a temporary solution. 

In 1921, the Cave Conunittee was aPllointed ta investigate the 

financial situation of the'volunta Y, h08Pita~a.l) It was aiear 

-- ----'-------__ ... JBb_lII!w .... _"""'~,, __ ~· 
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that: the hospi tals .could not rely solely on charity contributions and 

tha;1ither government support or an extension of the recently intro­

duc system of pati~ntst payments would be necessary. The Committee , 
---1 
noted that the majority of voluntary hosritals were operating .under 

a ideEi'cit, their problems being due to r~ costs rathcr than fall­
i 
1 

itJg incorne, but sinee i t was, eonsidered unlikely that inereased con-

ttibutions would erase the defieits, they reeommended that the hos­

Jita1s receive temporary support from tile' government for a period of 
1 ro years. The idea of temporary support \tIaa a measure designed to 

tvert.the immediate,crisis ~ithout ~omprOmising the independence of 

/the hospitals. But though the Comrnittee reeommended a sum of ~l mil-
l ' . 

IU!,n, the governinent gave only halE this amount. ' 

l thus. the accoWlts of the ho.pItals were res tored ta • • ta te 

, of momentary health: in 1920, 452 provincial hospita~s had a deficit 

of approximately .i280,000. while in 1923, 624 p.rovincia1 hospita~s 

were operating wi th a surplus of around .E270, 000; one hundred and 

cthirteen metropolitari hospitais \tIorked with a deficit of ,f,320,OOO in 
, 16 

1921, but by 1923, one hundred and sb.teen had a surplus of 1.230,000. 
, 

Yet finaneial problems \tIere to emerge agairi. The hospital system had 

grown in r~sponse to donations and legaeies ra the r than demons tra ted 

need for services. Sorne arens had tao many ho spi, tala, others too 

few. Some were relatively afflùent; others operated with a continu-

ing dcficit. And whereas money might be available for building a 
, 1 

hospital, there\were often severe problems 1n meeting operating costs: 

the charitable base of the hospitals had led to haphazard growth and 

l' 

• 
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/ 
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while donations had financcd expansion programmes and the building 

of new hospitals, they had not provided a stable source of support 

fol' the operation and maintenance of these. 17 

The growth of' contributory schernes and the admission of pri­

vate patients had added an important source of income, Dut these 
1 

could not be relied upon ta prevent future crises. It was World 

War II which most clearly demonstrated the need for retom. 1B The 

pressures of wartime highlighted the need for a ~nified health sys­

tem and during tIlis period the hospitals became dependcnt on the 
" 

national government fol" maintenance expenditures. Many were damaged 

in air raids, and government grants saved them while public money 

generally financcd new equipment. The v9lùntary hospitals endeU 

the war with added reserves of over ~LO million. But they were not 

in a strong position:- many plans for maintenance and repairs had 

been postponed during wartime, and priees 'were increasing again 

while interest rates were low. If the standards of wartime service 

were ta be maintained, the hospi tais needed an additional source of 
, 

incarne. The precedente for government support had already beèn 

created, and i t was the government alone which éouià provide the 
. . 

necesf!ary income on a Qontinuing baBis. 

In these ways. unwittingly, the dependence of the v?luntal'Y 

hospitals on the national government wa. created. No strong priv~te< 

interests had become involved in the health service~, and thUG, only 

"the State could be turned to for the continuing financial support 

which the hosp1tals' so obv1ou81y needed. Over several decades, the' 

/1 
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government had provided a source of to 

avert crises and the precedents were thus reated for State inter-
1 ( 

venUon in the voluntary hospital system./ Dy the 19ijO 's, it was 

clear that these ties must become more formaI wi th the State pro· 

viding more than intermittent support. 'lihe heed for the Statc to 
i 

provide a continuing sour.ce of revenue w~s recognized; it was the' 
t 1 

t> precise fOrln of this relationship which +as open to debate. It is 
, , i 

for these reasons that we argue tha t the! introduction of the National 
, 1 

Health Set'vict! was, in large pat't, a l'est' onse ta the financial prob-

lems of the h~spitals. Analyses of the ational Health Service 
Il ' 

which emphasize Us rol'e in meeting the ~eeds of the working olau 
, 1 

for heal th ,care have neglec ted these fac l ors. 

, 1 

'fllE NEED FOR RATION~ IZATION 

While the h~al th care crisis t'ec~gnized in the 194-0 's s temmed 

in part from the 'perceived need for a s able and continuing source 

Qf finanaiai support for the, hospi tals, i t' was aleo prompted by the 
1 

obviously chaotio structure of the heal h services. As the previous 

" chapters have' indicated, medical care w s avBilable from a variety of 

sources in the mid-nineteenth century a d these aontinued to provide 

care throughout the early decadea of th twentieth centul'y. However, 

there was Uttl~ co-ordination of th'es~ u!l~ts. A welter of hospitals, 

amaU local contributory and prepaymcn achame:;, and scattered general . 
praotitioners wel."e combined in an lnef iaient ayatèm with /1Û.nimal co-

l 
ordination between the different units~ duplication of services, 

1 

l, 
l, 

l' 
1 



" . 

.. 
, 
1 

" ~ ~ : .. ' :f ,. 
.' :'! 
, ;, 

j 

------------

( 

-:J 
-55-

varying standards of care. and pOOl' ly distributed services. Eckstein 

identifies four major problems wi thin the hesl th services: shortages 

of facilities and of trained manpower; unsatisfactory clinical con­

ditions; Uneconomic use of services; and pOOl' geographic and fu~c­

tional dj,t;tribution of sel'vicQs.19 Dy way of example of this latter, 

-_____________ ~ we may note that middle class aresa were likely to have a surfeit of 
~ , 

~eneral practitioners while working class al'eas needed to attract 

-------more in the late 1930 '8, there were SO pel' cent Less doctors 

pel' capi ta in Wales as in London, and only 25 pel' cent as many 

pel' capi ta in the indust 

20 Bournemouth ~ 

l Midlands as in the coastal resort of# 
~ 

We migh t a180 consider some of the 

Health Insuranee acherne. 21 For whi le i t WBS 

of the National 

t s tep towards 

a more comprehensive system of aocialized medieine, 1 t containe 

several anomalies. Approved Societiea were not compelled to accept 

members and they generally refused membership to the chronic siok. 
\ 

But sinee addi tiona! benef! té' were only availab le through the Approved 

Societies. these patients received cash benef! ts done. They were 

unable td ob tain dental treatment. hospi tal and convalescent care, 

medical and su~gical appUances and opthalmic treatment. Thaae most 

in need were least able to bene!! t -from the scherne. And aven those 

worker~ who were ,ccepted membors o~ Approved Socièties faced problems 

in securJ.ng addi tional banefits. These beneE! ta were financed from 

the surplus helC\ by aach 'Approved Society after other expenses had 

been met, and thUI, where demand for general pract1tioner care and 

o 
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sickness benefit was high, 'the surplus was sma 11 \1nd few extra bene-
;;.' 

fits could be flnanced. Where morbidity was high, where need was 

greatest, additional care was least available. 

A further anoma1y existed in that it was financially more 

'advantageous for a w'orker to he drawing unemployment bene fit than 

to be receiv ing sickness benefi t. Wri ting in the late 1930 's, 

Herbert notes that an ,unemp~oyed man with il wife-and one child received 

thirty shillings pel' week in unemployment benefit if he wns fit, 
, 

whereas if he was unemployed due to sickness" he received fifteen 

shillings in National llealth Insurance benefi t. Hé remarks that: 

"Doctors are often placed in the embarrassing position of being asked 

to sign off patients who should still be receiviDg medical attention 

solely in order that they may draw unemployment benefit.,,22 

There ls sQme evidence that the care received by patients ~der 

the National Health Insurance scheme was inferior to that available 

to fee pilying ·patients. 23 The care. and att~ntion for such patients 

was chimed to be perfunctory--doctors were more interested in their 

tive pl'ivate patients. Since this was, financially, the 

__ .~_of theit' practice, many do.ctors wo~ld employ 
\ . 

an assistant to treat their pan'e 

own time to their" privatc piltients. 

they devoted their 

a prac-

ticè was made up solely of National Health Insurance 

doctor's List WIlS Likely to bè RUch J.arger th~n in",8 ~xed pràctice .... 
ri; 

And though, in theory, panel patients were ~ntitled to all neces.sary 

drugs ft-ee of chat'ge, there' were pressuras on doctors 

-. 
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cheapest: above average costs of pl'escribing were likely to be ques­

tioned'and the doctor might even have to bear part or the excess cosf 

himsalf. Doctors were, therefore, likely to err on the side of safety 

and restrict pharmaceutical benefits. 

case with private' patients. 

This was no~ 1ikelr to be the 

~In 'these ways, the Na tional Heal th ,Ini;u1'a ce scheme fai led to 
('). ...P:. ... 

meet many' of the medical needs 'of wo'rkeu'. Th e mos t in need of 
" r 

treatment and care generally had access ta 

fits. While unemployment benefit was pa ighel' rate than sick-

ness benefit, there wa~ a strong, deterrent to seeking medical carel 

And when it was obtained, it was apparently infe1'ior to that received 

by private patients. And the, soheme was by no means self-supporting. 

e~en with respect to primary medical carel Whereas the incentive for 

d~~~ors had previously been to re~;~icr the n~ers of people treated 

at outpatient departments. so as to ensure themselves paying patients, 

now there was an inoentive for doctors ta reduce their workload, a~ 

leaat with respag..t to National Health Insurance patients. They we,re 

paid on a pel' capita baais for these t and it was to their advantage 

to refer '~he more troublesome cases to hospltal outpatient departments.~4 

, ~ ThUIt the outpatient departmenta lOlt many of their more trivial cases, 

but retained the more troublesome and time-consumlng on~'s. In effect, 

they aaquired a new roie in compiementing the work of the general 

practi tioner b'y 'providing a spe'cialist or consultative' se~v;ce. 25 

. " ~ _____ ~ Here, we aee. 8om~,< of t~e ~ àrg~n.izational problems ,~isting wi th!n 
;.\.. "' ~ . . 

the hea1."-t~prior. to 1948./ Dur;ing the early decades of the 
'1 .._ • --------. ... 

, ~ 
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twentieth century. efforts had been made ta rationalize the health 

services, but divisions in responsibility and competition between 
/ . 

different sections of /the medical profession had rendered these 
26 

efforts ineffectual. Whethe~ co-ordinated actio~ would have been 

achieved without the experience of World War Il i5 impossible to say. 

It certainly i~nsi ied the sense of cr18is and united the country. 

The pressure placed 0 services and the experience of cloctors and 

consultants in unfa liar environments forced the medical profession" 

hospital administrators, and government personnel ta recognize as 

;r nev~r before the inefficieney of the health .services and the need for 

a unified national health system. It was «i.lmost' automatically recog­

nized that this would be achieved under a state system. 

CONCLUSIQN 

ln the absence of evidence of strong w,orking class pressures 

for reform of the health services, we have focuss~d our attention on. 

financial, o~ganizational, and administrative p~blems and argued 
- ." 

!l ' ... 

that these provided the basis for a recognition of a need for reform. 

Furthermore; the State'srespons8s to the financial problems of the 

voluntary'hospitals unwittingly created a dependence on public funds 
.' . , , 

and estabUshed ~ut'ther:"precedents for an increasing role in the pro­

vision of IOOdieal care. 

This ~risis which W8S emerginR in Britain in the 1930'6 and 

·19""0'. bears sorne marked:sinùlarities ta that recognized in the U.S.A. 

_ in reeent years. 

" 

d).' 

the American h.,alth services have experienced a 
i ' , 
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decline in the nWJlber of charitable facilities for care and the whole 

sys tem has been labeled 8S chaotic, fragmented, and ex tremely expen­

sive. 27 However, the response of Britain was very different ~m 
----, 0 _____ 

that evolving in the U.S.A., where the gove,rnment--wilf not, in aU 
-

probability, assume full responsibility for the rationalization of 

the systém and the provision of care, and' likely will work through 
J ' 

existing hQspi tal and convnercial insurance schemes. Why? One impor­

tant e)(.p~anation of these v~rYing responses 18 ·the deve lopmen t in 

Britain in the nineteenth century 'of a 8trong tradition of public 

,care for ~e pOOl' and th'e gradual emergence of public care for people 

of a11 classes with certain d,lseases: prec.edents \IIere established for 

both general practitioner and hospital catte financed through local 
1 , 

and national government schemes. Private insurance_!C~!~E!lLJ'IJ!V.er 

assumed the size and important l'ole of tho~/in the U.S.A. Though 

ca tering -to a significaIlt proport.i.on of th'e popLÎla tio~, the~r member­

ship was large ly working class, and they remained amal L, acattered, .. 

'independent schemes, lackin~ the power to successfully oppose govern-

ment intervention. As Abel-Sndth commenta: 

• . : .. the prepayment ag~ncies operating in Bri tain were 
unbusi.nesslike, ineffectively co-ordinated and run by 
persans without p'ower or influence. They were swept 'into 
the background wi thout antagonizing My Important section .' 
of opinion. If th~ large p~ofit-making insu rance interests 
had ever entered the hospital field, the replacement Qf 
",~ol~ntary" prepayment wi t,h ,8- scheme based on taxation and 
compulsory "contributions'"" would have been less eas41y 
accomplished. 28 -" 
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developments in the organization and' deLivery of medical care over 

the previous hundred years. Its response was t in many respects t 

orda;ned by the changes of the past century and the graduai ext~nsion 

-, 

of its l'ole in providing care. It was responding to a desperate need 

for financial support and administrative and organizational ,rational! ty. 
, 

And rather than marking a point of radical change directed towards 

reducing class inequali ties, the govex'nroont t~ action appears to have 

been prompted more by the recognition of a nee~ ta support and ~in­

tain the existing structurEts t to r~scue, the he'aLth servîces from 

chaos. 

r 

n, 

q , , 

These issues we return to in the following chapter. ' .. 
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FOOTNOTES 

Lrhese issues arc further disc\.lssed in the fo llowing chapter. 
Runciman argues that during the interwar years "the most obvious 
comparative reference group for the prosperous manual worker was still 
other workers less fortW1ate than himself. Il (p. 77) These other wQrkers 
experienced severe hardships, but militant discontent was never wide­
spread and the majority of the victims of the Depression appear to 
have thought of themselves as "victims of misfortW1e rather than 
injustice." The relative absence of social and political protest may 
be intelligible in terms of the relatively low level of deprivation 
feit by workers because of limited rcference groups. W.G. Runciman, 
Relative Deprivation and Social Justice (London: Routledge and Kegan 
Paul, 1966), pp. 57-77. 

2D. Reid Ross, "National H~lth Service in ractorytown: A 
Survey of the Demand for Medical Ca in an Industrial Community," 
Medical World, Vol. 78, No. 2, (Febru ry, 1953), pp. 125-138. 

3H. Eckstein, The En lish lIoa1 h Servi ·e (Cambridge, Mass.: 
Harvard University Pvess, 1958), p. 2. 

4-rhe following chaptcr will be add'ressed ta the question of 
who was defining these problems. 

SB. Abel-Smith, The Hospitals 1800-1948 (London: Heinemann, 
19(4), p. 159. This discussion of the growing crisis wi thin the 
hospital system is based largely on this excellent st6dy. 

6A• Lihdsey, Sacialized ~1odiëine in England and Wales (Chapel 
Hill, N.C.: University of Nor~ Catolina Press, 1962), p. 24. 

7Ibid ., p. 24. 

Br. Roberts, The Cost of HeaLth (London: Turnstile Press, 19S2) 
pp. 57-58, 63-65. • 

9See Chapter 1. 

lOB. Abel-Smith,.lm. ill., p. 1:63. 

Illbid., p. 269. 

~ ,-" ; " 
, " 1. ~. , ~ 1 ~ 

12 Ibid., p. 282. 
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13The hospitals administered under the Poor Law and later by 
local authorities were experiencing financial problems, but since. 
these were already dependent on public funds, we will focus on the 
problems faced by the voluntary hospitals and their increasing 
dependency on the State. 

l~. Abel-Smith,.Ql!. ill., p. 297. 

lSFor a discussion of the Cave Comm1ttee findings, see: 
Ibig., pp" 307-309. 

16Ibld., p. 326. 

17While they led to a haphazard growth of the hospl ta l sys tem, 
such charitable donations were more discrim1nating than the dozen 
half bottles of champagne and dozen bunches of grapes distributed in 
one street by a carriage borne lady! Quoted from the Royal Commission 
on the Poor Laws by S. Leff, The llealth of the People (London: 
Victor Gollancz, 1950), p. 65. 

18B. Abel-Smith, ~. cH., pp. 1138-4-4-0. 

1%. Ecksteln, .Q2 • .sil., Chaptel' 3. 

20A• Lindsey,.22. cit., p. 7. 

2iFor a description of the National Health Insurance scheme 
and Its deficiencies, see: H. Levy, National Health Insurance 
(Cambridge: Cambridge University Press, 194-~). 

22S•M• Herbert, Bt"! tain 's Health (Ha rmondsworth : Penguin Books. 
1939). p. 98. See also, H. Levy, .Ql!. sil., p. 66. 

23However, the Royal Conmission investigating the operation of 
National Health lnsurance in 1926 concluded that patients treated 
under the scheme did not rec1ive inferior care. See, H. Levy, .Ql!. ci t. , 
A. Lindsey, 22. sil., p. 7. 1 

2~. Levy, .2.E..a. cH., p. 128. 

'25 B. Abel-SI1Ù th, ,22 • .s,ll., p. 24-7. 
) 

r" 
26âkid • The competing interests within the Medical profession 

are well ocumented herein. 
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• 27B,. Ehrenreich and J. Ehrenreich, The America" Health Empir~ 
(New York: Vintage 8ooks, 1971). 

28B. Abel-Smith, .!m.&. cit., p. 332. 
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CHAPTE:R IV 

\ 

THE POLItIC~ OF 'lltE NAT~9NAL HEALTH SERVICE 

Introduc tion 
, 
\ 

We have argued that working class patients were not ~pecially 
l' .... 

cllpadvantaged in. access to health care and that there is no ev i~nce 

of strong working ~lass p,~essures 'f.or r~form o~ the health services-. 

Thus, we daubt the assumption that. t~ National Health Service was a 

resporJse ta problems of working class p~.ents in 'obtaini~g medical 

care. Rather, we have identified financial, organ}zational, and 

a~nistrative problems whic~ grew increasingly severe in the 1930·& 
.. -" ~ - --... 

and 1940·s and led ta the recognition of a need fol' reform. But the 

question still remains: Wha was creating an awareness of these prob-
.. 

lems and urging change? If pressures were not being exert'ed. by 

workers, was the government Or the political parties taking the ini­

tiative and acting in the interests of patients? Or did pressures 

for change emanate from other grQups? In thls chapter we argue that: 

1. The recognition of problems within the health system 

and initial efforts to resolve thesë came from those 

working in the health services • 

. 2. T~e Labour Party, as a representative of workers, and 

3. 

the State were relatively slo~ ln responding to these 

problems and in formulating plans for reform • 

Negotiations concerning the new service focussed on 

organizational and a~nistrative issues. Issues of 

-6~-

1 
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social jus~ice and equaU ty of _ccess t~[ were 

not a central 'concerne 

This latter point, while not denying the cancern of planners with 

creating a more just sy,tem of health care, rei~fôrc~ ou~~argument 
-

that the National Health Service waSt in large p~rtt a response· to 
1 

;8 perceived need to l"ationlilize the .organizatiof and delivery of health 

eare •. Analyses of the w~lfare state which' viey i~ as a response to 
,.. or 1 

~lass inequa~itjes and which see it as result ng ei~er from working 

ciass press~res or' from the State acting in he interest6 of workers, 

fail to re~ognize--w~th respect ta the Na orial Health Service at 

least--that its intPOduction ean tie exp ined largely in terms of·th~ 

interna1 dynamics 
~-""'---.., 

of the health Syst,:-:.,.../ /) 
/..-~. - / 

PROPOSALS FOR' REFORM 

Proposals for reform which were issued during the 1920'$ and 

i930's indieate that those working within the health sérvices °were 
"-

actively defining and seeking to resolve the problems of finance and. . . . 

disorganization well before the government addressed itself to these 

issues. During these years, a need for a unified heaith servicQ W8S 

increasingly rècognized.and aLmost without exception, the report 

which contained blueprints for future reforms rec~gnized the cen ra1 

ro1e which the national government would play in a future health 

servke. 

The first such major report--the Dawson Report--was issued in 

1920 and represented ~he views of the'Consultative'Couneil on Medi 

, ' 
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Md Allied Set'Vices which was organized under the Mini.stry of Health 

af~er the First World War;l It envisaged a regional organization. of, 

health services with health centres providing primary care~ and where 

necessary, referring patients for. treatment in genera'l hospitals. 

These, services would be uni~ied under ,a singtè medical authority, and 

they saw this rationalization anà'unification of .services as essential 

if the Irui ts of medical knowledge were ta be distributéd ta the' pub-

lie, and if medicine were to be prac.ticed wi th efficiency and economy. .' , 

The proposals of the British Medical Association, presented in 

1930, were more cilutious. Rather than long range progranmes, they 

envisaged an extension of benefits under National Health Insurance 

and the co-ordination and reQ~ganization Of~ hosPitals.
2 

They 

balked at the idea of a free service ~i th public medical care avail-

able to all patients. These proposals were followed in 1933 by the 

re!onn progranme of the Socialist Medical Association which ârgued for 
. , 

free services, salaried me4ical pe~sonnel, health centres, and regional 

organization of.hospitalS.) 'In 1937, the Voluntary Hospitals--Comnû.s-
; , 

sion (established by the éritish Hospitals Association) iss~ed a report 

which included reco~ndations very similar' to tbose of the Socialist 

Medical Asso'ciation, though thèy sought ta preserve t~e identity of 

the voluntary h08pitals.~ And the last in this se~ies ~f reports was 

issued in 1942 by the Medical Planning Commiss~on wtiich ·had been 

organized by th~ British Medical Association and the Royal COli~ges. S 
, 

This argued for the organization of the hospitals.on a regional b~~is, 

the establishment of health centrès, and the central planning of 

;,. 

. . ., 

, . 
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medical serv~ces by public authority. Indeed, on these ~ issues 

there seems to have been quite wide agreement in th~ various proposals 

for change. 

The preparati'on of these progra~s for refornl indicates that 

the medicat profession was very much aware of the probl~ms existing 

within the,health servi~es and was actively involved in formulating 

policies ~or reorganization. The content of these reports also indi­

cates a g~neral consensu; that the ~tate would play a considerable 

role:in the reorganization of the health services. While,the British 

Medical Associa,tion hes! tated at the idea of a totally frae public 
, 

medical service, the profession did generally recognize that the costa 

of health care were,r~sing 50 rapidly that only about 10 per eent of 

the population was in é(pasi tion ta pay for care on a fee for serv ice 

b 
. 6 

as~s. ln the light of these observations, the opposition of the 

-- - ---------- -~- ....... -~ -_ .... 
ice which were eventually formulated by the government appears 

anomalous. But this opposition· was by no means to tal. l t was gèner­

ally confine~' to specifie issues (such ii:s. the sale of practices and 

the salar~ed status of docto~s) / and it ·was' in large part concentrated 

wi thiri the e li te of the Association--doctors wi th litt le: experience 
. 7 

of salarie~ service and ot'J' working in, organizational contexts. In 

general, "the 'pri~ciple of a 'public medical service was accepted. 
.' 

Referring to '1~42, -Eckstei.n wrftes: 
" 

" The whole profession seemed to 'be in a reformist heut. It 
•. ~:lr, 

'is said .tha't late that year ft 'Was impossible ta s~age a 
.,1 debate on the desirability' of a aompreh,nsive State medical 

- ' 

" 1 
1 
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1) ,. 
$ervice in one of the f.ondon teaching hospi tals because no 

. Q,ne cou!d be fOWld ta oppose s*ch a service. 8 

Bùt though there was a general recognition' that a new service 

. would be organized under the auspices of the S ta te., the poli tical 

parties and successive governments were slow to ,assume this t:espon-

sibility. 

TllE S'tAIt ASSUMES RESPONSIBILITY FOR REFORM 

The involvement of those working within the hea~h services in 

the fortmllation of policies for reorganization preceded the involve-

ment of the po1itica1 pa.rties. The Socialist Medical Association 's 

programme for reform was \ccepted in braa! terms by the Labour party 
1 
! 

in 1934. b~t it vas not '4ntil 19~2 that the party became f6fiy com-
~ 9 . 

mitted ta the details of the prolJl"aiTIle. The party, as a represent-

ative af the working class, was, relatively slow in farmulating a 

policy on hea1th services. As Eckstein carpents, the Labour party 

"joined ,the team, at hest, in the midd1e of the game,"10 Fras~ notes 

,that in 191H the government was still talking in terms of a re~gani-
" 

zation of the hospital system alone. 11 An~ the· suggestion ~f a c,r-

respondent wi th the British Medical Joul'na1 in 1942 that pressurtf 

should he exerted on the parties ta prepare ~giS lation, furthel' ~<bigb-
" 

lights the relatively late éntrance of the parties into th~ debates 

. i 12 on reorgan~zat on, \ 
" \ 

I~ was the war which helped to bath highlight and int~ndfy 
the prob1ems within the, health system and which spurred the g~ern­
men t ta action.13 the Emergency Medical Serv iee, crea ted in l~ 9 as 

\ 
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• 
~ -' part of the wa~time,'measu~e8. heightened the awareness of the medical 

profession of the need for reform. Specialists left the familiar , ' 

envirenment of the weU-providecj metropo~itan and teaching ho.spitals 

ta wOrk in local hospitals which were, in contrast, often smalL ~d 
." 

poor~y eqllipped. Such expèriences in unfamiliar environments helped , , ' 

te increëilse people t s awareness of the in'adequaoy of the ,existing 

services and precipitated the decision to create a unified nationa~ 

health service. 

The demands of wartime sfrairied the resources of the poorly 

co-ordinated health systefl\ and ultimately deepened the financial prob-

~ems of the hospitals. But the war also gene,rated a sen~e of cornnunity,' 
. 

and urgency. 1 t was in this atroosphere of uni ty and crisis that much 

of the legislation on which the present welfare state i5 based was 

enacted. By 19~O, under a coalition gavernment, there·was a rising 

conviction of the urgent need ta study the problems of post-war indus­

trial readjustment and social reconstruction, and in 19~1, Sir , 

William Beveridge was in'vited to head a committee charged with survey-

ing existing schemes of social insurance and allied services and with 

making recommendations for the future. B veridge Report, issued 

in-19~2, recommended~, amongst other th' ga, a comprehensive national 
, 13 

health service organi d under nt authority. The report 

recéived a warm recePt~n; two week after it was issued, approximately 
1 l~ 

95 per cent of the public had heard of' it.Though it was most fre-

quently associated with pension benefits, its prOposaIs for a national 
> , 

,health service were enthusiastically welcomed. Of those surveyed ~y 

',; 
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the British Institute of Public Opinion, 88 per cent favoured the idea 

of a comprehensive health system. It was ohe of the most popular o( 
, . 

the many recomrnendatfons made oy the report. 

In 'this climate of public opinion, ~e government accepted •. in 

February, '194-3, the responsibility for p~anning a national health serv-
\ 

iae. And 1n the fol1ow~ng month, Ernest Brown, Minister of Health, 

completed his proPQsal for the new sys'tem. The years betw'een Br:-own 's 

plan and the National Ilealth Service Act of 1946 involved a series of 

negotiations between the government and different interest groups which­

sought to protect their position~within the new service. One of t~e 

main studies of this proces& of negôtiation suggests that the 'medical 

profession succeeded in gaining the greatest concessions while property 
J , 
interests fared worst. 1S We will pursue these argu.ments adv',anced by 

Willcocks in a little more detail. For apart from lndicating the cOm- ' 
\ 

posi tion and pol~ tical strength of the groups involved 1n the nego,tia-

tions, his analysis also polnts to the relaeive inattent~on to issues 

of social justice on the part of the government and interest groups. 

The pattern of negotiations indicates that'the Nptional ~ealth Service 
'1 , 

was in part shapêd by the demands of the medic~l profession, and largely 
7~ 

addressed to the creation of a more rational and efficient organiza­

tional structure. The reduction of claS5 based inequaliti~s in health 

and access to meâical care do not appear to have been ,th~ dominant 

concern in these n~gotiations. 

THE PROCESS OF N&GO'tIATIONS 

Willcocks distinguishes three main inte~est groups involved 

1 
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in the negotiations. FirstlY. tte identifiés th?se' ,with 'skJ,lls' énplo,Yéd 

by the.né~lth services. This'vas by no maans a united group for it 

included general practi tioners 'represented by differént associations; 

specialists and consultants; and médical officers of health employed , , 

by the local authot~ties. Secondly, the common interests of admdn-
. , 

istrative bodies are identified; the JOOst il11?ortant of these being 

the local âuthorities. Property interests fo~e~ the third grouping, 

wi,th the British Hospitals Associat:!on act,ing as spokesman for the 

voluntary hospitals. Ibough negotiations ofte~ proceeded in secrecy, 

and only one Qf the' plans p'~io~ to the 'National Health Service Act 

was published, Willcocks seeks to reconstruct the graduai reformula· 
-~'\ 

tion of the govet'flment t~ plans for a health serVice.. His analysis 

p~ints ta th~ power and st~ng bargaining .posi tion of the m~dical 

profession. particularly specialists and general, practi tioners 1 and 

the relatively we,ak position from which the voluntary hospi tals 

negotiated. 

The contents of the Brow~ plan pf March, 194-3 were never made 
, ' 

public. 'However, it apparently envisaged 

a unified health seTYice, all the' services'béing the respon­
sibiU ty of one adminis trative unit, based on' a system .. of 
regional local government ,uni ts 'Or possibly joint authori des. 
The voluntary hospitals would he "utilized" a'lthough what 15 
meant by this i5 ndt clear •••• tCeneral practitioners we~e 
apparently ta be full time salal'ieCl servants wi th in this .. 
administrative system. l6 ' 

l , .' 
The plan was vehemently ,rejected~ The proposed, Ipcal. government âuthor ... 

ity and th~ employme~t of gene~al practitiôners ~n a salarie~ basis 
'f', " " r' ~ 

~ '" ') . 
we'~e ~st .st~ngly' opposed. Af,ter th,.e hostile reaction it engerJd,ered, 

. . ~ .. 1 • 
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.' 

. . ' , _ '. r • 

, , 

: 

the 'idea of a fully unified health service was abandoned and event\l-' . " , > • 
o • 

~lly replace~ by a tripartite structure which in part reflected the 
A -:::::;-,,1, 

in,tèrests .of, dominant groups within the health services. l7 c, 

, In the' th~e ye~rs which intervëned between th~:trst' plan 
, . 

and the National Health Service Act, the meâical prof,ssion suèceédeâ, 
18 . . ". 

in having many of 1ts demanda met.; the consultants and speciali~te . &. . . 
were in a particulàrly strong ~argaining position: they were tQ~~ . 
possessors ct: valuabl.e. skÜ.ls· which. could not be easily replaced. 

", 

, . 
. Theit' s'tatu~ and pow'er had in~reased as medic~ne had pecome IOOre' sophls-

• \ • 'p. 

" . 
tica ted and specj,,~li'za tion had deve loped: If the· Natio'nal Health S!!rv-

'-iee was to operate successfully, it: was essentiill for the goverhrnent 
l , , 

~o secure. ~~e co"operation of those ~hose skills were in sh?rt 'supply. 

Thus, the negotiations proceedè~ with 'gciod will, and the elite of the 

medical profession achieyed the regional hospi tals which they had 
, , 

\ 

wanted, the hospitals were freed from the proposed 'local government 
1 

control, and thè medical teach~ng I:tospi~als reoe'j.ved prefer~Jltial , . 
treatment. They aiso negotiated their conditions of service and paye 

. \~. 

They were allowed ta continue' their'private p,ractice with,access to 
.~ " . 

'1 • . 

National' Health Service hospi tai beds and achie.ved a' high level of 
, 4 ~. • ' • '\.. '1 

contro~ over both appoihtments and pràootiQn and}also. the àllocation 

of merit awards. In these respects, the medical iiüite s'ecured 1mpol:'- , 
• 

tant concessions from the governrtent. 

The b<lrgaining posi tio~ > of" the general praÇlti u.o·ners ""as unde~­

~ned by the special;i.sts' acceptanc(! of Bevan ts plan for the National 
f, • 4. 

