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Secretary of State on methods of effecting the closer liaison between the 4
family doctor, the child welfare clinics and the hospital, as forecast by the 1
Orr Report on Infantile Mortality. They will be there to advise all .those &
authorities as needed, and will be able also to send representatives to.sit
with the larger Regional Hospitals Advisory Councils to assist—with their §
right of directly expressing their views to the Secretary of State at ady time §
—in making the liaison complete.

In addition, as the new general practitioner service will no longer require the #
local Insurance Committees which have operated under the National Health §
Insurance scheme in-the past, no doubt suchof the functions of these bodies §
as do not need in future to be centrally undertaken might be usefully entrusted
to the Local Medical Services Committee. But these are matters-for later §
consideration. l

VIII.
PAYMENT FOR THE SERVICE.

MWW@WVJWDM
and local public funds. The waySTi which it might be shared between the §
exchequer and the local rates, and other financial aspects of the service 3
%e)'nerally, are considered in the Financial Memorandum appended (Appendix

So far as individual members of the public are concerned, they will be
able to obtain medical advice and treatment of every kind entirely without 7
charge except for the cost of certain appliances. They will be paying for
medical care in a new way, not by private fee but partly by an insurance 3
contribution under whatever social insurance scheme i$ in operation and partly 4
by the ordinary process of central and local taxation. The position in regard
to disability benefits, for those ill at home and for those in hospital, will
be dealt with in the Government’s later proposals on social insurance. :

Hospitals in the scheme will, as explained, receive from central funds ¢
payments which will include their share of the money representing the social
Insurance contributions of the public, so far as this is attributable to hospital H
services. This share can be payable on a bed-unit basis, according to the &

number of beds put into the service by each hospital under each area plan ]

—except that the share of the voluntary hospitals can, if they wish, be pooled &
and redistributed in the manner earlier mentioned. ' o :

The voluntary hospitals will receive in addition fixed service payments H

from the new joint authority in respect of all services which they render to i3
the sche_me. - For the rest, they will meet the costs of their participation in i
the service out of their normal resources, including charitable subscriptions 3
‘and donations, on which their voluntary status depends. The position of !
medical teaching will be specially considered. " . - 5

The joint authorities will receive from central funds the bed-unit payments |
which include their share of the social insurance contributions attributable to ¢
hospital services. Otherwise. their expenses in the service—including their &
service-payments to .voluntary hospitals—will be met partly out of rate re-
sources and partly out of central funds. For their rate revenues the joint
authorities will depend upon precept upon the counties and county bordughs A
included in. each joint area. The county and county borough councils will

receive Excheqper aid towards the cost of meeting these precepts and their |
own expenses in the service. ' g
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IX.
GENERAL SUMMARY.

It may be convenient, at this point, to summarise the proposals of this
Paper in outline:— :

1. Objects in view. ' .
(1) To ensure that everybody in the country—irrespective of means, age,

sex, or occupation—shall hayve equal opportunity to benefit from the best
and most up-to-date medical and allied services available. '

(2) To provide, therefore, for all who want it, a comprehensive service
covering every branch of medical and allied activity, from the care of
minor ailments to major medicine and surgery; to include the care of
mental as well as physical health, and all specialist services, e.g. for tubercu-
losis, cancer, infectious diseases, maternity, fracture and orthopaedic treat-
ment, and others; to include all normal general services, e.g. the family
doctor, midwife and nurse, the care of the teeth and of the eyes, the day-
to-day care of the child; and to include all necessary drugs and medicines
and a wide range of appliances

(3) To divorce the care of health from questions of personal means or :

other factors irrelevant to if; to provide the service free of charge (apart from
certain possible charges in respect of appliances) and to encourage a new
attitude to health—the easier obtaining of advice early, the promotion of good
health rather than only the treatment of bad.

2. General principles to be observed.

(1) Freedom for people to use or not to use these facilities at their own
wish; no compulsion into the new service, either for patient or for doctor; no
interference with the making of private arrangements at private cost, H
anyone still prefers to do so.

(2) Freedom for people to choose their own medical advisers under the
new arrangements as much as they do now; and to continue with their
present advisers, if they wish, when the latter take part in the new arrange-
ments.

3) F reedom for the doctor to pursue his professional methods in- his
own individual way, and not to be subject to outside clinical interference.

(4) The personal doctor-patient relationship to be preserved, and the
whole service founded on the * family doctor ** idea.

(5) These principles to be combined with the degree and kind of public
organisation needed to see that the service is properly provided—e.g. to
ensure better distribution of resources and to give scope to new methods,
such as group practice in Health Centres.

3. General method of organising the service.

(x) The maximum use of good existing facilities and experience; no un-
necessary uprooting of established services, but the welding together of
what is there already, adapting it and adding to it and incorporating it in
the larger organisation. _ ' '

(2) The basis to be the creation of a new public responsibility; to make it
in future somebody’s clear duty to see that all medical facilities are available
to all people; the placing of this duty on an organisation answerable to the
public in the democratic way, while enjoying thé. fullest expert and pro-
fessional guidance. o .
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(3) Some temporary limitations of the full service inevitable—e.g. in
dentistry (owing to insufficient dentists), in ophthalmology and perhaps else-
where; but the design to be comprehensive from the outset, and to be ful-
filled as fast as resources and man-power allow.

(4) The first step to be the making of positive plans for each area of the

country, determining what is needed for all people in that area; this to be
followed by measures to ensure that what is needed is then secured. '

(5) A combination, for all this, of central and local responsibility, to
ensure that both general national requirements and varying local require-
ments are equally met. _ ’

4. The administrative organisation; central and local. -

(i) Central responsibility to Parliament and the people to lie with the

Minister.

(i) At the side of the Minister, to be a new central and statutory
organisation for voicing professional views on technical aspects of the
service generally; to be known as the Central Health Services Council; to
represent general and specialist medical practice, medical teaching, hospital
organisation and other professional interests; to be appointed by the Minister
in consultation with those interests, and to choose its own chairman; to
be consultative and not executive; to advise the Minister not only on
guestions referred to it by the Minister but also on its own initiative; the
Minister to report annually to Parliament on the work of the Council.

(i) A special executive body to be also set up, ¢omposed in the main
of members of the medical profession; to be known as the Central Medical
Board, and to act under the general direction of the Minister; to be
the ** employer ”’ body with which the general practitioner enters into
contract in the new service, and to concern itself with the distribution and
welfare of practitioners and assistants. | |

(2) Local. |

(i) Local or‘gq.nisa}tion‘ to bé_- based on the county and county borough
councils, operating in their normal local government areas where possible,
but combining as joint authorities over larger areas where necessary.

(i) Areas of suitable size and resources for the operation of a full hospital

service of all kinds, to be designated by the Minister after consultation with
local interests. : ' B

(iif) For each of these new hospital areas a joint authority to be con-
stituted, being a combination of the existing. county and county borough
cOun'C}ls_ in the afea; in the few cases where the area may coincide with
an existing county area, the authority to be the county council of that area.

. (iv) The new joint authority also to be charged with preparing an area
plan for the health service as a-whole, not only the hospital service, in
manner described below. : - '

- (v) Existing county and county borough cotncils, while combining for
these duties -of the new. joint authority, to be responsible severally for local
clinic and domiciliary services not belonging to the hospital and ‘consultant
sphere, within the general area plan; the responsibility for child welfare to
be assigned broadly on tlie same lines as responsibility for ¢hild education.
General medical practice to be the subject of special organisation, partly
local, partly central. | . - B
(vi) In each joint autherity area, to be ‘a local consultative body
for voicing professional guidance on technical aspects of the service; to be
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known as the Local Health Services Council; to serve a similar purpose
locally to the central professional body already described; to advise both
the joint authority and the county and county borough councils, and to be
free to express advice and views to the Minister.

5. The planning of the local services.
(1) Each joint authority, in consultation with the local professional

body referred to and with others locally concerned, to prepare an *‘ area
plan >’ for securing the comprehensive health service for its area; the plan
to be based on an assessment of the needs of the area in all branches of
the service, to propose how. each of those needs should be met, and to be

submitted to the Minister.

(2) The Minister to consider each area plan, and any representations made
to him by the local professional body or others affected, and to approve
the plan with or without modification; the plan, as approved, to be the
operative plan for that area; to be the duty of all concerned to provide and
maintain their services within. the general framework of the plan; the plan

_to be modified or replaced from time to time, according to requirements, by

the same procedure.

6. Provision of the various parts of the service under the plan.

(1) Hospital and Consultant Services.

(i) To be the duty of the joint authorities themselves to secure 2 com-
plete hospital and consultant service for their area—including sanatoria,

q  isolation, mental health services; and ambulance and ancillary services—

in accordance with the approved area plan.

q (ii) The joint authorities to do this both by direct provision and by

contractual arrangements with voluntary hospitals (or - with other joint
authorities) as the approved area plan may indicate.

(i) Powers of present local authorities, in respect of these services, to
pass to the joint authority, with all existing hospitals and similar institutions.

“(iv) The voluntary hospital system to continue side by side with the
publicly provided hospitals; voluntary hospitals-to participate, if willing to
do so, as autonomous and contracting agencies; if so, to observe the
approved area plan and to perform the services for which they contract
under that plan, and to receive various service payments.

(v) Al hospitals, municipal or voluntary, taking part in the service to

. observe certain national conditions (e.g. as to remuneration 'of nurses,
‘appointment of consultants); these conditions being centrally prescribed.

(vi) Special provision to be made for inspection of the hospital service,

through selected expert personnel (some part-time) working in- panels over
1 different parts of the country.

(vii) Consultant services to be made available to all, at the hosf)itals,
local centres or clinics, or in the home, as required; to be based on.the

“hospital service, and arranged by the joint authority, either directly -or

by contract with voluntary hospitals under the approved area plan.

- (vili) Measures for improving the distribution of consultants, dealing
with methods of appointment and remuneration, and relating this to

3  other branches of the new service gemerally, to be considered after the
3 . report of the Goodenough Committee, but general direction of changes to
| bei R ST

-+ (a) Consultants taking part to be remunerated in future (usually

by part-time or whole-time salary) by the particular hospital or hos-
pitals with which they are associated under the area plan; standards
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of remuneration to be centrally settled in consultation with the
profession. |
(b) New arrangements for securing proper standards for consultant

appointments in the service, possibly through suitable machinery set
up to advise all hospitals making appointments of senior staff.

(2) General medical practice. -

(i) The Minister, with the new Central Medical Board, to undertake
nationally the main arrangements for a general practitioner service for the
country, through which anyone who wishes to do so can associate himself
with a “ family doctor *’ of his own choice and obtain the advice and
treatment of that doctor at home or at his present consulting room or at
a specially provided and equipped consulting room in a Health Centre,
as the case may be. |

(ii) These central and national arrangements to cover terms of service,
remuneration of doctors from public funds, and other general aspects of
organisation, and the individual doctor to be in contract with the Central
Medical Board. -

(iii) The joint authority in each area to have the duty of:—

(@) including in their area plan an assessment of the needs of their
area in general medical practice;
(b) keeping these needs under review and bringing to the notice

of the Minister and the Central Medical Board any general features
or requirements of the general practitioner situation in the area which

they consider to need attention;

(c) ensuring that general medical practitioners taking part in the [

service in the area are acquainted with hospital and -consultant and
other services available under the area plan, and that they are able
(as, under their terms of service, they would be required) to use those
services for their patients. . _

(iv) The county and county borough councils to be responsible for pro-
viding, equipping and maintaining such Health Centres for the conduct of
general medical practice in the new service as may be approved from time
to time by the Minister in respect of any part of their area, and in such
cases to be joined in the doctor’s contract with the Central Medical Board.

(v) Future development to irclude both new methods of “ grouped ”’
medical practice in Health Centres (and, where suitable, outside them)
and familiar methods of ‘‘ separate ’’ practice; each being developed
as experience proves best in each area. A high place in the scheme to be
given to a full and careful trial of the Health Centre method.

(vi) Existing practitioners to be able to participate in the new service in

their present areas of practice, and where they do so from their own j

consulting rooms to be normally remunerated on a capitation basis
(though other methods to be considered in certain cases if desired by the
practitioners themselves). =~ Where they participate in group practice in

. Health Centres, remuneration to be by salary or similar alternative.

((vn) Practice in the public service not to debar a doctor from private
practice for such patients as may still request this. : R
. . (viii) Appropriate limits to be fixed to the number. of persons whose care

a particular doctor can undertake, taking into due account the extent of 2

private medical practice and the calls made upon a doctor’s time by other

. public -appointments; higher limits where assistants are engaged; more

regulation of the conditions of the employment of assistants in the service;
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a requirement that newly qualified doctors shall normally serve a period as
assistants before practising on their own in the new service, and power for
the Central Medical Board to require them to give full time to the public

service in their early years if necessary.

(ix) New practitioners wishing to participate in the service, and exist-
ing practitioners .wishing to do so in new areas Or Dew practices, to be
required to obtain the consent of the professional Central Medical Board—
to check the need for additional public practice in the area, and to ensure
a reasonable distribution of resources inside the public service.

. (x) Compensation for loss of selling value of practices to be payable
where a doctor transfers his public practice into a Health Centre, or where

a public practice falling vacant is not allowed to-be refilled by the Central

Medical Board. . ,
(xi) Superannuation to be provided for doctors practising at Health
Centres and, if practicable, for doctors participating in the service in other
forms of practice.
(xii) The question of the sale and purchase of public medical practices
in future to be discussed more fully with the profession. |

(3) Clinic and other local services.

(i) To be the duty of the joint authority to deal in its area plan with
all necessary clinic and other local services (e.g. child welfare, ante-natal
and post-natal clinics, home-nursing, health visiting, midwifery and others),
and to provide for the co-ordination of these services with the other services
in the plan. ' -

(ii) Administration of these local clinic and non-hospital services,
however, to be normally the responsibility of the individual county
and county borough councils which collectively make up the joint
authority : the administration to be in accord with the general provisions
of the area plan. :

(iii) The exact allocation of responsibility between the joint authority
and the individual county and county borough councils fo be settled in
each case by the Minister in determining the area plan; but normally on
the principle that services belonging to the hospital and consultant sphere

fall to the joint authority, while other local and clinic services fall to the
‘individual councils. 2

child education under the new Education Bill, but to be as much the
subject of the ‘‘ area plan ’’ as any other branch of the service.

(v) New forms of service, e.g. for general dentistry and for general
care of the eyes, to be considered with the professional and other interests
concerned as soon as circumstances allow. In the case of dentistry, the
report of the Teviot Committee to be first awaited. :

“. The service in-Scotland.

_(z) The scope and objects of the service to be the same in Scotland as
in England and Wales, and the foregoing proposals to apply generally to
both countries—but subject to the differences below. |

(2) Certain differences in detailed application in Scotland, due to special

" (iv) Child welfare duties always to fall to the authority responsible foxij

-circumstances and geography and existing local government structure there;

differences mainly affecting the arrangement of responsibility, central and

local, for planning and carrying out the service. :

-(3) Central responsibility to rest with the Secretary of Staté. - A Central
Health Services Council and a Central Medical Board to be set up, as
In England and Wales. -
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(4) Local organisation to differ from that in England and Wales and to be

on the following lines: — '

~ as the Joint Hospitals Boards;

‘ties to combine for

.+ (@) Regional Hospitals Advisory Councils to be set up for each of five
big regions; to consist of equal representation of the new local authority
Joint Hospitals Boards (below) and of voluntary hospitals; also repre-
sentation of the Local Medical Services Committee (below) and of
medical and medical-education interests; independent’ chairman to be
appointed by Secretary of State. o

Councils to be advisory to Secretary
the hospital and consultant services in each region.

(b) Joint Hospitals Boards to be formed by combinations of neighbou-
ing local authorities (county councils and town councils of large burghs),
to ensure an adequate hospital and consultant service in their areag;
these to take over all responsibility for the hospital services of the con-
stituent authorities (including services like the tuberculosis dispensaries,

which essentially belong to the hospital and consultant field) and also
to arrange with voluntary hospitals,

These Joint Boards to prepare a scheme for the hospital service of their
areas, to submit this to the Secretary of State, who will consult the

Regional Hospitals Advisory Council before deciding to approve or
amend it. . : o '

(¢) Education authorities (county councils and town councils of four
cities) to retain responsibility for school health service and clinics: existing
major authorities (county councils and town councils of large burghs) to
retain responsibility for the ordinary local clinic and similar services: the
necessary co-ordination to be secured (i) through their membership of
the Joint Hospitals Boards and (ii) through the Local Medical Services
Committees (below). a

Powers of Secretary of State to be strengthened to require local authori-
any purpose proved necessary, after public local
enquiry, for the efficiency of the new service as a whole.

- (4) Local Medical Services Committees to be set up over the same areas

s th nt ] to be advisory bodies; to include repre-
sentation of all the local health authorities and of local ‘medical,. dental,
pharmaceutical and nursing professions and other interests; free to
appoint smaller sub-committees and groups, as found desirable,

These Committees to advise the Secretary of State on local administra—

tion of the general practitioner service; aiso to provide liaison between
the different branches of the service. |

(5) Central provision of Health Centres more suitable in Scotland owing.

to the smaller size of the problem and the special circumstances of geography
and distribution of population—with a power to the Secretary of State to
delegate his functions in this respect to a local authority, where found desirable.

8.

| appliances. - Questions of disability
-those .in -hospital, to be dealt with in later proposals on social insurance.

- funds.” These arrangements,
- the voluntary hospitals, are
randum appended.

Financial, | o . |
() - The service to be free to all, apart from possible charges for certain
benefits, for those ill at home and for

(i) Cost of the service to be met from both central and Jocal public

as affecting the various local authorities and
fully considered in a special financial memo-

of State on the co-ordination of
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: " APPENDIX A.
| THE EXISTING HEALTH SERVICES.
GENERAL SURVEY OF THE PRESENT SITUATION AND ITS ORIGINS.
ENGLAND AND WALES.

Before the nineteenth century there was little regular intervention by
public authority in the personal health of the people, which was left to rest in
# the main on private arrangements and on various forms of charity and voluntary
4 organisation for relief. The early nineteenth cen brought the beginning of
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.§§ full-scale attempts to protect and relieve the destitute (and as a corollary to tend

} the destitute sick) and also a quickening of interest in the welfare of the younger
generation, particularly in the supervision of child labour in industry. As the
century went on, more attention began to be given to the gnvironmental -con-
ditions of health, to sanitary services, drainage, water supply, street cleaning and
the whole make-up of public hygiene, and to the idea of local government
responsibility in matters of public health—while measures for the prevention of
the major infectious diseases, including notification and isolation, became more
and more the subject of public regulation and concern. It was not, however,
until the present century that the public provision of direct services for personal
health began to get into its real stride, and began to evolve the wide variety ot
'services which are now familiar—like the services for maternity and child welfare,
midwifery, tuberculosis, the health of the school child, the National Health
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j§ [nsurance scheme, venereal diseases, and the provision of general hospitals by
4 public authority for others than the destitute sick.

In general terms, the result is a complicated patch-work pattern of health
resources, a mass of particular and individual services evolved at intervals over-
a century or more—but particularly during the last thirty or forty years—and for
the most part coming into being one by one to meet particular problems, to pro-
vide for particular diseases or particular aspects of health or particular sections of
the community. Each, as it emerged, was shaped by the conditions of its time,
by the limited purposes for which it was designed, and perhaps by the fashions of
administrative and political thought current when it was designed. Most of these
services, though progressively expanded and adapted as the years have gone on,
are still broadly running on the lines laid down for them at the start and are
administered largely, or partly, as separate and independent entities. The patch-
work, however, contains some very good pieces—well established and by now
tich in experience. ' a3 -

It is worth looking at these principal pieces in more detail—to make a su{vey
4 of how the ordinary man and woman and child can at present get the various
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-1 medical services which they need.

]

General Medical Care.

is the general practitioner—the personal medical -adviser, the “‘ family doctor.”
4 With one important exception (and a few minor ones) the relationship of
4 the ordinary member of the public to the general medical practitioner has
¥ been, and is now, a matter of private arrangement. He makes his own choice
of doctor, from among those who happen to be accessible to him, seeks his
j advice and attention when he wishes to, and pays whatever private fees the
4 doctor is accustomed to charge him. The relationship is a purely personal one

SHES

3 The general medical practitioner, for his part, pursues his profession privately and

AL

§ obtains the ‘* good-will "’ of an existing practice by purchase from another practi-

§ tioner, and he practises in the open competitive market. He may choose to

j combine with other practitioners in a voluntary partnership—and there is an

g increasing tendency to do so in recent years—but that is an individual decision

4and a- matter -of business agreement. The traditional basis of general medical
§ Practice, in fact, is one of free and private buying and selling in which the State

¢ does not intervene—apart from the provisions of the Medical Acts with regard

to qualification and registration and professional conduct. ' '
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To the individual the natural first-line resource in all matters of personal health j,

4 between doctor and patient, and no form of public organisation is involved in it.

i individually. He decides for himself where he wishes to practise, he ‘usually -

t
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The earliest exception to this rule was the provision of a general practitioner
service under the poor law. An organisation designed for the *‘ destitute sick,”
and including a domiciliary service, was gradually built up throughout the nine-
teenth century and still gives valuable aid to those in difficulty. Although gener-
ally officered by part-time (or occasionally whole-time) District Medical Officers,
it has in recent years been converted in some areas into a service of the ** panel ”’
type, in which all doctors practising in the locality can take a’ share. Apart from
this limited service, arrangements for general practitioner treatment were, up to
1012, either of a purely private kind or were organised by Friendly Societies,
medical clubs and similar organisations.

The National Health Insurance service, instituted in that year, formed
part of the provision made by the National Health Insurance Act
for the protection of the bulk of the working population against loss
of health and for the prevention and cure of sickmess. Broadly speaking, 3
its *‘ medical benefit’’ extends to the whole insured population (some i
21,000,000 people) representing for the most part those employed under contractsfy
of service whose income is less than f420 a year. These select from the local pd
. panel of doctors their personal medical attendant, who can be consulted as and g
when the need arises, without fee, and from whom they can obtain such advice fj
and treatment (including visits at their homes) as are within the ordinary scope &
of the general practitioner. Similarly, they can obtain drugs which thef§
doctor considers requisite and a limited class of surgical and medical appliances. [g
Provision is also made for the issue of medical certificates free of charge. Any 3
doctor who so wishes has the right to take part in the service. The range of j
medical benefit provided by the scheme does not normally cover consultants or i
hospital services, although certain facilities for obtaining specialist advice and &
diagnostic services in difficult cases are afforded. The scheme is designed ;
in fact, for a limited object, which is to enable the great bulk of the employed 3
population to get advice and treatment and necessary medical certificates from 5
doctors of their own choice, without the deterrent of fees. This object has, on
the whole, been fulfilled. ;

Apart from the National Health Insurance scheme and the poor law, there is no g
public provision for general medical attention on any considerable scale. There i3
are various special services for children and other limited groups, as will be seen. {4
Also some adult members of the public are entitled to general advice and treat-
ment under schemes for particular vocational groups (such as Post Office
employees or the Police) some carried on by Government departments, i§
others” by local authorities, and others by large industrial concerns. Some
members of the public—particularly in parts of the London area—obtain 4
advice and treatment from the out-patient departments of hospitals and from f
dispensaries of various types without going first to a general practitioner. Others £
do so through co-operative arrangements made in societies or clubs—an example
of which can be seen in the ‘‘ Public Medical Services *’ set up in some areas, £
largely for the dependants of insured persoms, on the initiative of the medical £
profession itself. A war-time development of a somewhat similar kind has been 9
the arrangement made by the Government, through the Local Medical War Com- {4
mittees of the profession, for the medical attendance of evacuated school- 3

children.
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Hospital and Consultant Serviees. S

For those who require hospital treatment, as in-patients or as out-patients, or
who require specialist advice beyond the ordinary scope of the general medical '
practitioner, a wide range of hospital services is available. The individual |3
may, of course, choose to enter a private nursing home and fo engage the services
of a specialist to attend him there—just as he may, for consultation, make purely i
private arrangements with the specialist at his home or at the specialist’s con- {]
sulting room. In such cases the whole matter is one of personal arrange- 5
ment at private cost, in which no intervention of a publicly érganised service "-
arises—although the State intervemes to a limited extent to secure reasonable
standards by the registration and inspection of nursing homes. Similarly, the (;
individual may arrange to enter a private room or ward set aside in a voluntary
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hospital for those who want o make their own arrangements at their own
expense. Apart from any such private arrangements as these, the public
look to the ordinary- hospital services both for hospital treatment and for
specialist medical advice, usually arranging for either or both through their general
medical practitioner in the first instance.

There are two distinct systems of hospital provision in this country, running
side by side—the voluntary hospitals and the public or municipal hospitals.
They have quite separate origins and histories, and are quite differently organised
and financed. In earlier years the two systems had little working contact with
each other and each went its own way with its own kind of service to the public.
In recent years there has béen an increasing tendency for the two systems to get
closer together, to realise their common aims in the service of the public
and the value of a greatér degree of organised partnership in improving that
service together. But in all questions of hospital provision and of future hospital
reorganisation it has to be clearly kept in mind that there are these two quite
distinct systems at the moment, and that both are strongly rooted and established,
with their own traditions and experience. The way this has come about, and the
extent to which each contributes in making up the present total service, are not
always clearly kept in mind—and are worth summarising.

Until recent years the main burden of providing hospital treatment for acute
medical and surgical conditions (though not so much for infectious diseases or
mental ills) was carried by the voluntary hospitals, and rested in fact upon
voluntary philanthropy rather than on. publicly organised provision. The volun-
tary hospital is, in essence, an independent charitable organisation, deriving its
money from the voluntary subscriptions or donations or endowments of benevolent
individuals or associations; it is administered by its own governing body or trustees
and provides its own service to the public in its own way, subject to the conditions
laid down by its constitution. In origin, a few of them can trace their existence
back to mediaeval ecclesiastical foundations, but the great majority have come
into béing during the last two hundred years. There are, at the present day,
more than a thousand voluntary hospitals in England and Wales, and they vary
enormously in e and size and function. Some of them are large and power-
ful general hospitals of the kind familiar in London and certain of the big cities,
with distinguished specialists and consultants available, with first-class modern
equipment and treatment facilities, sometimes associated with well-known medi-
cal schools, and drawing- their patients from areas wide afield—as leading institu-
tions in the medical world. Others are highly specialised hospitals, concentrating
on particular kinds of diseases and conditions such as eye conditions, or ear,
nose and throat complaints, or diseases of the nervous system. The
rest cover a wide and varying range of size and function, with varying degrees
of specialist and other facilities, including a large number of small ‘‘ cottage ”’
hospitals served in the main by the local general practitioners and really function-
ing as local nursing homes for the mutual convenience of doctor and patient.
Something of the diversity of size and scope of the voluntary hospitals is
evidenced by the fact that, of rather more than goo hLospitals in England and
Wales of which particulars were available before the war and which provided
about 77,000 beds, there were about 230 specialised hospitals dealing mainly with
particular diseases, and the general all-purpose hospitals numbered about 7o0.
Of these 700 only some 75 were hospitals of more than 200 beds (and about 25 of
these were teaching hospitals); some 115 of the rest provided between 100 and
200 beds each; over 500 had less than ioo beds, and more than half of these had

less than 30 beds. |

The other arm of the present hospital services—the hospitals provided directly
by public authority out of public funds—had its first roots partly in the early
public measures for protecting the sick poor, in the first half of the last century,
and partly (a little later in that- century) in measures which were taken to combat
the spread of epidemic infectious diseases. From these two strains there gradually
emerged, in recent years, the wider concéption of providing through local govern-
ment machinery and out of public funds a general hospital service—no longer
related only to the sick poor or to infectious diseases, but catering for the ordinary

public and their ordinary hospital needs.

MW.
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From the time of the earliest poor-houses it was usual to provide some sort of
public accommodation for the destitute sick. Out of the first horrors of the
mixed ‘workhouse there began to emerge the notion of the separate and special
sick ward, endorsed by the Poor Law Commissioners and adopted more and more
by the early Boards of Guardians; from this the wholly separate infirmary or
poor law hospital developed—catering still in the main for the chronic and incur-
able or senile cases. Standards improved, the poor law flavour diminished, and
the interpretation of the ‘‘ destitute *’ sick became elastic; the field of treatment
grew and the poor law idea as a whole became outworn as the expanding public
health services began to oust it. This long process of over a century culminated
at last, in 1930, in the final acceptance of the principle that general hospital
provision was a proper activity of the major local health authorities,
rather than of the poor law machinery.

Since 1930 it has been the accepted function (though not the statutory dﬁty)
of the major local authorities—the county and county borough councils—to enter
the field of general hospital provision for the ordinary hospital case, side by side

with the voluntary hospitals already engaged in that field. Many of the earlier

poor law hospitals have been taken right out of the poor law sphere and converted
to this new and wider function, and new hospitals' have been built. Some of
the older poor law hospitals still form part of the poor law service (which has
itself also passed into the hands of the county and county borough councils),
but many even of these have lost their earlier poor law atmosphere. The result
of all this new activity is that, just before the war, there were in England and
Wales—quite apart from special hospitals for such conditions as maternity,
tuberculosis, or infectious diseases—nearly 70,000 beds in 140 general hospitals
public health powers, and
nearly 60,000 more in 400 hospitals and institutions still administered under the
poor law. This great pool of 130,000 beds represents a varied service, at every
stage of development from the sick wards of an institution for the aged or chronic
sick to the most modern and up-to-date of hospitals with every kind of special
department and equipment and highly skilled staff. | :

It has for some time been recognised that all these varying and independently -

provided hospital facilities, both in the voluntary system and in that
of the public authorities, need a. great deal more co-ordinating, and some
supplementing, so as to ensure a right distribution of hospital accommodation
according to local need—and so as to securs that all the types of specialised

and general work which the different hospitals are best qualified o perform are-

arranged in some better related scheme; in a word, to make the hospitals com-
plementary to each other in a combined and balanced service.