Health Service. For 'exarnP1'1' .it was d!r,icult for them to argue in 

: 
i 
.' 
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favour of retaining" the right to seil the 'good will of a practice 

when tJ:1e specialis ts had ac~epted part time, or -full time -salaried 

~ositions under:the National Health Service--an apparently less com­

mercial contractual agret:;,ment. But dèsp~te the, government t s use of 

the elite 's acceptance qf its plans in negotia~ions' with 1:Jle general 

practitioners, the latter were successful in gaining concessions 

which included the withdr~wal of propoaals ta employ them in full 

Ume salaried service with lac l government .control. 

The branch of the pro ession which was least able to exercise 
~ , " control over its position ithin the National Health Service was that 

of thè public health ppactitioners." They lacked stàtus and prestige 
'/' 

wi~in 0 the profess~" (the major 'benefici;lries of their w~rk we-~ê ... ~~(' 
( " c 

the urban worki.ng class, the group least able to, confer status) and 

they were already in local governrnent service~ They,had no indepen-
>il , 

, dent power base from which ta negotiat~. , , 

" The major 105S in the,process of negotiation was experienced 
. 

. by the voluntary hospi tals • 
, ~ 

Nohe of the plans preceding that of Bevan -

had,envisaged the nationalization ~f the voluntary hOsPitals;!yet i~ 
retrospect, it i5 not ~urprisin~ th~~ this w~s finaliy propo~ed. As 

we indicated in the 'previous chapter, the hospi taIs' were in à finan w • 

cially weak position and had been intermittently dependent on govern-
, 
ment grants fol" severai decaàes. 

oppose government pianâ: Just as 
1 

They were in a w~ak ~osition to 
\ --

, \ 

the public health pxactitioners, 

they had no independent, brrgaining posi tion. 
" 

ln v.iew of such grn. and losse •.•. Wi llcocks ,éone ludes 

1 \') ~ ,> .. , 

that 
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con .. sultants ,nd specialists were most successful in securing changes 

in the government plans while the property interests represented by 

the voluntary hospitals achieved no real gains. But there ls more 

that we can draw from this studY. In addition to the ligllt which it 

sheds on the roles and power of the various interest groups, Willcocks' 

analysis i5 important for what it omits. Throughout his diSèussion 

of the negotiation process, there is virtually no mention of class 

varia tlons in hea l th ,and access to medical care, and there is li tUe 

h ' h d f h ' l f th ,19 emp aS1S on t e nee sot e potent~a cOnsumers 0 e new serVlce. 

Each of the groups involved sought to protect its own lnterests--to 

secure as much autonomy as possible and to maximizc the satisfaction 

likely to be gained from conditions of work and income. ln the p~cess 

of negotiation, one sèt of interests was unrepresented-- those of the 

users or potential userS of the health services. 20 There were no 

organized g~ups which rep~esented these interests alone. Each of the 

pressure groups claimed to represent the public, yet their interpre-

tations of the public interest neatly coincided wi th their own self-

interest. • 
The sadly incomp1ete information on the negotia tions suggests, 

Q, .... 
thercfore, that the participants in this process werl LargeLy concerned 

with introducing an organizationa1 and administràt~e ~~~\rence. lnev-
..:> ~ ,JI 

itably perhaps, negotiations focussed on speciric tssues of organiza-
Il" 'l'" 

tian, and we have no indication of the extent ta which ideoLogical 

comndtments to greater equality and social justice with respect to 

health and health care were a guiding concern. Further research could 

- ,,~-.~<>--~- --;--, -1-----"'I--.. ,~---····· .. · .. ··rh ...... -----:-:-
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usefully pursue the role of ideology through the analysis of biog-

raphies, parliamentary debates. party publications, etc.; such an 

ana1ysis has been beyond the scope of this s tudy. But in the light 

of our present knowledge, at least. it appears that the National 

Health Service was directed less towards improving the access of 

working class patients to care than towards achieving a rationaliza-

tian of the health services. Even the universal provision of free 
0;) 

care--perhaps the most egalitarian"aspect of the new service--was 

not justified simply in terms of an egalitarian ideology: there 

was general agreement that because of the high cos ts of care. at 

least 90 peI' cent of the population would have to receive free treat-

ment and the idea of a means test had already been rejected in 1911. 

CONCLUS ION 

Let us draw together the main arguments deve loped in this and 

previous chapters. Our concern has been largely with explaining the 

reasons for the introduction of the Nat~?nal Health Service. Ques­
l, \ 
\ . .\ 

tioning explanations which focus on the service as a response to 

demands for reform and greater social justice on the part of the work­

ing class, we have focussed our attention on probl~ms within the 

health set"Vices and the recognition of a need for change by those 

responsible for providing health care. Financial problems, particû-

larly those experienced by the voluntary hospitals, became increasingly 

severe during the 1920'8 and 1930'8. At the same time, the lack of 

co-ordination of the various units providing care and the wasteful 

-"'-'-.:: ~\_\~.,,~ ... ,..,~ ~_': -_ ..... ~----...........---------.....~--____ F._'_ ...... P ... ""_' ... __ *~. 
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duplication of services became increasingly obvious. It was those 

working within the health services who first addressed themselves 

to these prablems and ta the task of formulating plans for reorgani-

zation. The government was relatively late in taking initiatives to 

resolve th~se pt'oblems. Their intensification, together wi th the 

sense of ut'gency created by the war, finaUy prompted government 

action, and the first plan for ~ reor~nized health system w~s com­

pleted in 1943. The emphasis in this and successive plans was on the 

rationallzation of the health services rather than on the reduction 
. 

of class inequalities in health and access ta care. And though well 

received by the pub~ic, these plans do not appear ta have been a re­

sponse to direct- public pressures for change. While the first major 

step towat'ds socialized medicine--the National Health Insurance 

scheme--~t he seen as being partly a response ta demands for reform 
21 

from an increasingly organized working class, after this point, 

changes in the health service can be understood mainly in terms of 

the internai dynamics of the health system. 

While we know relatively little about the actual use made of 

services and the quality of care received by patients of different 

social class, we have shown that care was available at Little 9r no 

cost to worki~g class patients priar to 1948. It may be that .primary 
\ 

catte was superior for fee paying patients, but in respect of ijospital 

care, working class patients appear to have received somewhat better 

treatment. CLass inequalities in access to care were not of the nature 

and magnitude sometimes assumed: middle class. as well as working 
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class paticnts,faced problems in securing high quality medical care. 

The problems of providing health care in the carly decades of the 

twentieth century were not 50 much those of delivering care to the 

~orking class as of generally rationalizing the delivery of care. 

Even the removal of most of the direct costs of care can be expLained 

by the faet that only a small fraction of the population cou1d afford 

ta pay for private care personally. 

The National Health Service was built upon the existing insti-

tutiona l fNmework. The role asswned by the govcrnment in formula-

ting plans for a unified national health service and the responsibil-

itY,it took upon itself for providing health care, we have explained 

in terms of the long tradition of publicly provided care and its grow-

ing importance in the early decades of the twentieth century. Through-

out the late nineteenth and early twentieth centuries, we see a grow-

ing general acceptance of a stronger government role. And private 

insurance schemes--a potential'source of opposition to the expanding 

government role--never assumed an important role in the health s~cior: 

membership was 1argely working class and they remained small, scattered, 

independent schernes, lacking the power to successfully oppose govern-

ment intervention. In the 1940'5, almost without exception, it was 

recognized that a national hea1th service must be organized under the 

aegis of the government. Debate centred around the form of the serv-

iee rather than the appropriateness of aState medical care system--

though certain princip les had already been established by the provis-

ion of hospital care to all patients suffering certai~ illnesses, and 

1 1 
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by the, rejection of a meahs test ih the Nàtional Hcalth Ins~~ance 

scheme. 

ln addition to laying the foundation for the government's 

assumption of responsibility for providing medica~ care, the develop-

ment of the health services during the century preceding the National 

Health Servi~e had generated a va~iety of groups, -eaeh with specifie 

interests and eaeh acting ta safeguard these in the formulation of 

plans for a new service. The continui~ of structure and the form 

which the National Health Service assumed owes much to the bargain-

ing power of these groups--mos t especially the consultants and 

specialists. Whi1e initiating plans for the new service, in the 

reformulation of these, the governmentrs power was limited by.its 

recognition of a need to secure the compliance of the medical pro-

fession in order to ens~ the ~uccess of the service. Other groups fi 

which were l1'O,re dependent on the government and whose funetional ) 

importance in'the service was seen as being less, were in a weake~ 

position to dictate their terms of pàrticipation. The increasing 

sophistication of medicine had not only generated a need for reforme 

It also bestowed power on the elite of the medical profession. 

We have examdned the sources and nature of the problems ~ithin 

the health system and ~he planning process priaI." to the introduction 

of the National Henlth Service. Our analysis suggests the inadequacy 

of studies which view the introduction of welfare state services in 
. 

the 1940's as marking a point of radical departure from the past; 

which see the working class as particularly disadvantaged in access 
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to services; which view them as a response to pressures from the work-

ing class; and which portray them as being introduced in order ta 

reduce class inequalities. Such assumptions certainly ignore the com-

plex history of the British health-services. Drawing the major points 

from the discussions in the foregoing chapters, we have argued, firstly, 

that the National Health Service was not a radical departure from the 

organization of health services prior to 1948, but that it was built 

on the existing institutional framework and its roota may be traced 

back over a century. Secondly, it appears that working class patients 

were not"severely disadvantaged in obtaining medical care prior to 

1948: middle class patients were, in some respects, in a particltlarl·y 

disadvpntageous position. Thirdly, we have argued that the 'service 

was in large part a response to the, recognition of a need for organi­

zational and administrative rationality and for a stable sourc~:f l 
financial support for the hospitals: the National Health service~ 
was primarily direéted towards these goals. And fourthlYt we have 

, 
indicated that the recognition of problems within the health services 

and a concern with change came largely from the medical profession and 

hospital admlnistrators. 

But if not directed primarily to reducing class inequali~s. 

in quali ty of heal th and access to care, 'did the National Heal tH 

Service nevertheless operate in such a way as ta narrow these inequal-

i ties? The following chapters address this issue. 

i 
t 
l } 

j 
l 

i ' 
1 

! 

, 'f 
1 

l, 
! 



( . 

1 • 

() 
~ , 

-----

;t; 
'7°-

FOOT NOTES 

IThe Dawson Report on the Future Provision of Medical and 
Allied Services (London: King Edward's Hospital Fund for London, 1950) 

2A General Medical Service for the Nation (London: British 
Medical Asso~iation, 1930). 

3A Soeialized Medical Service (London: Soc+a1ist Medical 
Association, 1933).-

4Report ~f the Voluntary Hospitals Commission (London: British 
Hospita1s Association, 1937). 

5"Oraft Interim Report of the Medical Pla'nning Comnission," 
British Medical Journal, Vol. l, (19~2), eP. 7~3-753. A final 
report was never issued. 

6A. Lindsey, Soeialized Medicine in England and Wales (Chape1 
11, N.C.: University of North Carolina Pr~5s, 1962), p. 29. 

7For a discussion of the nature-and extent of the British' 
Medical sociationrs oppos~tion see: Ho' Eckstein t The English 
Health Ser ce (Cambri~ge, Mass.: Harvard University Press, 1958), 
pp. 1~3 .. 1S5. .' 

8- b .!...!,g., p. 12 • 9 Ibid., p. 109 • 10Ibid., p. 108. 

'. 
U o. Fraser t .:,T_h~e....;E;.v;..;::.;~~~=~~..ç:.::..:= __ ;.;.;:.;:;;lf;:.;a_r:.;:e::;....;:S_t;..::a:.;:t.;;.e 

(New York: Harper and Row, 

12"The Planning Convnission 's Report,\tt British Medical Journal, 
Vol. 2, (19~2), p. 112. 

13uWhether or not payment towards the cost of the health servi"C~)e 
is included in the' social insu rance contribution, the service itaelf . 
should ' 

(i) be organized not by the Ministry concerned with social 
insurance, but by Departments ,responsible for the health 
of the people and for positive and preventive as we1l as 
curative measures; 

(ii) be provided where needed without contribution conditions 
in any individual case." 

Great Britain, Report on Social lnsurance and Allied Services by 
Sir William Beveridge (Cmd 64011-) (London: H .M. Stationery Office)', 
pp. 158-159. The Report did not address itself ta specifie issues ~ 
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ol'ganization, administration and financing, though it did recognize 
that if contributions for general practitioner care were included' 
in the compulsory social insurance scheme (which had no incorne limits), 
then it wouUI provide free care to tqe ,.,hole population, and not just i " 

90 per cent as envisaged by the Medical Planning Conmission. ' 

lIl0ata on ,the pLlblic response to the Beveridge report are 
quoted from: The Beveridge Report and the Public (London: British 
Inst!tute of Public Opinion, undated). 

" 15A.J. Willcocks, The 
(London: Rou t le dge an d Ke';::g-=-an'-=-W:-au;;:;';:'=-, =Ti,""n-.-=;:W-e-e';:;:'='aT-s;;;;';o'""',~~i==TM~~":'c":'o.:..r-':'s';t 
"tA Process of Erosion?': Pressure Groups and the National Health 
Service Act of 1946," SocioloMcnl Review, Monog'raph No. 5, (July, 
1962), pp. 9-19. The following discussion of the negotiations prior 
to the introduction of the National Health Service is based on these , , 
sources. 

16A.J. Willco St The Creation of the National Health Service, 
.Ql!.. ,ci t., pp. 24-25. 

, 17for an anûlysis of the effect of differing professional' 
interests on the structure of the National Health Service see: 
D.G. Gill, "The British National Health Service: Professiona1 Deter­
minants of Administrative Structure," IAternational Journal of Health 
Services, Vol. ~; No. ~ (1971), p~:§S3. 

~ ,/ \ 
181n th\se year5stwo (her plans/ere formulated before 

Devants plan wa~,nresénted t Parliament. ~ , 
~'9, • 

19wi11cockS confi~s that there W~)indeed Little discussion 
of chas inequali'tie~ 01' issues of social ustice. (personal 
conmunication.) , , 

" ' " 

20A.J . Willcocks, The Creation o~the National Health Service, 

\ 

1 l, 

~ cit., p. 33. ...JI 

, 1 (j 
21The extension of the functions of the State during the nlne- " 

teenth and early tw~tieth' centuries has been explaincd as a response, , 
in part, to dcmand~.for reform from the working class. Bu~ just as 
in the years preceat~ the introduction of the National Hea1th Service, 
the importance of working class pressures for reform is not cLear. 
For the increasing functions of the State can also be expLained in terms 
of the, ,paternalism of some sections of the middle and upper class, their 
own fear of infectious diseases and an interest in maintaining a rea­
sonably healthy and productive labour force. See: M. Bruce, The Coming 
of the Welfare State (London: B.T. Batsford, 1966); R. Bendix, 
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Work and Authority In Industrv (New York: Harper and Row, 1963); 
N. Birnbaum. The Crisla of Industrlal.society (London: Oxford . 
University Press, 1969.). 
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, . 
lt\~~ 

.. .. ~ ~ which rep'orts that . , ,:\ 
post-war Britain has had remarkable aeh'evements in assuring 
minimum stanqards for aIL her citizens. The welfare system 
and the National Health Service haye g atl~ reduced the 
worst cruelties of incarne inequality •••• 

But in addition to channelling benefi s ta working class fam-

ilies and achieving a greater measure 

would (working on the assumption that 

reduces ela~s innqualities) alsa pred!ct a 
1 

1 

redistribution, we 

ction of inequalities 

in access ta care and a narrowing of c~ass erences in qual~ty of 

heaith. For though writers such s St~achey, F ankel and MilibandS 

are not always explicit as to th 

the welfare state, these may be 

" ta fLow from socialized mediej,n 

benefits 
\ 

\ ssumed to 
\ 
\ 

anizing effects of 

specifie ones 

In arder to assess the role of the \~atiallal Health Service in / 

reducing class if)é~ualitiés, the fOllOWing\mapters will be adUre~s~d ,// 
,,' \ / 

to these issu.s. We ask: Can the National H~alth 5 rvice be ~~ew~ 
as channelling benefits Iargely ta the working class Did th~ntro- . 

ductio~ of 0 system of soeiolizecl medicine ~ch~ve 0 7 amciunt \ 

of incarne redistribution? Did it also' reduce crass.d ferences in \ 
\ 

\ ' \ 

access to care,and, while not necessarily achievihg eq 
\ 

elimina te marked inequali ties? And h~s there been \~ 

differences in levels of'~e~lth? Lest ~uch question 

a reader sceptical of the benefits flowinS,from w~lfa 

programmes, it ls we!l to note once again that the 

vice has generally been ~een as the most sociali&t 

\ 
\ 

\ 
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progr~s and that it has generally been regarded witb veneration 
, , 

even by those on the political teft.o These 

to have been raised by many wrtters and none 

them by meàns of systematic research. 

qU~tions, do not appear 

havvsoùgh t ta answer v 

But before focussing our attention on these issues~ let us out~ 

Une' the structure of the National Health Service since thia will serve 

as a background for our 'discussion in the following chapters. 

THE STRUCTURE 'OF THE NATIONAL HEALTH SERVICE: 19~B-197~ 

The National Health Service was introduced in 19~8 and remairt~d 

relatively unchanged ~ti~ a major reorganization in April, 1914. 7 . " 
The triparti tf structure of the service reflected three basic divisions 

in the health syst~ior to 1948: the hospi·tals, the publie health 
" 

authori ties ,and inde~enpent medical practi.tdoners. It was· compt'ised" 

,) of. th~ee parallel net:works 'of authQrities,. each of which was subor .. 

"~inate' to the .Depa'~eÎ'it of Health, .and' Soc~al Securi ty. The Depart­
\ 

ment.had over-all administrative and financial responsibility for the 

~ce, but little opportunity for dfr.ect ~xecutive action. 

\ ~Putilic hea~th services were adminlstered by the local health 

~aUthOrities which had a long estaQlished roie in this field. They 

- \ere responsible, fo~ ma terni ';t;-:,~h"i Id ~.tf~ré. _ut.ne;_ services. 

h\me nursing, health educatio~, hdme ,helps (for a~sistance ~ith domes­

ti duties) and specia.l services for the elderly, the handicapped' and 
~." 1 

men l~y ill~ The old National Health Insurance'Committees were reor~ 
.. 0-)'" '1 

ganiz d as Executivë Councils and these thén f~~mèd the second branch 
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of th" National Health servi~~. 
\ 

medical eare was in the hands of 

The planning and ~clivery of general 

independent general pràcti tioners t 

dentists, opt~cians and pharmac1sts; but the Executive Councils assumed 

f - • 

an ,adnûnistrati~e responsibility' for the s~rvices, which ~hey provided. 

The main duties of the Council~ ~ere payment of these.medical,~e1-

sonnel, dealing with complaints, and advising consumers and pers~nnel 

on various details of the system. The'hospital system comprised the 

thi-rd arm of the service and provided bath inpaticnt and outpatient 

specialis t care. These hospi tal an«(specialist services were admin-' 

istered by fourteen Regional Hospital Boards and lo_cally by Hospital 

Management Committees. Each Regional Hospital Boa~d ~as associated 

wi th a medica'l school, thQugh the teaching ho spi tais were affiUated 

with universitie~, and administered by boards of govcrnors.-

First contact care was provided by general practitioners and 
1; f 

, 
each person was free to register with a doctor of his own choice. 

Private care, ~ut$ide the National Health Seryice, was ~vailable and 

co~ld be provide.d by a gene~al 'p~actitione,l' who w~s in contract,with 

the National H~alth Service t but, approximat~ly 97 per cent of the 
v ,~,.. \ 

.popiÙation 'h~ve been rqegi5tet'e~ as National Health Se,l'vice patients. 
\ 

Doctors 'gener,a Uy' wo:,<e~ clrolJl tÀeir own 'premi.ses\~ frequently in small .\ 

groups', and employed"th~ir o~~' st~f~~ The health \centres whic,h wepe 
," '. \ 

originally envisaged as "the.basie units in the heaHh service were 
, .... iI "; 

,. .~ 1(, • 

, 
never developcd though there- is a'gain a goowing cmph sis on them. 

Acces~ to ,specialist" sel'vices l~as generil'll~ bee through a 
, . '0 

general pt"actitio'ner. ,Ilnpâti~n~ and outpatient care by specialist's 
\ 

Il 

\ 
0, , 

'" 

\t a 
, 

\ 

\ 
\ 
\ 
\ 

\ 

1. 
, 1 

; 

j' 
j 
l 



, " 

() 
, 

.~ . 

- - , 
, 

- . 
_~ .~ ___ ... ~ .. ____ ~_ r 

-88-

has orùinarily been obtained at a hospital and the specialists ,have 

usually been the same for both types of care. If specialist treat-

ment or advice has becn considered necessary. a gencral practitioner 

has referred his patient to a clinic at a local hospital outpatient 

department. Direct access to specialists has existed in the case of 

accidents, emergencies and venereal disease. Admission as an inpa-

tient has beeft either through the outpatient department, directly 

through a general practitioner. or through the casuaLty unit as an 

emergency case. 

While general practitioners have been paid a capitation fee 

with additional payments for particular services. specialists have 

been paid a salary by the hospital. Those specialists working in 

hospi taIs couid also tl"eat private patients in which case they have 

foregone a small fraction of their hospi tal salary. The hospi tals 

have provided private beds, but such patients have amounted to less 

than 10 pel' cent pf all referrals. 

l'he services offered by each of the three branches of the 

National Health SeCIVice were at first ,vailable to aIL at no direct 

cast. B~t in 1951, prompted by growing apprehension over the alleged 

abuses and apparently escalating costs of the service, the Laboul' 

gbvernmcnt amend~ù the National Health Service Act 50 as to allow 
"," 

charges on spectacles and dentures. fi Those unable to meet the costs 

were eligible to receive help from the National Assistance fund. The 

foll~ing year, a one shilling charge was imposed on prescriptions, 

J a one pound charge fot' a course of den,tal treatment and certain 
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surgieal appliances became subject to charge. ln January, 1968, the 

fee fo~ a course of dental treatment was increased by 50 per cent, 

and a charge of !WO shillings and sixpence was levied on all pre-

scriptions. From the first, provision was made for hardship cases 

and National Assistance recipients to receive reimbursement of charges. 

~ At no time have charges been introduced for hospital treatment ~oth 
/' 

/' inpatient and outpatient) or gen€ral practi tioner care. 
6'/ 

The serviee did t therefore, provide geneÏ'al practi tioner and 

hospital care ta all at no direct cost, while other services were 

available at low cost. The myriad sources of care prior ta 1948 

were combined in one system and differences in the sources from which 

different social classes reqeived care were formally oremoved. 
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CHAPTER. V 

TIlE NATIONAL HEALDi SERVICE: Ils REDISTRIBU'IIVE EFFECT 

Introduction 

In this and the following chapters, we address ourselves to 

the assumption that the welfare state reduces class inequalities. 

Contained within this assurnption ia the implication that the i~tro-
1 

duction of welfare services and programmes brought considerable bene-

fits to the working class while being of relative~9 little value to 

middle class families. Certainly, this is consistent with the belief 

that such programmes were addressed to the needs of the working class-­

~ point we have already questioned. Furthermore, th~ emphasis on the 

ro1e of the welfare state in redistributing incarne i5 ~ften coupled 
) 

with a belief that the amount of redistribution is gr~ater than any 
! 

achieved prior to the introductiQfi of welfare se~ice~~ 
This chapter addresaes itself to these issues and argues that: 

1. While working class patients Wldoubtedly benefited from the 

introduction of the National Heaith Service, middle ciass 

patients also received con~iderabie benafits. 
, 0 

2. The National Hea1th Service may be no more effective in 

redistributing income than were,the heaith services prio~ 

to ulla. 

BENEFITS EXPERIÉNCED DY MIDDLE CLAsS FAMILlES 

fI '~~, 

The éhanges wrought within the hea1th system by the introduction 
.. ~ 
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of the National Health Service in I9~B were essentially of an admin­

istrative nature and they ha~ relatively litt le imme~ate impact on 

the actual delivery of mediCa\ care. The majority of people were 

likely to reaeive care from the' same doctor t dentis.t, and hospital, 
1 

though thcy wouid have to consult their generai practit;oner in arder 

ta be referred to, a hospi tal. For the pOOl' t used ta consulting the 

outpatient department of a'hospit~l for caret there waSt therefore, 

a change in the pattern of obtaining care. And for wenlthier patients, 

used to paying for private caret there was now the opportunity to 

receive treatment in former local authority and voluntary hospitals. 

But for the majority of patients, there was probably no change in 

the pattern of obtaining care. Perhaps the major difference for 

most people was in the method of paying for treatrrent. Here, the 

finaneial benefits were certainly as slgnificant for the middle class 

as for the working class patient, and these, together with the removal 

of the barder to admission to the local authori ty and voluntary hos­

pitals, eonvey the importance of the National Health Service for 

mdddle class families. 

Just priaI' ta the introduction of the National Health,. Service, 

many patients provided for their treatment through contributory or 

provident achernes. 1 The bulk of the working class belonged to contri­

butory schemes which required onLy partial prepayment for care and 

which served those who were unable to pay the full costs of treatment. 

Those families in th~ middle and upper classes who did,not pay private 

fees whenever eare was necessary, provided for their needs through 

r 
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provident insurance Bchemes which aimcd to cover tlle full costs of , 

care. The agcd, unemployed and those who did not or could not make 

regular payments into such schemes had the right to fl'ee hospi tal 

care after a freans test. And the l~cal authorities, througl~ public 

assistanc~ committees, made arrangements for the medical attention 

of the destitute. 2 

The National Health Service reroved /OOst of the direct costs 

of obtaining care and thus undoubtedly benefited must patients. Frec 

care became a right of ail citizens and 50. in as much as there was 

a stigma attached to receiving fl'ee care, Even 

partial payments for treatment would have been a burden many fam .. 

ilies close ta destitution, and, therefore. the removal 0 the direct 

costs of treat.rent would have been welcomed families. 

But the benefits flowing f{lom the Nat~onal Health Service were not 

confined ta working class families alone. Let us consider the posi­

tion of middle class families. 

Those sections of the population /OOst "neglected," most likely 

to be feeling the pinch of the increasing costs of caret were families 

in middle incarne bt"'ackets. They were not eligible f()r charity care; 

in general, the incorne limits operating in contributory schemes excluded 

them. They were private fee paying patients of gonerai practitioners, 
l' 

'and in the hospitals, they either paid the full co t of care whenever 

hospitalized or else guarded against such unanticipa able high bills 

by membership in a provident insurance scheme. General ,they bore 

the brunt of neglect. They received no finaneial concessl os in 

• 
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meeting thcir medical requirernents and they indirectly subsidized the 

poor. The National Health Service brought them the first such con­

cessions. Writing of the development of the health services in 

Britain, Means notes: "Those in the middle incorne brackets became the 

" neglected persons. It was not until the National Health Service came 

in 19~8 that something was done for the middle classes. n3 

The bcnefits which accrued to middle class families are i11us-

trated by a business executive who recounts ~~e frcedom frorn worry 

over expenses of childbirth and any major illness in the fanûly which 

came with the National Health Service. 4 Similarly, a middle class 

father of four children writes, 

l can see that to middle class families t i t 1s not Just a 
benefit, but a necessity; the cost of living has risen sa 
greatly sinee 1939 that privatg medical care would be another 
increasing1y expensive burden. 

And in introducing the National Health Service, the Minister of Health 

sP9ke of its special value to families in the middle and professional 

classes who had so often been "hi t cruelly hard by heavy surgical and 
, . 

medica l fees which have a habi t of coming" a-t the wrong .moment • ,, 6 

B.ut the National Health S~rvice did not only provide middle 

class patients with important flnancial benefits; it also secured 

their acc~ss to the rnainstream of the hospital system., As we have 

• 

a~ready indicatcd, prior to the introduction of the~National HeaLth 

Service, middle cLass families were generally unable to obtain care 

in the local authority and voluntary hospital system. Instead, they 

were confined ta smaller and less weil equipped private hospitals 

and nursing homes. With the introduçtion of the new service, they 
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were able ta gain a~ttance to the often superior care available in 

the major ho spi taIs • And at the sarne time, they secured the privi­

Iege of paying for private care in these hospitals, thus receiving 

benefits not available to National Health Service patients. 7 

It appears, therefore, that the National Heaith Service brought 

important benefits to the middle class: sorne relief from the financial 

burden of paying for health care and considerably irnproved access to 

hospital care. Discussions of the welfare state which see it as chan-

nelling benefits largely to the working class--thereby reducing class 

inequalities--fail to recognize that insofar as the National Health 

Service 16 concerned, its introduction channelled significant benefits 

to the middle class. It was not a change which catered to the prob­

""ems of working class families alone. 

Let us now consider ln more detail the financial significance 

of the National lIealth Service. We have argued that the new service 

brougllt important financial concessions for the Middle class. But 

what of its role in redistributing incorne? 

INCOME REDISTRIBUTION WITHIN THE NATIONAL HEALIH SERVICE 

It is generally r~cognized that the National Health Service 

has operated as a mechanism for redistribut!ng income with subsidized 
, 

medical goods and services represe~ting an increment to the incarne of .. 
poorer families. The amount of redistribution i5, however, likely to 

be' relatively smalt. And it :ls nO,t clear whether the service ls more 

effective in re~ucing income inequalities than those redistributive 

mechanisms operating within the health services prior ta 1914-8.' 

"" 



1· ., 
1 

1 I_ ...... ~-_~- • _______ , ________ _ 

Q • 

" 

.. 
\, -96-

\ 
~'-

The service i5 financed larg~.ly from general taxation revenue. 

In 1966, this accounted for 72 per cè~t of National Health Service 
.' 

revenue. Flat rate contributions are ~educted Îrom wages and salaries, 

and these amount to 12 pel' cent of revenue. The balance is made up 
" 

" 

of 12 pel' cent from rates and grants fro~,local authorities and ~ per 

cent .from direct payments by consumers fo~\ goods and service~. 8 
, . 

These costs have not fallen equally ~n all families. Even 
, 

though pOOl' families have been a,ble to claim",exemption from charges, 
" 
'\ 

it appears that their total contributions to f!l1e National Health Ser-, , 

vice represcnt a higher proportion of their iné~me than i5 the case 
, 

for middle and higher incorne families. Taxation\ both direct and . 
indirect togèther, has been progressive except at\the lower end of 

.. 
the incorne range where it has been regressive. 9, A '~tUdy by Merrett 

v 

and Monk of taxation in Britain in 1962-3 shows that-~hose with an 

income of less than 1.559 pel' annum were paying a highèr proportion , , 
~ 

of their income in taxes than those earning be·tween i5S9 and il, 752 

pel' annum. For example, people in this latter range were paying at 

a virtua).ly uniform average rate of 28 per c,ent while people wi th, 
" 

incomes bétween..E 180 and .E382 per annum were paying an average 

rate of 3 ~ .pel' cent .10 

Flat rate deductions are regressive since 

p~pol~hon of the incarne of low incorne f'amiUes. 
D 

onsume a higher 

Thus ,\ the charges 

which have bccn in effect for mos t years ~ince the intro\duction of 
o \ 

the National Heal'Çà Service will hav'e c:onswned a higher ~\roportion of 

the incorne of low income families. Efforts have been mad~ to 
Q 

• 

.' , 
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counteract this regressive element by exempting certain groups, par­

ticularl~ low incame families and individuals, from charges. How-

ever, there is evidence that those who have been eligible for such 

exemptions have not ciaimed them. About 50 per cent of those eli­

gib1e for free care do not receive it .11 

the combined effect of taxation and charges for drugs a~d 

services hast therefore, been regressive: the costs of the service 

have consurncd a larger proportion of the budget of low incorne families 

. than of high incorne families. Studies of the role of benefits in kind, 

and direct benefits generally, in redistributing incorne have shown 
12 

that they do have a smaii redistributive effect. But because Qf 

the regressive costs of the National Health Service, and because it 

i5 a serv i'Ce ca tering to aU incorne groups, i ts role in this respect , 

is Iikely to be a minor one. 