# At present.the hospital facilities to which any particular individual can get
{/ access, when in need, depend to a large extent on what kind of hospitals happen

[

to be available in his area, on-his ability—if the right hospital is not at hand—
to go perhaps a long way afield and arrange for admission to one elsewhere,
and on the extent to which his local doctor has been able by his own initiative to
maintain personal contact with hospitals and consultants. It is not at present
the duty of any public authority, central or local, to ensure that all the right
kinds of hospital facilities are available and reasonably accessible to him or
that every general practitioner is readily able to obtain every kind of hospital or
consultarnt service which he is likely to need for.his patients.  The exercise by
the major local authorities of their power to provide hospitals and the activities

of voluntary hospitals do between them often have the result that the right

hospital is where it is wanted and do usually have the result that hospital provi-
sion of some kind is available in every area. But these present powers and
activities do not extend to any duty to review all branches of the local hospital
service and to see that they are so adjusted to each other—and if necessary so

~ supplemented—that the total service available corresponds, both in kind and in

quality, with the likely demands upon it. The anomalies of large waiting lists in
one hospital and suitable beds empty at another, and of two hospitals in the same
area running duplicated specialist centres which could be better concentrated in
one more highly equipped and staffed centre for the area, are largely the result
of ‘a situation in which hospital services are many people’s business but nobody’s
full responsibility. . ' o "
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When admitted to hospital in the ordinary way, the patient is usually expected
to pay .what he can reasonably afford towards the cost of his treatment and
accommodation there. Local authorities are required to make these charges
(except in the case of infectious disease, where they have.a discretion) and
voluntary hospitals usually follow the same practice. Very often the patient
compounds for this liability by joicing one of the many contributory schemes,
associated with voluntary hospitals, in which he pays a small sum weekly and in
return is paid for by the scheme’s fund when be is in hospital. Those schemes
may apply only to a particular hospital or group of hospitals—on which he must,
then depend entirely or go elsewhere and pay what he can afford—or they may
(and this is the growing tendency in the more up-to-date schemes) entitle him to
be relieved of payment in any hospital, whether voluntary or belonging to a
public authority, in a wide variety of hospitals.

On many of the existing hospitals the war-time Emergency Hospital Scheme '

of the Government has had a considerable effect. Secking to use (and where
necessary to improve) the services of the hospitals for various war-time purposes,
this emergency service has temporarily entered the field, adding new buildings
and extensions to the number of about 50,000 beds; up-grading surgical and
X-ray and other medical facilities; relating the hospitals one to another for
the interchange of patients according to their special needs; developing specialised
treatment centres for fractures and rehabilitation, brain surgery, chest
disorders, neurosis and other purposes; and providing inter-hospital transport,
country branches and recovery and convalescent homes. =~ It is a war-time
organisation which would not suit the requirements of peace; but it will, in its
passing, have left improved resources—even entirely new hospitals where none
existed before—and above all experience of what it means to translate a collection
of individual hospitals into something of a related hospital system.
Rehabilitation. '

What has come to be known as ‘‘ rehabilitation *’ is more a process or a method
than a separate organisation or service. But its requirements, in modern
technique, have caused it to be so often specially and separately considered in
recent years that it justifies special mention in this review..

So far as it belongs to the sphere of .the health services (it is partly a health
problem, partly an industrial and vocational one) it rests on the principle that
the actual mending or curing of an injury or disease is often not sufficient unless
it is accompanied by a process of completely restoring the whole of the patient’s
previous capacities—or doing so as completely as possible; i.e. restoring the whole
of muscle tone, of full function, of general health and strength, as well as cure
of what was wrong. It involves various processes supplementary to ordinary

freatment, such as massage, exercise, electro-therapy and occupational therapy,

and therefore it may often involve special accommodation and apparatus and
staff. Thus, while in principle it has been accepted in good surgery and medicine
for a long time, it has still not become as much part and parcel of hospital
and medical practice as many think it ought to be, and it is legitimate criticism
of the existing services that they are not yet organised on the whole (although
there are brilliant exceptions in particular areas and institutions) to give the
scope that ought in future to be given to the rehabilitation aspect of hospital
and medical treatment. : '

Considerable experiment has been conducted—and considerable result achieved
—in this direction by developments in particular hospitals and centres under
the Emergency Hospital Scheme. An important review of the whole subject was
published recently in a report of an Interdepartmental Committee on the Re-
habilitation and Resettlement of Disabled Persons, and this report recommended
greatly increased attention to the rehabilitation principle in any future arrange-
ments of the hospital and health services. The subject is not one for any
detailed review here, but it has to be mentioned if only to note what has
hitherto been a deficiency in existing services and to keep in mind the necessity
for developing it in any reorganisation. S '

Infectious Diseases and Isolation Hospitals.
Apart from sanitary and other improvements, public action in relation to

: infecﬁous diseases was first taken in the Vaccination Act of 1840, providing public
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facilities for vaccination against smallpox. In 1853 provision was made for
penalties against parents for failure to have their children vaccinated, and a
series of enactments on the vaccination question followed right up to the present
century. Since 1898 it has been possible for a parent or guardian who believes
that vaccination would prejudice a child’s health to withdraw the child from
the application of the Acts. At the present time only one-third of the
children born each year are vaccinated. It is probable that the time has
come to amend the law, and to substitute for compulsory vaccination a system
.of free vaccination for all through the family doctor, the clinic services, or
otherwise. This is the method adopted during the present war in organising
the immunisation of children against diphtheria. Supplies of the necessary toxoid
have been provided free, and immunisation has been performed normally without
charge to parents, while every method of publicity has been used to encourage
them to take advantage of the facilities provided. By the end of 1942 about
half the child population under 15 had been immunised.

Infectious diseases are the subject of a special service of treatment in
isolation hospitals, which is provided by the councils of the boroughs and
urban and rural districts, but not usually the county councils. This separately
organised service was one of the earﬁﬁiﬁﬂlﬂnf&%wto
take shape—as far back as 1866. Before that, some of the chartable institutions
had provided specially for fever or smallpox patients, and the invasions of Asiatic
cholera which began in 1831 had reinforced the arguments of the Poor Law Com-
missioners that there should be more regular provision made for infectious diseases;
but only temporary measures had been taken during epidemics under orders made

by the Privy Council. Thg first real powers to lErovide Fublic isolation hosgitals
~ WM&MM%{%&G

sanitary districts—which became in € the county borough, borough and urban
and rural district councils—began 1o develop, severally or in combinafion, the
- Systént of the separate treatment of infectious diseases in jsolation hospitals which
exists to-day. 1Im L.ondon a SpeEcCl opolitan Asylums Board was created 1n
1867 for the central provision of asylums for certain of the sick poor, and it

became in time the general provider of infectious diseases hospitals for the
metropolis, ‘until its services .were finally transferred to the London County
Council in 1930. In spite of the genéral tendency to attach public hospital
provision to county councils and county borough councils, the county
councils were not, prior to 1929, brought very directly into the infectious
diseases service, though they were given certain powers by the Isolation
Hospitals Acts, 1893 and 1goz, which have since been repealed. In 1929, by
the Local Government Act, they were given the function of drawing up a local
scheme for adequate isolation accommodation in each county, in consultation
with the county district authorities. = The carrying out of the schemes has
normally remained a function of the latter authorities, though occasionally a
county council has undertaken the provision for the whole or part of a county.

In 1889 the sanitary authorities were authorised to make certain infectious
diseases notifiable in their respective districts, if they so desired; before that
notification applied only in a few areas where special powers had been conferred.
Ten years later the notification principle was made universal throughout England
and Wales for these diseases. Other diseases, such as tuberculosis, have since
been made notifiable by general regulation of the Minister. Local authorities can
also, with the Minister's approval, make local additions to the list. -

The present situation is that there are some 1,500 local authorities with powers
to provide for the hospital treatment of infectious diseases (including smallpox)
in their areas. They do not all make separate and independent provision, and
the obvious good sense of pooling resources so as to plan a more useful and
economical service for larger areas has resulted in many of them combining
into formal Joint Boards or less formal joint committees for the purpose. About
8co of them have so combined, into about 160 Joint Boards—apart from the
other less formal combinations referred to—so that the principle of planning
over more suitably sized areas already exists to a considerable extent in this
service. : o o

" Altogether there were, just before the war, something like 38,000 beds in
isolation hospitals provided under the infectious diseases and smallpox service,
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and they were to be found in some 810 separate hospitals, about 630 of which
contained less than 50 beds: The hospitals thus tend to be small (although there
are well-known exceptions) and they vary considerably in quality. Some of the
provision is very good of its kind, much of it reasonably satisfactory; but in
general the small and separate hospital for infectious diseases is unecono-
mical, viewed as a medical and nursing organisation; and for most infectious
diseases it is to be regarded as less satisfactory—in future planning from the
medical point of view—than either the provision of larger units or of separate
blocks inside the bigger organisation of the general hospitals.

Admission to infectious diseases hospitals is in many areas quite free of charge
for any of the inhabitants of the area—as distinct from the ordinary practice
of recovery of costs according to ability to pay, which applies in the general
hospital services. )

Tuberculosis. | :

Public measures for the care of the tuberculous are organised under a
separate machinery, and in many cases by different authorities from those con-
cerned with general infectious diseases. Before 1912 there existed some 5,000
or 6,000 tuberculosis beds in sanatoria or hospitals, mostly administered by
voluntary organisations or private individuals, and mostly quite small.  The
greater part of them had been established within the previous ten years or so.
A few local authorities had provided sanatoria themselves, and some were
treating tuberculosis cases in smallpox hospitals or infectious diseases hospitals
when accommodation was available. There were also about 50 tuberculosis
dispensaries in existence. From 1912 onwards public intervention in the treatment
of tuberculosis began to quicken and in that year all forms of the disease were
made for the first time notifiable. Local authorities were encouraged by ex-
chequer grants to make better provision for the treatment of tuberculous persons
in their areas, and sanatorium benefit under the National Health Insurance
scheme was designed to secure that insured persons, if they were found to.be
suffering from the disease, should get the advantages of sanatorium and other
treatment whether or not they could afford to pay for it.

The strain of the 1914-18 war was reflected in an increased incidence in the
disease and there was a heavy demand for accommeodation, in particular for men
discharged from the Forces. This led to increased exchequer assistance which
resulted in further provision of sanatoria and other accommodation. In 1921,
Parliament imposed a general duty on the county and county borough councils
to make arrangements for the treatment of tuberculosis, this legislation being
later incorporated in the Public Health Act of 1936. From these beginnings
there has emerged a strong and still developing special service dealing
with all aspects of the diagnosis .and treatment of the disease and
providing a considerable amount of supplementary help and after-care to
those suffering from it. The county and county borough councils fulfil their
duties partly by their own direct provision of dispensaries, sanatoria and other
institutions, partly by arrangements which they make with voluntary and
other agencies. At the outbreak of the present war there were some 28,000
regular beds in tuberculosis institutions, with many more available in approved
institutions for use when required: About 400 sanatoria were provided by the
local authorities directly, and some 270 by other agencies. These sanatoria are
not usually very large, only about 30 having more than 200 beds.

Apart from actual diagnosis and treatment, the service provides—in a degree

i varying from area to area; and partly through voluntary Care Committees or
4 similar ofganisations—a variety of supplementary services dealing with additional
1 comforts, extra nourishment and clothes, training for employment, help in
5 obtaining suitable housing, dental care, and other matters. Valuable pioneer work
S in rehabilitation and resettlement of the tuberculous has been done, by a small
Anumber of voluntary organisations,eminenily intwo well-known village settlements
- and tuberculosis colonies. ILocal authorities have made full use of these facilities,
4 just as for suitable types of case they have linked up with the training and
4 settlement resources of the Ministry of Labour and National Service. Increasing
- interest has recently been taken in the rehabilitation of the tuberculous patient
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ough hampered at the moment by the restricted conditions of war), an
aglaslshin 1g1ew a,idsp to early detection and diagnosis afforded by mass mmla;curf arﬁngg_-
graphy. Another recent advance has been the scheme for the paymen oar] -
ances to patients under observation or tregtl.n.el.lt, in ord_er to el_lco%rage ebs%ra e
course to treatment where financial responsibilities might’ otherwise be an o
tending to delay it. | B
For the exercise of their duties a few local aunthorities have com-

.bine'd with each other in seven Joint Boards. Some of these Boards

taken over all the +tuberculosis services ~of :l:he1r ) cql;stliguent
];;zgorities; some only undertake the joint management of Partacular_ 111s1.:1tu“c:?‘l]c:llllgé
A unique experiment in large-scale combination has been in operatlox_aalmA o
for the last 30 years, in the King Edward VII Welsh National Memori ssa'oicl:1 :,t
tion. This was established in 1910, as part of a national can:lpaaf,;r[n;l ag st
tuberculosis in Wales, and its special constitution (under a Charter of L %orpo ail
tion) provides for the representation of all the county and cou_nty; : %rogghe
councils in Wales, and also includes co-opted members, members nominate tai:" -
Minister of Health and others. It provides dispensaries and visiting s uins
and some 2,000 beds in its own sanatoria and hospitals, and also arranges for

accommodation through other agencies. ,

osis service—even after allowing for the indirect effects of
img?gve?bggflgng and food and environmental conditions gem;ra.}ly—has vertjg
tangible results to its credit over the last twenty years, reflected in }Il}provgmen
in the rate of mortality from the disease. It tends to be adlmmstezi:n a‘tts af
separate entity, perhaps not enough related to the diagnosis and treatment o

R other chest and respiratory conditions or to the work of the general -hospitals,

because it has come into being as a separately organised service with one
particular objective. - :

Venereal Diseases. _ ; N : | eonces b
' ial service for the early diagnosis and treatment of venereal dise as,
sin%es?tg?al ISJeen the responsib%lity of the county and county borough councﬂsé
It provides some zoo out-patient clinics and centres (usually by arrangemen
with local hospitals, sometimes independently) for free and confidential diagnosis
and  treatment for all, ‘irrespective of place -of residence .or - cucpmi-:
stances. Hospitali beds and bostels are usually available for m-pa&netr)l
treatment if required. During the war the service has been supplemented by

' made, particularl ] '
;reraﬁligflgggiﬁoners in)ve free tr};aﬁne_nt in their own consulting rooms. ]?o;j:ors
in general practice are always at liberty—and are encouraged—to use tthf a orz;.;
tory and other resources of the service free of charge and to consult the expe:
medical officers of the service on any case under treatment.