INCœE REDISTRIBUTION BEFORE AND AFTER 

THE NATIONAL H&ALTIt SERVICE 

Whflt impact did the National Heal th Service have in terms of 

rédistribution? Since a meàsure of income redistribution occurred 
, 

prior to 1948, with wealthier patients subsidiz~ng the care of to~ poor, 

did the new service increase this? This i6 not c1ear. The fact that 

the costs have been regressive at the lower end of the income 5eale , 

suggests that, on a financial basis at Least, the poor may have Lost 

some benefite. Their contribution to the costs of their medical care 
ç • 

may have increased, but it is impossible to state this with any . 
,..... 
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certainty. Measures of the redistributive role of welfare etate 

services and programmes are somewhat Inadequate since they do not 

provide us with information for the National Health Service alone--

the combined effect of cash benefits and benefits in kind is pre-
" 

sented. rurthe~re, we need additional data on the direct and 

• ~n~~ct costs of obta1fling medical care before 19q8. The poor w~e 
eligible for free care before 19~8. Was this care completely fr 

"" 
or were thete indirect costs? To what extent did the taxes they 

paid subsidize the care which they received? What proportion of 

their incornes were spent on med1cBl goods and services which either 

complemented or substituted those which ,they could obtain at no cast? 

We need data for different incorne groups on the costs of obtaining 

medical care before 19~B. Certainly, a mechanism of redistribution 

was operating through private philanthropy and the high private fees 

paid by wealthier patients which subsidized ~e care of the, poor. 

lndeed, The Times referred.to the pre-19~8 health services as a sys­

tem of "'Robin Hood' medicine which despoiled the rich in arder to 
13 

be charitable ta the poor." What ia not clear is whether the 

National Health Service had the effect of·· consuming a greater propor­

tion of the" income of the poor. 

AttemRts ta assess the impact of the National Health Serv~ce 
. , -

" 1 

'm~s~ take intèf'account the pre-l9~ organizati6n of health care. 

Unfortunately, the data which are available do not permit us ta answer'­

many questions. However. given the relatively small amount of redis­

tribution which is' likely ta be occurring under the National Health 

1 • 
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Service, there is some reason ta suppose that i t has been no greater 

" than that prior to 1948. It may be that the mechanism rather than 

the extent of redistribution changed with the introduction of the 

National Health Service. 

CONCLUSION 

Our discussion of benefits accruing to m;iddle class families 

upon the introduction of the 'National Health Service suggests that 
\ 

the service canndt be seen as ameliorating the position of the work-

ing class alone. We have argued that the new service brought real 

benefits to working clas~ ,patients in tllat the direct costs of care 

were largely removed and treatment became a right of citizenship .. :(. 

rather than an object of charity. But our emphasis has been on an 

often neglected point--that middle class patients reaped consider­

able benefits from the introduction of ~he new service. We have 

already indicated in Chapter II the manner in which middle class Îam-

illes experienced problems in securing health care~-financial problems 

in meeting the mounting costs of treatment 'and problems çr access ta 

local authority and voluntary hospitals. This chapter has shawn that 

the National Health Service solved these problems overnight. 

The role of the National Healttt Service in redistributing" income 
ri 

appears to be relatively small. ' We have quèstioned whé'tfier 'the Service 

,achieved a greater degree of redis:tribution than the health services 

prior ta 1948. Given that the BmOWlt .of redistribution :ts likely to 
~ ~ 

be small, and that prior to 19~8 a redistributi~e mechanism existed 

--- - -'-
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, 
{through char:ity and the subsidization of the care of -the poor 

'through weal thier fami'lies paying, hiSn private fees) , we !iàve 91lrgued 

that it m~ be the form rathcr than the degree of redi~tribution 

which has changed. Clearly, more research inpo the redis.tributive 
.. 

role of the National Héalth Service 18' ',lee~~d., 

<1., On the ba~is of these aJ;'guments, it woU,ld appear that the 

....... '~~.1;1~.:. r.ole of th,e Nation'al Health Service in reducing clàSS inèqllalities . 

. ~ ~has been overemphasized. Furtber pursÜing this issue of the impact 

of the National Health Service on class inequalit;y, wewill move on 
- , 

ta a conside.ration of inequalities in access to gener~l practitioner, 
'.. '. ... , 

hospital, and'dentàl care. But in order ~o provide thë--framework 
l ' 

for a discussion of clas9 differences in the use of these services, . 
Wlt will first focus our attention on class variations in needs for 

health care. 
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CLASS DIFFERENCES IN ~TALITY AND ~lDITY 

In tt"oduction 

ln previous chapters, we have argued that the introduetion of 

th~ National Health Service may be viewed as a response by the stète 

ta the recognition of the need for reform emanating from within the 

health services. As ~ch, the new service was directed toward a 

rationalization of the health care system. The creation of a service 

in which pptients had equal aCée8S ta care and in which care was 

available on the hasis of need alone doe~ not appear ta have been a 

priori ty • Ve t ev en though this was not a major goal, we can ask 

whether the National Health Service has, nevertheless, operated in 

such a manner as ta provide equality of access ta care and ta achieve 

a narrowing of class inequalities in health. For this i8 what we 

would pPedict on the basis of assumptions as ta the t-elative SUQCe'SS , 

of the welfare state in redueing elass inequality. 

The followi~g ch~pters examine access to general practi tioner, 
( 

, 
hospi tal, and dental care in terms of ra tes' of use of these servtees 

< 

by patients of different social elass an~ in terms of variations in 

the quality of care received. If equa1ity of aeeess preval1s, we 

would expect to find no difference~ in the quality of care received 

by patients' of different social class. But we would not necessarily 

expect to identify similar rates of use of services: equal rates pf 

use do not signify equality of aeeess if the needs for n~alth qare 

-103- o 
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~,are g~eater amang working class than among middle class patients. 

Since data on different patterns of use of medicaL services are mean-

ingless if we have no indication of whether needs for health care vary 

aLong social class Lines or whether they are constant, this chapter 

focuses on"class differences in mortality and morbidity in arder to 

ascertain variations in needs for medical care. 

The data on mortQlity and morbidity which we review below 

indicate greater nceds for health care among working class families: 

mortality rates are consistentLy higher for classes IV and V, and 

lower class persans appear ta experience illnesses of greater severity. 

They also 5ugge~t that class differences in mortality have increased 
J 
1 

since the introduction of tlle National Health Service. Thus, in 

addition ta providing a framework for the discussion of access ta 

health care, they also give us an indication of the impact of the 
,. 

National Health Service on cLass ihequalities in health. We wilL not, 

however, pursue this issue at present since it is more useful ta con-

sider the impact of 'the National Health Service on health in jrye 
light of data on access ta care under the NationaL Health Service. 

~ 

~ROBLEMS IN IHt MEASURE.MENT OF CLASS 

DIFFERENCES IN HEALTH 

Mortality Rates: Reliabili·ty and Validity 

, Due in part ta a pr:'e-occupation with mortality data and, until 

recent~y, a relative neglect of" norbidity patterns, existing measul."es 

of the health levels of populations are generaLly inadequate. As 

t • 
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Wh! te argues: 

Health statistics have been used over many years for adminis­
trative purposes, but no country, as yet, has a comprehensive 
health statistics system. Most cmphasis has been placed on 
vital statistics, and particularly on death statlstièè) Modest 
emphasis has been pLaced on measurements of disease throYgh 
sidkn~ss surveys and epidemiological studies of specifie 
diseases .1 

Health levels have traditionalLy been measured throuw\ the cal-

culation of life expectancies, crude and age adjusted death rates, and 

infant mortality rates. The reliability and vaLidity of these mea-

sures is open to question. lnaccuracies occur in reporting and diag-

nosing the cause of death: the quality of diagnosis has been shawn ta 

vary for urban and rural areas ahd for different age groups; and 

there 15 evidcncc that socialLy unacceptable dise~ses are inaccurately 

recorded for higher status groups. However, given such limits to 

precision, the reliability of thes~s generally viewed as 
2 acceptable. 

What is more open to question is the vaUdi ty ,of ~.sing such 

measures as an indication of the haaith levels, and by implication, 

the needs for health care of'a given population) 'l'he assumption 1s 

often maQe that q,hanges in l'OOrtality rates reflect changes in other 

aspects of a population 's health. 1Jut the need for an index based on 

the heaith qharacteristies of the living as well as on mortali ty has 

becoltl! apparent. The death rate teLLs us Little about the living. 
D .J!2. • ~ 

, For examplc. mot'uli,ty rates f~r the U.S .A. have s tabiLized after 
, ""-, t 

deellning in the firstb'aâ' of this ccntury, whereas morbidity rates 
{, 

have been increasing.~ People with chronic il~nesses who once would 

: , 
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• 
have died at a relativeiy early age are now having their lives pro-

longed by ncw drugs and treatments. Thus , the incidence of chronic 

disease increases, yet an index of heal th based on mortali ty alone 

shows us nothing of such changes in the health of the living. 

Since 'improved medical knowledge and treatment have changed 

patterns of heaIth, a.greater emphasis is being placed on morbidity 

data in the measurement of heaith levels. The reliability and valid-

ity of these data is, however, roore open ta qucstilln than 15 the case 

w~th roortality data. 

Morbidity Data: Reliability and Validity 

The JOOst simple approach ta the measurement of morbidity 

focuses on demands for medical care and use of services. This is 

clearly inadequate. As Feldstein argues l " ••• nccd i5 gcnerated by 

the incidence of illness while demand is generated by the inter-
S relationship of illness with other factors." Such data do not allow 

for those instances in which a need for care Is not trnnslated into 

a demand for care~-for reasons such as the costliness of care, fear 
, 

of the diagnosis, or failure to real!ze the appropriateness of rcceiv-

ing medical help • 

. In an effort to obtain data which will more nea'rly revenl needs 

for health care 1 various :;urvey techniques have been uscd by sorne 

résearchers. These may invo Lve medi('al examina tians or e lse focus on 

the subjects' own reporting of symptoms and resulting disability. A 
If 

greater emphasis on'disability has strcssed the personal and social 

consequences of diseas~,and measures dimensions of illness which are 

• 
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importa~t to the individual, but may not be indicated by clinical 

diagnoses. 

But though sUt'vey techniqu~s based on clinical diagnoses and 

disàbility do more clearly indicate health levels, they cannat be 

regarded as providing a full measure of health needs. Clinical exam-

inations reveal more morbidity th~n 15 reported in interviews, but 
~? 

these are timc consuming and costly, and only a limited number of 

examination procedures can be accommodated in any survey based on 

olinical diagnosis. ln addition to morbidity being under-reported in 
• 

surveys, the reliability of survey reported illness seems to be 

affected by such things as the length of time between interviews, by 

the episodic nature or social undesirability of tlle conditions expe-

rienced, by interviewer variability, and by differcnces in questions 

and instruments of ~ata collection. Furthermore, thOSQ studies which 

coocentrate on disability are faced with the problem that disability 

can be affected by the same factors which help determine whether an 

individual will seek medical care. An inability to fulfill the 

requirements of one's roles, on either a long or short tcrm basls, 
" ' 

~eflect5 dccisions which 

tnke into account such factors as need fo~ income, availabil­
" i ty of sick Leave, pensions and other supports during illness, 
Î1.'{ilnd the alT'Ount of physical effort involved in the individunl 's 

occupa tion and othe'r acti vi ties .6, 

'., 

Howcvcr, thore i5 onLy infrequcnt cvidcnce of class diffcrcnces 
\1 

in the reUability and validity of mo~bidity data.' Such differences, 

8S a~e rcpdrted derive fram the sources of data used: community 

health Burveys and examinatians tend ta favour more abserved conditions 

'-
• 1 47 t r _ .. 3-.. ~ . 
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.lIOng the middle cl .... while t'elianee on th~d. 
ities secms to increase the observed morbiditY of the 

of public faci 1-

poor. Insofar 

as such biases affect the morbidity data reviewed below, they are 

likely to err on the side of the middle class 8inee none make use of 

such public records of morbidity. 

Sumnat'y 

There at'e no gcnerally rcliable and valid measurCB of health 

needs ot "present, but since ft is 1mp07tant that' wc have some indica­

tion of social class variations in health, we have to rcly on the 

best available data. Data on both mortality and morbidity arc dis­

cussed below. Our concern here i8 with 'differences in health levèls 
ç 

and needs for mcdii,al care, between persons from diffcrent social 

classes. Given this emphasis on diffe~ences rather than obsolute 

levels, mortali ty rates are an "important source o( data. And a .fu,~ler 
, '1 

picture is obtained when ~se 0 are supplementcd with morbidity data. 

The morbidity data dis~ussed arc mainly from surveys focusing on dis-
o 

ability and reports by subjects -on symptoms experienced. The limita­

tions of these various measurC8 mus t, howevèr, be borne in mind. 

CLASS DIFFERENCES IN MORTALITY 

Infant Mortality 

Infant mortali ty rates, in parti'cular pas t nco-natal nlOt'tali ty 

rates, are perhaps the mo&t sensitive indicators of class diffet'cnces 

in health levels and needs for care. A va~iety of etudies have shawn 
- l , 

continuing class differentials wi th respect to infant mortali ty. 

. -, 
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Looking at data since 1911. it can be seen that rates have declined 

for all classes, but the differences have remained almost constant 

up until the mid-1960's. 

Data on neo-natal deaths (ùeatlls whieh oceur in the first 

month of life) and post neo-natal deaths (those occurring between 

four weeks and one year of age) are presentcd in Table 2. Rates pel' 

one thousanù legi til1'1ate live births are presented for l:nglanù and 

Wales in rela tian ta father '5 social elass for selected years betwcen \" 

1911 and 1949.8 The decrease in rates from 1911 to 1949 is also 

expressed as a percentage of the 1911 rates. This latter calculation 

facili tates a compal'ison of the changes in llDrtali ty rates for each 

of the social classes. 

Wi th respect ta neo-natal death rates, there i8 a clear reduc-

tian in these for eBch social class: taking the two extremea,of the 

class hierarchy, we see that the rate for c1ass 1 fell from 26.8 in 

1911 ta 13.5 in 1949-50 while that for class V dropped from 42.5 ta 

21.9 during the same period. The percentage decrcasc varied litt le 

between classes though the if1llrovement was greatest in class II (54.0 
o 

pel' cent'decrcase), and least in c1ass V (48.5 peI' cent decrease). 

The class differentials observable in 1911 dig, therefore, continue 

al.JOOst unchonged through the years ta 1949-50: in 1911, the rate 'for 

e1ass V was 62.2 pel' cent higher thon that for olass l whi le in 194~ .. , 

1950 it was 58.6 pel' cent higher. More racent data for 1964 indicate 

a co.ntinuation of these patterns of neo-natal mortality wlth a slightly ... 
greater degree of improvementooccurring in classes 1 and Il. 9 

! c 

\ 

, ' 1 

... ~ ........ -, 



-, 
, t., 

... 110-



" 

'fi' r,i" 

, " 
\ ... '; ~ 

> '4 J 

"" . _______________ 2-...::-__ . " LZbLtzd: ••• '" 

-111--

A nuch more marked reduction in rates is evident w!th respect 

to post neo-natal mortality. The rate for class 1 fell from.28.3 in 

1911 to 4-.9 1'n 19LJ9-50 and that for class V from 110'.0 ta 17.9 du ring 

the sama pariod. There was relatively little difference in the per-

centage decrease in rates for each of the social classes--with the 

exception of that for class II whiéh was somewhat higher than that for 

other classes. As in the case of neo-natal mortality rates, class 

differences rcmained very.similar betwecn 1911 and 194-9-50, but the 

magn! tude of thesc' differences is considerably greater in tlie case of 

post neo-natal rates. ln 1911 the rate for o1ass V was 288.Z per 

cent higher than that for class 1, while in 194-9-50 i t was 265.3 pe~ 

cent higher. Data for I964--~n~ates a further reduction in rates, 

bût no marked narrowing of class differences. lD 

The sarne pattern as we perceive for neo-natal and post neo-

natal mortality--a reduction in rates, but no reduction of class 

differences--is also evident when we look at çata on ·stillbirths. 

Table 3 indicates still birth rates for 1939 and 1949 and the percent-

age decrease in rates which occurred during~this periode In bath 

years, there i5 a clear inverse re1ationship between rates and social 

class. The parcentage decrease in rates over the ten year period waso 

highest in class 1 (39 per cent) and lowest in class V (30 pel' cent) 
• 

with intermediate classes showing Little variation. Data for 1964 

indicate a furthcr ~eduction in thcse rates with the most marked 

changes occurring in classes 1 and II, and the least in classes IV 

and V. ll Not only have class differences persisted in spite of 

- ,. 
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f 

TABLE 3.--Still birth rates (per 1,000 single legitimate births) 
standardized far mother t s age and pari ty and percenta,ge decrease 

from 1939 to 19~9; England and Wales 1939 and 1949 

Father t s Social CLass 
1 11 III IV V 

\ 

1939 23.4 29.3 33.2 36.3 ' 37.2 

1949 14.3 18.9 21.5 23.2 26.0 

Pel" cent Decrease 39 3S 3S 36 30 

Source: J.N. Morris unE! J.A. Heady, "Social and BioLogical Factors 
in Infant Mortality: V. MortaLity in Relation to Father's 
Occupation, 1911-1950," in Lancet, (March 12, 1955). p.S58. 

TABLE 4. --5 tandardized IOOrtality ratios for males by social class: 
England and Wales, 1930-32, 1949-53, and 1959-63 

Social Class 
Excess 

1 Il III IV V VII * 
Per. Cent 

1930-32 90 94 97 102 Ut 23.~ 

1949-53. (pub Ushed.) 98 86 101 94 U8 20.4 

1949-53 (ad j'us ted) 86 . 92 101 1014- U8 37.2 

1959-63 76 81 100. 103 143 88.2 

* Calculated from table. 

$ource: Gt"èat Britain, General Register Office, 'the Registrar 
G~n~raL's Dcce~nia1 Supplem~nt: Engiand and Wales. 19b1. 
,Occul2ational Mortality Tables •. (London: H.M. Stationel"y 
Office, 1971), Table D4,lp. 22 • 
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generally 10wered rates, these differences have beéome somewhat more 

marked in the 1950's and 1960's. 

Adul t Ho t'ta li ty 

Adult mortality data also show a growing disparity in the 

rrortali ty expcrienc'e of different social classes. The ITDst recent 

rrortali ty data published by the General Regis tcr Office are swnmarized 

in Table 4 in \<lhich standardized roortali ty ratios for males by social 
1 

class are presented for three periods: 1930-1932, 191~9-1'953, and 

1959-1963. Since the occupations comprising cach of the social classes 

were modified for the last cens us period, the 1949-1953 rates are pre-

sented for both the o1d ahd new classifications. It is clear from 

this table that thé' benefits of the relative prosperity of the late 

1950'5 and the early 1960'5 were not enjoyed by lower class p\rsons: 

the differences in ratios between classes l and V were markedl:~r 

in 1959-1963 than in 194-9-1953. The earlier period, between 1930-

1932 and 1949-1953, brought a slight reduction in differences 'in ratios 

for classes l and V, but these gains wcre probably los t ,by '1959-1963 

when the ratio for class V was 88.2 per cellt grcater thiUl that for 

class 1. 

Mean annual death rate~ per one hundred thousand men by ugc 
, . 

and social class for 1'930-1932 and 1959-1:963 indicate an improvement 

in younger age groups for all sociàl classes, thOUWl tllC reduction in 

rates is less marked for,class'V. This improvement continues in vary­

ing degree for oider males in classes 1, II, and IV. For class III, 

tltere is, howéver, an ,absolLltc increase over 1930-L932 rates for men 

• 
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over tlixty-five and in class V for nien over fifty-five. 12 'fhese data 

shouLd be interpre~d w~thcaution since they'do not' incorporate 

adjustments for clpssifica~ion changcs between the two'periods. How-
, 1 

1 

ever, 19S9-1963 rates adjusted to the 1950 classification were 102 per 

cent, 103 per cen~ and 107 per cent hiW1er than 1949-1953 rates for 
.' , 

c1ass V men aged fifty-five to' sixt y-four, sixty-five to sixty-nine, 
" 13 

and seventy to sevcnty-four years respectively. lt 15 clear, there-

fore, that while rates for men in each ciass àt all ages have improved, 

the difference bctween classes l and V has widened considerably and 

there has been an absQ~ute increase in rates for ce~t~1.~ age groups' 

in class V. By way -pf an example o,f the t'elative absence of change, 

the Registrar Genaral '$ Suppiement' convnents: 

lt l.s interest~ng to note that in 1860-186~ the death rate 
'amông miners of ages 45-54 was l15 per ccnt of that of all 
men at those ages whilst in 1959-1963 the ratio was 112 
pet' ,cent .14- " 

" 
This persistence of c1ass differences in ~rtality rates may 

be further iLLustrated by mortality rate~_ analysed by cause of death. 
';)/ 

Four diseasas have trad! tionally 'been' associated wi th povcr:ty: respir-. 

atory tuberculosis, rheumatic heart disease, bt'onchi tis, and cancer 
1 

of the stomach. Table 5 prése!nts standardized mortality 

deaths from thes~ and al1 cauJes for 19~O-19"32 and 1'950 t 
Il J ") 

ratios ibr 

and also ' 

indicatcs the pèrcent~ge diffsrence in ratios" betwcen classes 1 and V 

for each pcriod and each cause' of death. Aduit males in c lass V com­

pared with those, in ciass l had a far greatér chance of-dying of one 

of the four diseases. This pattern is evid~nt in both 1930-1932 and 
" 

1950. Furthermore, comparjng the differenc~~,between classes 1 and V 
\ 

fi 



.' 

. 'J, , ' , ' 
,\ . 

{~ , . 

( 

, .. 
" ~ ·1 , ; 1IL4 1 ':1 

. , , ' .. 
-11S-

TABLE S .--St"'andardize ~rtillity, ratios ,f~r' dcath' from four eauses' 
and all causes tor ad ~t males aged 20-64 years by' soëia1: class," . 

. Engl d an'd WaJ,es 1930 .. 32 and 1950 

Cause of Death 

,and 'Year 

Social Class Exces$ V/~ 
----------~---------------------l 

Respira tor-y t.b.:, 
,1930-32 Ql 

1950 6~ 

Rheumatic heart 
disease: 

1930-32 
1950 

B ranchi tis: 
1930-32 
1950 

Cancer of the 
stomach: 

1930 .. 32 
1950 

'65 
61 

31 
3~ 

S9 ' 
57 

Ii' III IV V ,Pel' .Ce'nt ,-

70 
62 . 

. 92 
87' 

57 
53 

84-
61 

. ""---

LOO 
103 

97 
103 

91 ' 
97 ' 

98 
100 

10ll 125 
95 ~ 1149 

l11 1(2 
102 llll 

12ll 156 
.103 172 

• 

lOH 124 
. llll( 132 

~05 
233 

173' 
IH7 

503 
S21 

210 
232 

;' 

: 

, 

All causes: 
1930-32 
1950 

'90 
97 

94: 97 
086 102 

102 L'Il 
94 118 

123 
1,22 ~ , ,", 1 

d • 

SQurce: J.N. Morris 'and J .A'. )teady, ,"Social and iological Fa~tors 
in Infant Mo r.tality: V. Mort~lity, ir Rel Hon to,J:ather,'s , 
Occupation, 1911 .. 1950," in Lance-t". (Match 12,; 195!;t) 7., 
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for the two time periods, we see thnt they were ~mewhat greater in 
'\ 

19S0 than in 1930-1932 for each of the causes of death. 

Oeath rates from some other causes are, however, higher in 

social classes l and Il. FGr example, higher social classes are more 

prone ta death from poliomyelitis, leukemia, cancer of the breast and 

the prostrate, and cirrhosis of the liver. l :' But patterns of mortal-

ity do appear to'be changing: positive l'OOrtality gradients (where 

t'ates arc high in low social classes) now ex tend tu diabetcs, vascular 

Lesions of the nervous system, and coronary di~ase;16 and whereas 

there was no social class trend in deaths from lung cancer and duo-

denal "u~c8r in the mid 1930 's, there was twenty years 1ater a clear 

trend of incteasing morta1ity with dec1ining social class. 17 

These data indicate growing dispari ties in the mortality 

experience of the classes. Class differentials have increased slight1y 

~for those diseases traditiona1ly linked with poverty. At the same 

time, lower classes -are becoming increasing1y susceptible ta death 

from causes 'normally associated with class 1. And for sorne diseases 

whd'e once 'thcre were no clél'sS differences in mortali ty 1 rates al'e 

tiecoming propol'tiona~ely higher for lower classes. 
§;; 

,Finally, we may note the ~hanging class differences in stand-

éJr:dized maternal mortaLity .ratios. Data for 191~9-19S3 and 1962-1963 

indicatc positive mortality gra~ents and increasing class diffcrences: 

in 1949-1953 the ratio for cLass V was 94.1 per cent greatcr than' that 

fQr ~lass l,and in 1962-196S the difference ha~ inCl'eased ta 223.6 

18 pel' cent. 
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Sunvnarv 

Both infant and adult rrortality data indicate positive mor-,.-
tality gradients: infant mortality rates show persistent class dif-

ferences while adult mortality rates suggest a growing disparity in 

the mortality experience of different social classes. With few 

exceptions, rrortali tll rates have dcct'eased through tlle 1930 '!:j to the 

eat'ly 19&0'5. yet the dccline in rates for adults in cLass 1 have 

beem moI"e markcd than thosc in class V. Since our main aim in this 

chapter i5 to provide a framework fot' the discussitrl'/ of chss dif-

fet'ences in the use of health services, we will simp ly note these 

variations in class mortality rates. They have been interpretod in 

terms of the biological inferi?rity of the working class; 19 the 

environment in which the working class lives and works; 20 the 10w 

level of education of the working classj21 and social processes~which 

tend to select individuals with special traits (in this case, good 
C' 

ot' bad health) for upward' Ot' downward mobili ty, 50 that particul,ar 

social classes may have a predominance of persons with gaod or bad 

22 health. Ilowever, we will. not at this point explore such explana-
" 

tions of positive mortality gradients. In our present effort to 

understand variations in, needs for health care between different 

social c~asse5, i t 15 sufficicnt to note the axi's tcfice of posi tive 

mortality gradients. Dut, as indicated earlier, it i5 nccessa~y to 

examine morbidity ~ata also in order to paint a more realistic picture 
.--

of health necds. We turn now to a review of such data. 

\ 
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CLASS DIFFERENCES IN MORBIDITY 

Since a certain amount of illness will never be seen by 

doctors, reliance on morbidity data bascd on treatments received 

from doctors and hospitals~ill lead to an underestimation of mor­

bidity. We must, therefore, in seeking ta determdne class differ-

ences in needs for health care concentratè on survey data. An esti-

mate of the discrepancies in data collected by these two methods 

suggests that in England and Wales there are 

over two million with hypertensive heart' disease, nearly 
half a miLlion women with urinary infections, thrce hundred 
thousand rheumatoid arthritics. an equal number of glyco­
suries, . six hundred thousand bronchitics. and perhaps one 
and a halE million people with conspicuous psychiatrie 23 
disturbances. And none in receipt of medical treatment. 

~ 

We will, therefore, limit ours,lves to presenting survey data on 

morbidity since these will include illnesses never presented to 

doctors. There i6, howev~rt relatively Little such data and almost 

nothing since 1952 which analyses results in terms of social class. 

This absence of class morbidity data may be a further indication of 

the relative complacency as to the extent to whieh the ,National 

Health Service meets the heaith needs of different social classes_ 

Childhood Morbidi tv 

Coneerning ourselves with chlldren first, there are two main 

surveys providing information on morbidity: one, a national study of 

children barn during the first week o( Harcn, 1946,2'+ the other, a 

survey of children born ta mothers rèsident in the city of Newcastle-

-,. 
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upon-'ryne in May and June, 1947.25 Bath reports indicate a rlse in 

the inèidcnce of infective illness {rom classes l ta V in the firs t' t 

two years of Life. This 15 for all respiratory infections and 15 

oost evident where infective illnesses were multiple or l'ecurrent. 

The incidence of tuberculosis was not relatcd ta social class. 

The national study by Dougl~s and Blomfield shows thilt colds 

and lowcr respiratory tract infections were more comnon amang child-

ren of Lower social class. These differences were more marked for the 

latter infections, pal'ticularly during the first nlne months of li~ 

when thcy arc most dangerous. There were no marked class varia~ions 
/ 

in the incidence of the usuel infectious diseases of childhood, 
'"\ 

though children of manual workers were more likely ta get mcasles and 

whooping cOU~\ in early infancy when the chances of death are grcater. 

Such differences do expiain, in part, the higher rates of infa,nt mort­

ality for tlle Iower cLasses. The follow-up studios in this continu1ng 

research conccntrate on factors affectihg educational aChievement, 

and there 1a very li ttle eniphasis on heaLth. But" as measured by 

absences from school, thet'e appeared to be '10' class differences in the 

health of the children. 

Adu1t Morbidity: 'rhe Sur'vey of Sickness 

With respect to adults, one mqjor source of morbidity data , . 
exists: t}~c s:;ovcrnment"Survey of Slckness which started 1n 1943 and 

continucd until 1952. At first, this covered a representative samp1e 

of the populatian aged 16 to, 64 years. From Dccember,-,. 1944, it was 

", 
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extenùcd ta include persans 65 years of age and ovel'. The data 

published -from this survey are not analysed r(nrelatiOn ta social . 

class. However, the data are presented Wit~)eférenc. to the respond­

ents' incomc level and occupation. These two variables we will use 

as indices of social class. 

Data from th~ eartier years of the survey indicate, an inverse 

reLationship between incorne level and illn05s. During the period 
, 

from February to April, 19ij5, 82.ijl pel' cent of thc lowest incarne 
"> 

group rcportcd illness, while 77.37 pel' cent of the highest incorne 

did so.26 
:;. 

But when these dbta are nnalysed by occupationnL group t 

~ there 'are no clear and consistent diffcrences in the proportion of 

subjects who haù been ill. 27 

ln subsequent years, more sophisticated measures of morbidity 

were employcd in the Survey of SickneRs. A persan wass considered i Ll 

if he folt ill, but different dimensions of illness were conveyed 

through th['ee different measures: the sickness rate was defined as 

, percentagc of peop'le reporting sorne il1ness or in jury in a month; the 

prevalence 'rate was defined as the number oC illnesses or injuries 

pel' 100 persons in a month (this can exceed 10U); and the incapaci ty 

rate indicatcs the number of dàys off work or confined te:> the house 

in il rOOnth pel' 100 persons interviewcd. 

Data for Januat'YJ 19~6 indicatc no" eiear pattern in the mol''' 

bidi ty expcricnce of different occupational groups-- the two highes t 

status groups do not have eiCknoss, prevalence or incapacity'rates 

which are consistently Lower' than' the blu~-collar groujis. The highest 

, ' 
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aickness rates are experienced by the mining and quarrying group t and 

the retired and unoceupied; the particularly h1gh rate for the for­

mer 1s reflected in the high incélpacity ra te fa r this group. Bu t i t, 

ia the retired and unoccupied who have the highest prevalence rate-­

auggesting that s1ckness 1a a more pervasive feature of life for 

the~e people with greater experience of reeurring illness. 
28 

Data for the remalning years of the survey are more suggestive 

of a relationship between social ciass and morbidity. However, 

differences which exist between high and Law incarne groups become lesa 

marked when the data are analysed by occupational status. If income 

18 used as an index of social class, th en the differences between the "\. 

highest and lowest social classes are greater than wh~n occupation i5 

used as an index. This may be because sickness tends ta push people 

into lower incarne groups temporarily: Low incarne is in part a result 

of i11ne88. Long term, chronie, or reeurrent illness may resu1t in 

downward occupationa"l. roobility. But while i11 health la Less likely 
\ 

ta affect oceupationaL status than income level, the effects of down­

ward occupational mobi11ty may be more pe~manent. 
, 

for example, during 1947, 1949, and 19S1, persons in lower 
\ 

income It'oups had higher sickness preva1ence and incapacity rates 
k ' 

29 than those in higher ineorne groups.. But dul"ing the Ume years, there 

were no marked differences in sickness and prevalence rates~far dif­

ferent occupational groups.30 One persi8~ent difference remains in 
1 

an oécuparional analysis: .;i.ncapacity rates are ge,nerally lo~er for 
\ 

non-manual workers than for those in manuaL occup~tions and ln the 
~ 

1. 
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reti~ed and unoccupied category. From July, 1947 to June, 19~9, for 

exa~le, incapacity rates were nearly 40 pel' cent higher for manual 

workers than for those in, non-manu al occupations. 31 For Lower status 

occupational groups and for the retired and unoccupied, illnesl appears 

ta be of graa ter scveri ty and longer duration than for those of higher 

occupational status. This will, in part, be a reflection of the dawn-

ward mobili ty experienced by those wi th chronic illness, and i t can 

also he explaincd in terms of occupational heaith hûza~ds and social 
1 

/ 

clnss inf lucncc5. 'rhe relative importance of each of these factors 

in explaining differcnces in incapncity rates i5 not clenr. However, 

-the very existence of a difference in rates i5 suggestive of a ,greater 

nced for hcalth care among persons of lower occupational status.' 

To sununarlze, no consistent variations in morbidi ty are evident 

in these data from the Survey of Sickncss. Differences which are 

appaI'en t when the data are analysed by incorne are less marked in an 

occupational analysis. However," the information relating to the later 

years of the survey does give some indication of a greater amount of 

iU heaith among lower status persons, and suggests that whcn lower 

class pc'rsons arc ill,,, their symptoms are likely ta be more severe 

.tOan thosc of pers.ons in higher social classes (refiected in the greater 

dispari ties in incapaci ty rates). Jewkes notes that absences from 

work arc 'higher wherc sick bene!! ta an<Vor wagcs arc paie}. during 

periods of disubility, and that they tend .to increase with the gener­

osity of sickness payments. 32 ' But this observation cannat be uscd to 

explain the higher incnpaci ty rotes of lower clase workers.' 1 t is 

.. 
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these workcl"s who a,l"e most likely to expcriencc seVCl"e financial 

problems as a resul t of disabili ty. 33 

Adylt Morbidi ty: Othee' S tudies 

In addition to the Survey of Sickness, therc,: Ol"e a few studies 

Whi~ovide less extensive data on the mOl"bidity of differ~nt 
social classes. A l"anc1om saltl> le of the population of LanÙleth found 

no significant cLass relationship in the prevalence of disability 

amang men. But fol" women t there was a si~ificant incrcasc in the 

nUnÙler of disabled in lawel" social classes. 34 

A P.E.P. sUl"vey in mid-1957 in Northampton und the Greatcr 

London area asked a random sample of mothcrs whether they thought 
, 

their hcaith was good. The percentages who believcd thcil" hcalth was 

!!.Q! too gaod increased wi th decreasing occupational status: 11 pel" 

cent of the managerial and professiona1 category feit their health 

was not too good; 14 per cen t of the superv Iso ry, technical and 

clericaL personnel; L7 pel" cent of the skilled worker, Md 27 pel" ccn-t 

of the unsld11ed worker categories. 35 -

The Collage of General Practitioncrs' study of the incidence 

of oh1"On1c b'ronchi tis a~n~n aged "'5~6t~ years has also 

shown class, differences. 36 ' The study revealed a greater incidence of 

bronchitls arnong lowcr C1DSS persans, 1 the dirfercnc~ be~ng only partly 

explaincd by ùlÏferences in smoking habits. Even. when more rigid 

cri te ria of classifying bronchi tics were, used, the social class gra'di .. 

ent was stilL obvious. On the basis of tlteir resuits, the authors 
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sugge~t that the social class gradient in rortality from bronchi tis 

ls unlikely t6" be due to differences in the diagnostic skills or 

habits of the doctors certifying death. But it should hot be assumed 

that there is a simple causal relationship between Law social class 

and the incidence of bronchitis. A study by Meadows has shown that 

bronchitic hospital patients are more like~y ta be downwardly mobile 

than persons wi thout bronchi Us. 37 Such mobili ty may account for 

some of the exccss morbidi ty and mortali ty in Lowe 1.' social cltlsscs. 

Data puulished by Morris suggcst a relationship between inca­

pacity i tians. 38 Morris has matched the 

sickness index. for insured mal s (which rcfers to the number of days 

of incapacity for work) against of local social conditions 

for selectcd county boroughs in England. This latter index draws on 

data on overcrowding, unemploymcnt, and the proportion of people in 

the lowcr socinl classes: the higher the figure, the worse the social 

conditions. Unfortunately, we are given little information on the 

compilation of this index and no indication of the baSis on which the 
1 

county boroughs were seLected. 

Sunmary 

It is frequently assumed thBt morbidity is inversely related 

to social class. 'the data revicwcd above do not indicntc such a 

clear relationship, and the paucity of morbidi ty data, particularly 

for the 1950 's and 1960 's t prohibits the development of weLl reasone~ , 

arguments for such a relationship. Howcver, the data published by 

. 1 
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the Genernl Register Office suggests that persons in higher statuB 
-

occupations (classes l and II) are slight!y less likely ta be sick, 

and when they are sick tare likely to be incapaci tated for a shorter . 
peri.d of time than people in lower status occupations (classes IV 

'and V). Other studies aiso suggest that roorbidity may be inversely 

related to social class. However, these studies are few in number. 
f' r yf 

Insuf~~ient attention has been directed toward class variations in 

'" 4' 
~idity patterns. We have Little undcrstanding of class d~ferences 

in the inciùence of different illnesses and no indication of vari-

ations in class morbidi ty experience over Ume. Furthermore, though 

there is evidcnce suggestive of more severe and prolonged morbidity 

arrong lower c lass persons, we have limi ted unùcrs tan ding of the 

reasons for this--of the extent ta which i t cao be explained in terms 
\ 

of generai social class influences, of the downward mobi li ty of the 

chronic sick, or in terms of occupational health hazards. 
1 

Dut since our concern is with estublishing class variations in 

needs for health care', this inability te fully explain vadations in 

health levels is not crucial. It is suffic~ent at prcsent to note 

that the available data indicate somcwhat more sevcre illness among 

lower class persons. and by ~nference, somewhat gt'eatct' nceds for 

health core. 

CONCLUSION 

This chapter has explored class variations in nceds for heaUh 
. '. 

care. White recogniziog the prol>lems of rélinbili ty and vaUdi ty 

\ 

/ 
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which are assoeiated with mortality and morbidity data, the above 

review suggests greater needs for health eare amang lower class 

persons. Cinss mortality rate~have gènerally de~ned since the 

earlier decades of the eentury, but there has been no improvement 

in rates for class V relative to those for class 1. Indeed, the 

most recent occupational mortaU ty data indicate a growing dispari ty 

in the rates for these cLa~ses, and suggest that socialized medicine 
~ 

has failed to reduce elass inequalities in health. 

A reduction in mortality rates may be accompanied by an 

increase in the incidenc~ of chronic illness. Since mortality rates 
/ 

for class lare lowest ~d have sho~n most marked improvéments, it 

migh t, therefore, be supposed that the incidence of chronic illness 

is greater in class 1. "But the data réviewed above do not bear out' 

this supposition. Rather, it' appears that people of lower incarne and 
. , 

in lower status occupations are those most likely to experienc~ ill-

nesses of longer duration. 

The proportion of symptoms resulting in di$ability which are 
BI 

such as to require medicii care 1s not clear, but some are undoubtedly 

not in need of professional diagnosis and ~reatment. The reporting 

of illness and incapacity cannot 'necessarily,be equated with a need 

for medical, care. However, in the absence of more sophisticated mea-, 

sures of needs for heaith care, we must rely on the clues provided by 

existing morbidity an'd mortality data. The following chaptel' 15 con­

cerned with aacess to general practitionèr care, and the data on rates 

,of consultation will be discussed in the light of an a{Jpal'ently grea,ter 

, need for rnedical care on the part of working ciass pat.1.en,t~ ~ 

1 
, 1 

, ] 
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CHAPT&R VII 

t; PHYSICI~ CAltE 

Tht! assumption 'that welfare services and programmes operate ,,-, 

--- -in a ~er such as to ~educe clnss inequalities lends us to prediet 

that the introduction of soc~lized mcdicine, achieves a narrowing 

of class ineql;1ali ties in access to health car.-c. For though both 

marxist and pluralist theori~ have recognized the persistence of 

class inequalities, th~se are seen as .bJ!ing somewhat less severe than ,) . 
they were in the decade~ prior to the emergence of the we lfare s tate. 

ln this and the fo Uowing chapters, we seek to assess the impac t of 

the National Health Service on èlass variations in access to care 
, 

and the nature of inequalities under this system of socialized medi-

cine. Unfortmlately,:there i8 relatively Little infonnation on the 

use of hea L th se~ iees priaI' to 1948, and for this reason, our major 

emphasis is on the riature of class inequalities within the N~tional . ~ 

." 0 HeaLth-Servic'e. " .... ' 

. We will examine variations --in access to phys!cian hospital. and , , , 
'. 1 y /ij [ • 

dental, services ... ...rthree major saurées of care within the National 

HeaLth Service. ' Our 'definition of access ta care includes rates of , , 

by different ~oCi~l ~'l~ses and' aiso varia .. 
1 

j. -

use of medical serv!~es 
, .\ ' , . 
tians in the qual~ty of ca~e received. It' is possible, for example, 

" ' 

that',rates_of -use ·of servi.ces reflect the differing _mortality and 
, , 

morf?iility ,e,xp:ri.en1 of ~h~: cla ••• s, but' that dif~e~.nCe& in the 

, . " ,." . ...l30-
, '. . , , , ' 
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quaUty' of care a~e such as to place middle class patients in an 

ad~Bntageous position. 

This present chaptel' i5 concerned wi th Becess to general 

pracU tioncr care. the generaL pl'acti tioner is the cornerstone of 

the National Health Sea:-vice: he provides first contact care and whel'e 

necessary ~efers patients to specialists or admits them to hospital. . ' 

C6nsultations with'~-~pecia-lists can only be obtained by referral from 
'" 

a genera L practitioner. Ovet' 95 pel' cent of the population ls regis· 

, tered w.lth a general practitioner under the National Health Service. 

Assuming thllt socialized ,medicine achieves -a c Loser correspondence 

between needs for care and consultations with doctors. we would pre-

dict a change in this direction after the introduction of the National 

Health Se~vice. And if socialized medicine cç~ate~ equality of acceas 

to care, we would expect, bearing in mind the apparently greater 

heaIth needs of lower, chas families, h,igher rates of consultation 

with a genaral practitionel" on the part of classes IV and V .~-rul"tlurr­

more t we woulti expect no variations in the quai! ty of care receiv~d. 
" 

- 'rhe first part of .th!s chapter reviews data on rates ,~f con-

sultation with genera1 practitioners; the latter part considers 

variations in the quaUty of ca,re received by patients of different 

social clsas. ,We wiLL argue that: 

1. 'rhougt!~ there 15 sorne suggestion that middle chss patients , 
made /OOre ft'equent use of. general practitioner serviceS _ before 

1948, we cannot l'ely too heavily on the$~ data sinee others ' 

indicate that low inoome, groups made grea~~st use of ;eneral 

... 

. ' 
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1-

practitioner services. Thus the impact of the National 

Health Service 1s unclear. 

2. Increases in consultation rates amang lower incorne groups 

e after 194B may be inexplicabie in terms of the introduction 

of the National Heaith Service. 

3. While the major! ty of the working c Las8 appear ta moke more 
~ 

frequent use of general practitioner services than do middle 

class patients, this relatively equaL aecess may not be 

intelligib~e simply in terms of the introduction of a system 

of socialized medicine. lt may also be explained by reference 

ta the critical l'ole of the general practiUoner wi thi{' the 

service. 

4. Middle olass patients may receive care of better quality than 

that obtained by working class patients. 

Thus, we question the degl'ee of importance which may be attached 

to sociaLtzed medicine ~s a means of achieving equal accea8 to caret 

Bu~ let u, first ~eview the data which exist on the use of physicians' 

services by' patients of different social clas6. 

USE OF GENERAL PRACTll'IONER SERVICES . 

'Chi ldrep \1 

Studies of the care received by ch.ildr~n from gel1eral practi-
'''u 

tioners. indicate that the advent of th~ Natiortal Health Service ,brought 

abo.!Jt a, chan~e for ~me .ocial classes in the sources from whlich they 
/ "'" 

. receiv~d pcimary me~1cal cal'e. It appesra that èhildl'en ft'Om ~or~ing i 
'. • 1 

-" L ddbil! aaZii,.fIt&tC ... 
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1 
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class families hnd more rèa~y a~es8 to general practitioner care 

after 1948 •. Prior to the introduction of the National Health Service, 

they had mode frequent use of hospital outpatient departments, chiid 

welfare centres, and health visitora, but aEter 1948, they were 

channelled direc tly to general practi tioners for firs t contact care. 

But the working class is not homogeneous in this respect. This 

change ln the source from which care wa& obtained does not seem to 

have occurred QJTIt)ng sorne sections of thè working class: children of 

unskilled and agricultural workers are les8 likely to consult a generai 

practitioner than children from any other social class~ lt Is not 

clear whether care from other sources substi tutee fot' this Low use 

of general practitioner services. 

ln addition to the studies by Spence, l Miller,2 and Douglas 

and Blomfield,3 data are. available from General Register Office sta­

tistic8 from general practice. 4 Spence 's, stu~y of children born in 
"Newcastle-upon-Tyne in mid-1947 shows the different BO~8 fram which 
, ' 

children obtained care prior to the introduction of the National 

Health Service. Children fro~ higher ~tatus fa~ilies were more likely 
, 

to consult a general'practitioner--those whose fathers were in busi-

ness or professional ocoupations were attended by 8 doctur fur b3 per 
~ 

cent of their illnesses white the comparable figure for the chi ldren 
" . ' 

of men"in semi-skill;d and labouring'work wes ~U pel' cent. S Lower 
, . 

e~atus families were more LikeLy to tu~n to hospltal outpatient depart-

menti in the event of illness--the c~iLdren of men in.lemi-skiLled 

and labouring jobs were over th~ee times as likeiy as those of men in 

, , 
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business and p~ofe8sional occupations to receive outpatient care at 
/ -~ 

a ospitol. r 'these data are not unexpected. Slnce compuisory heaith 

insutance did not provide medical benef! ts for dcpendents, the cast 

of a doctor 's eervices wouQld undoubtedly Bct as a dett'!rrent for some 

Iower ciass patients. Instead t ft was 'in the outpatient deportments, 

the "manwroth shops, run by underpaid doctors for the mass treatment 

of symptoms with free bottles of Medicine t" tha t the poo rel" sections 

ut the popuLation had tradi tionally received their medical care. _ 

f.. Later study of these children, covering the perio~ up until 

19)2. analY~C6 health and utilization data mainl;,t) in terms of age 

rather than cl08s. 7 ,However, the authors do indicate that the nega-

tive re1atiol1ship between social class and use of outpotient services 

disappeared after the ~irst year of life. '1'hi8 is undoubtedly a 

result of the Na tional Health Servlce·-from 1948, outpa tient care 

WBa availoble only through referral from a gêneraI practitioner or on 

an emergency basis. 
" 

The study by Douglas of a national sampie of children born in ' 

ttat'ch, 1946 01s6' indicates claas variations in the use of doc tors ' .. 
&et'v~oes • Of 'children with Lowe~ respiratory ,tract infections, more 

than' twice as many from families of manual wo~keps as'from those of' 

proieasionals were likely to reaeive no professionol medical caret 

But the proportions in each· olass are ~eJ.ativeiy smilll: 3 I,er .cent 
, l' 

of' children from the prof'essional' and saloried group and 1.9 par' cent 

of-those whose fathers were semi- and unskiLled workera rêce~véd no 

treatment • .8 -

f 
1 

t 
f: 
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Wc no tad; when discu8sing morbidi ty 1 tha t thore we t'a no c iasa 
'1'- . 

diflet'ences in the incidence of Infectious diseuses of childhood. 

Howevet', tha propot'tion of childt'en receiving treutment fot' such 

diseases wus ~reatet' among the hiWler social groups: 98.2 pet' cent 

of childl'en wi th fathers in the professional and salaried group were 

seen bya doctor whe" they had measles, compared with 87.5 pel" cent 

of those whose fathers were manual workers. Clearly, children with 

fathers in higher status occupations wera mos t lika1y ta receive pro­

fessional medical care thouW1 the differcnces betwecn the groups are 

not groat. One intoresting observation which Douglas mokes i8 that 
~ 

fewer of the deaths of children fram families which make reLatively 

li ttle use of mcdical services occurrcd in hospi tale 'rhis, together 

wi th the higher death rates, would suggest thst these parents 60ught 

medical advice at a later stage in the child's 111ne88 than did the 

other parents. But whether th1s waà because thcy fai1ed to recogn1ze 
<-

serioul 11lne8a, becauae they preferred to t'ely on Lay advlce, ot' 

because doctor's services wcre too expensive and they wet'e rcluctant 

to sccept charity, is not clear. 
, 

The data on Newcastle and those from the Douglas stûdies 

stradcÜe the pedod dudnS which the National Heal th Service wa~ 1ntro­

duced. and it ia difficult to tell whether the inctlcased ovailability 
, -

of medical care at no CIlost Led to any change in the 'use of doctors' 

services. l t la not clear whether the class dJ,ffcrences noted by 

Douglas continued after 194-8 or whether the data average o~t c008id .. t';;-~, ' 

able diffe.rences in. 'rates of use b.efo,re 1948, and minimal onea af-tel' 

'1:<::>-", 
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that date. But if we compare the above data wi th those from a study 

of general practice published by the General Register Office, then 

it appear8 that some benefits have accrued to the children of lower 

class parents. 

The info rma tian which 18 p resented in 'rab le 6 was collected 

in a study of sevcnty-six practices (covering nearly 120 genera1 

practitioners) between May, 1955 and April, 1956. The patient oon-

bulting rate indLoates the number of patients per one thousand who 

had one ot' more consultations with a general pructitioner during the 

study period. It does, therefore, tell us something about the pro­

portion of patients in each class who received treatment, but nothing 

about the frequency wi th which doctors were consulted by these patients. 

No consistent re1a'tionship 18 evldent betweon use of gcneral pr:-Bcti-

tioner services and social olass. The rate for children of skilLed 

workers ls highest, and while the differences between the other classes 

are 8mall, the lowest of these ls that for OL86S 1. If, instead of 
C _J 

looking at the rates for each class t wc look st the brcakdown in rates 

for classes Ill, IV, and V, Borne wide variations can be seen. This 
\ 

1. 

ls most marked, in clas8 IV: the rate ia very low for the children of 
\ 

a~ricultural worker~.· but higher. thon any other class or socio·economio 

group (exQopt th c1erioal)0 for other 8emi-skÙ~led workcrs. 'the rate 

for children Qf un killed workers. other' than b~ildlng and dock labourel'I. 

is a180 rllthQr Law. 

On the b'asia 

famil1e's of"'~cledcal 

. \ 

f tIlese data for chi ldrerl, _i t appear. tha t'the 
\ 

and, ~re obviously, sk1l1ed and semi-

\ 
\ 

\ 

• 
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TABLE 6.--Patient consulting rates for chlltlren undcr 15 years by 
sociaJ. cla8s of father with occupational brcakdowns for cLasses 

Cless 

1 

II 

III 

IV 

v 

r III t IV, and V, May, 1955-Apt'il t 1956 
/ 

/fatherls OccupetionaL Group 

/ 
\ Professional, managcrial 

, '~n termedia te 

Ski lled: 
(a) Mineworkers 
(b) Transport workers 
(cl Clerl'cal. workers 
(d) ( 
(e) Others 

Pal'tly skilLed: • 
(a) Agricultural workers 
(b) Others 

Unskilled: , 
(a) Building & dock Laboul'ers 
(b) Others 

Patient Consulting Rntcs* 

611 

680 

679 

707 
71.2 
727 

722 

59L 
723 

695 
654 

AU Classes 699 

*The numbct' of -patients pel' 1,000 who ,had' one or more consul­
ta tions wi th a genera l prao ti tioner • 

Sout'ce: Great 8ri tain, General Register Offfce. Morbidi ty 
§tutiêtics {rom General Ptgqtise, by W.P.D. Logan and 
A.A. Cushlon. Studios in Medical and Population Subjects, 
Il, No.' l~. OgQupationl, (London: H.M. Stationery Office,. 
1960) ~ ~. 15 .. 1." • 
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. ri, 
skilled workers in nOn-agriCU1~al'work may have consulted with 

general practitioners more frêquently after the introduction of the 

National Health Service. Before 1948, these groups made quite fre-

quent use of hospi tal outpatient depa~tment8, chlid welfare centres, 

and health visi tors. 'Ihe extension of free ,doctors' services to aU' 

appears to have altered patterns of consumption of medical care by 

enabling parents 'in theS~grOUpS to consult genarsl practitioners 

more readily about th . illnesscs. But these changes have 

had no obvio~s impact~on patter nd ratès of use of services by the 

families of agricuItùral workers and many unskilled wQrkers. The 

absence of more recent data ~n class patterns of use of child welfare 

centrcs and the heal th visi tor service prohibi t's us from forming any 

detailed picture of the care received by childrcn in thcse groups. 

We cannot say whether care obtained from such sources substitutes for 

the!r Iow rates of use of general practitioner services. If not. 
\ 

these differences would indicate that the benefits of free medical 
1 

care have not reached thcse families. 

Adults:' 't!le Survey of Sickness 

Data on the use of 'physician s~rvices by adults i8 more plen­

tiful Qnd indicates a sinù lar pattern of use: there is sorne evidence 

~ of a grca~ use o~ services by the middlc class prior to 194ij, while 

data for later years indièate'higher rates of con5ultati~n on the part 

-of most working C1DSS patients. Given their apparently greoter nceda 
. 

for heaith caret this would suggèst that the majority of working class 
, , 

personà are not disadvantaged in tenns o~ use of general practiti~ner 

, 

1 l, 
r, 
l' 

" 1 

• 
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sel'vices. Howevel', thel'e 81'e vLll'ying l'ates of use within the working 

class with unskilled workel's consulting genel'ol p,racti tioners Less 

frequent .. Iy than their morbidi ty and mo't'tali ty expel'ience would lead 

us to expect. And elderly wol'king class patients are les5 likely ta 

consuit doctors than are their middle chas counterparts. W2 will 

first dis'cuss data fl'om the Survey of Sicknes~, and then present more 

recent l'esearch on general practice. 

Unfortunately, the Survey of Sickncss doe&, not present data on 

consul taUons with general practi tioners aione. Rather. medical con-

sultation rates--the number of visits pel' one hundred persons in a 

month to, or by a medicalJpract!tioner-~include medically quaîified' 

opthalmic and other specialists though it does exclude dentists and 
t 

care provided by specialists to ."ospital inpatients. Care received 

in outpatient dcpartments is, therefore, inc~uded. Data for January, 
. , 

19~6 suggest sorne biaa towards the middle class: for the professional 
, 

and managQrial group, sicknes8, prevalence, and incapacity l'otes are 

lower than average while the medical consultation rate is hiWler than 
1 

average--thcir sickness experience ia very close ta tha t of agricu,L-
< ~9 

tUl'al workers, but their consultation rat~ i8 considerably h!gher~ 

Similarly, sickness and prevalence rates for clerical workers arc 

only sllghtly higher than average and the incapacity rat~ lower; yet 

they have the second highes t consultation rate. On th~ other hûnd, 
1 

the mlning and quarrying group. wi th particularly h1gh sickness, pre-
, 

valence,and incapacity ràtes, i8 leiS likely to consult a medical 

practitiçner than either, of the white collar, groups. 

., 

1 
Î 

• 

J 
t 

1 , 
1 

j 

1 
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B,ut this pattern doee not continue in later years. 

consultation rates ana1yzed in relation to incorne for rn 

for ~he three years 1947, 1949, and 1951, indicate a cI ser corre­

spondence wi th rnorbidi ty rates and the disappearance of this apparent 

class bias. 1U These consultation rates ar~ presented in Table 7. 

The rates for those earning less than i 3 p,r week are consideraù Ly 

higher than those for 0 ther groups, and the differences between the 

other gt'oups in 1947 and 1949 are not pap,t;icularly rnarked. Dy 1951, 

there i5 a fairly consistent decline in consultation rates '1with 
, 

increilsing incorne. 'rhough thct'c i5 no marked change in J1'()rbidity' 

rates (those for 1947 and 1951 are nearly identical), tl,e consulta-

tion rates for the Iower incorne group are somewhat higher in 1949 

and 1951. This may be a resutt of the increased availability of free 

care, but it is strange that the increases at'c slightly less ror, 

women since it i5 they, and not men, who had frce gcner~l practitioner 

care extended to them. It ls also important to note that women 

appear to have somewhat greater needa for health c~re as measut'cd by 

~ickness and prevalence rates, but that in the lower incorne group 
\ 

their consultation rates are' less than those for men for each of the , 

three yeQt's. 
) 

In gcneral; these Sut"vey of Sickngss data' pro~ide no evidencé 
a 1 

of a widc discrepancy between needs for and use' of mcdical service~. 
\ 0 

However, the introduction of the Natton~l HenUh Service docs 'appear,' 

et first sight at least, to have improved the access to care of lower 

claas men: rates of consultation aft~r 1948 more nearL'y refl.eat the 

.. 

-----------
, ------ - -
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TABLE 7.--Mean munthly rnedical cunsultation rates pe 1." LOU pe rsons 
interviewed by sex and income group of chief wage earner, 194-7 t 

194-9, and of head 'of household, 19~1, England and Wales 

Incarne Group of Chief Wage Eal'ner Medical Consultation 
In 1951, lncome Group of Head of llate 

Huuseho1d Male Femole 

ll!!.Z 
Undel' ~ 3 68 5S 
i 3 ... .: f 5. lU 38 38 
f,. 5 • 10 ~ -: 1. 10 3~ 42 
Ovel' i 10 39 49 . 
Not known 29 44 
Total 39 42 , 

1949 
-Undel' 13 89 63 

Li ._- .1. 5 0 l' f 5.10 ' \ t~S \. ij9. 
iS or \1: 5.10 -.:: flU 3~ 41~ 

Ovar f 10 36 4-7 
Not known 33 48 
Total 4L 4-9 

1951 - Under \: 3 77 62 
l' 3 .::, ~ 5 S9 56 ' 
f. 5 - - .{ 7 .10 41 4-7 
f 7 . LU·< 1.: LO 36 • '44 
Over J La 34- 39 
Not known 4S 46 
'total . 47 ~l 

Source: Grout Britain, Genet'al Registc't' Office, 'fhe' Survc,!! of 
Sickness t ' 1943-52, by W.P.D. LoganCand E.M. Uroake. 
S, tu dies in Medj,ca land Popu la,tian Subjec ts t No. 12. 
(London: H.M.· Stationet'yOffice, 1957). p. 57, , 
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diffeJ:'ing I1'Orbidi ty èxpet'ience of men of differ~nt 8Qcia L ci Lass. ~y 

women have not benefited in the snm~r measure is not c~~a~. 
We will re turn to these issues Later. 

Adul te: D,Biler S tu dies 

Similar patterns of use are evident· in fi~res pubJJshed by 

the Governmcnt Social Survey~ 11 An ioquiry irito. general p~!!ctice 

was carried out from Fcb~uary ta May, 1952 in conjunction with the .-' 
-------------------~-------

Su['vey of Sickncss. 'rable 8 shows the data obtail'lcd for february and 

March relating to rncdica1 consl,.tltation rates anù the proportion of 

consultations whioh resulted in a prescription. Clear~y, persanS in 
\ . 

lower incarne groups are more likely to consult a doctor (the rate 

decrei;lses fairiy steadily with rising incarne level), and their con­

sultations are also more likely to resuit in a prescriptio"!_ 

'Uowever. the General Register' Office sut'vey of· seventy-six 

general practices suggests variations w1thin the work1ng class. there 
, , >;" 

ar~ no pronounced, difference's in patient consuH~ng rates f9r eaoh 
, 

/ 

social class (the lowest ia for." class 1 and the highQst for c~asso'Ill),' 

but wc are given sorne indication of variations wi thin the.se classes , " 

when the data are nnalyzed by sodo-économie groups. As can be 'seen 

io Table 9. consultation rates are .... etatively high for ski lled and 

semd~~ki!led workers, but given the!r." pOOl' mot'~idity and'~rtality 
\ ,'" '/--' ! 

e)tperi~nce, the rate, for unakilled wot'ken is rcmat'kably Law. We would 

have ~xPQc~ed ~hes~ ta be among the heaviest uset's of doctprs' servic ... 
, J " 

At fil'~t glance •. the mast 8tartling rates ore the ve):y--i-ow ones !or 

iL t '412 ,!ii! J;itM.""4IWJ6IlG.\hivtmî::· 

.' 

, , 
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TABLE 8. --Week Iy medicaL cons~l'tation 'r~ te pel' LOO perso'ns an~ proportion, '~' 
of c~nsuItéltions resuLting inIQ\,'prescriPtion by weekly incoll1e'of he ad df!, 

household, February, and Ma l'ch , L9S2, EngIan? and. Wa~'~,s ,1 

Wèek ly Income of 
Head of 

Household 

Undert 3 

., 13"':"':' 1:, " lI., ' .. 
\' '''''i \;, 
r" .r. :, -< i 7 • 10 

~7.1O ·:'.110 

Ovel' 1.10 

Week,l.y Medical 
Consu'l ta tion Ra te ' 

Pel' lOU,PersDns* , 

-'''-. '" l&.tl 

11 •• 3 

9.1 

9.2 

8.9 

Pe r',:Cen t Consu ail t;ions 
Reaul ting in a 
,Prescri tion, 

82 

79 

74-

7Z', 

71 
/ , , 

*lncluding outpatient'consultations. 
~ 

, , , ,1 J 

',~ 

l," ( 

Source: Great Britain, Governmentz- SociaL Sui-veYt Oenerjll P~açtice 
Undcr the National Ilealth Set'vice t by P.G. Gt'~>, an'a 

. , 

A. 'CQt'l-wright. Rcpot'ts~ New!$eries, 197.' {London: 
11.M. Stationery Office, ,1961), p.';'14. 
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TABLE 9.--Patient consulting ratios by so,cio-economlc group for males 
aged 15 - 64 years, May, 1955 - April, 1950 

: 

Soc~o~economic Gr~up 

~igher àdmin~stra~~v~, prOfessional 
and managcriaL b . , 

y • f 

Other administFative, professional 
, . and managerla l' 

Shopkeepers" 

CLerical workcrs . 
Shop as~'is tari ts 

" 

Pel"sonal serv,ice workers' .' ..... 

Foré~ //", 

" 

PatIent Cansulting Ratio. 

93 

·l02 

95 

.. 99 
0, 

c ,. 
99 , -, 
96 " 

114 

104 
/" "";1/ • 

.. SkiL,Le~ w()rke~S\, . , . , 

s,e~ -sk 4 lad wOt'~èPs --: ,_>', : . , 

. 

Unski1~ed workers 

Fa~.t's 

'Agriculturàl workers 
.. ,.... 17'~ 

'113 

99 

Bl 

BO 

LOO All socio-e~onomic groups 

------~--~----------------------~--~----~-------------, 
~rhe nUlJ,Ûler of patie'nts pel' ,l,OOU who; had one' or [pore co-nsulta-

Uo'~s during the twelve mJnths...., .-

~ So.,.rce: G~cat Britain, General, Register Office, Morbidity 'Stàtistics 
from General Pt'oat!ce, by W.P .. D. Logan o'nd A.A. Cushion., 
Stud19$ in Medi~al and Population SUbjects, Il, No. L4. 
Occt:lpations, (London: lLM_. Statiomiry Office, 1960)-, p: 13. ' 
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J 

farmer~ and ag~icultural workers--20 pel' cent below the average. 

These echo the differences which this sarne study found,in consulting 

rates for children. But ,these will, in large pact, be a r'eflection 
, ~ 

of the lower JOOt'tali ty and morb1di ty rates in rural ~reas. The,se 

data sugges~' that we cannot v,iew the working chss as being homogeneous.< 

'Ihe Irost rocent lar&e scale survëy on the use of, doctors '. ser-
1t ' 

vices is that by Car~right. This i~volved a random sample of 
, 

nearly 1,400 persons living in twelve parliamentary constituencies in 

'Englànd and Wales. These people Were intervi€!wed in thç, su~r of 
, 

19&4 and asked about theiE' doctors and medical care. The doctors 

were :aiso asked for theiE' opiniQns and information on the way in which 

they l'an their practices. For the moment, we will iimit ourselves ta 

~resenting data on consultation rates. UnfortunateLy, these dat'a do 

. not di-stinb'Uish between different secd<,Jns ~f the working class. 