Cancer. | c ; . ' _
| Just before the present war the Cancer Act of 1939 put upon-the county and

* county borough councils a new- special duty, to see that facilities for the

ia i d treatment of cancer were available to meet tl_:te needs of the?r areas,
%ll?gn ?&S(l:‘st a'tl:lonte11:1'pla’ced a new and comprehensive service for detecting and
treating the disease, based on a local scheme which would utilise existing resources
(in voluntary hospitals and elsewhere) and would supplement them, as necessary,

with new diagnostic centres and with additional treatment facilities.. It was

in many cases, it would be necessary for county and county
lenﬁgc?;;%d cglh;z%ilsu'lto con:?;)ine in order to operate an efiective scheme over a wider
area, and provision for such combination was included in the Act. . The whole
service would be backed by arrangements for access to a centralised supply
of radium organised by the National Radium Trust and Radium Commission. -

: . . . - M .. - . - _ted
| tbreak of war immediately after the Act was passed, however, prevente
thghge::rl sen?ice from materialising—except for a few interim schemes which
have been started in some areas. .Some special war-time arrangements, designed
'to relieve some of the cancer centres in certain large towns, have been made
through the Emergency Hospital Scheme, but these do not _properly: form part
of the present review. : o
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in rural areas, under which suitably qualified.
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Mental Health Services._

Provision for the care and treatment of persons suffering from mental disorder
is made by local authorities under the Lunacy and Mental Treatment Acts,
1890 to 1930. The local authorities concerned are the councils of counties and
county boroughs, and of 15 non-county boroughs. Many of the functions are

- obligatory, particularly as regards provision for certified patients. The powers

conferred on local authorities in regard to provision for voluntary patients and
out-patient diagnosis and treatment are permissive; but this part of the service
has in fact developed rapidly since the passing of the Mental Treatment Act of
1930. In 1941, 35 per cent. of the admissions to public mental hospitals were
voluntary patients. Local authorities are required by these Acts to exercise

all their powers and duties through Visiting Committees which have powers ini

regard to staff and finance that give them a certain measure of independence.
This arrangement is a survival of an Act of 1845. Three county councils—London,
Middlesex and Surrey—have by local Act modified this arrangement so as to
bring the committee dealing with this service into line with the position normally
occupied by statutory committees of local authorities,

- In this service combination between authorities is a common feature. There.
are three Joint Boards established under local Acts. These provide for the
combination of the county council with the county boroughs in the county in
Lancashire, the West Riding of Yorkshire and Staffordshire. Joint action has

been taken under the: provision of the Lunacy Act by a large number of .

counties and county boroughs for the provision and maintenance of a mental
hospital to serve the combined area. Of 101 public mental hospitals (accommodat-
ing some 130,000 patients) 42 are managed by a Joint Board or by a combination
of two or more local authorities. The provision of a public mental hospital
must clearly be entrusted to an authority- covering a .considerable area. The
average number of beds required per 10,000 of population is about 32. The
optimum size of a public mental hospital is between 1,000 and 1,200 beds, and
it has been found that when the number of beds in such an institution is below
500 it tends to.become uneconoinical in management, :

Under the Lunacy and Mental Treatment Acts a considerable number of
patients are treated in private institutions. Some 2,500 are in registered hospitals
(i.e. private institutions supported partly by voluntary contributions or charitable
bequests) and rather more in licensed houses, i.e., private profit-making establish-
ments, licensed under the Lunacy Act. There are about 12, 500 persons of
unsound mind in the public assistance institutions and public health hospitals.

Provision for the care of mental defectives is made under - the Mental
Deficiency Acts, 1913 to 1938. The local authorities concerned are the county
and county borough councils.  For the execution of the Acts these councils are
required to appoint a committee for the care of defectives, some members of
which may be co-opted. Certain of the functions are obligatory while
others are permissive. The local authorities are required to make arrange-
ments to ascertain what persons within their areas are defective and subject to
be dealt with under the Mental Deficiency Acts. The service covers provision
for institutional care for patients who need it and community care for defectives
who are placed under guardianship or supervision. There are some 37,000 mental
defectives in certified institutions, and about 5,000 -under guardianship and
37,000 under statutory supervision. Some 9,500 are in public assistance institutions
approved for the reception of mental defectives. _ -

Institutional provision under the Act generally is considered to be inadequate.
The operation of the principal Act of 1913 was checked at its inception by
the . outbreak of the last war, and further developments are essential if an
adequate service is to be provided. Here again joint action is fairly common, 13
out of a total of 61 certified institutions being carried on by Joint Boards or
Joint Committees. Some of the largest certified institutions have been provided
by organisations other than local authorities; and there are a number of small
certified houses and approved homes which are privately owned. = '

‘The -central supervision of the mental health services is exercised by the Board
of Control, which was reorganised under the provisions of the Mental Treatment
Act, 1930.. ' The members of the Board are appointed by the Crown, on the
recommendation of the Minister of Health, with the exception of the legal
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on of the Lord Chancellor. The

member, who is appointed on the recommendati

Minist ints the Chairman, and the appoin .
is alsoel;suatl))jgg::n to his approval. He is responsible for the presentation of the

Board’s estimate in Parliament, and anwers questions in the House of Commons

i i ulted, and his directions are
ing to the mental health services. He is consulted, a : .
gkl?.;n gbyo the Board, on all questions of major policy. The Board exercises

independently of the 1asi-jt _
?} :fahlte inyrelation to the discharge of individual patients.

Maternity and Child Welfare. | .

The health of the expectant or nursing moﬂ}er and of the chllti uqdera%\éecvgil;g

is not attending school is the subject Iclz»lf a sp;ma.]i‘lypg:gg::n{s)efzd ﬂ:;a ;::;;cgt o

jce. This service is mainly a develo , entury,

::tlif agae.rfi?:ru‘;?rﬁy of the years between the two great wars. There vgreh?efglmiﬁglgli
in the latter part of the nineteenth century, when concern about the hig

isiti i f women workers
led to the start of a health visiting service O :
?fg.ltl?ntzgg a’::3 first, then professional and qualified visitors) who advised mothers

on infant welfare in their homes; it led also to the establishment of special depots

or centres, where the mothers could attend for advice, and for milk and other

i ities. is work was made easier, and the way for a more organised
:gfgili r;g::s?:::d, g}lln s1’:na,ki1:tg' the notification of births compl;lsorjfr?ha prosc:Si
which began in 1go7 and was extended in 1915. The real foundat:gn of the pre
service was, however, the Maternity and Child Welfare Act of 1918.
cal welfare authorities, which may be county

i i inor authorities according to circum-
councils or county borough councils or min Jutboritles accarding 1o O o

- which need not be elaborated here. e ;
%311:32?1 ::Vhere are nearly 400 separate local welfare authorities, of itl‘l;hlt‘,ﬁh 61?1' I?alﬁ
county councils, 83 county borough counc.ﬂs, 162 borough councils, 3C bat
district councils, and 1o rural district councils. In _London the CommonJEh OPties
of the City and the 28 metropolitan borough councils are the Weh".a.re};:l authori ticé
The service is not a duty of these authorities, but a power—althoug mdi%fl'cand
all of them provide it, in varying degree. It is concerned to provide me o)
general advice and attention (but not treatment, e_xc?pt for a few minor ad entil
to.the young child and its mother, before the child’s birth and afterwards I'n?bn
it 1% five years old or until it attends school. The service includes the p_1'0\.§1r51f ‘
of ante-natal and post-natal clinics and welfare centres, where attendaigce fIS__ : ﬂoli_'
the most part free and advice and minor treatment are given, the supp yh_o m
and special foods, and the visiting and advice of health visitors at the home.

nnection between this service and the school medical service, which
is E‘gfixg?dsetgobelow, has always been recognised and under the Local Goverr;i,
ment Act, 1929, the Minister has power, on representatlons'made by a coum;l
which is the education authority, to transfer the welfare functions to that C(il'lnl: d
When the two services are in the hands of the same body they are usually linke

closely with each other. : : _ |

F 01?7 her actual confinement the expectant mother may be helped by the Welzclliare.
authority—through their own provision or through arrangements made .Iﬁy ; tzxin
with other agencies—to get admission to a bed in a maternity home or osgn th‘
She may, alternatively, be confined in accommodation provided as paﬂl:1 .of the
general hospital services. Or again she may, and commonly does, have her con-

The service is provided by lo

finement at home, and in this case there is a separately established midwifery

i 1dwi - i hands of

i hich has grown up under the Midwives Acts 1902-1936 in the
fggllc:u;r}vising ziftrhoritieg These—for historical reasons—may or may not be
the same as the welfare authorities; there are in fact 188 of them and they include

. 62 county councils, 83 county borough councils, 39 borough councils and 4 urban

istri ncils. Their original duaties (which explain their title) were to supervise
ic:lllset;;:,c(ﬁge of independentgmidwives in accordance with the professional- rules of
the Central Midwives Board; but since 1936 they have been charged to see that an
adequate service of domiciliary midwives is available in their area for those who
need it, and they do this either by arrangement with voluntary organisations or
by themselves directly engaging and c_employmg midwives. Of some 16,000
midwives in practice, nearly 2,700 are directly .employed by the local authorities
as domiciliary midwives and over 5,200 are in the employment of voluntary

tment of the staff of the Board -

Minister certain quasi-judicial functions conferred on them

. familiar and welcome figure, particularly in country areas. In co-operation with

4 payments made by patients directly

g ' even greater and more useful part. The need here is for extending and strengthen- a
¢ ing a service which has fully proved its value, and for linking it intimately with’ Y ;

-Parliament.

———— .
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bodies, usually county or district nursing associations. Many midwives, particu- LF:
larly in country areas, combine midwifery work with home nursing and health . i
ViSitiDg. ‘ 7 El-.’.' (I

Nothwithstanding the complication of the system, the quality of the maternity
and child welfare and midwifery services is in general high, although they vary E
in scope considerably from area to area. Results, reflected in lower maternal and L
infant mortality, have been striking and well reward the growing efforts of the il
service in its relatively short development between the two wars. The commonest "
ground of criticism is that it is divided up among too many separate agencies 3
and kept too much apart from the related fields of the family doctor and the ,‘!
hospital and specialist services. _ B

Home Nursing.

Home nursing forms a most important branch of the health services, and one i
which is almost entirely the concern of voluntary organisations. Local authorities [
have limited powers to employ nurses for nursing at home patients
suffering from infectious diseases, or expectant or nursing mothers or children !
under five suffering from various conditions, but they have no general power to
provide a home nursing service and the number of nurses employed directly
by them is very small. Within the limits of their responsibilities local authorities
bave, however, used extensively the services of the voluntary organisations
providing home nurses, and they have also assisted them financially under L
powers, originally derived from the poor law, enabling them to make sub- f;‘
scriptions and donations to these bodies. ‘ ;;!:

The home nursing service is for the most part provided through district { ;f
nursing associations, the majority of which are affiliated directly or through the HhH
appropriate County Nursing Association to the Queen’s Institute of District e
Nursing and are under the supervision of the Institute. The district nurse is a b3

the doctor she visits the patient’s homes, tends the sick and the ‘injured, ],;s
and acts as adviser and educator in health matters. In many districts she acts |

also as midwife and health visitor by arrangement with the local authority. In ;
all some 8,000 district nurses are at work over the whole of England and Wales. i

The income of the associations is derived from subscriptions and donations,
or through a contributory scheme, and e
grants from local authorities. The proportion received from public funds has
increased in recent years, and especially since the Midwives Act 1936 placed on
supervising authorities the duty of providing a domiciliary midwifery service.
This duty is frequently discharged by the district nursing associations in return
for a grant from the authority. :

There is little doubt that, with some development, and with closer co-ordina- 5
tion with other branches of the health services, home nursing could play an

general medical practice and with hospital treatment.

The: health of tile school child.

- For the school child, over the age of five, or from the time of his first attending ‘ "
school, there has gradually developed during the present century a special school

medical service. Towards the end of the nineteenth .century certain .special E
provision was made for the care of blind, deaf, defective and epileptic children;
but the origin of the school medical service may be traced directly to the
Report of the Interdepartmental Committee on Physical Deterioration which
was issued a few ‘years after the South African War. As a result of this Report
the Education (Administrative Provisions) Act was passed in 1goj setting up a
regular system of medical inspection and empowering authorities to provide
certain types of treatment. From then onwards, a system of increasing medical it
inspection-and care of .the health of the school child has been steadily built up.
It is now based mainly on the provisions of the Education Act of 1921 and is one
of the subjects falling within the scope of the Education Bill now -before
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The operations of the present school medical éervice are broadly of three kinds.

First, it provides for the regular medical inspection _of all children in public
elementary schools, in secondary schools, and in certain other schools. d
it provides. for the medical treatment, as well as 1nspect1qn, of ch1}drep in Pubhc
elementary schools—but in regard to other schools there is no obligation (only a

- power) to provide treatment.

Second,

Third, it enables the educational system, with
its regular contact with parent and child, to influence both in principles of
healthy child life, and to assist and guide them in securing that the child resorts
to the kinds of medical treatment or care that it may need. The first and last of
these functions are essentially aspects of the educational system, as such, and
it is the second—personal medical treatment—that is of most interest for the
purpose of the present review. _ |

Responsibility for arranging this medical treatment rests with the local educa-
tion authorities. There are at the moment, for elementary education, 315 of
these, and they include counties and county boroughs and certain non-county
boroughs and urban districts; for higher education, there are 146 of these, all
counties and county boroughs. The present provision made by local education
authorities for medical treatment varies considerably—in some areas dealing only
with the treatment of teeth, eyes, ears, nose and throat, and minor, ailments;
in others extending to such matters as orthopaedic treatment and certain pro-
vision for rheumatic cases and for maladjusted children. The authorities are
required to recover the cost of treatment from the parents, unless they are satis-
fied that this would not be reasonable. Some of the treatment activities are
conducted in the schools themselves, some at clinics, provided for the purpose by
the local education authorities, some by arrangements made between these
authorities and hospitals or other independent agencies. o _

The local education authorities’ organisation for these purposes includes
school medical officers, whole time or part time, the chief of whom is in nearly
all cases also the medical officer of health of the local authority concerned and.
combines his school functions with his general public health duties; it also includes
school nurses, who are able to do much of the follow-up work in direct
contact with the home and the parents (and who may combine their duties with
those. of a health visitor) and school dentists and other technical officers. A
valuable aétivity of the education authorities, side by side with this medical
work, i1s the provision of good school meals and extra nourishment,
been greatly expanded since the beginning of the present war, is no longer
limited (as it was in earlier days) to children whose parents are necessitous or
who cannot readily get to their homes at mid-day, and will remain an important
feature in the proposed educational reorganisation. _ \

The central supervision of the school medical service rests with the Board
of Education, under powers delegated by the -Ministry of Health, and a close
association of its work with general public health policy is assured by the two
“Departments enjoying the services of a single Chief Medical Officer, and by
‘regular arrangements made through him for the co-ordination of the medical
work at the centre in both fields.