They, do, h'~wev'er, lnoica te varia tions ~i thin each c Lass by age. 
" 

Cartwrigh~' notes that at first there appeared to be an invet'se 

re~at1onship between social class and consultation rates. But when 

these d~ta were analyzed by age, many of the differcnces disappeared. 13 

Amang those under 45 ye,at's of age, the work-ing c lass pD tients had 

hi.shèr consul taUon rates than the middle c Lass, and there was li ttle 

If 

1 
. 1 

) , 

" 

differe.oce 'between working and middle class patients aged 45-74 years. ~ 

.' 

But among the patients aged 75 years and ov~r, the midûle clnss were 

mot-e likely to consult theit' doctor than the working cLass. When 

Urban areas were compared, consultation rates were higher in working 

14 class 'than in midcJle class areas. 
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'l'he respondents in this study were also asked whethcr they 

would consu1t a doctor aboùt various conditions if they experienced 

them.
1S 

Out of six conditions, 'working clas8 patients wouLd cont.lt, 

for. an average of 2.7 and middle c1as8 for an average of 2.lJ. 'Xhe 

working cl~ss respondents ware more likely ta consult for probLems 

that might no t be thought of as 8~riétly medical: SO pel' cent said 
. 

they wO'uld conslüt their doctO-r', if they had experienced difficulty 

in s~eéP1ng for a wcek (3S'per cent for the middla cines), and S8 pel' 

cent sa.id tlrey would ~o sa if they had bean depressed for three weeks 

,(47, pur cent' in the middle class). Qbviously, the respondents werc 
/" J, 

face.d with a hYPQthetical situation and may weH act cÙffcrently in 
- ..... 

reali,ty. However, ,these responses do sugges t that working class 

patients do' not experience a great social distance bctween themselves 

and their doctot's. 

A few other studies t concern~d with particular areas, in England t 

provide us with additional information on the use made of general 

practi tloner seryiees. Késsel and Shepherd 's s tudy of a generül 

pracUce i~ 8ocke,nham Ça middle ciaas dormitory suburb of London) 

examil)ed the attendance patterns of the 1,503 people who )oIere contin:" 

uous1y regi~tered with the practice during the first ten years of the 

N~tional iI'ea'l~h Service. 1G. They classified these patients as either 

a~tenders or non-attenders: attenders had consu1ted a doctor in 1957 
, , 

or 1958; non~attenders had last consulted a doctor in 1956 or eorlier. 

They found no ctass differences betwcen these categories, and the non-
, 

attenders appeared ta be healthy. A study by Stein Of,8 London general 
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practice found that the percent.oge of attenders and the mean number 

of consultation~ was higher in classes lV and V. but the differences 

between the cl~ssès~were not significant. 17 

Kedward itudied all consultations during.a three month pèriod 

Hi 
(1959-60) in 0, t'ural seneral practice in Nottinghamshire. The 

practice had a virtual monopoly of the care of the l,SOO popuLation. 

A higher proportion of blue collar households consulted a doctor dur-

ing the survey p(!rlod--mining famiLies being mas t likely ta do so. 
,,* 

If we look Dt the average number of consultàtions pel' patients at 

risk, we see only small differences between' social classes except that 

the nwnlJer for class 1 and for mining fomilies are above the average 

for the practicc. Dut consultations did net take rllC same form for 

all patients, and Kcdward notes some marked differencea in the types 

of consultations made by persons from different social class back­

grounds: classes l-IV (equivalent to the Registrar General 'a cLasses, 

1 and II) were much /TOre likely ta consult by telcphone. and \IIere al80 

IOOre like ly to be v lsi ted or to make a reques t th rough 0 chamis t. 

l'inally. there is tJIC a tudy by Ashford and l'eurson of the gen­

erai practice lists of thirty-five gencral practitioncrs in Exeter. 19 

About three~quarters of the population of the ci ty WBS includcd in the 

study which covcred the period November, 19&6 ta October, 19&7 and 

which invpLved only National Uealth Service paticnts. 'rhe results 
. . 

show a g cral tenüency for th~ numbcr' of patient contacts tu, increase 

s y with decreasing social class and decreasing educatlonal level. 

Unfortunately, the authore present the!r data on ly in the form of 
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charts and do not give actual va lues: the chat'ts indicate less c lear 

Ugeneral tendoncies" th an the text suggests. 

Tbe In~ tint Impact of the N~t Lonal H!lalth Service 

At first sight, these data on class rates of use of general 
r 

, ' 
practitJ,oner services suggest that working cLass patients mal' have 

. . 
benefited fro~ the introduction of a system of sociaUzed media!ne. ' 

~ , 
T'hi! children of clerioal, skillod, and serni:-ski11cd non-ngr!cultural 

workers may have consulted with genera1 praètitionurs mqre often 

after 194B,. And whereas data for Januarl', 1946 snow that middle 

CL8SS patients were 80mewhat more likely ta consuLt doctOl"8 thon 

were other patients) by 1951, r'stes,of consultation vary inversely 

w!th sociaL class. We mU'st, however, interpret thcse d~ta with 

caution. 

Fil"stly., it 1a not clsar thot mi:dc.tLe cLnes patients did have 

easiel" oecess to general practitionel" care be,fore 1948. We have 

information for adulte for only two periode preceding the introduc­

tion of the National Ucalth SCl"vice., .. for January, L9 1.6 and for 1947-­

and thos(! for the latter po,rlod do not show higher t'éltes of consul­

tation among middle CL088 patients. It 18 sometimes misleading to ' 

compare data l"efJ!rring to short periods of Ume sinee rates of con .. 

suLtatiun con v~;y from month ta rronth. 20 

SocondLl' 1 i t ls not certain .that the incrcascs in consultation 

rates aiter L948 amOng Lowel" income groups ~ere 0 reault of the intr~T 

·duction of the National Health Sel"vice. The increoscs fot' women at'e 

Ilot as Large as thoae for mont and yct it waa women who stood t"o gain 
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the gt'tfotest benefits ft'om the introduction of the new Bcrvicc--men 

aiready t'cccived free general.proctitioner care untlet' the National 

Health Insurancc scheme. If ft WQS the National Haalth Service which 

produced the fnerease in rates of' èonsultation amang lowcr incorne 

groups t we would t therefore, have expected a more mOl'ked increase in 

consultation rates among lower incorne wornen. 
• , 

, . C Learly, 'more data are necessary in arder to determine whethe1" 

the NationaL Hea tth Service did achieve greater equaU ty in the use 

of gencral pructitioner services. And, we must questlon whether 

changes in consultation ratu after l.9~tI are explicable in terms of 

the National Health ,Service. 

Egyal. Uss: SoçlBli~çd Me~icfQe or General Pragtit,oQcr? 

!,l'he data on the use of generd practi tioner serv.lces under 

the National Heaith Service give no evidence of m~rked <tlsss inequal­

ities. Thera is scatte~ed cv!dence that parts of,the working olaes 

underutilize the sérvlce: old peopl.e and some sections of closs V are 

amang those Least: likely ta reçoive gcncrol practitioncr cBt'e, yet: 

their nceds fot' such at'e greatest. Howevet',' l'a tes of consultation 

have ge~erally tended to be higheat wherc thc ncod fol' cut'e is greatest--

among manuaL workers and the!r families. 

_reLat.ively cquul aeccas ta core? 

. 
How can we explain tllis , .. 

'the ~ssumption that welfars services and programmes reduce 

cLsss inequali ty laads us ta predict an improvement in tlie position 

of the work!ng clau, and therf!by a narro"'ing of, class .i.nequaLitiea. 
1 _, 

there is good foundat'on fol' Juch an :ulumption; w! th res'pect to the 

• lIlIll 11111 > 
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National Health Service. Sociali%ed medicine. providcs care ta aIL at 

Little or no direct cost an~ thus, with financia1 barriers t~ care 

remo.ved, we might expect that rates of use of set'Vices would roore 
, 
closely mirror neede. But we have already argued that the contribu-

tion of socialized medicine to the increaae in consultation ràtes 

amang 10wer income groups ia unclear. And we cannot make any 01ear-

8tatement as to its role in reducing inequalities in the use of gen­

eral 'practi tioncr services. We may further question whether the rela­

tive equality of aeceas to prima l'y care under the National Health 

Service 1s a direct resuLt "of the introduction of a system of 80cial­

lzed medi~ine. For if we were to examina similar data for Sweden, 

which also has an extensive system of soc1alized medicine, we wouLd 

aee that rates of use of physician services are 10wer f'or the working 
. 21 .fI 

class than for the middle class. ' What then is peculiar to the 

British experience w~ich wouLd accoWlt for the high degree of use 

which working ciaas patients moka of general practit!oner services? 

The general prrcti,tioner occupies a cen tral posi t70n with!n 

the National Haalth Service. He provides first contact care, Ilnd ' 

it i8 only through him that patient~ cnn be referrcd to specialists 

or ndmitted to hospital. In many bth'er advanced societies, such as 

Sweden, the general practitianer occupies ~ Less central role: first 

ca~taot care i8 more frequently obtnined from specialiste or i~ the 

outpatient depnrtments of hospi ta~s. 22 Acccss ta care· i8, thercfore, 
-

, much 8i"1)ler in Bri tain. No oho1ee has tb be made; no Lay analy81s 

of symptoms is necessary 1n order ,ta decide which spocialist shou1d 
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be consultod. Titmuss has al:'gued the neod fol:' a family doctot' for 

an individual "to help him humanely to find his way among the corn .. 

p Lex mlize cf scien~ific medicine. ,,23 It is possib le, that this dif· 

ferent systom cf ~I:'ganizing the deLivel:'y cf medical care facilitates 

the use of hcalth sel:'vices in 8ritain. One reason which has becn 

advBnced for the Low rates of use of madical sCl:'vices by lowet' cLass 

persans is the!!:' lack of kncwledge about"symptolns of ill heaLth and 

hcw ta obtain oare" lIere, the knowledge requircd 19 at a minimum; 

nO' ohoiac has ta be made cthe!:' thon whether ot' nùt tn cunsult H 

licnern l p raeti tionc r. 

And the gcneral practitioner may be important in cther rcspècts 
<. 

aLso. Many studies have dooumentcd the scoial distance whiah exista 

between doctors and their Lower oLass patients. Thore, i8 sorne cvi-

dence tha t this 1s not particulal:' Ly marked in Bri tain. 'l'he 8ri tish 

Medical Association appears ta have been ve!:'y successfuL in pt'oject­
~ 

ing the image of a friendly and app!:'oQohable family doctor. Coctors' 

wai ting t'ooms may often be t'ather co1d and b look and uncomfortab Le, 

fl:'equcnt Ly Loca ted in a housc al:' in a row of' ramshack Led shops. Dut 

they arc not: os forbidding as a spa!:'kLing new, sterile heolth centre, 

manned by efficicnt sccretaries and nurses, might be to ffiony towe~ 

cLass persons. 

Wc huve already noted the willingncss of the work.i.ng olass 

patients ln Cortwt'ightfs study to consult doctot's abou.t problcma 

which ,are not strictly medical.· 'Ehis same s.tudy of gencrd p!:'actice 

paints a picture of ". • .satisfied and nppreclative patients. ~Qny 
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seem to feel a definite sense of identification with the!r doctor. n24 

the most frequent convnents which patients made was that their dootor 
) 

was "approachable," "homely," "frie~dly," "considerate," "sympa the tic ~ If 

\ Two-thirds of the patients thought that if they met their doctor on 

the street,~he or she would know them by name. Selecting a seneral 

practitioner s.oms t~. no p~oblem •• n~ moat peoplo do nDt us. 

sophiaticated criteria of cholce. The vast majorlty register with 

' .. / 

" 

the ncares t doctor, or if no mave to il new area ls involved~ win 

inherit the one who takes over the practice of their old dQctor. Four-
1 

fifths of the patients took 1es8 than fifteen minutes to, get to their 

doctor t s surgery and over half normally walked all the wny. Further-

"more, unlike Sweden, there la a strong trad! tion of dorniciliary care 

in Britain; about 20 pel' cent of consultatiQns take place in the 

home, compared to about S per cent in Sweden. This latter la also 

likely to facilitate the use of physicians' services in that one can 

see one fa doctor on ".home te rri tory ." 

All this suggests relatively li tUe socinl distance be~ 
working class patients and their doctors (nt least, the patients give 

no evidence of this) and fairly'easy accesslbility of doctors. As 

. Cartwright concludes: 

Most people in this country have a general practitioner thcy 
have known for some Ume t who 1s accessible, comes to their 
homes whcn nceded, cares for other mcmbers of the fnmily, and 
g~vés them what might be descr1bed as a seini-persona1 service. 
Few people are directly critical of their doctor, most have 
confidence in his decis10ns and care, and many have a friendly 
an,d sat1sfying relationship wi th him.'2S 

these trad! tional character1stios of the general practi tioner, h!8 • 

accessib1lity, hie homely and appr<J.8chable image, hie l'ole as a guide 

o 
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through the "mazc of sciantific mcdicine .," muy in pat"t hé lp ta exp lain 

the hiWI rates of use of physician services by wo['kiKg class patients. 

Sunvna['y 

\~hile there 18 some evidence that mlddle chss patients were 

more likcly to consult with general practitioners bafora the intro-

duc tian of the Na tiona1 Hea1th SCt"vice t after 1948 rates of consulta" 

tian have tcnded to be highcs t aroong the working c lass where neèds for 

care appear to be greatest. Howcver, tile greater use of general prac-

titioncr services by middle cl~ss patients is open to doubt and the 

apparent inct"ease in consultation rates among lowcr indome groups after 

1948 is not clear1y attributable ta the introduction of a system of' 

socialized medicine. Wc have also argucd tha t the ra la tive equa li ty 

of use of the gcnct"al praetitioner service ffiUy not he so much a rasult 

of sociaUzcù medicine as of the critical l'ole of the gcnct"al prac-

titioner wi thin the Na tional Hea lth Service. In securlng their near 

monopoly in providing pdmary care under the National Health Service, 

general practitioncrs may not h,ve servcd ~lelr own intercsts alone~-

the)' may also have facilitated the access t~ care of working olnss 

patients. 

But we have defined Becêss ta carc under the National lIealth 

Service,in tcrms of both use of scrvices and quality of carco It i8 

important to complement these data on consultation t"ates with infor­

mation on the quaU ty of care reccived by patients. Can wc percc!ve 

a similat' cquality in the nature aï the care received- by patients of 
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different social ciass? We turn now ta a discussion of suah data. 

VARIATIONS IN QUALITY OF CARE 

We cannat conclude that the health needs of , lar~e part of 

the working class are being met if l ,ev en thaugh they are mOt'e likely 

to consult a doctor than middle chss patients, the quality of the 
....... ~ ~ \ 

care thcy rcccive 18 inferlor. Criticisms of the National Health 

Service havc larr,ely centred around the issue of qua li ty, overall 

qua 11 ty rather than differences in the care received by various ,sec .... 

Q tors of the popu la tian. But ~the few 5 tu dies which have focusscd on 

class variations in the care obtained by patients suggest that work-

• 1 

ing ciass patients may be receivlng care of inferlor quality. 

The Ooctar and ~is Practice 

ln a study of a representative sample of people who had been 

hospi talized sometimc during the six months before the surve'y pet'iod 

(October, 19uO-March, 1961), Cartwright obtàined data on t,he carè 
"­

received from general. practitioners. This study suggests t'hat middle , 

ciass patients may be receiving a ruther balter service from their 

genet'al Pt'nctitioners. 26 noctors practicing in middle class orens 

had smaUet' lists; a higher pro~ortion had further qualificationsj 

rrore had graduatcd fl'om Oxforzs/, Cambridge 1 or London; twice as many 

had a hospi ta l appointment or hospitil l beds; and a higher pt'opot'tion 

had direct aL:CCSS ta X-ray equipment: ahd physio therapy'~ furclterrrol'e, 

14 pel' cent of middle class patients were visited by their generai 

practitioner in hospital while only 4 pel' cent of'working class 
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patients !eccivcd such a visit. MQreover" thcrc was cvidence. that 

doctors were more 1.P<èly'to send their' middle class patient~ directly 

to hospi ta!. 

In her l~er study of genaral practice, Cartwright sought °con­

'firmation of these différences. 27 She found no significant differ­

ences between middle class and working c~ass patients in the size of 

'the!r doctor's List, though those in professional occypations were 

rather more likel.y tG be on smaU lists of undcr two thousand. 

Patients in the professions were also mos t likely ta have doctors who 

had qualifieü since 1945, and middle class patients were more likely 

Ota have doctors with hospital appointments. But there were nQ dif­

ferenaes in the proportion of doc tors who had aeces~ te hospi ta l beds 

or other faei li tics; in the number of procedures carried out by 

doc tors in their own praetices; in the rœ~ership of doc tors in the 

College'of General Practitionerà; in the!r views on preventive care;.­

and in thelr enjoyment of general pçaetiee. On the basis of these 

results 1 Cartwright modifies her original hypothesis and suggests that 

only pa tients in the professions Bearn to ge t' Letter care. 

Wherens Cartwright uses several differcn t indices to assess 

variations in qua lit y of care, Taylor 's eonvncnts on the standard of 

k f l • . hi' . t' 28 1 wo[' 0 gencrn practl tl.onc['s are mue more mpresslonls le. Il 

a stuüy whlch'was largely an effort to b['ightcn the dismnl picture 

of gcne['ul practice painted by Collings, 'l'aylor int:crvicwed' and 

observed at work ninety-four general pt'8cti tioners who were fccognized 

by their dolleagues as good doctQrs. 29 The cxplici t purpose of the 
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study WOlS ta descl'ibe the best in the genera L practi tioner ~erv-ice., 

1 t was ln the working class industrial areas that he found the poorer 
. 

p'ractices. l>octot"s in these areas tended to have the largest lists 
~, 

of patients white those in middle ~lass urban-residential areas gen-

erally had smaller lists. MO'St doctors were providing thcir patients 
.. 

. with a high standard of care, but the working qlass arcas did contain 

a substantial minority "who fail to give the!r patients the service ' 

30 ihey have Il righ t to cxpeet." 

The doctors working in these ~reilS did 50 fat" il vat"iety of 
, 

Fat" some, there was no other choiee. They. lacked the ilbil-
" 

reasons. , , 

i ty to work in better areas. For others t there was a financial' 

incenti vc, their Olim b<?ing to make as much moncy as' 'possible in a 

short perioù and then leave the orca. These, Tay 10 r argues" wcre' 

giving thclr patients no- more thon a good garage mechanic; offers ta' 

his eus tomers. And there wcre also those wbo workéd in such areas . 
\ 

from a sense of vocation, but many of ~hese would bow under thE: st·rain 

of a heavy work load, and hecome mcdloere doetors. 1 t was among the 
o 

'doctors in these areas that 10w morale was mo'st corMV)n'. 

It ls hcre that the potentially good ~encral practi~ionl!r 
will most often compiain of frustration; the less consci­
entious ~cncrQl practitioner will undergo.a lowering' of 
standards, wi thout himself realizing whot hae happcnl',!d; 
laek of contact with co Ueagues i5 !OOst markcù;" and the nce~ 
to raise the standat"ds of genorû l prac,ticc ia mus t obv lous. l 

Given 'the alm of Taylor--to show the best in the gcneral practitioner 

set'vice- ... we may perhaps place more t'eHancc on his negativc observll-

tions thon if his aim had been quite the opposite. 
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'. 

'l'he Nature of the Doctor-Patient ltelationship 

Tho quai! ty of care which a pa tient obtains does no t depend 

only on the doctor he consults. 'rhe patient will, or can, ,play a 

role in determiping the care he recoives and the nature of the 

doctor-patient. t'ela tionship appears to vary -according to who ther , 

patients arc working class or middle class. Rates of consultation 

ma Y, be an inadcqua te measure of the ex tent ta which pa tients reccive 

care convnensurat::! wi th their nceds sinco mlddle class paticnts- may 

be able to outain more from an>, csi.ngle consultation. They are more 

likely to play an active part in the pCl'ationship while working class 

pat~ents arc more pélssive. Titmuss argues. that the working cluss 
o 

patient 15 more easily disciplincd and managcd. ~(c expresses the 
.. ü 

> " 

. hope that a ~encrillly higher standa'rd of education i8 " ... ~ik,f!l)( 

" . 

to h~rald the graduai disappearanc'c, of an un(,!ompl~iningt subsel"vient t -

class"satura tèd acceptance or' Low standards of "professionàl serv fce. ,,32 
, , ' 

, • v 
Co lUngs no tad tha t midd,le c laSB pa tien ts tendcdn ta be re~en t'ed ~Y 

é~". ~ 

gcneral prat: ti tlonera :beG8USC ,of their:' dcmancJ:s for 'more Ume and 
"tl Q " ' 

attention,' and il rc .. adiness to, question c.Jiugnosc$, to sèck l'casons 

fol' statcrncnts and instructions, and cven Co cha~~cngc the doctor. 

Thcir ltiesa f.ortunat'i! ncighhours" we:re more rcspcctful of tlleir 
• . ' 0 '. ' 33 . 

·',·doctors' expcr't: knol'lledge and skills\. JHmiJ.arlYt Cartwright indi-. ' 
}, ': \ 

,cates ,t11at the him:lcr a,pat~ent'~ sociat 'C~08S .pO~ltiOn~ more 
. ,,' \, 

,Uk~ly he 16 1:0' ilsk for information nuout his i ll,noss and its Creat ... 
(). , ~ 

tlllJIi to manipul,.ate his 1'e10.t1008hip with hia doctor. 34" An'd Tent, and 

jaYIOr observes 
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e 

the <..Iacturs in the ln<..lustrial ar'cas tend to have spcciaLLy 
friendly and uncritical relations with their patients, each 
tal< in~ the 0 the r sicle as i t flnds i t . Indeed, thase doc tors 
with mixed urban-residential and industrial practiccs aimost 
always prefer their warking class patients, because they are 
less exactll1g and more appreciative. 3~ 

It is intcrestlng that the respanse of doctors ta their patients appears 

to have chan~ed with the introduction of the National Health Service. 

Previously, panel patients seem ta have received less time aad atten-

tlon whi le fcc p<Jylng patients, ln whom the dactors had a direct 

financial lntcrest, wcre more wclcame and received more careful 

attentlO/l. But once this interest was removed, the least demanding 

patients wcte thase most welcomc. 

But ùocs the more active partlcipation of middle class patients 

in the dactor-patlent relationship lead ta a better quallty of care? 

If we accept that the doctor is the sale repos1. tury of knowledge 

about heùlth and illness, then perhaps not. But th.is lS a nar'r'ow view. 

We have ta be aur own doctors to sorne extent. 3G Some understanding 

of his illness and its treatment may lead ta fuller co-operation on 

the part of the patient in following a course of treatmcnt. It may 

a1so help in the recognition of adverse symptoms an~ of a need for 

further consultations. 

Host people can, to a certain extent, assess the competence of 

their doclors and the care they provide. In many instances, thcy 

will know wllat is good for them and what is not. And at Urnes, it 

will be ouvious that the doctor does not. The patient fighting a 

long depression who 15 told ta "pu 11 yourse lf together," the woman 

with three young children who is simply told to "take it easy,"'are 
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not necessarily being offer-ed very constructive advice: their neigh-

bours mi.~t have been mor-e helpful. If such patients are able to 

indicate that the advice is inadequate, then they may gain some bene-

fit from the consultation. If not, they leave the surgery no wiser 

and no closer to recovery. 

Doctors are Aot infallible. Mistaken diagnoses and treatments 

may on ly infrcquen t ly endang6r the life of a pa tient, bu t they wi 11 

37 
ùelay recovery. The active participation of the pùtient, his wi11-

ingness ta express las doubts, ta chal Lenge, to ask [0[' m()re info['-

mation may be one ~ua['d against tItis. For these l'easons we would 

a['gue that the more active l'ole of middle class patients in the doctor-

patient relùtionship may well lead to better care. Exchanges of 

information between doctor and patient, explanations on the part of 

the doctol', questioning on the part of the patient, increas(! the 

patient's knowledge of his body~nd illness and enable him ta mak~ 

more intelligent use of his doctor. ln this way. by educating his 

patient and encauraging him ta assume more respansibility for hiS~ 
health. the doctor wouLd be playing a ~arger l'ole in preventive care. 

~ 

Summary 

The scattered studies which have been addt'essed to variations 

in the quality of carc received bl patients aI d1ffel'cnt social 
o ; 

class indicate tllùt middle class patients may be~receiving care of 

superior quality. Dut ful'ther research into these issues 1s necessary. 

Less l'cliance on imprcssionistic data and the construction of indices 
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of qua Lit y would enable us to build a cLearer picture of the nature 
. 

and importance of variations in the quality of care offered to 

patients by genera l practi tioners. 

CONCLUSION 

The foregoing rev iew of da ta on the use and quali ty of general 

practitioner servüces raises ~'o distinct issues. firstly, we may 

pursue one step further the issue of whether' the nceds for health 

care of different social classes are being met. The relatively Low 

rates uf consuLtation on the part of cLuss V and eLderly ~orking 

class patients indicat~ that they ar'e not receiving the care which 

their mortality &nd morbidity exper'ience would Lead us to expect. 

But what of other sections of the working class? Bere, i t is mure 

difficul.t to assess the extent to whic/t needs for care are met. 

If mortality rates are taken a~ an index of needs for treat-

ment, then these needs obv ious l-y increase from c lass 1 to class V and 

we would expcct consultation rates to increase in a similar manner. 

But consultation rates for class IV are not markedly hi~ler than for 

classes 1 and II, and this might mean that needs for care of middl.e 

class patients are mast nearly met. Yet doctors report that such 

patients are those mast likely ta consult for trivial compLaints, 3H 

in which case tlleir proportional overutilization would not indicate 

that they are more likely ta receive needed care. If 6n the 0 ther 

hand, we take morbidity rates as an hldex of health needs, class 

diffet"ences a['e not ma['ked and consultation rates, therefore, indicate 

a greater' correspondence between needs for-care ~d use of genera l 
"'t 
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practitioner services. Unfot'tunately, we do not have the data which 

would enab le us to ~asure the extent to wh~ch different classes 

receivc cat'e appropriate to their Level of heaith. Indices of 

health and class differences in needs for medicai care must be devel-

oped and we must seek a fuiler understanding of the sig.nificûnce of 

data on rates of consuitation--of what is involved in the doc tor-

p~tient reiationship and of the quality of care reccived. At present, 

wc can merely note that thOU~l there are sorne possible exceptions, 

there do not ûppear ta be class based inequalities in access to 

gener.kl prac titioner care. 

Secondly, we wish to cmphasizc the importance of the generai 

1 

1 
i 
1 " 

1 , 

<+, 

practitioner within the National Heal th Service. Insofar as the 

welfare state is seen as narrowing class inequalities, sucialized 

medicine pel' se is regarded as the major mechanism by which equa li ty 

of access ta health care is achieved. ~ do not deny the probable 

importance of the removal of direct cos ts~r of the availabili ty of 

free health care as a right rather than as II l'esult of philanthropy; 

additional data are necessary in order to assess the impact of thcrse 
1 

on consultation rates. However, we have sought to draw attention ~ ~~ 

the faet that the structuring of the Né1~ional llealth Service around\ 0- ; 
\ , 

the geocral practitioner may have played a crucial part in rnainta~n- \ 

ing relatively equal access to health cûre. J 

This is an important poi~t ta be considered in the planning of. 

health. services in Britain and O-the~ countries. Cri ticisms have been 
, 

voiced of the relatively low level of training and expertise of the 
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general prac ti tioner and arguements have been adv.aneed \\Ihich support 

a greater degree of speciali~ation in primary Medical care. Such 

visions of the future have been coupled with an incr!asing emphasis 
... , 

on health centres which group together a vadety of specialists and 

/ 

ancillary personnel. 1 t ls true that the isolation of many general 

practitioners c~~ave deleterious effects on 'the quality of care 

provided, but the potential dangers of a new and intimidating organi­

zationaL st['uetu~'e should' also he borne in mind. T!le specialist may 
~ 

effectivcLy replace the general practi tioner as long as the patient 

contillues to be guided through the "comp Lex maze of scientific 

medicine,lI Bu t increasing numbers of se'cretar'Ïes ùnd nurses who aet 

as gatekeepcrs to the medieal eare system mày also aet as a deterrent 

to many patients who should seek >treatmcnt. The absence of social 

distance, the community based doctor, the sense of fûmiliarity must 

be maintained if we are not, while improving the qua li ty of ca['e, 

to generate new problems which deter patients from seeking such. 

• 
.. • v --. --"-"-~--""""" __ ~ ___ ' ___ ~ 
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HOSPITAL CARE: PUBLIC AND PRIVAIE 

lntroductiolil 

FoUowing the same logic of ana lysis as in the previous 

chapter, our focus here will be on class variations in the use and 

quality of hospital care within the National Health Service. But 

we extend our ar.alysis in this instance to exarrûne the significance 

,of priva te hospita l care for the deve lopment of the Na tional Hea l th 

Service and the perpetuation of class inequalities in health care. 

The National Health Service Act of 1946 guaranteed the con-
'( ". 

tinued existence of private health care: patients were free to 06n-
. 

sult a doctor and pay for the services they received; doctors who 

contracted to work within the National Health Service were also 

free to treat private patients; and the Minister of Health wàs em-

powered to provide special accommodation for patients who wished ta 

pay for the whole cost of the care and services which they ~eceived 

in hospi tals. On,ly a small proportion of the population has avai led 

itself of these private services, but they are, nevertheless, of 

significance for this study of the National Health Service. 

Private health care i5 important, not for its'extensiveness, 

but for its symbolic significarice and for' the threat which it may 

pose for the quality of care available under the National Health 

Service. While the introduction of a system of socialized medicine 

has been assumed to reduce class inequalities and provide care on 
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the basis of need alone. the continued provision of private health 

care is an institutional affirmation of inequality. The existence 

of a private health sector symbolizes the existence of two levels 
'\ (0-

of care and recognizes the right of patients who have the money to 

pay fo~ certain privileges. Furthermore, the continuing growth of 

. the private health sector may rob the National Health Service of its 

most demanding and critical patients--patients who mi~lt otherwise 

'~rompt improvements within the National Health Service. And an 

increasing use of National Health Service facilities for the treat-

ment of private patients may'piace National Health Service patients 

in a disadvantaged position as the former are given priority in the 

/use of diagnostic and surgical facilities. For these reasons, this 
/ ' 

chapJer will discuss both public and private hospital care. l We 

will argue that: 

~o The major studies which 'present data on hospital admissions 

suggest that rates of hospitalization of midd~e class and 
.) 

working class p8,tients mir~or their reeds for care. 

20 Private health care represents an institu~onalization of 
, ! ) 

class inequalities in access to hospital care. In the future. 

it may develop in a direction sùch as to reduce the quality 

of treatment available under the National Health Service and 

to increase class differences in access ta careo 

USE Of NATIONAL HEAL!H SERVICE HOSPITALS, 
tJ 

J# 
Data on class variations in the use of hospital services by 

- -----'--- - -- - --- -- -- - --'-
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\ , 

National Health .SerV:ic~ patients are c~ntradictory: sorne studies 
1 

• 
sugg~st a proportional over-repr~sentation al working class 

. , 

patients while others indicate an under-representation. The most-

comtrehensive of such studies indica tes that working class patients-, 

who appear to have the greatest ne~ds for me~ic~l care, are mo~e 

frequently hospitalized than middle class patien~s. However, , 

smaller .seale studies which suggest quite the opposite patte~o·h~gh-, 
l~ght the need for further research apd the expLoration of possible 

regional variations in class patterns of use,of services. 

Evidence of a Proportional Over-representation of 
~orking Class Patients 

The 1957 Political and Economie Planning study suggest~othat . -
hospitals serve a larger proportion of working class than mi~dle 

.. 

workers had done 50. Hospital inpatient car~ had bee~ glven to 
:2 \, 

pel' cent of the former and 75 pel' cent of the latter. ' 
, \ 

From MacKay's data for England and Wa,le~ for 19119,\it i5 
.. 

89' 

dif-

flcult to assess the represe~tation of different social cl~~es with· 

in the hospi tal population since th~re i5 a large 'proportion\for 
3 . , 

which class is not,stated. However, if we assume that th ~e patients 
, \ 

for whom social class is not reported are proportïonail~ dis r~buted 

between the classes, tnere 15 evidence of a. proportion~al. over­

representation of men and women in classes IV and V~ Neverthele 6, 

.' , , , 
! , 

·1, 

1 : 
1 

1 : 
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'the vaUdi ty of this .iI,ssumption 15 open to doubt. Abe l-S'mi th 'and 
, 

,Titlalss have a1s6 presénted data for this 'period ~nd as Table 10 

indicates, the class distribution of males within each of the 
'." . '" 

thrëe tYRes of hospital is very close to that in Eng1and and Wa1es, 

and f~r the London te~ching'ho~pitals, to that in greater London . " 

in 1951.
4 

The writers ar~e that because of the'higher'death rates . . 
and possibly gre~tér sickness of classes IV and V, one wou1d expect 

them to mak~ greJter demands on the"hospital service. They eon-

elude that there 15 inequality of acc~ss to hospital eare as working 

c1ass patients ~re less likely to be hospi talized than their needs 

for medical care would lead us to expect. 

Th,e most comprehensive and most recent study of hospi tal 

admissions 15 the Hospital Inpatient Enquiry (H.l.P.E.) fo.r 1960 and 
5 

1961. This is one of the few such inquiries which provides data on 

the social c1ass of patients. Table Il shows adffidssions, mean dura-
, . 

. tion of .stay, and pereentage of beds u&,ê'd' for each social class and 

for occupational groupings 'within class.es III t,' IV t and V. ta Comparing 

the representation of the classes·within the hospitaLs (for aL1 ages 
, 

and for those under sfxty-five years of age) wit~ the class distri-

bution of males in England and Wales in 1961, we see that clsss IV 

and, ,particularly, class V are proportionately over-represented. 

Class V has both high admission rates and longer than average periods 

of hospi talization t and while classes IV 'and V represen t 21 per cent 

and 9 per cent of the population, they occup.y U,-.\S per cent and 14.2 

"pel' cent respectively of hospital beds. Tbis bias towards the lower 

~ , 

. , 

, , 
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TABLE lO.--PropartiQnaté distribution by social class of" discharges in 194-9 from three groups 
of.-hospitals participating in .~he General Register Office·'s stu.dy of .hospital morbidity in 
~nglapù a~d Wates. Males aged 25-64 years. ALl diagnostic conditions excLuding injuries. 
- -- --- -- - ' - - -

London 0 Provinciàl Regional England & Gt"eatet" . . . 
Te a,ching Teaching 0 BO~l[·d· . Wales Lonôa,n 

0 

Hospitals Hosoitals Hospitals' 19S1 19S1 
Social Class Per cent 1 PeJ cent: Per cent Pet" cent Per cent 

1 ànd _II 

III 

IV and V 

Source: 

.----
• 

. 
21 16 , , 15 2G 21 

56 - S5 - S8 St 55 , 

-
23 

, 
29 27 . 29 24--- ; 

.. 
o 0 

B. Ab~l-Smith-and R.M. Titmuss, The Cost of the National Health Service: in 
England and Wales (Cambridge: Cambridge University Press. 1956), Table 88. 
p. 149. " . Cl -
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TABLE l1.--Admlssions, mean duration of stay, and per'centillSe of beds used by social class. 
EngLand and W~les, 1960 - 19GL 

1 

Mean 1 England è. 
Admissions duratlon Pe r cen t Wales 
in sampLe 1 of s tay beds (ma les) 

Unde r 6:' A II A~Tes 1 (davs)' uscù L 96l 
Socia 1 C lass Per cent Per cent 

I Professiona l 2.3 2.4 l7 .3 1.9 4 

II Intern,edia te LO.8 L1.6 19.2 LO.2 l5 

III SkiLLcd workers 51.4 50.0 47.3 Sl 

a) Mine workers , 
(a li types) 1.4 1.3 23.5 1.4 

h) Transport workers 5.8 5.5 19.9 5.0 
c) Clerical workers 7.4 7.4 20.L 6.7 
d) Arllled forces .9 .9 27.7 1.2 
e) Othet:'s 3:'.9 34.9 20.8 33.0 /' 

IV Semi-skiLLed workers 22.9 23.2 26.5 2 1 

a) Agncu L tL1'r,a-ci 2.2 2.4 39.3 4.4 
h) OLllCt:'S 20.7 20.8 23.3 22. L 

V Unskll1ed workcC's 12.6 12.8 l4.2 9 
a) 13ui lding & 

dock labourers 1.8 1.8 25.0 2. 1 
b) Others LO.8 11.0 24.2 L2. L 

Tota l 67,727 82,629 22.0 5l,2u~ 
-- - _ .. _-- - - ~~ 

, 
Source: Great Britain, Hinistry of Health and General Register Office. Report of Hospital 

Inpatient Enquit:'y fot:' the T\",o YeLlrs 1960 and L961. Part III, Commentary. (London: 
H.H. Stationery Office, 1967). Table VI.S, p. 3bS. The sociaL cLass distribution 
in Eng1and and Wa1es in 1961 is taken from D.C. Marsh, The Changing Social Structure 
of England and Wales l87l-l96l (revised edition, London: Routledge and Kegan Paul, 
196:'), p. 198. 
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fi 
classes is aisa evident in a study by Ashford and Pearson. Their 

1 

survey of the peop le Bn the lis ts of thirty-five general practices 

in Exeter shows cl marked tendency for the hospitai admission rate 

to increase with decreasing social class. The difference between 

class 1 and class V is alroost :'0 peI' cent of the average of aU 

classes. 

The s tudies which contradict these findings are not national 

studies, but it is not clear whether we should place less rehance 

on thcm bccause of thlS. However, they mus t lead us ta ques tian 

the rèllablllty of studies which indicate a proportional over-

representa tion of working class patien ts wi thin the hospi tal service, 

and thcy do show the need for further research in this area. 

Studies Indl.cating a Proportionai Under-representation 
of Working Class Patients 

BarrIs study of hospital admissions in April and May, 19:'6 

sought to determine whether admission rates were linked with'the qual-

. f . l' t 7 l.ty 0 SOCl.a enVl.ronmen • The data refer to the area served by the 

group of four hospi tais in the county borough of Reading. four indi-

ces were used ta assess the social environmcnt--the social class dis-

tribution, persons peI' household, density peI' room, and the pro~ortion 

of persans with the exclusive use of piped water, a water clo~.et, 

s tove, sink, and ba th. S tandardized hospi ta l admission ral:ios for each 

sex and spcciali ty were corre lated wi th each of these social ~ndices. 

There was sorne evidence that admission rates increased as environment 

improved wi th /TOst of the significant correlations occurring in 

,--~---~ -- ------------- - ~ ~--------._--- -~-_._~- ,----, 
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" 

traumatic and orthopaedic surgery and gynaecology specialities. Barr 

points out that the degree of correlation in many instances was not 

great, but that nevertheless the results were reasonably consistent. 

• Similar results have aiso been obtained in a study by Airth 

and Newell in the Hartlepoois and Tees-side in 19S7-19S8.
8 

The 

authors expected to-find higher admission rates in areas with pOOl' 

living conditions (because paal' health forces people into, or keeps 

them in, such areas, and these living conditions can give rise ta 

ill-health). They took the nwnber of persans pel' room in the study 

areas as an index of living conditions. This index had a strong neg-

ative association with the proportion of persans in classes 1 and Il 

in the areas. The resul ts are presented in Tab le 12. C lass A areas 

(with fewer than 0.61 persans pel' room) produced nearly 2 pel' cent 

more hospital c~ses pel' 1,000 population than Class E areas (with 
'\ 

over 0.92 persons pel' room). The diffel'ence between the areas 

becomes more marked when specialities with widely variable durations 

of stay are excluded. For all specialities, Class E areas required 

30 per cent more bed-days pel' head than Class A areas in the fifteen 

months of the survey. Excluding long stay specialities, the excess 

is 10 pel' cent. A case admitted from a Class E district stayed, on 
'x .... 

average, one-third as long again as one from Class A districts. For 

restricted spec1alities, the diffe~ce was lS pel' cent. This sug-
. , 

gests that middle class persons are slightly more likely ta be 

admitted to hospital, but that they have a shorter period of hos-

pitalization th an warking class persons. 

---_._------
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• 

j 
, . 

1 

l ' 
1 , 

1 

1 
l 

1 , 
~ • 



( 

- ------_ .. _._----_.-

-17LJ-

'fABLE 12.--The demand for hospitaL bcds, Hartlepoo1s aACf"Tees-side, 
19:' 7 - 1958 

All sPE'cia Li tics 

Cases per l,OOO population 

Bed-days t'equi red in 15 month 
period pet' head of population 

Average duration of stay per 
patien t 

Rcstrictcd specidlitics*** 

Cases pe r l, UOO popu la tian 

Bed-days requi red in 15 roon th 
period pet' l1ead of population 

Average dura tion of s tay per 
patient 

Class A 
area* 

lll:l.G 

1.534 

12.93 days 

l07.S 

1.1l9 

LU.41 ùays 

C lass E 
area** 

116.6 

1. 994 

17.1U days 

1.02. G 

1.233 

12.U2 days 

*Class A areas consist of eight wards and civil p~rishes witl1 il total 
populatiun of 3l~,(J1~7 and with densities uf occupation in 19S1 of 
0.55-0.6U persons per room. 

**Class C areas consist of twenty-seven wards and civil parishes with 
a total population of 189,527 and densities of occupation in 19S1 of 
0.92-1.l3 persans per room. 

***Specialities ·exc1udcd: tuberculosis and diseases of the ch-est, gcriatrics, 
trauma tic and orthopaedic surgery. 

Source: A.O. Airth and IJ.J. Newell, Tite Dcman<.l for IlospitilL Bpds. 
(Newcastle-upon-Tyne: University of Durham, King's Co11ege. 
19(2), Table 12, p. 5l. 
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Iwo studies by A1derson a1so indicate an under-representation 

of working class patients in hospitaLs. One. a study of patients who 

died from cancer in April, 1969 and who were t'esident in Manchester 

C;8 .• shows that semi and unskilled manual w@rkers are more likely to 

be nurseù at home. However. the numbers are smali and the differences 

not significant. 9 The ~ther is a study of a representative sample 

of adults who died in Bristol between Oetober, 1962 and Septemi,)er, 

1963. Of the 2,243 deaths. 590 (2& pel' cït) had not becn referred 

to hospi tai for either investigation or thatment. If deilths fr'om 

neop lnsms (where the vas t major! ty at tcnùed hospi ta 1), sudden deaths. 

and t~ose from coronary disease (where death is unexpected) are exc1uded. 

there is a total of L.446 ùeaths. 29 pel' cent of which had not been 

referred ta hospital. The percentages rose from 24 pel' cent in classes 

land 
( 

II to 06 pel' cent in class V. 10 

We ~ay aiso note a ~ctance on the part of sorne working Class) 

women ta have their babies delivered in hospital. A study by Butler 

and Bonham of pedna tai marta li ty indicates tha,t married women ln 

cLasses IV and V are mast _Like1y to plan ta have their chi ldren at 

home (even though more complications are likely to arise at birth.) 11 

These data for mothers giving birth bctwccn Mareil 3 and 9, 19~H in 

Eng land anù Walcs are shown in Table 13. Women in classes 1 and II, 
",.. 

and unn1ilrried wo.men ore mast likcly to arrange ta have Lheir chi ldren 
. 

in hospital or a gcneral practitioner unit. 'Chese differences are 

not sa pronounccd for actua1 deliveries since a higher proportion of 

,,"amen have their children in hospital than plan to do sa. Conscquently, 

-,. 
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TABLE 13.--Place of booking, place of delivery, and grade of prenatal 
care by socia l class of fa thet' , for mothct's giv ing bit'th Mat'ch 3-9, 

1958, England and Wales 

Social Class No 
l II III IV V Husband AU 

Pet' Pet' Pet' Pel' Per Pet' Per 
Place of Bookin~ ccnt cent cent cent cent cent cent 

44.4 
1 

,Hospi ta l 40.0 1 4U.& 38.3 39.8 52.0 40.9 
1 

Home 29.5 35.0 41.8 l~&. 8 44.4 12.9 40.2 

G.? Unit 15.5 16.2 13 .2 ll.2 10.7 16.3 13 .2 

o ther 9.6 8.8 4.4 3.7 S.l l~. 8 5.7 

Plllce of De livery 

Hospita l 50.4 41.6 48.7 46.9 47.8 &3.9 49.0 

Home 27.0 31.4 37.2 41.9 l~l. 0 14.7 36.\ 

G.P. Uni t L5.9 15.U 12.2 lU.7 10.7 17.1 12.4 

Residua1 Bi rths 6.7 6.0 1.9 U.S U.4 4.3 2.4 
-

Prcna ta l Cat'e 

Hospi tai onLy 25.0 19.7 20.4 LG .0 19.~ 27.9 20.2 
~ 

Partly hospital 28.9 28.0 28.7 29.5 28.2 2B.5 28.8 

Othe!:' 46.1 5l.7 50.9 54.5 51.9 43.b SLO 
, 

Source: From N.R. Butler and V.G. Bonham, Pet'Ïnatal MortûLity 
(London: E. and S. Livingstone, Limited, 1963), pp. 52, 53, 
and 69. 
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though there are still marked class variations in the proportion of 

births taking place at home or in a general practitioner unit, there 

are only small differences in the proportions of hospital births: 

mothers in class lare slightly more likely than mothers from other 

social clûsses ta give birth in hospital. Also mothers in class l 

are more likely than mothers in other social classes to receive all 

their prenatal care from a hospital. 

Fina1ly, there i5 sorne evidence of other types of class dif-

12 ferences in Titmuss' study of blood donors. In addition to tabulat-

ing social class of b100d donors, he presents figures on the social 

class of recipients of b100d transfusions. The number of recipie"ts 

of blood increases with social class. The differences are most marked 

among men: the pèrcentage excess .of classes l and II over IV and V 

is 120 per cent for men and 3S per cent for women. He conc1udes 

that these data signify real class'di~ences--the higher social 

classes receive mo~e blood transfusions and surgical operations or 

other medical treatments ca11ing for b1ood. He comments: 

This is an unexpected finding. The whole .weight of evidence 
on the social class incidence of mortality and morbidity, of 
industrial accinents and to a large extent road accidents, 
and of the risks of child·bearing among mothers with large 
families from poor homes would have indicated con rary results. 
In short, we wauld have expected--particularly und r a free 
National Health Service--to find that, taking acco t of these 
factors, blood transfusions would be relatively more ume ro us 
amang S.C. IV-V.13 

No explanation of the differences observed are offered by th author. 

It i8 important to note that these data are based on a survey b b100d 

donors--we know nothing of the experience of people who have not 'ven' 
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blood. l t is, therefore, unwise to generalize' these observations, 
\ 

even though therc appear to be no marked c Lass variations in the 

persons donating blood. 

Summilry 

Dïl ta on class varia tions in the use of hospital services by 

~ational Health Service patients are inconsistent: While severai 

r national surveys indicate no class bias, some more Limited studie-s 

suggest that working cluss patients receive less h0spitai care than 

their mortality and morbidity experience would Lead us to expect. 

The rcpresentativeness of the former studies leads us ta pLace more 

reliance o~these dûta and ta concLude that there are no marked 
--~ 

c Lass inequa li tics in access to hospi tal care. However, it 15 obv ious 

that furthcr research is essential in order to understand the dis-

crepant results in these studies. One fruitful avenUE! o[ rcsei)('ch 

might be the study of possible regionai variations in class patUerns 

of use of hospi tal services and the effect of differi-ftg organiz~onal 
..... "\, 

patterns 'and admission policies which may affec t the ra tes of h05-

pitalization of working class and middle class patients. 

The extent ta which there is equali ty in the use of hospl tal 

services in unclear fot' other re"asons aiso. We have worked on the 

understanding that such equality exists whcn working eiass patients' 

are pt'opol'tionally ovcr-represetlted in hospita ls" This is bas'ed on 

the fact that needs for medical care appeat' to be greater among work-

ing class than arrong mic;ldle class patiellts. But this pattern of use 
, , 

is identifiable in countries ~here abv~ous inequaliti~s exist in 

\ 
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access ta care. 1 the United States. for example, working class 

patients arc disadva aged in access ta primary care and they have 

higher rates of hospit lization and longer periods of stay than do 

middle class patients--i 'part perhaps because they receive care at 

~ a later stage in an illnes .14 The point wc are makinl?, is that higher 

admission rates for working\class patients may be taken l, ta 

ei ther equali ty of access or \lui te the opposi te. Clear y. in arder 
;' 

ta assess the nature and exten~ of class inequaLi ties -~r access ta 

care, wc necd more sophisticated data on the use of hospital services, 

iAC luding some indication of the stage in an i llness when pa tients 

are hospitalized and the nature of the care received prior ta hos-

pitalization. We cannat view data Gn hospitalizatlon without t'cfer-

ence ta pt'imary care, and we nced information, analyzed by social 

elass, on the sources from which care ls received at variuus stages 

in an illness. 1 t may be that those in need of hospi tal care usually 

receive it, but that the c~ueial class differences ar~ in tite stage 

at wltich tt'catment 15 rece~ved and also in the quallty of carc received. 

In the absence of sueh data, we can but qrgue that in the light 

of the relative ly equal access to gener-al practi tioner care, the 

studies which wc have reviewed indicate no marked inequalities in the 

use of hospi tal serv iees. Bu t this conc lusion may need ta be qua Li-

fied since the sections of the working elass which makQ less use of 

the gClIcral préle ti tioner service than their ncctls for carc wou ld lCéld 

us ta expect ore those with higb admission t'ates and long perioçls of 

h . l' . 15 1 f t t}' b)S~' . f t GSp1 ta H.t,0n. n ac.. us a ;e~a ~ 10n r.,n orees our argwnen 
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that wc cannot view data on hospitaliz.a~ion without reference to the ... 
use made of other sources of care throu~lout the course of illness. 

QUALITY Of CARE RECEIVED DY NATIONAL 

HEALTH SERVICE PATIENTS 

Admission to Teaching Hospitals 

In the previous chapter, we defined access ta medical care as 

the use people m;)ke of services and the quaLity of carc wlJich 15 pro-

vided for patients. The data on class patterns of use of hospitals 

are, as we have scen, c9ntradictory. This is also truc with respect 

ta quality of C<lt'e. One important index of quality i5 ""hether or 

not patients are admitted ta teaching hospitals: care in a nun-teaching 

• 
hospital may often be inferior to tllat in a teaching hospital,lG 

since the lat tc:r have 37 pel' cen t Inore consu ltants, six times as many 

senior registrars, S6 pel' cent mor~ registrars, 171 pel' cent more 
1 17 

house officers, and 60 pel' ~ent more ful1-time nurses. forsyth 

wri tes, / 
Thece is no doubt that p~t erlts of comparabLe age, sex, and 
social class stand a mU,Çh higher chance of dying in a non­
teaching hospi tal from c nditions suqh as appendici tis wi th 
peri toni tis. hyperp laSi1 of the pros tra te, ischaemic heart 
disease, skull fra~t ra ilOd other head injuries, and a 
numuer of othet" co n auses of hospi tal admission. . . the 
gap between the two typ 5 of hospi t~l i5 by no means nilt"row­
ing over tllC years! B 

f • 

The dlfferen~e in case~fatality ratios may, in part, he a 

result of selection of cases by social class. But it1is not clear 

whether thet"e at"e differences in ;the proportions of diffC'rent social 

classes within the two types of hospital.. Cartwl"ight found no class 
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.. 
differences in whether patients were admitted ta a teaching or non-

teaehing hospital. 19 However, Ash Ley illll. found the t wi thin the 

same ca tchmen t arca, a teaching hospi tal mày il ttraC!t or se Lect the 

2U 
rrore advantaged. Their study of local admissions [rom a district 

in whicll both typcs of hospitaLs were situated shows that 4b per cent 

of the patients in the regional board hospital beLonged to classes IV 

and V. while onLy 33 per cent of those in the teaching hospi tal did 50. 

A similar ùifferrnce was not found in the other three hospitals 

included in the study. Clearly, as with several other issues we have 

touched on. fUr'ther r~search is needed in this area. As the authors 

indicate: 

\'Ihy this sllould he 50 after twenty years of the National 
HcaLth Scr-vice is one of the seemingly innumerable questions 
that can be asked about the loose--evcn random--matching of 
needs and rcsources in the mcdical and social services. For 
a start, nohody seemed ta have the facts. lI 

o thct' Indices 

As far as other indices of quality are concerned, dlere appear 

ta be no class di'f[ercnces. Cat'twrlght's stuùy of hospital patients 

indicates that thère werc no cluss differenccs in delays in admission 

to hospital; in the prapot'tions vl.sited at home by a consultant; in 

faei li ties such as curtains, sereens, telephones • v isi ting times, and 

the houI's at whieh patients werc woken in the ITOrnin~; in the propor-

tions of surgical patients who had seen the Sl,lrgcon and ;:mnestlletist; 

and in the size of the wat'd. 22 In fae t, only one major differcnce 

emerged in her s tudy of hospi ta l c~re and she sunvnari zes 
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this as follows: 

The most striking cLass differences is in the amount· of 
financiaf hardship experienced by patients who normally 
workeù. In this respect wc are indeed two r1ntions. one 
receiving full wagcs or salary from their employers, th~ 
other reuuced to the penury of national insurance sickness 
benefit. 23 

Summary 

,J 

\vhile the-re is Little evidence of ma'rked differences in the 

quality of care rcceived by working clûss and middle class patients, 

the study by Ashley ~:!!.l. does prompt us tu question the circum-
l 

stanc(>s unde[' which class inequalities exist, anù further studies 

could serve to highlight the nature and extensivenr!ss of thesè. \ve 

can but indicatc the' nccd for additional rescarch into variations in 

the qua lit y of .care obtained by patients of ùiffc['ent social class. 

PR-IVA~.,E HO!:iPITAL CAltE 

Pd vate l-Iedica l Cûc-e Schemes 

\Hth the introduction of the National Health Service in 194-8, 

contributory and p"rovident societics wcrc faced with a threat to their 
\ 

con'Unucd cxis tpnce. \~hilc con tribu tory schcmes \~ere associa ted wi th 

~he working class, prov.ident societies catered to the midùle class. 

The former turned to proviùi-ng mainly sickncss bcnefits ta thcir 

members--such as cash benefi ts during a pel'ioù of IH1spitalization, and 

con tribu tians toward glasses, dentures, and surgicaL app liances--whi le 

the provident associations, on the other hand, focussed thcir efforts. 

on insu ring theit' members \against the cos ts of priva te hospi tal care. 24-

\ 
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ThuS, theil' class l'ole was duplicated aftel' il)t~8. 

Thcl'c is Little detailed information on the types oÎ~,patients 

whonchoose private medicaL care. However, one survey in 19&6 shows 

that the British United Provident Association (the largest of such 
() 

associations) was disproportionately composed of aider, hi~lly paid, 

marrie-d men approaching the end of their working careers who were 

members of group or company schemes. On ly 2 pel' cent of the member-

ship were manual workers, whi1e 37 per cent were émployed in pro- . 

fessionai and mènagerial occupations.
2S 

The British United Provident Association was formed in 1947 

and saon amalgamated'with several existing provident associations. 

This scheme now haF a virtual monopoly ~f the "market" and received 

80 pel' cent of thé' total subscription ifcome from ail providen"t' ' 

schemes. In 1955, all provident schemes had a total of 258,000 

~subscribers. By 1969, after an annual increase during the 1960'5 

of 7 V2 - 8 pel' cent, the tata l number of subscribers amounted to 

883,000.
26 

\ 

Group schemes account for a high' proportion of this membel'ship 

increase. Beo.een 1965 and 19&9, individual sUbscriP;i0X: increas~ 
by 18 pel' cent while group subscriptio~~"i~creased by 41~ pel' cent. \ 

. , 27\ 
By 1969, about ~4 pel' cent of subscripti~s were on a group basis. 

The British United Provident A550cî~tiori policy i5 directed towa~d 
~, 

a ttracting members on a gt'Oup basis. l t a llows a 2U pel' cent rebate 

for groups where a company sponsors the schcme, but does not contt'i,.­

bute to the cos t; a 25 pet' cent reduction where the company contri~utes 

-, 
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50 per cent or rrore .. ~f the cost:-; and a 33 V3 per cent reductlon wher 
" 

the whoie cost of ~em»ership in a scheme.,;is }laid for by the company. 

The companit:;.s themse Lves can c la.tm their payments. into' such schemes 

as -a tax deductible'busiriess expense-~which reduces their' costs by 

a further 40 pel.' ce~t. 2B ~ However, i t is not c Leal' to wha t extent the 

incl"easc in group membership5 i5 compt'ised of company sponsored' . 
, • 01 

schemes whlch provide:privaté care as a fringe benefit for management 

personneL. But}t i5 interesting to note that 

the advantage of this appeal over that to individuals i5 that 
it avoids dIe controversial issue of individuaL preference 
and preferred treatment in a democratic welfere society. Dy 
p Lacing the onus on the fi rm '5 need, priva te insul'ance becames 
the hanùmaiden of efficiency a)ld higher produc tivi ty and 
enhances social rather than individual goals. 29 

The growth of these provident schemes is a measure of the vi tal-

iti of private practice and it can act as a stimulus to further growth. 
, 

Theil.' growth convinces people of the inherent aùvantages of private 
\ ~ , 

care, and- conv-ersely, of the limithtiôns of care within the Nationa~ • 

Health Service.' At present, the Private heaLth sector cannot, exist 
,', 

without access"to the facilities of 'the National lleaLth' S'ervice: 

approximately 60-70 per cent of British United Provident Association 

patients are treated in Nationa'L,~:Health Service hospitals, the t+~der 

in private hospitals and nursing homes. 30 
, 

But there may be in these 

prlvate hospitaLs 'the beginnings of an inùcpenùcnt, paraUel private 

service. 

- " Bri tish Uni teù Provident ~ssociiltion has a vi t'tua l monopo Ly of 

the privately controlled hospitals and private facilities outside the 

Na t'ionéll Hea Lth Sery lce. 1 t i5 hui lding sma II hospi ta Ls wi th 
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abuut thirly beds ,.mû full X-ray, lheatre ilnd d.tù~f1ostic faCllltll'S 

at 'the rale of two ta tllrce per' annum. At present, thcse faci Lities 

are provideù tllrough a charitab.ie trust into wllich I3riti&h United 

Proviùent Associatlon channels profits [rom its investmenls and decds 

31 
of covenant. But the future may IJring sign1fll:ünt changes ln the 

. 
rate of growtll uf such faCJ.litJ.es and the natune of thei r fundlng. 

A BritIsh United Provident Association spokesman commcnts: 

Incrl'0!>1Ilgly dS llie demand for these places grows, l am look­
ing ln economlC ter'ms at \o,'hetller i t wou ld be a'ivisab le ta go 
to tlle mùrket ünd raise capital and pay Interest on it, and 
try r'llflnin~ in paraLlel, particuLllrly in tlle London at'ea. with 
hO<;(ll ta ls wh icll were entireiy there 011 a non-profi t, but 32 
certainly cummercJ.ül basis, wllere Iole would have full control. 

It is ail tic Ipa ted tha t such deve lopmen ts wou id induce new membe rship. 

The StJtnificnl1ce uf l'rivate Ilealth Care 
for the Nùtional lIealth Service 

As inù1ca ted above, the pd va te sector 1S sma ll, ln.l't J. ts con-

tinued growth may in the future pose a threat ta the cac-e available 

wjthin. the National Iiealth Service. The eagerness of firms, such as 

Bri tish Uni ted Provident Association. to E'xpand their opera~ions i5 

but Olle element fosledng .the growth of the private health sector. 

We must a1so examine the ways in which the very existence of privatè 

health ca~ can lower the quality of care undcr the National lleaLth 

SeC'vice and thus create additional. demand fol:' private carco 

Why do people seek private hospita l col:'c? The main' reasons 

appear ta bc the opportuni ties to choose the time of, hospJ. talization; 

to receive carc more quickly than National Health Service patients 

(in non-urgen t caseç); to choose one '5 consul tan t and be sure that he 
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WIll pc['fo['m any operations; to have fllO['C attention paiù to medical 

tes ts (wltlch have the consul tant 's name on them); and a fee Ling they 

would generaLly receive better service and attention. 33 A['gwnents~ 

have been advanced that National Health Ser'vice patients ar'e deprived 

oi the core WlllCh they should be receiving as a r'esult of the demancJs 

made by privatc patients on hospital facilities and on consultants. 

These arguments gained such prominence that in 1970-l97l, the House 

uf Corrunons 1 Emp 10ymen t and Socia l Ser'v ices Sub-convni ttee conducted 

hearings un the use of National HeaLth Service facilities by private 

patients. The minutes uf cvidence of this committee pr'ovide numerous 

examp les 0 f the ways in which the trea lmen t of Na t LOna l Hea l th Se'rv ice 

patients suffers because priority i5 frequentLy given ta private 

patients. The report of the Expenditure Committee summül''fzes a par't 

of this evidence as follows: 

Though the number of beds approved for' pr'ivate useoare required 
to be m~de available ta National Health Service patients if not 
in use" i 1:: was a lleged tha t i t was "not uncommon for' beds ta he 
was ted becéluse they arc heing 'kept empty for private admissions." 
Also, it was added that because of long waiting lists for' some 
types of surgical treatment, pr'ivate patients obtained prefer­
ential admissions to National Heùlth Service hospitals foC' sur­
gical treatment, which meant Nationalllcalth Service patients 
had to wait longer. It was stated that National Ilealth Service 
patients who should be nursed in single rooms, for medical 
l'casons, may he k,ep t in large ,..,ards Or' moved in ta large warùs 
50 that private patients may obtain the privacy paid for. 

Other statements concer'ned the prefer'entiaL use of opcrating 
thea tr'es anù ùiagnos tic faei li tics. l t WëlS said tha t \"hen 
private patients ""ere included in the National lIealth Service 
opcr'ating sessions, they were uSllally plac:ed early in the list 
50 that opel.'ations on National lIealth Ser'vice patients "wilh 
an equa l or superior priori ty" migh t be de layed or even can­
eeLled. Regarding diagnoses 5ueh ~s special r~diological 
investigations, ~it was asserted that though patients woul.d be 
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booked for specifie times Long in ndvance, if a privale patient 
were brought in nt short notice, it Itusually Led ta the can-
ee Ua tian of one or more National Hea lth Sery it:e appointmen ts. ,,34 

Evidence was also presented of National Health Service beds 

being useù by private patients;3S of a Lowe ring of staff morale due 

to consultants' neglec~ of their National H~alth Service work and 

excessive delcgation of t"esponsibility of sucll patients ta jwliors;3G 

and of specifie abuses such as the theft or borrowing of medicOll ~quip­

ment and expensive instruments for private work. 37 Dut the many such 

examples of the low~ing of the quaHty of National Health Service 

care rlue ta the demands of private practice were given anly token 

recognition by the Expenditure Commttee. Albeit by a narrow majority, 

their conclus~aJls were: 

that private practicè operates ta the overall benefj t of the 
National IIcalth Service. \ve recagnizc that, from time to 
time, abuses may occu!:' as they may in any large organization. 
We do not candone tllis situation, but wc do not beLieve abuses 
to be widespread or of any magnitude .3H 

Such a conclusion is not surprising perhaps if we conside~ the 

intcrcsts of consultants in retaining privat~ practicc unchanged. 

CertaIn ly, the1r evidence before the Expendi ture Commi t tee was support-

ive 6 of existing art"angements for private practice. If they wish, 

instead'of working full Ume for the National lIealth Service, consult-

ants may be employed on a part time basis. A maximum part time con-

su l tan t aC,cep ts th~ ob Uga tions of 0 fu li Ume pas t, bu t is puid on ly 

9/ U th of the fu Li time salory. ln C!xchangc, he has the right to 

engage in private practice. This combination of privatè and National 

Health Service wor~ can be lucrative: in 1955-56. ,the average incorne 

o 
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of pat't time male consultan ts in B ritain was 13 ,603 whi le tha t uf 

full Ume consu l tants was13 ,002, and the average income of those 

in the Ilighcs t income deci le of part Ume workers was 15,393 white 

their full time caunterparts receiveù an avet'age of 13,182. 39 Any 

restrictions on consultants ~ rights ta enter private practice wauLd, 

thereforc, lower tlleir income considerably anù cause man y to leave 

the country. The Report of the Expendi ture Commi ttee diù recognize, 

therefoI'c, the rnle p layed by privatc practicc in keeping top con-

sultants in Bt'itain. But it failed ta recognize the implications of 

a continued gt'owth of private practicc for the National Health Service. 