Dental Services.

The existing publicly organised dental services are of several kinds, and a.pply

to various classes or groups of the population.

Through the National Health Insurance scheme many—but not all—of the [ - l1k
_ B ike that in regard to dental services. ‘* Ophf ic
] : es. ** Ophthalmic benefit >’ und i
Heg.lth Insurance scheme is the principal method of obtaining opheifhzlhrzifago{lal |
and:treatment and spectacles, and ‘about half the insured groups, or som 25 et
eent. of the population, are eligible for benefit.. There-are ' R

21,000,000 persons insured wunder the scheme can get what is known
as ‘‘dental benefit’’. In fact, nearly two-thirds of them, or ‘some
30 per cent. of the population, are probably eligible for -this benefit, which
first began to be provided in 1921. It does not take the form of direct public
provision of dental treatment, but of a money payment of the whole or-a part
of the approved cost of treatment. The individual obtains treatment for himself
from any dentist who is willing to treat him, under certain conditions and at

certain scales of fees which are centrally regulated by the scheme. Most - :'

dentists in private practice are willing to accept, the ‘‘ dental benefit ** patient
in this way, although there is no obligation to do so and no ‘‘ panel ’’ system

comparable to that on the medical side of the Insurance Scheme. Whether

This has

spectacles to be made by a dispensing optician, or through-a sight-testi

- 05
* dental benefit ’ is obtainable by any insured persoﬁ, depends upon the ability

of the Approved Society (or branch) fo which he belongs to make payments for-

this benefit out of its surplus funds. Although probably about 13,000,000 people

. are eligible for this benefit, it is noteworthy that only some six or seven per cent

.of them actually claim it in any given year.

Under the maternity and child welfare servi ' ' -

‘ €L . 1ce most local welf iti
anatlrigef—lr} varying degree—ifor dental treatment for expectan’ie:1 reema&ltgﬁ?stlfgs
]I;no jers. and, where necessary, for children under five. The majority do this
¥ providing a service directly, at their welfare clinics (or at school clinics

dealing with i , . e
hospi tglsﬁi older children), others by arranging through private .dentists or

vary locally, ‘being sometimes provided at the sanatori 1
€. ria themsel

at other centres by the dentists employed for the maternity andvzsth:: I::rgllgef
described, . sometimes by private dentists. | - >

In the schools the school medical service ‘ '

) ‘ . ] ; s of .the local educati iti

ﬁ;c:iwg:n%:ixtagt m?;ectt;on 3nd treatment, in varying degree. School Eni&t]:?;erg
n ,atiendants and other staff are appointed directly by +h ities.
The work is done mainly in clinics or in certain country dlssrmcyts i:: 1?1111:11 sf::rligglss;

~medical work.

art from these publicly organised services the individual citizen must depeﬁ'd

" Ap
©on his own private arrangements: He may have access to special dental hospitals

he is in serious financial need and Tequires urgent treatment he may seek the

assistance of the poor law, which in most areas will arrange for essential treat-

~ 'ment in the last resort,
- ﬂphthalmie Services,

The position in regard to the public provision of ophthalmic serviées is very-

two ways _in which

, - ‘ 0 normally gives a prescription for -any necessary

'ng optician:

| The. Approved So.mety' (or branch) which provides ophthalmic benefit is required

3 1'032
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Ophthalmic treatment is open to schoolchildren through the school medical -

‘service Arrangements for this form of treatment, usually by specialists, are
- made by all education authorities.

It is one of the most comprehensive of all
branches -of school medical work and provides a more comprehepswe Aopgrti]aflr?n(;
service than is available for any other section of the commu.n111;y1. foP it from
this service, only partial and irregular public facilities are availa (i, h T XA Por _
through the out-patient departments of some special and general hosp

‘through the poor law. Otherwise the citizen must rely on private arrangeI_I_ler_lts.

Industrial Medical Services.
In addition to the services described there are various -medical activities

ith i hich need to be mentioned
i iall th industry and employment, w _ _
?t%%ﬁ;;d tslfei(rn arZ z:)t primaril tr); concerned with the personal Igefll:;alena:v(iirvé;?
and treatment of the individual but more with general Wel:fa.rée a.nd ‘he enyiron-
mental conditions of his work. Although they can all be referred to I y

** industrial medical services ’’, they vary considerably in kind.

A \ “First, the Factory Acts provide for arrangements for factory inspection which

include medical as well as other Inspectors. The history of the direct intervention

/by the State in industrial welfare and working conditions .is a long one, and

: it i ] ient to say that it has
) ' t relevant for the present purpose. Sufficien
?tlsosgﬁpgfixllt geﬁo over a century ago, in the aggjom:meni aftel;ch Ie&izg ;)lf Ifea(.;l:lij:f;y
A ’ ' i : ' orce -
‘“ Visitors.”” by the Justices of the Peace (mainly to eg e s e e
ing the employment of juvenile labour) an at,
1;1:;1 isu;eﬁrzg‘g;lg by (::he ﬁI]).'StYGOVEIIIIIleDt inspectorate of fa.ctcicnes ?:,fter th:f E‘:.i:l%?;
i i - i f the present system ca
Act of 1833, from which the line of succession o present sysfem can be more
or less directly traced. The first appointment of 2 medical inspe .
“until ; the medical side of the factory
until about the end of the 1gth century; but jical side the factory
i has since’developed into an important and well-known
;1;}5:1;;35: 01:-]1:3 n?}:v occupies the? whole-time services of more than a dozen medical
inspect’drs.‘ In addition, however, the Inspectorate has, for over 100 years, been
- assisted by part-time doctors (formerly called )Cerl;tlfyuég tiSu;gegII:ls(i egog; eEiJ;?rI;:tIib
ing ' tbering about 1,700) whose duties in | j -
ing Surgeons, and now n_umbermg_a. 1,700 B stasting the
 gati f cases of accident and industrial disease as well as inv he
g;t;gircl:af suitability of juveniles for factory employment and _pepodxca]lzri exa.m_:{x_}:1
ing workers employed in various unhe;lth;:i processes—mth co%?les; eglsji : I;m &
' i es (including, where found necessary, the uspension
gggﬁiﬁﬁ:ﬁ érncfslsu&le pg‘rticiﬂarg__kind of work). Their investigation of accidents
'(but not of cases. of disease, poisoning, gassing, and other special cases) was
dropped in 1916, but the other sides of their work have been developing. _ This
‘organisation is not designed to, provide personal medical treatment and adv;s; ét;g
the individual worker; it is designed as an integral part of the highly telc pical
machinery for promoting, fundamentally through the employer, saféty, health an
welfare in factories and other premises within the scope of the Inspectorate.

Nex ial c ' i i full-time or
industrial . concerns often - appoint works medical officers, 1

aqutixigaemw]ﬁso are in a rather different position. "An intermediate kind of -case

gs where ,the firm arrange for the Examining Surgeon to carry out additional

im, so that he is' substantially a part-time works doctor. . These

‘e'mvgég}is lcli];gtors "’ are engaged mainly to keep an expert eye on the medical
aspécts of the factory’s work and hyg1e_ne, on the effects of environment upon
the health of the workers, on the wise adjustment of types of work to the workers
ca;pacity,' on -arrangements for dealing with qcmdents and emergencies, and
generally for the giving of proper medical advice to the factory management.
- Before the war, arrangements of this kind were often gncoura_ged by the Facto;'y
Inspectorate, and the Factories Act of 1937 gave wider powers to the_ _Hon}e
Secretary.-to order employers to make arrangements for medical supervision in
their factories. Further, in 1940, the Minister o_f_Labqur_a.nd National Service
made an Order, under Emergency Powers, requiring mumtu_)ns a:nd other _ﬁrms
to appoint works doctors ‘if directed to do so. Formal' directions .und_er‘ the

functions at the works, beyond those for which they are legally required to’

Order have not been found necessary; but, since.
have in fact appointed whole-time or par
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Now some 175 ‘gv]_aole-.time doctors of this kind and
medical Supervision in the factories on g3 regular part-time basis, The ‘ works

Spot—perhaps particularly in war-time with

- ordinary medical consultation outside working hour

uninterrupted attendance at a Place of work,

incidentally, as in other

Similarly, but on a

- medical care, but they do not set out to provid
service. The miner, like other
Nati.onal Health Insurance sche

few exceptions (like
workers, referred to

on) apply in the m

part-time works doc

cases, give a certain amoun

it was made, many more firms

tors, so that there are

about 700 exercising substantial

ection  with their . functions of advising -

first-aid measures in the factory

its rediced opportunities for

s and its greater need for

€r experts there, and who
t of personal medical advice.

smaller scale, the Air Minj and Admiralty mak _
ments for medical services at their civilian indsl?s-{rial esta.bliéhmtgn‘ts. v atrange

industrial workers

» is within the scope of the
me and has recourse to hospital and other

is already descri_bed. _The Miners Welfare Commission has

the arrangements for the polic
1o under the paragraphs on general medic
the main health and treatment services, already summari
(National Health Insuranc_e, the local authority services, the
ain to the people or ‘to sections of the

hospitals, and so

people irrespective

-of their particular form of vocation.or employment—for the most part equally
to the worker in the field or in the mine or in the factory or elsewhere. The

- industrial *’ medical services are primarily’ concerned with enlisting the medical

expert in the supervision of general industrjal welfare and organisation. The
onal treatment service, thoigh to the extent indicated they

{ are not a direct pers
{ are sometimes concerned incidentally with

_ This, then,-is a broad outline of the picture of th
| - the main picture, but not by any means the whole
| have to detail the m
a host of associations, trusts, societies, clinics

ultitude of voluntary

and private and s
» institutions

picture. A

personal advice or limited. treatment.

e health and médical services— |

full review would

emi-public efforts of
and other organisa-

tions and groups, which have sprung irom  private initiative or from public

31032

{ charity over a long period of years. - It woul
| variations of both’ statutory and non-statutory
f kinds of experiment in grouping and combin
§ made both recently and earlier, in differen
i more closely to each
! There is no room to

i _enough to reveal the

-other and to ‘‘ rationalise *’

essential features of the prese

d have to anal

ation of services
t quarters, to relate

yse the many local

services, the many different

locally, the-atterpts

separate serviceg

the pattern here and -thers,
ideal ‘with -all this. The general picture

nt sitnation.

D

given is perhaps - °
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" General. .

. There has been the same evolution .from the measures taken by

" and Wales; others, such as the Highlands and Islands Medical Service,.

" -authorities,””” namely,

" _burgh, Glasgow, . a _
" ‘Hospital and Consultart Services.

~ Jocal anthority—have grown up side by. side in- ouch

_exéeption, these hospitals-are found

| Tg::ztﬁ:.sdi%::n ?frétr;eii?:l?l?%?;rélogmgnt : c_)f- the- 1‘)ay._—1:>_edt gyéi;;:ﬁe_anad lsa, ;sm 2311;

) atment. - While-there are. organised _si:h‘emes‘.illin tt(;fici:f:é |
untary contributory schen;sc) v?:i egh% c;tg;:ﬂ io?;é ﬂ_l:; - .
o he poor lan azo obiged by staue o Sbarer % YL, |
* (Further r;efl_c_aggn:ceris: made below

.+ -the fart:that the country’s key

---_68
. 7THE PRESENT HEALTH SERVICES IN SCOTLAND."
" The health services in Scotland had the same origin a.n f
followed much the same course as the health: services 1m

their deveiopﬁxent has
England and. Wales
public: authonptﬁs
- i stute sick, followed later in the
: ginning -of last century 1o relieve the destitute sick, :
z:ﬁt;i'}?%y' ﬂlégdevelopment of the environmel}ta.l public hﬁalthai-ie;;"ﬁet; 21;1‘_1“?6:
treatment of infectious diseases, to the expansion of the L owth. Of these
in ‘the present century. - There has been the. same -ha.pha.lz)a.rﬁ]lgcr1 T s st
‘services th'rough'th:e years, leaving much the same gaps _to. e fe‘th N story and
‘kind of problems to be solved. This ,b_einsg ‘-Sgﬁd'%iﬁg tilltl):ﬁiiaﬁlyerepeafy much
' state of the health services in Scotianc wor evitablly, e
o et has alrady Doy s in i Appends | Bt 0 SO
gervices in the two countries has not been unuorn. == = . o5 in England
ifer in their scope and organisation from the corresponding services i OB o
English counterpart at all. The following paragraphs draw at?nﬁon_ to the.mos
important of these differences. - LT
Local Authorities. P I
' S - nd)’ - ally T
3 ' rhment (Scotland) Act, 1929, substantially an
f%:dL;?t}i?r?g:s con_ceri:(lt'ad with the health of the people. "Il.he hi:ggﬂse:g:t:gi
?extlﬁding “for this purpose the 'environmeléta} 58;?“035;53?;;3555&21111&:]0; health
NGRS housine): are ~ administere : >
supply, drainage and lti’:séglgr)n%rec;ﬁgﬂ; “of ‘which there are 31, and the .'l:ovivin
uncils of large burghs, of which there are 24. A-large burgh is One'nggl;r?iilig
co'th'-' “opulation of over 20,000. The school health service, however, 1S ernd
o dagl'pb the county. councils and the town councils of the four Cities (Eds
e Clasao Aberdeen and Dundee), which are education anthorities.

-~

educed the number

% | | it services in Scotland has been
ST SRR WA 3 development of ‘the~hosp1ta;1 services 1n e
S .8 'brog%’u@neﬁﬁh fmgv:nf Wales. The two hospital systems—voluntary ang
gimilar to that 1n g ch the same way -in h'b_}z;:l

. : - 11 R ide muc e
e Rut Juntary  hospitals -in  Scotland - still  provide muca -
.cqunmes.rf‘]?)?{hts?ns‘i’:ﬁuﬁm service for the treatment of acute medﬁc_al_ 1at:1ds
'Egggg;lpiondiﬁons . Before the war there. were S%me.az_i’lo :fluﬁ?ﬂ?ﬁ fie(:-,sphéve
: e - ™ . . - - a
R a- 40 £ rer I4,000 ‘beds. .On ‘!:113 other “hand," loca SN

et gt ospll 0 oy I eent e S0 R
- | . - ] N N ene | . . e : .
‘only: some 5,500 beds in nine o augo?htz E)_I:!I-_ Cities. There are still _EEb]{;tﬁ:
-1,700 :beds 'in- public “assistance institutions accommodating the ** chironic. Sick .
o within the scope of the poorlaw. -~ - - ... .. T o
: coming wit! P VOI'Illlta-IY 'hOSPitalS iStO ‘aﬁord free. :treatmen‘t-
wards

-ask - ‘the patient -1n° ordinary

faitories ‘and - work - places, for collecting sibscriptions for - hospitals.
een to organise, vol OI .