As we have already noted, the private sector of health care 

accounts fo[' only û small proportion of the population. Smalt 

numbers of patients are involved and the extent to which they ùeprive 

National Health Service patients of the care which they should t'cceive 

'\ 
is as yet small, but there ate reason, for expecting il contiriuing 

growth in pdva te practice and hence Il further de teriora tion in 

Na tional Henltl't Service. However, the significancc of the continued 

existence of the private sector has ta be round in other than present 

numbers and tlte extent to which National Ilealth Service patients are 

now dcprived of Cilre which they would otherwise receive" 

We can focus, instead, on two ~latèd issues in illustrating 

the significance of pC'Ïvate practice for the NùtionaL Jlcolth Service. 

Firstly, there i6 the symboUc sigllificancc of privatc pract1cc: the 

• 
existence of a private health sector recognizes the! right of'patients 

who bave the moncy, to pay for certain prlvileges which al:'e by no 
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means simpLy nan-medical prlviLcges. Thus, recognition is given to 

the distribution of medical care on a uasis other' than nced, and to 

the availnbility of two leve.s of carco Manchcl' cornmcnts: 

Sincc the rationule fol' private pructicc. when fl'ee medicaL 
Cûr'c isJlvaiLabLe to aU, must largeLy imply !';ome service, 
dIe question of private practice cannat be comrortabl~ 
divorccd fl'om the provision of two standards of care. a 

In a symbolic sense at Least, ft.can be al'gued that the 
. , 

National Health Service produced li tt le chnnge; jus t as before 1948, 

the weaLthy can pay for -prlvatc car'e whi Le the pOOL' rcceive public 

care. lt i5 true that thc majority of people rcccive public cure, 

but il privi Legc has becn retained--one which appear1s to be increas­

ingly attractive to mid~le class patienls. Continu ct gt'owth of the 

private sectar colild produce two parallcl heaLth services: onc catet'­

ing largely, to the middle class, the otllcr, to the working classa 

And hcrein lies the further signlficancc of private practice 

for the Nationa l Health Service. The existence and continued gt'owth 

of the pdvate sectot' Is importi;mt in that i t can have in the future 

an increasing impact on the quality of care received within the public, 

sector. ,In order for a demand for private çarc to exist, the National 

Hcalth Service has ta provide ioferlor cst'e, and i ts existence ,cao 

mak"e public cure evcn more inferlor. Dy attracting mainly middle 

class patients, it robs the National lIealth StH'vice of its more vocal 

and cri tic~.l pa tients--patients whose. continued use of the National 

Health Service might otherwise help c to gencral:e improvements within 

thé- public sel'V i90. A cïrcular process may be set in motion: the 

contiriued growth of provident schemes serves ta convince peop~e that 

co 
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they do have something to offer, and as they grow in membei'ship, their 

negative impact on the quali,y of National H~aLth Service care may 
\ 

increase. Thus, yet more pati~nts may be attracted to private ~ractice, 

and as the pdvate sector contÙlUes ta prosper, the public servic~ 
\ 

continues to deterioratc. 

Summary 

In conclusion, we argue that private patients compete for 

resources with National Health Service patients anù that the claims 
) 

of the former are frequentLy given priority. At present, because of 

the relativeiy smali number of private p~tients, this has relatively 

Little impact on the quality of care available under the National 

HeaLth Set'vlce. Uowevcr, the very exisLenbe of a private health sec-
, 

tot' gives format.recognition to the availability of two levels of care. 

And continueù growth of provident schemes-~whic? ls pat'ticularly likely 

if they become an accep.ted fl'inge benefit" .. could lead ta the deve lop" 

ment of twd parallel health sectors. This wou id in many respects 
\ 

\ rept'esent il ~etu~n to the 'pre-19~S situation. 

CONCLUSION 

Our review of data dn the use' and guality of National. Health 

Se~vice hospital.s indicates reiatively cqual access ta heulth care, 
~~! 

butstudics which suggest the existence of cl.ass b,ased ine'q!laUties 

do indicate the need for fut'ther t'esearch. \'1e have argued that data 

on hospital admissions are t'elatively meaningless unless vie~ed in a 

broader con tex t • 
çl 
~~ 

Sinèe similar patterns of hospitalization may exist 

,\ 

'" W&aa MC dZ-." 
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( , i\ medica l cn!:'c systems which ontain marked inequalities in access 

to \erv lces anù 
\ 

in those where 

ization data must be interpreted in 

primary C3!:'e. And 50 because we 

of ~ccèss prevails, hospital-

light of the accessib~lity of 

d no marked class inequtllities 
\ 

\ 

in access, to genera L practi tioner care, .... :~ have argued that there 
'. , 

appears to be relativeLy equaL acce5S to hoè..pitaL care within the 

National Health Service. However, the questio~ of whether unskilled 

anù agI'icultural workers are disadvantaged in access to both general 

practitioner and hospital care has to 6e resolved by furthe!:' !:'esearch. 

In our discussion of the pt'ivate henLth sector, we have argued 

that the very existence of private care is a formal recognition of 

the availabi Ut y of two levels of care and of the right of patients 

with hi~l incomes to, pay for care of superior quality. The private 

sector i5, admitted Ly, small and it presents re lative ly litt le threat 

to the qua Lit y of care provided within th!,? National Health Service. 

But while it is diffieult to engage in social forecasting. the poten-

Ual paths of deveLopment of the public and private health sectors 

should be considered in future planning of the hcalth services. If 

group based private schemes become mor~ widely aucepted by compnnies 

intere~teù in extending the ft'inge bene fi ts of management, if the full 

page British United Provident Association advertisements \!Ihich, over 

the past few ycars ~ have appeared more frequent ly in the b~tter news-

papers are successful in attracting new mcmbers, then the present 

annual gro\!lth ~ate of close to 8 per cent may increase. And should 

this be 50, the possibi li ty of a deteriora tion in the qUa li ty of care 
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within the National Haaith Service also ·increascs. 'fhe potential 

development of two paraUe 1 heaith sectors should- not be too easi iy 

dismissed. 

We have already 'argued tha t whereas midd Le c Lass pa tien ts 

were disadvantaged in aecess ta hospital care priaI' to the introdue­

-ition 'of the Nati~nal He~lth Service. under the ncw service. the door. 

of the major hospitals were opened to them. We now see that they have 

fully availed thpmselves of National Heaith Service hospital care, 

and that they have, at the sa~e time, re taineù the ri~ht ta pay for 
iif 

priva te care and the privi ieges which i t brings. And private hospi tal 

patients are no longer confined ta smaLier hospitaLs providing 

·inferior care. ln effect, therefore, middLe class patients ben~flted 

from the introduction of socialized medicine,and at the same time, 

saw an extension of the benefits attached to receiving priva te cat'e. 

,f" , 

" 
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CHAPTER IX 

DENTAL CARE: AN EXCEPTION TO THE GENERAL PATTE:RN 

Introduction 

As in the previous two chapters, the initial question from 

which we proceed is that pf whether class inequalities in use of 

dental services exist. In ather wards, to ~hat extent are thc needs 

far dental care of patients af different social cl~ss bein~ met 

wi thin the Na tional Health Service? We will argue that:. 

1. Unlike general practitianer and hospital services, working 

class patients do not make as full use of the dental service 

as their needs for treatment wauld lead us to expect. All 

patients make less frequent use of dentists than is warranted 

by their needs for care, yet this gap is considerably more 

obvious for working class patients. 

2. This inequa li ty in the use of den ta l serv ices may be' exp lained 

by the absence af a tradition of public or charitable dental . 
care for the warking class, by the comparatively high costs 

of care, and by the rather negative public image which the 

dentist passesses. Vélriations in access ta heal th care cannot, 
l 

therefore, be explained simply in tenns af the presence or 

absence af a s ys tem of sacia lized medicioe. 

,The first sections of this chaptèr review tRE gata on needs for , 
dental care, and the use made of the dental service by patients of dif-, 

ferent social class. The latter ,ections are devoted to a discussion 
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of, the probable r~asons for the much more obvious class bias than 

exists in the case of the other two major sources of care wi thin 
( 

the National Health Service. 

-----------
r."." 
(. 

NEEDS 

The same pàttern which emerges in ,relation to general morbid-

ity is evident with respect to dental health: persons of lowe" social 
\, " 

class experience poorer dental health and h'ave a greater need for " 

care'. A thoI'Ough study of the need and demand for dental tre.atment 

l 
has been sponsored by the Nuffield Provincial Hospitals Trust. ,The 

research covered a random sample of the popuJ,.ation aged 1:\.Ienty-one 
" 

years and over in two towns in England~-Salisbury, and Darlington. 

The samp le in Salisbury was examined between April and Sep.tember, ·1%3, 

and théh in Darlington bëtween 'Septe"rÎlber, 1963 and March, 1964. 

Table 14 shows the proportion of teeth present which were found to be 

decayed by the social class of the individuals examined. The results , 

are presented separately for ,the two towns. It c;:an be seen that: the 

proportion of decayed teeth (and thus the neecl for care) is hlgher 

in the manual groups than i'n the non-manual: the proportio~ of people 

-
wi th no decayed tee th ranges from 4-0 .per cent in c las,ses .. l'and Il, 

to 15 pel" +n t in classes IV and V in Sa.,lisDury, and from 37 per cent 

to 13 pel" cent respec'tively in Darli~gton. These types of results 

have also been found in later studies •• 'ihe first dental suryeyon a , 
national sclalé was conducted by the Government Social.Survey in ~968. 

. ~ 

This covered a random sample of adu~ts,age~'sixteen years and over 
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TABLE 14.--Social ciass and proport:kJn of tccth present found tu be 
decüycd, Salisbury and Dëlrlington, 19û3-6 IJ 

, 

-' Teeth Present round to be Uecaycd 

Less, than ' 'Iota t 
Socla l C las s Nonc 1/3 1/3-2/3 ' Ovcr 2/) N = LO 

Salisbury 

land 3: 40 53 8 - 4q 

ut non manua l 32 64 I~ - 47 

III manual 22 66 9 3 76 

IV and V 15 75 10 - 20 

All groups 28 , 63 8 l 183 

Uar:- li ngton 

r and Il 37 52 7 4 27 
-

III non-manua l 38 55 8 - 40 

III mamlal 11+ 78 7 l Yi 

IV and V 13 73 15 - 40 

AU groups- 22 69 8 L ' 199 . 

So~rcc: J.S. 1Ju"lm'~Jn .ll i!!., DemaQd and Nccd' for Dental Care 
(London: Oxforù University Press, 1968), p. L7. 
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c~ f 
\ 

in EngLand and WaLes and showed an increasing LeveL of tooth Loss as 

social class declined.
2 

These studies indicate that needs for dental care are greater 

amang working class patients, and yet data on use of dentaL services 

show that it is middle cLass patients who make the most frequent 

demands for care. 

USE Of THE DENTAL SERVICE 

\ 

1 

The Survey of Sickness pt"Ovides mean annual denfijll consultation 
~ .. ' 

3 
rates for the period L943-l952. These rates, for males aged sixteen 

years and over, show a clear increase wi th increasing income Leve l: 
\ \ 

they range from thirty-seven for those earning Less than t 3 per week 

to eighty-eight for those eat'ning over liO pel' week. 

The more thorough study of needs and demands for dental care 

which was sponsored for the Nuffield Provincial Hospitals Trust 
c 

indiçates a similar variation. In all social classes, the need for 

care exceeds the actual demand. but the discrepancy between need and 
" 

demand increases with lower social class. Table 15 indicates the pro-

portion of tee~h,which had been restored by the social class of the 

pers~ns exrunined in both Salisbury and Darlington. ln Salisbury, 

85 pel' cegt of the subjects from classes IV and V had less than one-

third of their tèeth restored, and in Darlington, Bij pel' cent. The 

comparable figures for classes 1 and II were 28 pel' cent and ~4 per , 

cent. 1 t is aiso interesting ta note the diffet"ences between the 

(~) 
manuai and non-manual sections of class III. In Table l4, i t can be 

) 

\ 
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'fABLE l,.--Propurtion teeth fuund tu have been rcstol'ed by social 
c1ass. Salisbury and Darlington. 19&3-&4 

l'eetlt Res tored 

Less than 
Social Class None V3 V3-2/3 Ovcr 2/3 

Sa lisbury 

1 and II Lü LB SB l5 

III non-milJlual 9 49 
1 

(l3 -
III manu,)l 23 4L 33 

.., 
l 

IV and V 25 60 lO 5 

Ali groups l7 4U 38 5 

Darlington 

1 and Il iL 33 I~H 7 

III non-manuaL 5 48 411 -, 

III manual 44- 38 lB -
IV and V 50 2B - 13 -
All groups 35 38 27 L 

Source: J'.S. Dulman et al., Dcmilod and Nceù for UC'ntal. Cat'C 
(London: UxforùUniversity Press, 196H). p. '19. 

o 

Total 
N ::: lUœ6 

40 

47 

7u 

20 

un 

27 

IW 

91 

LW 

199 
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seen thù t non-manua l ~rkers in c Lass III ür~ less Like ly ta have 
• 

decayed tee th than manual workers in the sanie class. AmI Télble l5 

indicatcs lhat the former are more Likely ta seek dental care: in 

Salisbury, 9 pel' cent and in Darlington, S pel' cent of nun-manuaL 

workers had 110 teeth restored while the cquivalent figures fol' 

manual wurkers in the same class were 23 pcr cent and 4l~ pel' ceIlt~ 

This s tudy by BuLman ~ .Q.b il lso prcsen ts data on the pcdod 

of Ume wllich hnd elapscd since the Lilst visit to the dentist, and 

on the pùtterns of dental visits ""ithin the five ycars prcceding the 

survey. Working class patients were least likely to obtain regular 

dental carco üver one-third of thos from classeb IV and V, and 

close ta 1:' per cent of those ft'om Lasses 1 and II, had not vi si tcd 

a den tis t in the ten years before And, as 'fi)b1e 'tl6 

indicates. nOlle of those in class hâd "receiveù r,cguLar dental care 

in the past five ycars whiie one- from classes 1 and 

Il had done 50. Furthermor'e, th proportion of people who did not ... 
cbnsult il dentist at jan during the preceding five years rises 

steadily [rom cLasscjs 

the percentages range 

V: in Sa lisb-ury, for examp lé. 

teen for classes 1 and II to sixt y-

fouI' for cLass V, and in Dari ngton, [rom 22 per cent ta SO pel' :cent. 
1 
1 

Fut'ther confirmation Qf this reLtltionship betwecn social class 
1. 

and use of denlal services is found in a study by Cook and \'/all$er .. 

Theil' ûnalysis of pûymcnts made to dcmtists shows that in executive 

counciL districts with a high proportion of the population in pro-

fessional and managerial occupations, the volumc of den taL tt'eatment 
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'fABLE 16.--Pattem of dental vlsits durin~ past five ycars by social. 
c loss. Salisbury and Uat'lington t 19lJ3-64 

i 

Pattarn of Visi ts 

J{cgu- Occu- Rare ly RarcLy No Total 
Social Class Larly sional1y (Pain) (Den turcs) Visi ts N = LO 

Sa lisbury . 
1 and II 33 23 LO 1.5 1.9 88 

III non -mùnuù L 2H 2U 18 3 3U 93 

III nlû Cl ua 1 l4 1.7 L;, LL ln 203 

,. 
IV !J H 23 11 ;'3 :'3 

V • - 9 Lti 9 (,4 22 

Dut'Ungton 

l and II 3;' 29 8 G 22 Il9 

III non-manuüL 21 9 24 14 32 9L 

III manual 6 8 29 13 45 2118 , , 
IV 1. 10 23 15 S1. 79 

V \ - IJ 3U 15 50 46 

1 
~ 

/ -$ou ('ce: J. S. Bu !,tlû n ..Ç.! ..!!1. t .::D:.::c;.:.:m~a~n:.::d:.....:::a:.:.;r1:.:::d~N..:.:~.;;;c.;;;d:....:.f.:::.o..:.r--=O;.:;c.:.:n.;:.t.::.a..:;.l...::::C.:.:.i1~rc 
~ (\) (London ~ O~forùQ University Press, L9OB) t p. 39 
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was hlghcr than in thosc ~xccutive counci l districts \I/i th a high pro-

portion of unski lled and semi-skilled manua1 workers. l'hey aiso 

compare expenditurcs on dental care in 1952 ilnd 1962. After aùjust-
1 

!rents for price changes, the 1962- figure for England and Walos shows 

an increase of 51 pel' cent over the 1952, figure, anù there was il 

tendency fo r the grea tes t increase ta be in those dis tric ts in which 

most money was already being spent on dental treatment--predom~nantly 

midd1e class dIstricts. 

Cleady, although needs for dental care ûppear ta be greater 

on the part uf working class {Tersons, it 15 midtlle class patients 

who make the mas t frequent demands for caré. \'Ihy do these c Leal' 

class diffcrcnces exist with respect ta dental care when they do not 

for the other mcùIcal seL'viccs which we have discussed? There seem 
J 

ta be se~eL'al possible explanatians, and wc mave first ta consider 

the pattern of deve'lopment of denta l services in Bri tain. 

IlISTORICA,L DEVELOPMENT OF DENTAL SERVICES -

The Absence of a Tradition of Care 

\oJhiie therc has been a long traùi tion of proviùing bath h05-

- S 
pital and gcncral practitioner care -for the pOOl', no such tradition 

devclaped with respect ta dentaL carco ft has always bcen a service 

provided lar~cLy Tor, and mainly vaLueù by the miùdlc claBs. White 

highcr incomé families werc able to ,dévc lop habi ts of fairl.y rc~ular 

dental inspections and trea~mcnt (thus protecting their tceth and 

preventing extractions)~ lower incorne f~ilies tended ta have ta wâit 
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until pain forced themto vis1t a extraction was usually 

6 
the only possible trcatment. As Herbert comments in 1939: 

'rhe \~ealthiel' c lasses have acquireù the habi t of v 15i ting a 
dentist regularly ~nd l.ooking to him to protcct thcir teeth 
ra the!:' than to extroct them \0/hen decay has finishcd i ts work. 
Bu_t the working classes gcnarally have not come to reaUze 
the importance of dental health, anù in any case mûny of thern 
cannot afford regular dental treatmcnt. Accordin~l.y, they 
tend to wait untll pain drives them to the dentist. Dy that 
time extraction is often the onLy remcùy. 7 

l~ 

The minimal provision of public or chari tably supported dental 

care, no doubt, stems partly from the nature of dental problems. 

While infcctious diseases were a potential J'h at to the wcalthy, 
) \ 

decayed teeth werc a problem tp thelr bearer al ne. Sclf-interest 

did not, thereforc, lead the wealthy to provo e for the cace of those 

less fortunate thiln themselves. But wc shou).d éllso recognizc that 
, " 

dental treiltment had a relatively low value placed upon ·it by aU 

sections 'of society--even motivated by altruism, the wealthy wel'C not 

likely to see this as an important bcnefit to be made available to 

worket's. 
. 

'Ihe law value placed on dental cat'c is in part uependant on the 

nature of ,dental problems which' aLlow for a greater amount of dis~re­

tio \ rJy behaviour--i t is I11..Ich easier to ignore cavitie5 (un l.ess they 

of l'cal pain) than it is to ignore many general 
'i) , 

m, dica\prOblèms. It is a1so unûoubtcdly relatcù to the s tatus of the 

p ofelision and the la ter developmcnt of dentistry and dental trcilt­

Den~i.stry "only slowly achieved the digni ty of",? profession": 
l "-

rofessionaUzation took place at a relatively ilate date, èonsiderably 
/ 

'" 

~ • • 
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aftcr the clûssic age qf British philanthropy.' Whereas the General 

Medical Council (supervising the medical tr'aining and qualifications 

of doctors) was cstabLished in 1856, the similar body for dentistry 

was only established in 1921. 

Pdor tu the introduction of the N<ltional lIealth Set'Vice, and 

apart from'private care, dental trcatment was available at maternity 

and child wc lfare clinics, ante-natal clinics, and through the School 

Medical Service. Treatmcnt was also provided at dental hospitals, 
/ 

the outpatierrt departments of generai hospitals nnd at municipal 

clinics. And if patients were covered by none of these services and 

were unable to pny privately for care, Public Assistance Committees 

and sorne charitable organizations ""ou1d provide he~p .f'Or needy cases. 

But t\lese services were in no way as extensive as thosc for generai 

medical and hospital care. 

DentaL Caro Under the National Jl~lth(, 
lns!.! t'Omec Sc/~emc 

G • 

Uenta l Célt'e was provided as an addi tional bencfit under the 

Niltio~al Health ~urance scheme, but less than 10 per cent of the 

insur'ed population \ligible for dentill bencfit actually applietl for 

treat~nt in any giV~ll year. ln fact, procedures for applying were 
\ 

by no m~ans straightfo\ward, and there were no clea%:' guat:'antees that 
\ 

the National llenlth lns t'ance schemc would pay.for the treatment 

reccivcù. S!lOllltl the de,n ist dao a thorough job and the cost be high • 

an ApPrQvetl Society might d ny payment'--even if the treatment had 

been formally approved by the Dental Bencfi t Counci 1. This :lione 
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was likely ta Lend ta diffe~ent t~eatments for insu~ed and p~ivate 

patients. 

The Approved Society rare ly paid the whole cast of care--

unless i t was unùe~ 10 shi Ui,ngs, and the procedure for claimin~ such 

benefit was not simple. Aftel' applying for bençfit, the insureù 

pet'son migh t be t'equircd to submi t ta an examina tion by a I<egional 

Dental Office!'. Th en , if the c laim were accepted, ther'c would often 

be a dclùy befor~ reeeiving tl'eatment sinee the Conunittee of Nanagc-

ment of <Ul Appl'oved Society' had to Eix the propol' tion of the cos t to 

be paid by the Socle ty- -which in no case shou ld bc less than ha If the 

cast of treatmcnt. And, sinee such additional benefits wcre dcpend-

ent on the Approvcd Socie ty having surp lus funds, where morbidi ty was 

high or nceùs for care great, such aùùi tiollal bcnefi ts were lcas t 

likcly to be available. As Levy notes, 

These üùmin1s tra tive conditions and CÎl'nfrns tances ùo not tend 
to stimulate dental tre,atmcnt on the p~lt-' of a class which is 
in gcneraL inclined to take dental co(ervotion lightly anù • 
tries to ilvoid medical action in what in muny cuses i5 nt first 
rcgardeù more as nn inconveniencc tha il sicknllss. H 

\ 
S umlIItl t'Y \. 

\ 

-The developmcnt of dental services \\'a'g..,..of il ratl\C[' different -------. 
nature thun that of gencraJ. pl,'actitioner and hospita·l skiees. l'rom 

its bcginnlJl~s, dcnt:istry WDS ~sscnt.ially \) se['vi~e CiltCri~ 
'-'--'" 

mi dd lu c loBS fec pay~ng p' ticn ts • The prof.sshm,LI .. t ion of de 1\ t;~ry 

took plol1e at a relativcly late date in Britain, an~ public or Char? 

table dental cilr'C was never providcd for workers and their tamilias 
~ 
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in the sume measure as gCQel'a L mcùica l anù hospi ta l ea rc • Quite 

SilrlP Ly, work ing c lass pa tients were in no posi tion ta ùeve lop the 

habits of,obtaining dental care and the ùcntist nevel' became a 

familial' fi~urc in wOl;'king c.lass al'eas. ~n no position to dcvelop 

a long tradition of valuing and obtaining regular caret working 

class patients wct'c, thcrefot'e, unlikeLy ta place il high priority 

on den-t:al treatment as soon as the National lIealth Service madu it 

more readlly avûilûble. 

Dut in sccking to explain pl'csent cluss incqualitics within 

the dC'ntal sCl'vice, we must go 'bcyond a historical expLanation and 

examine the organiza tian of these services and the factol's which con- // 
tinue to operatc as a deterl'ent to working class patients seeking /// 

cal'e. To thosc, wc now turn. 

CON'fENPORARY BARRIERS 'rO OD'fAINING CME 

'fhera i5, in aH classes, a discl'cpancy beM-en neeùs fol' 
, 1 . , 

dental Cill'C and actual treatment, but the disc~pancy is much gt'eater 
.----/" 

for working class pa tients. Sever~ll featutes of the den tal services 

wi thin the National Health Service may hQ,lp to explain these low rates 
1 

of consultal:ion on the part of wol'king 'dlass patients. Firstly, thê 

costs of dental cure may prevent some patients from seeking treatment. 

,-The cos t of ùen tul Cûl'C is comparative ly high since pa ticnts pay a 

substü/ltiul part of the total cost nt the sl:art of a course of treat-

9 
ment. And ''t'hereas the "hidden" costs of obtaining gencralY prûcti tioner ' 

care are only likely to present a problcm for pet'sons close to the 

, 
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pove~ty line or below it, tilC costs of using dental services arc 

likely ta act as a dC!tC!~rent to a wider section of the population. 

The study by BUUnan et al. notes that manual wOl'ke~s we~e must likely 

to express dissatisfaction about the high cost of dental ca~e: the 

dissatisficd were those mos t likely ta visi t a ùentist only when 

they were in pain. 10 This, no doubt, he Ip ta expiain the higher 

proportion of manual wo~kcrs who have no naturai tceth, and yet have 

no den tures. 11 

Bu t cos ts a lone are not a fu 11 exp Lana tion • The uv ai labiU ty 

of den ta L ca~e i5 aiso impo~tant. A 5tudy by Cook and Walker of the 

geographical dlst~ibution of dentists wi th!n the Uni ted Kingdom 

suggcsts that ca~e may be less availablc fo~ working class patients 

since dcntists are morc likcly to s~t up their: pL'actices in middle 

class areas. Speaking of the geog~aphical~istribution of ùentists, 
/ 

" 
they note that 

In England and Walcs thcre la clear evidence of an association 
wi th the social class s t~yctu~e of thc popula tion; the higher 
the p~oportion of persons in socio-economic g~oup l (managcz:-ial 
and professional). • . the highe~ the proportion of dentists, 
and the hi~ler the proportion of persans in soclo-economic 
group III (unsk'i)led or' semi-skilled manuaL workers) .•. the 
lower the proportion of den tis ts .12 

That this may tie an importaQt factor in explaining lowe~ rates of use 

on the Pélr."t of wo~king class pa tients 15 suggestèd by the fact that 

where more facilities are p~ovided, the demand"for treatment does 

rlse to make us·e of the~. 13 

Another possible explanation may lie in the pUblic image and 

acceptance of the dcntist: we can note distinct differences in the 

m 
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1 
popular images of dentists and doctors. In Chapter VII, we spoke 

of the homely and approachabie image of the family doctor. The image 

of the dentist i5 quite different. It i5 almost as though the gen-

eral practitioner exists to help you, whiie the dentist is there to 

hurt you. How man y mothers tell their child, before a visit to the 

dentist, that "it won't hurt"? And h6w many have to make a similar 

promise.before a doctor's visit? The Political and Economie Plan­

ning study of the health services notes that the major reason for 

not getting dental treatment when it is needed i5 that people" are 

scared and appréhensive.l~ This fear which people.have of dentists 

is brought out in BuLman's comments on the response to an offer of a 

free dental examination (an examination--not treatment!): 

No one who was examincd objected to the examination procedure 
and many who came expecting to experience sorne discomfort 
were agrceab ly surprised. Several "examina tion refusais" 
were converted to acceptances after sei~ng a friend or rela­
tive emerge unscathed from the ordeal. 

And when these subjects were asked what they looked for when choosing 

a dentist, the most frequent answer was a "dentist who puts you at 

ease," and' the next most frequent, na dentist who doesn't hurt.'.' 

This negative image may explain the discrepancy between needs 

and demands for treatment in all social classes. But it may be more 

important for wor~ing class patients where knowledge about dental 

health and care may be 10wer,l6 where no long tradition of seeking 

regular dental care has developed, whe~e dentists are not easily 

accessible, and where costs are-alr~ting as a deterrent. Each 

of the factors which help expiain the low rates of cons~ltation on 
o 
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the part of b'ut'king class patients may thus tcnd ta rcinforce eûch 

other. "nd thOUgil the Nationa l Hea Lth Service did, in ~hcory, pro-
, 
,~ 

vide more ready access to dental care, these aspects of the organi-
- J 

zation and delivery of care may have inhibitcd many pat~ents from 

using the ncw services offered to them. 

CONCLUSION 

There i5 an obvious difference beNeon the patterns of use 
-

of den téll services and of gencra l practi tioner and hospi ta l \ervices. 

ln thl' La tter cases, t'cla tively few ins tances uf class incquali ties 

are evident, but with respect ta dental care, we see quite obvious 

inequalities. While ail patients fail to ob tain the care which 

dental examinations indicate as being necessary, worldng class pa-

tients are cunsiderobLy less likcly tu receivc the core which they 

need.. \~e have argued that the low rates of consultation on the part 

of working class patients may be unders tood in terms of the his tor-

icat developmcnt of the dental service and the present organization 

of this service. The absence of a tradition of public and charitable 

care prevent\d the identification of the dcntist as iln IntegraL pat"t 

pf the working cla!5s community and hindered the development of values 
,." 

and attituùes conducive to patients secking cure on'a fairly regular , 
1 ! 

basis. Anù though the introduc~iol;t of the .Nationai.. Heûlth Service 

made care more rcadily ilvailable, the X'clatively hrgll CllStS of obtain-

ing this, the tenùency of den~ist5 to loca te their surgeries in 

middle class area~ and the continuing negativc image of dcntists mOly 

1 
. j 

1 
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have .further hampercd the developlTX.!nt or' habi ts of falrly rcgular 

dental inspection and treatment among working class families. A 

" 1 • 

~ ~reatet' correspondance betlo."cen needs for care and use 'Qf the dental 

services might be achieved with a reduction in the costs of care, 

-~, 

a relocatioll of many dentists in working class areos and an educational 

programme on dental health, and treatment. Dut furthet' research i5 

essentiaL if we arc to determine which of thcse factors are mO::it 

important in explaining the ft'equcncy with which patients 'seek cure. 

Insofar as the welfat'e state 1s viewed as reducing cLass 

incqua li tics, i t 15 socializcd medicine which 1s secn as nart'owing 
'" 

inequaLities in access to cat'e. Wc have, in our discussion of 

general practitioner services, argucd that ~le introduction of a sys­

tem of socia1ized medlcine is only one of sevet'al fuctut's whlclL may 

opel'ate to pl'oùuce equaLlty of access to meùiCill care. This di5-

cussion of the cJ.en tal sery icc l'einfQl'ces these arguments. It again 

draws our attention to the impot'tance of the tradition of carc exist-

ing befot'c the introduction of sociaLizcd medicinc, anù to the extent 

to which pr'actitioncrs--whether> gener-al practitlo11cl's OL' dentists-­

possess a faVOlll'ab le public imag(!. \vhi le th'(! gCI1C!t'al prac ti tionür-
... ' 

i8 anù has [or müny decaùes been an accepted element within the wot'k-

ing c loss communi ty, this has Ilot been true of the den Us t • 

ThouWl ùental care i5 p~ovidcù within the National IlcüLth 

Sery icc, the ClJsts invo Lvcd in obtailling i tore gL'ea ter thilr1 i5 the 

case for gcner'ûl practitioner care. For this l'cason, it 15 not as 

good an example of medicine as wc mlght wish, and ~'C must 
, " 

socializcd 

/ " 

,/ 
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limit the Inferences wc mlght mul,c froln a com[>arlson of the dental 
1 

and geneNûl practitioner services. However, it appears that va,ria-

tions in acccss to mcdical care cannot ue cxplaincd simply in terms 
1 

of the presence or absence of a system of soCialiBed mcdicine. 

, .' 
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CONCLUSION 

J~:'ile there is a continuing debate between marxist and plur­

alist the ries as to the nature of the distribution of power in 

advanced in ustrial societies, we have identified cert~in common 

assumptions concerning the introduction of welfare services and pro-

grammes, and the extent to which they have contributed to the reduc­

tion of cinss inequalities. Both marxist and pluralist theories 

have assumed tllat: 

1. The welfare state represents a radical departure frQm the prior 

organization of services and programmes; 

2. The working ciass was in a particularly ~advantaged position 

prior to the int~duction of welfare state services; 

3. The in~roduction of welfare services and programmes was a response 

to working class pressures for reform; 

4. As such, welfare measures were addressed to the needs of the 

working ciass and to reducing class inequality; 

S. The welfare state has reduced class inequalities and achieved a 

measure of incarne redistribution. 

These assumptions also embody a class theory of social change and 

con vey a sense of continuing progress. Thougll the two theoretical 

perspectives differ on the issue of how widely power 15 distributed 

throughout society, they both appear ta assume that a rooasure of pro ... 
; 

gress results from those redistributive processes which channel bene-

fits, traditionaliy received by,the middle class, ta working class 

families. 