%E;f;laggnzﬁi , aﬁes. . Local authorities which  have
"general sick apart from’ Jaw a liged |

ﬁ%i?’l];frtdwar'ds ghe_q'o’st of the patient’s treatment.

_ :fof the indspital treatment of infectious disease. |

%o 'i_x’ifécjt__ic—)_ﬁs ,disea.ses,hospitals a.nd .._sanatona.‘.)_ o S ;

" Between the wars; thé re-organisati

" -widely discussed an C

le support: has been given:to the v :

fe%g?;?ftz E.?regional co-ordmatggdls?osp’gc%}g s:_’x;g;e

g tary’ anc anthority,, hospitals, - "111s View .

. "voluntary and. local a tY.. itals as well as the

be found in the four Citien of Edinburgh,-Glasgow, "Aberdée

on of -the Scottish BOSPEZ"’-I "s:h'n_,riée% -wz;,:s |
1o oertant committees reported on the subject. §
d a number of mpo.the view that Scotland both requires. and }
oSpi- comprehending both the
takes "atcount mmnlayjr.l '(t?f :
as wéll as the medical schools are all-T0 g - -
B ol e e e o Dandeo, and that |

"these centres are natural focal points for.a regional organisation. The conception’
of four hospital-regions based- on thesc Cities, with a fifth ‘based for geographical
reasons on Inverness, has thus become the common currency of all discussions
on Scottish hospital policy. . The. recently published report of the Hetherington
Committee not only re-affirms this conception but makes definite proposals for
setting up Regional Hospital Councils with primarily advisory functions.
-Scotland has for long suffered from an acute shortage of hospital accommoda-
tion and the waiting list problem has been serious. . This gives special importance
to the fact that the Emergency Hospital Service, organised originally for the
“treatment of air-raid casuvalties, has added some 15,000 new beds to the country’s
total hospital. provision. Of these, 8,000 are in annexes at existing hospitals, and
7,000 are in seven completely new hospitals. While these beds are in buildings
of emergency construction and while their number will be materially reduced to
conform to peace-time standards of bed-spacing and the like, they will form a
welcome. addition to the post-war hospital service. ' The annexes are administered
by the hospital authorities responsible for the parent hospitals-to which they are
attached: the seven new hospitals are directly administered by the Department of

. Health for Scotland.

- Fortunately, little call has had to be made so far-on the 'em'éfgeﬁcy hospital

organisation for the treatment of air-raid casualties and beds have.therefore been

free, within the limits of the available nursing staff, for other purposes. For
example, -emergency beds have béen used to great public advantage in relieving
the waiting lists of the voluntary hospitals: up to the end' of 1943, ‘'some 24,000
patients had been admitted for treatment from these lists ST
.. The existence of staffed beds in the emergency hospitals under the Department’s
direct control with full consultant and diagnostic facilities available has also
facilitated an interesting and successful experiment in preventive medicine, in-
-volving the close co-operation of - the family doctor, consultant and hospital
services..; This was originally known as the Clyde Basin Experiment which had
its origin in reports received from various. sources towards the end of 1g41-
suggesting that war strain, long hours, and the black-out were affecting the health
of the working population in Scotland, including that of young women who had
entered industry for the first time. At the same time it was becoming clear that
the man-power needs of the nation required the organisation ‘of the civilian
medical services on.lines which would secure that early and. correct diagnosis and
treatment were available for any condition. which threatened to-impair  the
_working capacity.of war workers or to leave a war aftermath of chronic invalidism.
Accordingly, early in 1942, the Secretary of State latnched the experiment for the
benefit of young industrial workers between 18 and 25-years of age, in the West
of Scotland. ' Family doctors in the area were asked to refer to the Department’s

Regional Medical Officer patients in a debilitated state or showing symptoms sug-
,gesting the need for expert diagnosis: The experimment was successful from -the °
- start and by the end of the year it was extended to cover war workers of all ages

in the whole of the industrial belt.” Tt is now known -as. the. ‘Supplementary

-Medical Service Scheme. Under the scheme, the Regional Medical Officer; either

himself or with the -aid of consultants, makes a thorough examination of every
case -referred ‘to him; a- full range of consultants is' available:for the purpose..

* “Where necessary, the Regional Medical Officer arranges for the patient’s admission
- +to hospital for observation and full clinical ‘investigation or to a.convalescent
~ hospital if rest or ** building up *’‘is needed. - Where on medical grounds a change
-of work ‘seems. desirable the Regional Medical- Officer consults the Ministry of .
‘Labour and National Service. 'A full report is furnished:to the family-doctor in
_every' case for his future guidance- and,: in" selected: cases, follow-up work is
- undertaken. = . . e - : ' : :

Up.to the end of 1943, some 6,300 fatienté had been referred to the R;gibnal'
Medical Offiders for examination. The scheme has shown what ¢an bée done in

"' bringing the: family- doctor: into- close and effective contact with- the consultants

and “the hospitals—contacts; which have evoked .the warmest appreciation from
doctors and patients alike. : _ S - : -
Infectious Diseases. Hospitals.

N ]

- “As in"-England, and: Wales, Jt-was 1ot until - the . middle .of 'the nineteenth
- century. that .organised. steps, were first' takeh to deal with. infectious  diseases.
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- Glasgow’s first municipal fever hospital was opéned in 1865. Two years later the

Puplic Health (Scotland) Act, 1867, empowered local authorities for the first time
to make provision for the prevention' and mitigation of -épidemic, -endemic. or
contagious diseases. These powers included one to. provide hospitals for the
sick generally but by the Public Health (Scotland) Act, 1897, this power was

~ limited to the provision of hospitals for those suffering from. infectious diseases.

" This. Act of 18g7, which is still the principal Public Health statute applicable
to Scotland, is the basis of the present system of public health administration.

"It made compulsorily notifiable throughout Scotland the diseases which previously

had been notifiable only in the areas of local authorities which - had adopted the
Infections Disease (Notification) Act, 1889, and it gave powers to the Central
Department to require the notification of other diseases. Through the years the
list of notifiable diseases has been considerably extended.

. Many local authorities combined to discharge their duties under the Act of
1897 with regard to the treatment of infectious diseases. The- Local Government
(Scotland) Act, 1929, in reducing the number of local authorities responsible for
this service to 55, consequentially reduced the number of hospital combinations.
There are now 1z joint boards providing infectious diseases hospitals on behalf of
23 of the authorities. In all, there are 109 infectious diseases "hospitals with
about 7,600 beds, excluding beds for the treatment of tuberculosis. Sixty-six
of the hospitals have less'than 50 beds. The institutional treatment of infectious

diseases in Scotland is entirely free.

~ Tuberculosis. L : : .
| Responsibility for the treatment of tuberculosis in Scotland is included in the
general responsibility for treating infectious diseases laid by the public. health -

otatutes on the 55 major health authorities. - There is no separate. statutory
provision -dealing with tuberculosis as in England and Wales and in particular

_there is no specific power to provide for the after-care of persons who have

suffered from tuberculosis,

The main features of the tuberculosis schemes derive from the  efforts of the

late Sir Robert Philip who in 1887 laid in Edinburgh the foundation of an anti-
tuberculosis organisation based on the association of the dispensary, the sana-
torium and the farm colony. The higher techniques in the treatment of tuber-
culosis have been greatly developed since these early days, but the basic principles
.of this pioneering effort still- hold good.. _ ) .
Local authorities were at first slow to follow Sir Robert Philip’s lead. One or
itwo of them in 1904 experimented with the isolation of pulmonary tuberculosis

. in spare wards of infectious diseases hospitals, but it was not until 1906 that

substantial progress began to be made. In that year the Local Government Board
‘for Scotland (at that time the central Department) made pulmonary tuberculosis
‘compulsorily notifiable and extended to this disease the statutory obligation which
already rested on local authorities. to deal with certain other infectious diseases.
Before the war, there were about 5,300 +uberculosis beds in Scotland, of which
about 4,700 were in local authority institutions. Although some of these beds
were converted to other uses when war broke out, alternative arrangements, in-
‘cluding the provision of beds in the Department’s emergency hospitals, have
resulted in a net increase in the a,Va,ilg.ble bed ‘accommodation. ' i i
The incidence of tuberculosis is relatively higher in Scotland than in England and
Wales, and it has tended to increase in war-time. There are empty beds available
_for tuberculosis patients which cannot be used for lack of nurses. This has
produced a lengthening waiting list of sufferers requiring’ institutional treatment,
one of the distressing features of the present state of the public health,

Venereal Disease. . o . .
"' There are about 50 out-patient clinics and: centres in Scotland for the treatment
-of venereal disease. Some are in voluntary hospitals but many have been specially
provided. ' ' _
Mental Health Services.

- Provision for the eatme n _ )

is made by local authorities under the Lunacy (Scotland) Acts, 1857 to 1919. :

Fd

¢are and treatmert of persons suffering from ‘mental disorder -
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While these Acts make some provision for voluntary patients i
have been conferred on local authorities with 1'e,<:{a.rc1iy eiPther to ,vlé?usr?tzc?y{i cpgi?izzg
or to out-patient diagnosis and treatment. There is indeed no counterpart in
chtland to the English Mental Treatment Act of 1930. Nevertheless tﬁs part
of ‘the service has developed steadily in recent years. In 1942, 14.2, per cent.

of th s . o b
patiefl 1;a.st.hcmss1ons to mental hospitals provmgd by local authorities were voluntary

There are 23 local authority mental hos i i .

here ¢ pitals in Scotland, of whi
comb_matlons of two or more authorities.” The 23 hospitals had, Iz,vgooc;)latlignst:rgg
. Ist January, 1943. Four single authorities-and two combinations have no mental

hospitals -of their own but depend on contracts made with the Royal Mental

Hospitals ‘(or Asylums).

- There are seven Royal (or Chartered) Mental As ich origi ‘
; A _ sylums which origi

gndé)w?llent-s.chemes and are the oldest of the exisi:i};lg'ins't:i‘cutiox:?snfgol::1 atgfg itlilsf:;
mP cotland. On 1st January, 1943, they had 5,300 patients. .

"Provision for the care of mental defectives is made under the B

[ er the Mental i

((iSco'iland) Acts, 1913 and 1940. As in England, the war of '1914—1:898&;21[;1:%
evelopments under the 1913 Act, and institutional provision is still very .in-

adequate. On -1st January, I ' i
adequat » 1943, there were 3,900 mental defecti i i
mstitutions and 1,750 under guardianship. . Five of the 13 'J:Etﬁlﬁgﬁguiﬁ

- managed by joint boards or joint committees. One of the largest of the institue

tions and-two all . N
authoritics. SInd opes ha,ve- been provided by orgamisations other than local

" Central supervision of the lunac : [ i 7

_Central y*and mental deficienc ices i ‘ ‘

81b111!:y._'0f the General Board of Control for Scotland, ch Isﬁela-r‘;igzislsof ti:hlj-gipon-
_appointed by the Crown on the recommendation of the Secretary of State e

The Committee on Scottish Health Services poin
revision and consolidation of the Scottish’ luna.cI;r dfl?id nf;gtail:h?ieggfgmfoi by
and this problem is now being considered by a Committee” appointed ¥ a:vhs ‘
.purpose under the chairmanship: of Lord Russell. The former Committ . a.lse
emphasised that the outstanding need of the mental health service w eef a
co-ordinated movement to. deal with early mental and nervous diéorderzs Z([);- iz

in this field that the service has been chiefly lacking.

" Maternity and Child Welfare..

. The local organisation of the maternity and child welfare service is the respon-

! sibility of the 55 major health authorities. There is no counterpart in Scotland

to the minor authorities of England and Wales. ..
Local authorities had no statutory powers to undertake child welfare work

~till 1915, when they were empowered by ‘the Notification of Births- (Extension)

Act to attend to the health of expectant and nursing. mothers and of .children

under five years of age. At the end of 1919 schemeS for. this purpose were in

‘operation in areas comprising 55 per cent. ot the population: ten 'years later the

percentage bad -risen to g4: and since the passi mm
(Scotland) Act, 1929, the remaining D8 O Local Government
Sl | 929, aining 6 per cent. of fche population has been
The scope of the service is broadly similar in unti r as i '
y cimilar in the two countri i i |
g;ihe er_nplqy_mem_: gf doctors, midwives, health visitors anéezbzzgl?s%sasgéi o
'the__,apparatus of clinics, centres, nurseries, maternity hospifals and home B011
er:. 15 one noteworthy difference. The Maternity Services (Scotland) A 15: o
created a domiciliary maternity service which differs from that in Englg.n'dI?ai’lZi

Wales in that, while the English service is b :

es ir , | ased on the midwi : -+
(s)c;r\nce is based on the doctor-midwife combination. 'l"ha.t1 i:v 11:f)e :i;n%nté)ei i%Othh
of 1937 it 1s now a duty on every local authority in Scotland to_mz;ke availalfle ’Scf

women, who are to be confined at home and who apply for the service, the

joint care throughout pregnancy, labour and th i

; roug : , ‘the puerperium of a d '
] ?1.: cezf'tlﬁeQ x’mdwﬁe, with the advice and help, so far aeri)f is pracﬁ:ablti)'ecior 'and':i)'f
, 1t, ot an expert obstetrician at any time if the doctor thinks this necessca)ri'y)mVl °

There are some. 1,400 practising midwives in Scotland, including go whole-time

1 employees of local authorities.
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- land. The District Nurse plays an important part in many

. 72
. - .y - . - : t .
While the maternal and infant mortality rates have shown a big improvement,
over the years, the position in Scotland is still much less favourable than thz}l:t in
Epgland and Wales. The recently published Report of the Orr Committee

mi ) i ity i ther things,
examines the problem of infant mortality 1n Scotlan_d and, among o
calls attenﬁonpto the poor liaison between the hospitals, the family doctor and

the child welfare service.

Home NurSing. ‘ | S
en’ i istri ing have 1,050 nurses operating in oCOt-
The Queen’s Institute of District Nursing 5 S O B visitor
- - ia] im-

d tuberculosis nurse under the local authority schemes.. She has a specia.
;grtance in the sparsely populated rural areas where clinic services are remote or
non-existent. Under the Maternity Services (Scotland) j}ct, 1937, many of t]ile
authorities are dependent on the District Nurses _for.thelr m'deﬁe services. In
respect of these various statutory services, the District Nursing Associations are

subsidised by the.local authorities.concerned.