-215-
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This study has examined the sources and impact of the National 

Health ~ervice in Britain and, in questioning the assurnptions.made in 

marxist and pluralist theories, has developed alternative interpre-

tations of the èmergence and operation of this one branch of the wel-

~ fare state. The research was conceived as an exploratory study. 

1 -

Obviously our arguments concerning the National Health Service cannot 

be generalized to other welfare services and prqgrammes in Brltain, 

nor to public hp.alth care systems in other countries. These are 

issues for further research. Simdlarly, the arguments developed in 

this study must be viewed in the form of hypotheses which might be 

tested in roore focussed studies drawing upon original sources. The 

breadth of the issues upon which we have touched have prccluded such 

systematic analysis of original sources. 

SEVEN ALTERNATIVE PROPOSITIONS 

Drawing together the threads of the arguments d~~êIo~ 
preceding chapters, we propose that: 

1. The National Health Service was not a radical departure from 

the organization of health services prior to 194-8. 

2. Working class patients were not severely disadvantaged in 

obtaining Medical care prior ta 1948: Middle class patients 

were, in sorne respe~ts, in a particularly disadvantageous 

position • 

3. The National Health Service was in large part a response to 

the recognition of a need fo~ organizational and admfnistrative 
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rat10nality and for a stable source of financial support for 

the hospi taIs. The National Health Service Act was addressed 

to the se goals. 

4. The recognition of problems wi thin the health services and the 
\ 

conce~n for~ came largely fram the medical profession 

and hospital administr.ators. 

S. The National Health Service may be no more effective in redis-

tributing income than were the health services prior ta 1948 .. ' 

6. Though no t spe-cifically addre~sed to achieving such, there 

are no glaring inequalities in aecess to medical care within 

the National Hea1th Ser~ice. This may be due not sa much ta 

the system of sDcialized medicine per se, as to the central 

role of the general practitioner in the service. 

7. While there are no marked inequalities in aecess ta caré, . 
there i5 a growing class inequality in health levels as 

measured by mortality rates. ,of' 

Let us address ourse Ives ta each of these issues in turn, indi-

cating the way in which we were direeted by questions ari~ng_from 
, -

tho$e assumptions made' within marxist and pluralist theories and briefly 

reviewing the data which we have discussed in the preceding chapters. 

1. The National Health Service was not a radical departure from 
the or~aÎ1ization of health services prior to 1948. 

Both marxist and pluralist theories assume that the emergence 

of ~he welfare state represents a marked departure from the earlier 

---------------p-v~--.. --~tf~;~I •• MMM!.Q~Jl.L_tt~_~i.~j~.~U~j~--~.i·1 
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provisions made for the poor and the working class. While the exact 

nature of this change i5 not made explicit, we might take it to imply 

one of severai things in relation to health services. The image of 

a marked change may be founded on the assumption that no tradi tian of 

publicly provided care existed bafore 19~8; or that care was generally 

not available te the werking ciass prier to the introduct~on of the 

National Health Service; or that the principle on which care ~as pro-

vided was different from that under the Nationai Health Set'vice. But 

our analysis of the development of health services in Britain from 

the mid-nineteenth cèntury onwards suggests that none of these asswnp-

tions are valid. As we have shown in- Chapter l, the ro&ts of the 

National Health Service can be traced back to the mid-nineteenth cen-

tury and beyond: during this time, a strong tradition of public and 

charitable care was established in Britain and care was available for 

the destitute and the working class at Little or no cost. And in 

the latter part of the nineteenth century and the early decades of 

the twentieth century, the State gradually extended its sphere of 

responsibility ~n providing health care. These facts do not le ad to 

the beguilingly simple thesis that the National Health Service was 

a naturai extension of this early tradition. But i~ should be recog-

nized that the princip1es upon which the National Health Service was 

foundJ!d were established many decades prior to ~the intro~uction of 

the service: the basis for the new service was laid by th 
Health Insurance scheme (1911), and by tfte 

services te all'persons suffering from certain diseasèS. 
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such measures the principle of free care with no means test was early 

es tablished.' 

This sense of continuity may also be understood in terms of 

the interest groups generated by the structure af health service pri~r 
to 19~8. As our discussion in Chapter IV indicated, nat a11 these 

groups were successful in protecting their interests in the negotia-

tians prior to the intt'oduction of the National Heal th Service, but 

the',elative success of consultants and general practitioners does 

he tI ta exp lain the continui ty of structut'e wi thin the health: services. 

lt is on the basis of such data that we argue that the National 

Health Service cannot be t'egarded as a radical departure from the 

prior organization of health set'vices, and that it was in large part 

built upon the existing institutional framework. 

2. Working class patients were not severely disadvantaged in 
obtaining medical care pt'ior to 1948. Middle c1ass patients 
were, in some respects, in a particularly disadvantageous 
posi tion. 

Marxist and pluralist theot'ies convey the impression that wel-

fare state services and programmes were introduced in an effort to 

reduce class inequalities. With ~espect to healtll'ea~e, such an assump-

tion leads us to predict that before the introduction of the National 

He~lth Service, the poor and the working c1ass were either denied the 

care available to middle class patients, or that the care which thev 

~ was of distinctly lesser qualit;y than that obtained by middle 

class patients. However, it appears that no sueh simple statements 

can be made concer.ning class inequalities in aecess ta care and use 

o J, 
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of services prior to 1948. 

Free public and charitable care was available for the working 

class even in the mid-nineteenth century and treatment was provided 

at small cost thraugh various types of contributory schemes. From 

1911, workers received free general practitioner care while their 

dependents continued ta receive treatment from the same sources as 

previously. The rising costs of care led ta limi tations being placed 

on the amount of free care available, and those above the level of 

destitution began ta he charged for a part of the cast of treatment, 

yet these încreasing costs were partly balanced by the rapid growth 

in membership of contributory schemes. There is Little data to indi-

cate the use made of health services by patien ts of different class 

background, but that which is availab1e for the two years before the 

introduction of the National Health Service indicate just sli~ltly 

lower rates of consultation with doctors on the part of working class 

patients. 

Differences.in the quality of care received by working class 

and middle class patients were probably minimal in the mid-nineteenth 

century. But as medical care increased in sophistication, it is pos-

sible that in terms of general practitioner care, middle class patients 

received better treatment. However, this was not sa in respect of 

hospital care. Local and vOluntary hospitals in the early 1940's were 

admi tting main1y working class patients while middle cl~ss patients 

were confined to the sma1ler and less well equipped priva te hospi tal 

system. In this respect--and in the fact that they received no 

, . 
~ , 

i 
) 
i , 



o 

- " , < 

-221-

, , 

financia1 concessions in obtaining care--middle class patients were 

in a disadvantaged position. 

It is not that the problems in obtaining health care were non-

-,. 

existent for working class families--even small costs may have severely 

strained the purses of workers' families, and in addition to financia1 

deterrent to seeking care, the moral stigma of accepting charity may 

have inhibited some fram obtaining care. Rather, we argue that it 

is inappropriate to recognize problems as existing for the working 

class aione: rndddle class patients received no financial concessions 

in obtaining care and were generally unable to obtain care in the 

mainstream of the hospital system. 

3. The National lIealth Service was in large part a respanse ta the 
recogni tian of- a need for organiza·tional and adminis trative 
rationaiity anq for a stable source of financial support for 
the hospi tals. The National lIealth Service Act was addressed 
to' these goals. 

Insofar as marxist and pluralist thearies argue that welfare 

services and programmes were addressed ta class inequalities, they 

. are not only insensi tive to the ~roblems fëlced by middle ciass pa~ients 

in obtaining medical care, they also ignor~ the interna! prablems 

within the health services prior to 19~8. We have argued that the 

practical problems of providing medical care in large part explain 
i 

the genesis Qf the National Ilealth Service: it was predominantly a 

response to the increasing costs of care and to the chaoUc organiza-

tion of the health services. The development of medical science 

created increasingly sophisticated drugs, and more efficient and com-

.' plex diagnos tic and surgical procedures secured a more central roie , ' 
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for the hospitals within the health system. 
"s 
At the same time the 

costs of providing care increased considerably and durins the 1~20ts 

" and 1930's, the hospitals were starved of funds and the voluntary 

ho spi tals became increasingly dependent on government rroney. These 

financial problems must be viewed against the background of the 

chao tic organization of the heatth services: care was available from 

myriad sources, there was much duplication of services and equipment, 

and Little co-ordination of admdnistratively separate units. 

The demands of wartime highlighted and intensified these prob-

lems. There was a very real need for a stable source of finance for 
. 

the hospitals, and also for a rationalization and integration of the 

health services; it was to these issues that the plans and negotia-

tions prior to the National Health Service were addressed. Unfortu­
'\ 

'na te ly, these negotiations were largely conducted in secrecy, bu t i t 

appears that neither equality of access nor improved access to care 

for working class patients were the primary focus in the evolution . , 

of plans for the new service. Given the fact that werking class 

patients were not severely disadvantaged in access to care, and that 

organizational issues are inevitably paramount in any such process of 

planni~g, this seeming,inattention to issues of social justice is 

perhaps not surprising. But furth,er research might usefully explore 

the manner in which the State '5 proposals for the ncw service were 

guided by an egalitarian ideo1ogy comrodtted to reducing severe class 

inequa1ities. 
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~. The recognition of problems within the health services and the 
concern for change came largely from the medicai profession 
and hos?itai administrators. 

Both marxist and pluralist theories view the introduction of 

welfare servÙ:es and progranunes as being a response on the part of 

the state ta pressures for refo~ from the working class. Such an 

argument leads us ta predict pressures from workers through unions 

or the Labour party for changes in the organization and delivery of 

health care. ~t such direct pressures for reform of the health 

services do not appear to have been strong. 

The problems in providing heaith care had been recognized for 

severai decades. But the initial recognition cam~ not from the work-

ing class, nor the Labour party (as a representative of workers), nor 

so much from the State, as from members ~f the medical profession and 

hospital administrators: the problems were largely defined by, and 

bIueprints for a new service formulated by those working within the 

health services. The proposaIs for a reorganized health system--the 

reports of the Socialist Medical Association, the British Medical 

Association, the Dawson Report'gthe Medical Planning Commission-­

stemmed mainly from the various branches of the Medical profession. 

Public pressures appear to have been at a minimum and in negotiations • 

prior to the introduction of the National Heaith Service, representa-

tives of the public were excluded. The poli ticaL left, as a repre-

sentative of the working class, was not in the forefrènt of pressures 

for reform--the Labour party only rcally accepted the proposals of 

the Socialist Medical Association in 1942 when there was already a 

--, 
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1 
general acceptance of an urgen~need for reform within the health 

services. And èven in 194-l, the government was thinking simply in 

terms of a reorganization of the·hospital system. 

It is on the basis of suah data that we have argued that those 

working within the health service were in the forefront of the move-
> ' 

ment for reform. While the first major step towards.socialized 

medicine--the National Health Insurance scheme--may be viewed in part 
" 

as a response ta pressures from increasingly organized ~ôrkers, changes 

within the health services after 1911 appear to be intelligible mainly 

in terms of the internal dynamics of the health system. 

S. The National Health Service may be no Jrore .effective in redis­
tributing incame than were the health services prior to 1948. , 

Underlying the assumptionsÇmade 'in, both marxist and pluralist 

theories as to the impact of welfare services and programmes, there 

is an imp11cit belief in~continuing progreS$. The"welfare state i$ 
~ ~. 

seen as reducing the most severe class inequalities. With respect ta 

the National Health"Service, ,th.is sense of continuing reduction of 

inequality,appears, at first sight, to be well founded. Not only are 

there no glaring inequalities in access ta general medical care--a 

point we will turn to in a moment--the health service, financed largely 

through general taxation, also achieves' a small measure of income 

redistribution. However, its exact contribution ta the redistribution 

of income is not clear and if we als9 consider the fact that mechanisms 

of income redistribution were operating before thë introduction of the 

National Health Service, we must question whether the new service has 

t 
1 
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a greater redistributive effect than the mechanisms operating before 

its introduction. Through public medical caret philanthropy, and 

rniddle class patients paying high ,private medical fees, thus Bt1bsidiz-

ing the free or Low cost care of poorer patients. a measure of in~ame 

redistribution was occurring priaI' to 19~8. Unfortunately'. in the 

absence of data .Qf'f' taxati<on, on the ccosts of care, and tiu? use made 

of rnedical services before 19~8, we are unable ta assess the alrount of 

redistribution which accurred. And in the absence of''tnore precise 

data on the redistributive effect of the National Health ~pvfce, we 

can neither assess i ts present impact nor compare i ts effectiveness 

with that of the hea lth services prior to 194-8. But, in the Light of 

the regressive costs of serviœ, we have argued that its redistributive .. 
~ole is likely to be quite small and that it is possible that the 

mechanism'rather than the arnoW1t of redistributi-on has changed. 

Further research might usefuUy explore this issue. 

6. Though not specifically addressed to-achieving such 1 there 
~, aré no glaring inequalities in access ta medical care within 

the National Health Service. This may be due not sa much to 
the system of socialized medicine per se. as to the central '_ Ile of the general ",practitioner in the service. 

/ With respect ta gêneral practitioner and hospital care, there 

appear to be no mar~ed inequalities in the use of services by dif-

ferent classes. There is some evidence of class variations in the 

quality of care receiveJ, ~d sorne suggestion that parts of class V 
/ , 

make less use of serv i~,~ than theïr mortaU, ty and morbidi ty experi-

ence would lead us ta exp~ct. Howe,er, the overalr impression is one 

of relatively equal access to care. 1 , 
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It 15 a paradox that though the National Health Service was not, 
\ 

~pecifica Ily addre5secl to achieving equali ty of access. "there appears 

to be less cla5S inequality under the National Health Service thah 

!IDder othe;,~blic medical care systems. We have_...9rgygd that this---­

relat~ve ~quality of access i5 intelligible not simply ln terms of the 

availabili ty of free care J but also in terms of the long his tory of 

care which had been avaiiab!e ta· the working class which has rendered 

the doctor an accepted member of the community and, most particularly, 

in terms of the organization of the National Health Servioe aroUlid 

the genaral practi tioner. The general practitioner 15 res,panslble for: 

guid.ing patients through the complexities of the medical system ,and 
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be relatively l1ttle social distanc~e between'~he --doc---- ~_~ __ -l.L-there appears ta 

tor and the working class patient. Such arguments are lent support 

in the observation that class inequalities are marked in the use of . 
dental services where there 1s no l0!1g tradition of care a.nd the den-/ 

-, 

tist i8 often seen in negative terms. 

1. While there are no 'niarked inequa Li ties in aecess ta oare. there 
15 a growing ciass i~equality in health Levels as measured by 
JOO,rta,lity rates. 

We have discussed diffeuences in levels of health between work-.. ...--...." 

.. 
ing class and middle class patien('s ih Ghapter VI in"order ta est~blish 

a r framework far interpreting data ~on the use of services. But these. 
.. l' ~ .>' 

data àlso give us ah indication of the èonsequences for people '5 

health of use of medical services. Pa'radoxically. w,e see that though 

there is re1a..tively equal use df medical services under the National. 

Health Service. there has been a widening of class differences in levers 

.' 
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of health as ind1cated by mortality rates. 

Iwo types of influence are reflected in these'mortality data. 

Firstly, what might be called social class influence~ which include 

"wealth, intelligence, personal habits, diet , home environmen~, and 

general occupational factors·such as physical exercise and mental 
l 

stress, " and secondly, the occupa tional hazards which arê specifie 

to a job. These effects are difficult to disentangle, but one useful 

comparison 15 that between men and women. Wives, to some extent, act 

as a control for \heir husbands in respect of social class factors, 
• 

50 that a marked difference in rates between, men 'Vld married wornen 

suggest that variations in ma~ mort~li ty -rates rnight be largely due 

ta differences in occupational risks. 

If we compare standardized mortality ratios for males and mar-

ried women between the ages of 15 and 6~ for selected causes of death, 

we see that of seventy-nine causes of death applying ta bath men and 

women, a comman negative eLass gradient i8 evident for th1rty-sev~n. 

In these instanêes, the rates for social class V ~re higher Chan those 

for: social' cljlsS 1 for both men and married women, This would suggest 

some convron social class influence, For a further blenty-two causes' 

"or de~th, there was no uniform class gradient for either sex, and for 

twenty. there was a ciass gt'adient (us~ally negaUve) for only one of 
2 .• 

thQ sexes '. These latter may be a reflection of occupational l"isks 

and sex l'ole diffel'ences. -
• These data suggest that class variations in mortali ty are not 
- ' 

simply a result of the greater hazarda 1nololved if lower class ocou· 

pations. Similar variations \n rates for 'men an~wàmen indicate that 
.. 

• lai 

• 
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mor~ general social class factors ar~ important in explaining differ­

ences. But it i5 not clear why improvements in rates for class V have 

not been of the magnitude of those for other classes. It is obvious, 

however, that tne NaHQnal Health Service has failed to reduce class 

inequ'alities in levels of health (as measured by mortality rates). 

Even though people of diffel'ent social class background appear to have 

equal aeccss to medical services, they do not appear ta benef! t ta the 

same ex.tl2nt. 

SOME BROADER ISSUES 

The research reported hel'e also l'aises some broadel' issues. 

Firstly, we may question the sense of continuing progress which is 

impticit in the assumptions to which we have addressed ourselves. 

Indeed 1 the notion of progres.s 18 of U,mi ted utili ty in the study of 

increasingly c,?mplex social structures with many competing values and 
.. 

the paradox of payerty in the midst of affluence, or, of more rele­

vance ~ this study, equal acces! to health care yet widening class 
, . 

inequalities in levels of hea:lth. For 'how are we to rneasure progl'ess? 

If by aecess ta medical care t then perhaps this was eased wi th the 

introduction of the National ~ealth Service--cel'tainly the barriers 

to obtaini~g care undeJ;' the se~ice seern few. But if we mean improved 

levels of health and a nàt"rowing of clàss ,diffel'~nces in this respect t 

then progrcss 1s doubtful. 

We may also question the utility of a dO'minant émphasis on olas. 

c:onflict as providing the dynamic for so.çial change. In understanding 

" the emel'gence of new s,?cia~ structures,. the irnpol:'tance of new, . 

-, 
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.. 

technologically or institutionally based interest groups must also be 

recognized. This study has indicated the importance of the varying 

interests of consultants, general practitioners. and hospitai admin-

istrators in cxcluding middle clBss patients from the bes t hospi tai 
" • care until 1948, and it has also shown the role of the various pro-

fessional groups in shaping the National Health Service during the 
~ 

negotiations preceding the introduction of the new service. In these 

ways, we have highlighted the importance of institutionally and tech­

nologicaUy based interés t groups, wi th conflicts between them cutting 

across class interests. In seeking more consciously directed change, 

the challenge is one of creating goals which transcend such sectional 

interests and creating institutional structures which might reduce 

the conflict of interests. 

,~1oreover, the researçh reported here leads us to question whether 

class inequalities in health can be reduced simply by ensuring, easy 

access to medicai care. Indeed, the National Health Service appears 

to have made Little contribution to repucing class inequalities in 

health and, even with a considerably greateremphasis on preventive 

medicine, it would have been waging only a partiaL war on sickness. 

For morbidity and mortality are affected ~y facto~s over which medic1ne 

has 'no control. Soon llfter the introduction of the National Uealth 

lnsurance Act 'in 1911, SteWart Johnson wrote: 

• ~ •• the conc1u-sion forced upol1 .us is that ~whereas meàical 
attendance uPin the insured·class may do much to prevent 
such pove rty as has, been caused in the pas t by sickness t 
Little can be accomplished by medical tr~atment ta prevent 
'sf~kness among the uni~8ured until they are'first raised 
out of poverty. The remedy for' 'ill-heal th among -the very 
poo'r i8 not medical, but social aQd economic. 3 

, 
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>4 

This eomment may still he appropriate. Class differences in health 

are intimately linked with other class inequalities--in income, wealth, 

education, standard of living, etc. Until these inequalities are 

redueed, inequalities in heal~ are'likely tO,remain. A major prob­

lem facing Bri tain--and JOOst other capi taUst societies--is that of 

extending the benefits experienced by the majority of the population . ' 

to the lower class. Clearly, the health serv,iee alone cannot hope to 

eradieate thcse problems. But neither, it 5eems, can the welfare 

state as a whole. The efforts of the National Heai th Service to reduce 

inequalities in health have for man y years been buttressed by a free 

state education system, publié housing projects, and social security 

. progranllres. Yet none of these appear to have had any marked impact 

on Chose class inequalities whieh produce variations in levels of health. 
r 

Though we argue that inequalities in incorne, wealth, working 

and living conditions must be reduced before we can expect a marked 

reduetion in-health inequalities, this dOèS not deny the importance 

of medicine and of easy 8ecess to medical eare. I.n fact, we have 
'/ 

throughout this study ~sswned· that the health of patients i8 irrproved 

if their aeccss to inedieal care is faeiÙtated and they are able ta 
consult a doctor whene~er neoessary.. In sa doing, we have adQpted 

• "1' ( . , , , 

tJ)e premise underlying many critical analY,seG of health SYSrms in 

advanced indus trial society. In these-, improved access of ~orking 

class pati:cnts to health care i5 viewed as an important~goa'l, and this 

j8 seen as beins aehieved by a variety' of means whieh ir:aelude ·better 

educat';on about heal th proble~, changes in the organizatio~ and 
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delivery of medical care and a reduction in the costs of care. As 

Rossdale argues: ". • .heal th has bècome equated with the right of 

every man to have acccss to an honest professional opinion. . .• ,,4-

And in other ins ti tutional areas also, changes are ut'gcd which would 

facilitate the access of the working class to the full benefits of -

the educa tiona l sys tem, to Legal counsel, and to otheE' services more ,l' 

readily enJoyed by middle class families. Such critical analyses 

are essentially supportive of these institutional areas for they 

reaffit'm the value we place upon the education our children receive t 

or the health care we obtain alrong other things. 

But we may question such a premise. One of the mOst recent 

and challenging analyses of, modern medical care syst~ms cri ticizes 

these goals and their underlying values. In ~edical Ncmesis~ Illich 

argues that medicine creates as weil as cures illncss. S He attl'i-

b~tes advances in the health of populations largely to improvements 

in the quality of life--better nutrition, improved sanitation, etc. 

And while the deveLopment of modern medicine has played but a smalt 

role in red~cing infant IOOrtality and increasing life expectancy, it 
, 

has succeeded in creating illness, and a de~endency on drugs and on 
. 

the medical pr~fession. We have surrendered our autonomy. Autonomy, 

he argues, cmerges from an -acceptance of the realitie~ of our exist_­

ence--of pain, sickness, and death. Instead, we readily surrcnder 

ourselves to doctors and accept ,the dependency of die patien t l'ole.' 

Thus, the problem we must, face 15 not that ~f providing people with 

rrore medical care, but with less. And that which ~s pl"ovided must 

ensuE'e the nutonomy of'the patient. -

-, 



", 

( , 

" 

\y 
.f 

\ 
\ 

( ) 

- --
" , 

,--------_._._._----.--------------- • 

-232 .. 

The challenge which Illich presents deserves comment. The , 

autonomy of which he writes might equally well be labeled as fatalism--

a less appealing label, given our contemporary sensitivities. It 
, 

evokes images of the situation described in earlier chapters of this 

stud~--of illnesses endureJ at home while people waited and pray~d 

for God's help. An image'~hich if viewed positively may be seen 

through the glow of romanticism. His discussion of the poor \lf India 

and Mexico certainly suggests a romanticism and even the arrogance of 

those who can live more comfortable lives: 

The poor in Mexico or India have learned to survive by 
making do on their own, and they can survive because , 
their cnvironment does not yet impede them from fending 
for themse Ives. 6 

f 
His vision of what might be achieved is sufficiently radical 

and far removed from present realities as to be Qf Little use as a 

guide in the practical decisions which produce change. ,The goals 

towards which we seek to mave cannot be totally removed from the 

resli ties 'of our present lives. But here lies a paradox. For it 1s' 

such visions that we Lack. Visions which help us to ques tion those 

,things we take for granted and which help uS te conceive of changes 

which represcnt more than a simple elabora~ion of existing institu-, 

tional structures; which enable 'us to create a series of ste.ps or. 

intermediate goals linking the present with future' images, and which 

mave towards qualitatively diffe~ent social forros. For while critical 

analyses of advanced industrial society have become mor~ ,~requent in 

the last decade, we lack clear images of a new 'type of society towards 
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which we might strive. It is the absence of such visions which helped 

to ensul.'e that the National Health Service wes li ttle more than an 

ol'ganizational and adnûnistrative change. While unrealistic. Utopian 

vis~ons help us articulate qualitatively diffel.'ent forma of social 

organization, and may facilitate more th an miner elaborations of 

existing organizational forms and aLmost imperceptible changes in the 

quaiity of our lives. At the least, .Illich's arguments open t~ ques-

tion one assumption on which this study i8 founded--that access ta 

medical care is of sJgnificance for people's health. 
\. 
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lGreat Bri tain, General Register Office, The Registrar 
Generales Decennial Supplement: England and \oJales, 19bL. Occupationa1 
Mortalitv Tables. (London: H.M. Stationery Office, 197L), p. 35. 

2.!Jtl.g., Table &1, PP. 37-38. 

-,.. , 

3Quoted by B. Benjamin,' "The Urban Background to Public Health ' 
Changes in England and Wales, 1900-1950," Populàtion Studies, Vol. 17, 
Part 3 (19&4), pp. 234-235. 

4ri. Rossdale, "Health in a Sick Society," New Left Review, 
No. 34, (1965), p,. 89. 

1915). 
SI. Illich, Medical Nemesis ~ronto: McClelland and Stewart, 
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°lbid., p. 65. 

.' 

\' 

, ' 



-
• 

o 

APPENDIX A 

\ 
\ ' 

--, 

\ 

1 

1 
j 

1 

1 
1 , 



'ri 

<) . ' 

- -
". 

, . 
/" 

______________ M*_._. ________ . ____ . ______________________ ~ ________________________ ~ ____________ _ 

o THE LOGIC OF ANALYSIS AND SOURCES OF DATA 

Because of the breadth of the issues we have touched upon 

in th1s research, we have made no systematic use of prima l'y sources., 

Instead, we have largely relied upDn secondary analyses. And the 

da~a we present has not been such as to systematically test the 

validity of the assumptions contained in both marxist and pluralist 

theory concerning the sou~ces and impact of the welfare state. 

Rather, we have 1ndicated data which Leads us to doubt the validity 

of ,these assumptions ,and have drawn attention to the absence (in 

secondary sources, at Least) of data which would help to affirm 

these assumptions. 

50. for example. there i5 no evidence in the sources consulted 

in this study of strong working class pressures for reform of the 

health services prior to 1948. But rather than systematical1y search-

lng primary sources such as union pub~ication5 and reports of trade 

union conferences for evidence of such pressures, we havè instead 

drawn att~ntion to pressures for reform from th~se profes~ionals 

employed within the health service. Futur~ research shoul~ pur~ue 

both these themes, seeking to determine through more ri:gorol.:'s ana t,ysis 
, \. 

of pr~ary mate rial the source and nature of pressures for refo~ br 
\ 

the health system. We have simply cast dQu~t on the assumpti?Q that 
\ 

8uch pressures emanated fro~ the working class,' and at the- same time 
. --

raised; the possibiUty tha't pressures for change odginated anDng . \ ," , 

. those whose 'PX"ofessional iri't:erests Lay ~ithin the health system~," ~re 
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deta11ed research has been beyond the seope of this researeh sinee 

this 18 but one of several issues ta wh1ch we have direeted our 

" attention. 

lt 'is for such reasons tllat this researeh must be'viewed as 
a preliminary step in questioning assumptions concerning the sources 

\ 

and impact of the welfare state. The arguments we have developed in 

relation to the National Health Service remain at the level of hypo-

theses. And we have simply raised the possibility that assumptions 

eoncerning the welfare state in general are open to doubt, and indi-

eated the need for more systematic study of this major, yet much 

neglected, i~st1tutional area. 

We have, at various points in the preceding chapters, indi-

eated the limitations of the data upon wh1c~ we have relied. Gener­

ally, we may note here that the nature of many of the sources which 

-we have eonsulted means that we are bound by the accuracy of other's 

research, the validity of the1r 1nterpretations, and their definitions 

of sociologically signif~cant data. In the research, we have, there­

fore. been bound by the issues whieh others have already defined as 

~o~tant. But ~hile operating within these limits, ~e have, never­

theless, been eoncerned with the extent to whibh the data, 1deas, 

argum~nts. we have encountered are rel1able. Ta what extent, for 

èxample, ls the Webb's analysis of health care at the turn of the 

eentury c~edible? In seeking ta resorve such problems, we have been 0 

gu~d~d ~argely by;-a concern with 'th~ 'plausibility of the arguments 
, , 

"developed" their internai èQns!s'tency. and 'whether they are independently 
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corroborated by other sources. Fortunately. we have been faced 

with relatively few instances of contradictory sets of data. In 

such cases--for example in studies of the use made of hospital serv-

ices by patients of different social class--we have indicated the 

nature of these discrepancies. 

These more general Limitations inherent in the data and the 

argwnents develQped in the preceding chapters must be borne in 

mind by the rearler. More specifie problems associated with the data 

which are presented are discussed, when ~propriate. in the texte 
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SOCIAL C~ 

, , 

In th;i.s stuày, we have def'ined 'social class largely ,in o'ccu-
l ' 

pat~onal te~ and have distinguished between'middle cl~~s and woxk-
',' 

ing class in 't~rms of n9n-manual and manual occupations. ·this does 

not imply a unit y or consciousness of class. Such a definition can 

. be c~i'ticized from a variety of viewpoints, l but given the n~ture 
• 

'of the mater.ial with which this stuèy is concerned, a more spphis-
,/'- -

'tièa t~d defini tion of,' soc;.ial c Lass would have been impractiQable. 

the sources we have' used, oost eS'pecially those rèlating to' 'the ~ .. ., , . . .. 
period prior to 1948, ,do-""not provi'de us with suificient info~tidn 

, , 

_ t~ m~e IOOre rïgo'rous 5listipctions in terms of occupation, ~nC9me, 

~ducation, 'and' st~les of life. 
1 ~ , • 

," 
, 1 Our analysis ,0Ï olass v.a.riations in lèvels of healt~. and 

a'cc~ss to c~re under the' Nati~nal, Health S~rv-ice' mQkès freguènt use 
<.;} .. ~. l' _ ~!"'.. ..: .4 . , ' 

of the Registrar Ge~eralts cLassification which is b~sed'largely on 

qccupatioll, bU,t which also takes"into ,ccount. "standing within.the . -

cqlMUni ty, 11 and thé corré).a tion of occupa tional posi tion wfth si~ ':' 
, ~". 1 ;.- ~ 1 \. ~ '. ." 2 

lari~iep' 'of. "sQcial, cultu'r,al, and' recr,eatibnal sta.ndards ,and behaviour." 
, ., '.. " " 

( 

Generally~ cl~ss 1 may be seen as comprising hlgher professlonal and' 

~I;lage['ial oCQùpat~onSt chu Il, lower professionalj class Hl, 

. clèriç;al and, sk:Î.~1.Led ma:nual occupiti,ons; class IV, .s~ini-s·killed " ~ 
, 1 

manu~l occupati?n~'and class V, unskilled manual occupations: ·Un~or. 
• ~i ' • 't r f.. ~, 

tunately.,the~e~ore, no cléar dist~nction 18 made between manUal,.and 

non-rhanual occupa ti'Ons. , This h,as me~nt tha t we hav-e' beén ~arg-e ly 
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concerned with diatinguiahing negative and positive class gradients 

r.tb~r th an' making,clear c9ntralts between middle class and work1ng 

clas8. 
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FOOTNOTES· .. 

IFor a discussion of such criticiams 8ee: W.G. Runciman. 
Relative Dcpt'ivation arid SociaL Justi;e (London: Routledge and 
Kegan Paul. 1966), PP .• 4S.-S1. 

c 2Grea t Bri tain, General Refis ter Office. ~T:.:.h.l;l.e...,Rrre~g=t=i=-=sl.it;.;r;.la;,a.r 
Gen~ral 'a Clà'scif&cation of Occupa; 00' 1960. ~o.doo: H.M. . 
Stationery Office, 1960. , 
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