The Health of the School Child. i

he first step taken in this field was the appointment in 1902 of the Royal
Co'{mmission on%?hysical Training (Scotland) to inquire into the physical cond:ltld(:)[n
of school children. The Commission found that data on the subject hardly
existed, but that army recruiting returns showed a disquieting proportion of gnﬁt
applicants for military service. After a medical examination of 1,200 children

in Aberdeen and Edinburgh, the Commission recommended- that school boards

should undertake the medical inspection of school children and record the results.

This i i 7 i - Physical
This finding was emphasised by the Interdepartmental Comimittee on
Deteridratign in IQOE, Four years later the Education (Scotland) Act, ng%
provided for the medical examipation and supervision of all school children, an
authorised school boards to employ doctors and nurses for the purpose.

This was followed by the passing of the Education (Scotland) Act, 1913, which

empowered school boards to provide for the medical treatment of children -of

i . in effect
necessitous parents. More recently, the Education (Scotland) Act, 1942, n €
places a duIt)y on education authorities to arrange for the medical treatment of
any school child who is unable, for the lack of treatment, to take full advantage
of the education provided. - - o '

As already indil?:ated, the local authorities for school -health administration are
the 31 county councils and the town councils of the four cities ‘?f_ Glasgow, Edm}
burgh, Dundee and Aberdeen, which’ constitute the 35 education authorities o

Scotland. 3 Central ‘responsibility rests with the Secretary of State who exercises

his functions through the Department of Health for Scotland.

The Highlands and Islands (Medical Service) Scheme. L tor that
he Highlands and Islands area is the only part of Scotland—and for tha
m’itter thg‘ only part of tsina; United Kingdom—in which an attempt has been madg
to organise a complete medical service available to all classes. The keystone o
this structure is the Highlands and Islands Métj.l(:&i.l Service, a unique e{iort in
co-operation between the State and doctors in private general practice, which ha}i
revolutionised medical provision in the area. A Sul)—Cpmn_:qttee of the Scottis
Health Services Committee, reporting in 1936 on thé suitability of the Service to
- the peculiar conditions of the Highlands and Islands, suggested that it might even
provide a model on which to build the future medical service in Scotland as a
whole. Now that the time is come to consider this larger issue the Highlands and
Islands Medical Service is of special interest and worth examining.

The Medical Service was set up following the investigation of the Dewar Com-
'mittee who reported in rgr2 that on account of the sparseness of the population 1n
some districts, its irregular distribution in others, the configuration of the country
and the climatic conditions, medical att¢ndance was uncertain for tlie people,
exceptionally onerous or even hazardous for the doctor and generally inadequate.
The Committee also reported that the straitened circumstances of the people pre-

" cluded the adequate payment of doctors by fees alone. The ;esult_ was the
passing of the Highlands and Islands (Medical Service) Grant Aét, 1913, which
constifuted the Highlands and Islands Medical Service Fund, annually replenished
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_ by Parliament, for the purposé of providing and improving means for the pre-

vention, treatment and alleviation of illness and suffering in the area. The Fund
is administered by the Department of Health for Scotland. '

The area covered by-the operations of the Medical Service comprises the seven
counties of Argyll, Caithness, Inverness (excluding the burgh of Inverness), Rosg
and Cromarty, Sutherland, Orkney and Zetland, and the Highland District of
Perthshire. This area covers more than half the land surfacé of Scotland tut
contains less than one-fifteenth of the total population. '

. A single visit in the Highlands and Islands may involve a doctor in a journey
of many miles lasting some hours. Fees which would adequately recompense the
-doctor in these circumstances would be beyond the means of all but a few of the

. population:. The basis of the Medical Service, therefore, is that it should provide

medical attendance to beneficiaries at uniform fees irrespective of the distance
which the doctor may have to travel.
doctor to compensate him for his travelling and his time, in return for which
he undertakes to attend to his patients at modified fees. This modified fee system
applies to the families and dependants of insured persons, uninsured persons of
the crofter and cottar classes, and others in like circumstances who could not
otherwise pay for their medical attendance. These arrangements have led to an
enormous increase in the number of visits paid to beneficiaries. Where the grant

payable on the basis of mileage travelled would not provide the doctor with an

adequate income, the payments out of the Fund are calculated with reference to
the net income of the practice so as to
living. .This applies in 23 out of a total of 153 subsidised practices. The doctor’s
income is, of course, not derived wholly from the Fund. But what is received
from this source is usually a substantial supplement to his other sources of income
—National Health Insurance capitation fees, payments from the County Council
for public appointments, and fees from private patients. '

.The Medical Service is provided in consultation with the County Councils in the
-area, but the contract takes the form of an agreement entered into directly between

~ the doctor and the Department. On a vacancy arising in a single-doctor area

- tion and development of the Service.
tion, free from restrictive conditions and anything resembling vexatious control,

“there is no interference whatever with his professional practice.
~on ‘the Department’s staff visit doctors in the area periodically to smooth out

the County Council advertises for a local medical officer to undertake public
assistance, school inspection and tuberculosis work. The Department then con-
sider whether they are prepared to enter into an agreement for Medical Service
‘'work with the doctor whom the County Council propose to appoint. In areas with
more than one doctor, the new doctor may receive no public appointment and
the Department conclude their agreement with him independently of the County
Council. It is a condition of each agreement that the doctor vses a car for the
purposes of his practice. =~ . -,

- The Department do not exercise any detailed control over the doctor’s services:
Medical officers

difficulties and to keep the Department generally in contact with the administra-
This method of central administra-

has proved an outstanding success: it has satisfied the Department’s reasonable

- requirements and ‘is acceptable to the doctors. -

Special arrangements are made to provide the doctors with holiday reliefs and

with opportunities for post-graduate study. . The Fund also assists in the building -

of doctor’s houses and in the improvement of existing houses.

But the test of the Medical Service is primarily not what it does for the doctor |

—and it does much for him—but what it does for the patient. The answer hete
is clear. The ‘‘ quite inadequate ’’ general medical service, described by the
Dewar Committee in 1912, is a thing of the past and in every district in the-

‘Highlands and Islands the services of a doctor are availible on reasonable terms.

And the doctors which the Medical Service attracts are generally of a better type
than some that were to be found in the area before. : )

A similar. improvement has been effected in the nufsing- service. This was

. lamentably deficient before 1912, partly because of the difficulties of travel in the

-area, and partly because voluntary effort did not suffice to maintain an adequate.

3jro3z i : E=2

This is secured by paying grants to the -

provide the doctor with a reasonable
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74 : : ..
ice. Liberal ‘gra.'n_ts é.re therefore made. out of the Fund t:i)' d;z&;?grngu;l?elg
:,es:?ciai:ions towards the cost ol elﬁlploy%% ift;;c;t n%ﬁsgi’eragoo Pnurses at work
i . tor cars and cycles. e ow - : e
Eﬁulglggiistzrédaig, nearly double the number working in 1914 Almost all 2
fully trained nurses, and all are certified mld.m‘ies. . ﬁals'- medical and
There have been developments beyond the primary €SSew built (the work
o iﬁg’ The Royal Infirmary, Inverness, has been laérg.ily re ;ccu'pies 2 pre
nursing. 7 . ! d); and it now . -
being assisted by substantial grants from the Fund): anc o RO 2 P il at

min e 1 ' ital resources of the area. _ : . .
gton:?:vfragli?s llixllcevtsg:el:)oes;f;ﬁted and, with its latest extensions, 1S able to provide

: : : i ransfer of many patients to mainland
a comprehensive service which obviates the tran o hos%itals for the employ-

itals. Arran have been made with - hos .
hosp';t?)lfb.fu]l-ﬁmegzz:]?;sed Esls‘lrJ.rgeonss. Thus grants are paid tovyards the salaries
‘(?;m;urgeons attached to hospitals at Lerwick, Kirkwall, Golspie,

. ' iti bsidise
Wick and Thurso. Additional subsi nd part of the Outer Isles, a
at Inverness, a dental service for the people of Skye a'al s%:ervice for the treatment

: . : erland, a speci . .
massage service for Caithness and Suth o8 the ‘incidence of this

e i A Uist, where
of tuberculosis in-Zetland, Lewis and Soutl‘ll_ helsair T ance has now become

‘disé is hi d ambulance service.
gligﬁfﬁ:f]flégltl&rae‘nof‘ ?:'h?e service: patients, in mgilllf neegt of tr:atment, are flown

' ' firmaries from islands lying o e west coast. . )
to;_:lg: Sggﬁgf oIfngrants paid out of the Highlands and Islands (Medical Service)

Fund for the various services during the year endgd— 31st March, 19437
under £100,000. ‘ S

Fort William,

' APPENDIX B. |
ROVED HEALTH: SERVICES AND AN'OUTLINE
OF EVENTS LEADING UP TO THE 'PREPARATION OoF THIS PAPER.

Tt was recognised very shortly after the-inpeption' of medical benefit under 1;1;2
National Health Insurance Scheme in 1913 th:}il: ﬂ::)fs utlvtzi ta.ser;i‘:rri?:rég 1(;?:2; for

>nting titioner service with a I . ,
D e Gpore e o at atbreak of the 1g14-18 war. The war put an
tions for this were advanced at the outbrea tor4- 38 war. e D ions

: ess in the matter, but towards its end a series ol SSiC
zndkto liltlzzth‘:;tvggzgrefﬁel?l?aﬁonal Health Insurance - Commissioners and lgadm%
mogmb%rs of the medical profession on the general . subject of the extegsmn o

health services. R | - _ -
. Shortly after the establishment of the Ministry qf Health in 1919, 2 Cons%ltatg:
Council Zn Medical and Allied Services wa% If}];)];)}():ulcll‘ced bgr i;hv?ti\c&iu::ﬁtggnl;indeir the
i : wa
thairmanship of Lord Dawson of Penn. is bo g s invited b0 cons e e of
i chemes ‘‘ requisite for the systematised pr E such _
;ﬁgggalognz allied _servi(gas as should, in the opinion of the Coun:c:ﬂ,. be available

for the inhabitants of a given area . . | o .
Space ‘does not permit describing in detail the recommendations made in the

valuable report of this body which was published in 1920, but the general con-

ception ‘which its authors had in mind was that of a comprehensive scheme under

i £ medical service would be made available, under suitable con-
g#l}ggsaliofmspzpulaﬁon at large. The r(_aport-recpmmended the estab(l;sh_mg:t
of Health Authorities for local administration and it contemplated, as does the

resent Paper, the co-ordination of municipal and voluntary agencies as the
}I::asis of the scheme. It is worth noting that the Council justified their recomé
mendations ‘* because the, organisation of medl'_cme has becomemsuiﬁ(ilgnt. tzﬁ}n
because it fails to bring the advantages of medical knowledge adequately withr

EARLIER DISCUSSIONS OF IMP

reach of the people ™. . _ o

) the sa | ive Coufci ical and Allied Services
ear (1920) a Consultative Council on Medica ] ]

ap];cl)iﬁ:ds-?)?etg; Sccgttish) Board of Health under the chairmanship of Sir Donald

MacAlister reported on a somewhat similar temit. Their report urged that ““ a

complete and adequate medical service should be brought within the reach of

ity.”’ mber of recommendations
mber of the community.”” They made a number OmI
g‘;:irgynerge"co ensuré that the family doctor (on whom the' organisation of the

' pation’s health servi

d services include a medical consultant

‘was just

ice should be based) would be provided with all supplementa;y
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professional advice and assistance, and they proposed that the State insurance

medical service should be extended to cover persons of the same economic level
as insured persons and dependants of insured persons. These and their other
proposals provided a basis for much of the later discussion on the requirements

of a national health service. . :

In 1921 there was issued the report of the Voluntary Hospitals Committee
under the Chairmanship of Lord Cave, which had been set up by the Minister of
Health to consider the financial position of the voluntary hospitals. In addition
to recommending an exchequer grant {o meet the immediate needs of the
hospitals, the Committee proposed the establishiment of permanent machinery’
to co-ordinate the work and the finances of voluntary hospitals throughout the
country. This machinery was to consist of a central Voluntary Hospitals Com-
mission and of Jocal Voluntary Hospitals Committees for county and county
borough areas. The report &f the Committee touched on many of the problems
‘with which ‘this Paper is concerned, though its scope was limited to recommenda-
tions affecting voluntary hospitals. The Government accepted the findings of
the Committee to the extent of providing an-exchequer grant for the voluntary
hospitals of {500,000 (not £1,000,000 as the Committee had suggested), but the
long-term proposals of the Committee for the establishment of co-ordinating

- machinery were not carried into effect.

Sixteen years later the position of the voluntary hospitals was again reviewed
by a body established under the .chairmanship of Lord Sankey by the British
Hospitals Association, and known as the Voluntary Hospitals Commission. The
report of this body, like that of its predecessor, proposed the establishment of
central and local bodies with co-ordinating functions and recommended a system
of exchequer grants in aid of the voluntary hospitals. :

In 1936 the report of the Committee on Scottish Health Services—(the Cathcart
Report)—was published. The Committee reviewed the whole of Scotland’s health
services, personal and environmental, and made many important recommenda-
tions within a national health policy for promoting the ‘* fitness *’ of the people.
The recommedations of the report assume throughout that the separate medical
services’must be integrated and that a co-ordinated medical service should be-
based, as far as possible, on the family doctor. The report is too comprehensive
in .scope to lend itself to brief quotation, but it is one of the most cornplete
official surveys of the country’s health services and health problems yet attempted.
The recommendations: of the Committee have already formed the basis of legis-

lation in particular fields. '

The latest official report on hospital' problems is that recenﬂyl issued by the
Committee which, under the chairmanship of Sir Hector Hetherington, was

~ appointed by the Secretary of State to advise on various post-war hospital prob- |
lems in Scotland. - This report contains detailed recommendations for ihe setting
-up of five Regional Hospital Advisory Councils in Scotland. - Tt also makes

various suggestions for improved co-operation bétween hospitals and - deals at
leI;tgth with financial arrangements as affecting the future voluntary hospital
system. . - . ' :

Other helpful contributions to the study of hospital problems have been made
from time to time by many other bodies, including the British Hospitals Associa-
tion, the King Edward’s Hospital Fund for London, the Contributory Schemes
Association and most recently the Nuffield Provincial Hospitals Trust which has
combined theory with practice in: its well-known enterprises in paving the way
for greater local co-ordination in the hospital services. : _ g :

Throughout the period between the two wars, the British Medical Association.
have been active in focussing the mind of the medical profession upon constructive

.

* proposals for the extension and development of the existing health services. In

1930, and again in 1938, they published comprehensive proposals for ** A General
Medical Service-for the Nation ”’, and in 1942 the Medical Planning Commission

_organised by the Association issued a draft Interim Report which offered for the

consjderation_ of the-profession far-reaching suggestions for the improvement of the
medical services of the community. - Salient passages from this important ‘docu-
ment are quoted in the body of this Paper. Other publications in this field of
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" elements in the profession, a proposal fo

" published by Political and Economic Planning (P.E.

[P s bl d
-

-prepared and are put forward.

: _ 76 ) .
which mention should be made are a report issued by a professional group known
ting for the most part the younger

dical Planning Research and represen '
o tho. professi A r a National Health Service by the

of Medical Officers of Health and a valuable and mainly factual report
P.) in 1937. These publica-
fions, and many others too numerous 1o be mentioned, have been supplemented
by copious discussion in the columns of the professional -and the lay press.

It is not possible, 1 , to
of political and professional literature, but it may be said in very general terms

that the principles most frequently recurring in the presentation of plans for
future developments are the following:— -
() that there should be made available to every individual in the community

whatever type of medical care and tréatment he.may need;
(2) that the scheme of services should be a fully integrated scheme and that.

in particular a much closer linking up between general practitioner services on
the one hand and consultant and hospital services on ﬂle other ought to be

achieved; and : ) . _
(3) that for certain services, particularly the hospital service, larger areas of
local administration are needed than those of any existing kind of local
authorities. .
Tt is against this background of constructive thinking and discussion during the
last quarter of a century that the proposals in the present Paper have been

Society

The Government announced—in. October, IQ41———their intention to ensure, by
means of a comprehensive hospital service, that appropriate hospital treatment
should in future be.readily available to everyonme in need of it. The declared

_ basis for this was to be a new duty upon major local authorities, in close co-opera-

tion with voluntary agencies working in the same field, to see that a full hospital
service, of every necessary kind, was made universally available; it was expressly
recognised that this would mean designing the service over areas larger than those

" of most of the existing local authorities and that the full use of the powerful

resources of the voluntary hospitals, while pitting their relations with the local
authorities on a more regular footing, would be of the essénce of the scheme. To
pave the way a detailed and expert survey was started on the Minister of Health's
behalf—partly conducted directly by the Ministry and partly organised for the

Minister by the Nuffield Provincial Hospitals Trust—of tbe hospital services

already available in each area in England and Wales. This survey is mow

nearing its completion. So also is a similar survey in Scotland, instituted

by the Secretary of State. - ' | : _
Then, more recently, the report of Sir William Beveridge having taken as one

of the bases of its proposals the assumption that a comprehensive national health

service, for all purposes and for all p
announced in February, 1943, that they also accepted this assumption.

The Health Ministers thereupon approached the medical profession, the volun-
tary hospitals and the major local government authorities, from each of whom
they wanted—on a proposal of this magnitude—to obtain all possible help and

_ expert guidance from the outset. It was arranged with them that, for the first .

'stage, they should appoint small groups of representatives of -their own choice
and that these groups should take part in general preliminary discussions.

The programme was that there would need to be three stages in the evolution .

of the Government’s proposals. _ o
There would be a first stage, in which a preliminary exchange of ideas would
be conducted informally and confidentially and without commitment on either
side—to enable the Ministers to get a general impiession of the feeling of these
representatives on some of the main issues involved and to help them to clear the
ground. S S _—
This second stage would be one ‘of public discussion in Parliament and else-

where, It would be the stage at which everybody—the public generally, for

-

within the limits of this document, to review all this field -

eople, would be established, the Government
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whom the service would be designed, the doctors and the hospitals and the

local authorities and other organisati i
. ganisations which would be conc in i
gegteg by it, and those men and women (including doctors) e?;}ig :&e 111:1025
gaged 1n the Armed Forces—would be able to discuss what was proposed and

. to voice their opinions about it. . To assist in this the Government would issue a

White Paper which wculd serve as a focts for detailed discussion.

The third stage would then be one in which the Government would settle

what t ' ey . e L
Parliaflfea;: . proposals they would submit in legislative form .for the dec.isio_n of

For the first stage the represehtative groups were duly formed. In 'England

, and Wales, for the medical profession the British Medical Association, in collabora-

tion with the Royal Colleges, brought together a re tat i
, presentative group of

Ir_nien and women.. For the voluntary hospitals representaﬁvegr ofPthe r%ercli;csaﬁl

ospitals Association and the King Edward’s Hospital Fund for London, with
iepresenta.hves of the Nuffield Provincial Hospitals Trust joining as observers
Cogeth_er formed a group. For the major local government anthorities the County
_ocuncils Assoc_latlon, the Association of Municipal Corporations and the Lond
County Council combined to form the third group. .

Separate arrangements were made by th tary t:

. 1 I er y the Secre of State for S
discussions with representatives of the medical profession in Scoﬂalcl)g, t%%ﬂggc?tﬁfgg
local authority associations and the Scottish Branch of the British Hospitals

Association. These separate discussions took acco i .
. AR ’ unt of Scottish
of geographical, administrative and other differences. st expertence and

- Discussions took place with each group o; i

1 ) , p on those aspects of a comprehen
ie;frg;:g vzhlch ]IJHOSt affected them. For the purpose of discussion 1:]:teP I\Iinis?cg;z
C 0 each group-—in memoranda and orally— i i
ideas for them to consider.  ronghant that toboons and
criticism and alternative suggestions and were not at an i

' _ : y stage confronting an

of the groups with a predetermined scheme. They received suggestionsgfrorg

- the groups on many of the subjects involved, and discussion from the outset was

on the frankest basis. Inevitably there was divergence.of opinion on some of

the issues involved, which each group approached from a different background of -

experience and opinion, but the di i - .. : :
of the expert Viegv . iscussions were useful as a prehmma:ry- sounding
haThe present White Paper does not purport to sum up the discussions which
. Eezzkg;}lscglape, or '1:‘(1)1 rteﬂeclii1 g,ny agreement or represent any views reached
L oo ssions. at wo be inconsistent wi - ;
discussion were undertaken. ent with the termg on which the

APPENDIX C.

POSSIBLE METHODS OF SECUR]N(%VLOCAL ADMINISTRATION OVER LARGER
AREAS THAN THOSE OF PRESENT LOCAL GOVERNMENT.

On the assumption that for certain aspects of the health service, particular
- - - ) !
the hospital service, there is need for larger areas of local administr?altio; thallyl
exist for these purposes now, and that the body responsible for the administration

‘must. be representative of and answerable to the electors of the aréa, there are

broadly speaking, three possible courses:—

(z) to establish-a directly elected body for the sole | ; nister-
ing these parts of the health service; 7 purpose of administer

. (2) to establish a directly elected body for-'the s of adumi .S£ .
group of services including these parts of the heailjtuhIP:ervice;_ umstering .-_a

(3) to secure joint action by the councils of the existing counties and coi
boroughs which make up the proposed area of adminis%:ration. uaty

The creation of a directly elected local authority for some articilar pu |
would run counter to modern developments in local govemmpent, Whic%urlﬁ)sg
been towards replacing the system of special authorities for the administration of
particular services (such as Boards of Guardians and School Boards) by the

system of a}uthorities covering a wide range of functions. But, apart from that

They made it clear throughout that they welcomed
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- made in various quarters since the outbreak of the present war.

tuted under present conditions or completed in a short time. Settlement of the

- use the present machinery and the existing facilities for securing such com-

~ extension of the system as going a considerable way to meet the problems with
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the process of electing a one-purpose authority 1:op
is not likely to arouse sufficient public interest to act an adequate proportos
of local voters to the poll. ~Moreover, the system—i g e complexity of

ial services locally administered—would .create an’ 1mpossi e o pIe Y i
::Clarate authorities for separate local -administrative fum:’clon;s;1 ?:a ch reguiﬂng
segarate local election, each operating over a different area, and .

. o e g6,
separate arrangements for rating or precepting in order to obtain its local reven

i i ishi ew local authorities over wider
oo altemat\get:gggles?élﬁpoﬁf e?giglssiﬁrgic:;, has been canvassed in recent
Fears fo?:':‘. . 'S'utzsmce a proposal for comprising in a single local admlmstraFve.
.yea.rs.th ?:21:11:; of Northumberland, part of the county of Durham, alt\ldld_ cimr
area eborounr]:\s lying on either side of the Tyne, was ;::nade in the R g](Xr g
%ml:)tg:-of the Royal Commission on Local. Government 1n the Tynestl eewices
(-Iep and it was recommended that six of the major local goverqmgi :.;.t X
?P;)?%Iic Health (Medical and Allied Services), Eduga{::on, Public bs.zls anicﬂi
I’:)Iige Fire Brigades, and Highways—should be admmzst:ertiald b]Zi aé h:vg 1\; b
jurisdi,ction over the whole of this area. Proposals of a similar kin 3

erating over a fairly large area
attract an adequate proportion

so imany important functions would need to be

1 erformin ' ions .
dirﬁégﬂ;uefll:azztg PBut its itablishment would involve a major alteration of the

1 uncils of practically
f local government. It would deprive county counci
gu ttlzlt;geclcl)ief funcfions‘—'if, indeed, the _fewdmmor ufﬁncpq(xi:\s 1e_(f1t cccz)uigt;ebl{l)ii gtlg
just i i jstence at all, and it would so denude Y
T o oo wors s 19 ‘with functions in some respects less than
councils of their powers as to leave them with functic 0ME ts .
“ mi ities *’ -day. Recent publications of the various
those of the ‘ minor authorities ** of to-day. O O e e
ment associations and other bodies have shown tha :
ﬁt‘:’agrgg&‘gzngf view as to the future pattern of '_local_ government. It is clea.r_th;‘t
this must be the subject of a comprehensive inquiry, which could not be insti-

machinery of the new health service cannot await the conclusions of such an

inqui d the passing of any consequent legislation. e - )
quuﬁlgy oiily pr:ctIi)cal cgurse—gending a general review of local government—is to

inati uthorities as may be necessary. This means the application (and
];cl;;:i%?; > s(())fmaé 1:elllda]_:fcati01:1) ) 'og the well-established practice of securing larger _
inistrative units by joint action. _ - o -
adli?lllglsggvantages agd]l disadvantages of ac_ln_:linistenng particular services tziy
combinatiens of local authorities organised as joint boards have often been argueh,
The members of the Tyneside Commission, referred to a‘l‘)ove, differed on the
point, the majority regarding the joint board system as *‘ undemocratic ™', tﬁﬁe
signatory of the minority report taking the opposite view and recommending the

which that area was faced. The general convqniem_:e of arrangements which
make it possible to have an area of administration exactly appropriate to any
particular service, and to set up an authority for -that area, chosen by .persons
who are themselves direct representatives of the local electorate, "cannot be
denied. But it is true that the system, if completely generalised, would leave |
- the constituent local authorities who choose the members of the boards with
little to do beyond nominating those members, instead of administering services
t lves.’ , - - |
th?)n;]i?ar objectidns are often advanced. It is said that joint boards tend to attract
the more elderly and.less effective members of the constituent councils, and that
their efficiency is thereby diminished. This is a matter of impression. It may
be that, even if it is true, it is due not to the nature of joint boards but to the
subject matters with which they happen to deal. A joint board admn:ustenpg
(say) an infectious diseases hospital or a sewage disposal system—although its
activities may be not less essential to the public welfare—may well attract less
interest than would be taken in housing or education, two subjects which excite
the keenest interest among local administrators. = In any case, this pa:tlcul.ar
weakness of the joint board system, if it exists, is one for which .the remedy lies
in the hands of local authorities themselves. - .

-

. only practicable means of doing this.

- “health service cannot be delayed.

. any events occurring since the previous fee was fixed were such as to justify its : i

* whatever-methods of payment are adopted—wkhether by capitation fees, by salary,

79 -
Another common criticism is that the powerful weapon of precepting on '
constituent authorities for funds weakens a joint board’s sense of - financial . Bt

responsibility; or—to put it another way—that the members of a joint board,
being indirectly elected and therefore at two removes from the ratepayers, have .
not the same need to justify policy to their supporters as the members of a
directly elected authority. There may be something in this, but it is a point
which could be met; e.g., by requiring. the joint authority to submit to its
constituent councils (at intervals of, say, one or two or three years) estimates
of their proposed expenditure, for the approval of all—or of a specific majority—

- of those.councils. Some means of removing deadlocks. (probably by way of
arbitral powers vested in the appropriate Minister) would be needed, unless a

- majority decision were to be binding, This device, coupled with a more regular
habit among the constitnent councils of examining, and if necessary debating, the
annual and other reports of the joint board, would go -a long way to preserve
a proper relation of the board to its constituent councils and the electors.

It is also said that the joint board system is bad in that it separates the
services entrusted to it from the rest of the maijn machinery of local government.
So far as the health service is concerned, the answer is the practical one—that

B ) TP EYRT

+ the need to settle areas of proper size and resources for cerfain aspects of the

service is urgent, and that (temporarily at least) the joint board seems to be the

There need *be no question of ruling out’ : .
any wider developmeunt of local government which may later emerge, as the need ' ;
for new services and extensions of existing services reveals itself. But that isa S
matter of long-term policy, for which the establishment of a comprehensive

APPENDIX D. _
REMUNERATION OF - GENERAL PRACTITIO.NERS.

- The National Insurance Act of 19rr did not itself lay down any method by ]
which the doctors taking part in the service were to be remunerated, nor did it fix P
the amount of the remuneration. The former has from the outset been prescribed

. by regulation, the latter negotiated between the Government and the profession

or on some occasions determined by arbitration. For the former, the Medical
Benefit Regulations have from the start envisaged two systems—one by way of a

.capitation fee for each person for whom the doctor had accepted responsibility,

and the other 'by way of fees for services actually rendered. Provision is made 9
for combinations and variants of these two systems, but with certain minor excep-
tions the capitation fee quickly became universal, chiefly owing to the difficulty
of checking over-attendance under the other system. - l

So long as payments for insurance work remained a part only—and in many ;
cases not the major part—of a doctor’s professional income, it was difficult to find i
any rational criterion on which to arrive at an appropriate capitation fee other '
than by reference to previous fees—i.e., by the limited method of deciding whether

further alteration. It is well known that the original sum fixed in 1912 had :
regard to the practice of Friendly Societies and Medical Clubs, and that all
subsequent sums. have been built up from that basis. But it must be expected ' ,
that in-future the bulk of general practitioners will look to the new-service for R
the whole, or substantially the whole, of their professional earnings. Hence, ]

|

or in some other way—the substantial question at issue must be seen in a. new
light. It must be seen as the question of what is on ordinary professional
standards a reasonable and proper remuneration for the whole-time services. .
of a general practitioner ‘working. in a public service. - Whether this should %
be worked ‘out in terms of gross or net earnings, whether superannuation rights ’
are to be assumed and taken into account, what adjustments are to be
made for part-time work, are matters of comparative detail. @~ When once the : #
main figures have been satisfactorily settled, not only remuneration by capitation

fee but remuneration under the salaried or part-salaried systems could be easily
determined. . - - .
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' ' ' late the
e White Paper makes clear, the Government do not cpntemp _

. intécszodz];ﬁon of a um'lireersal salaried system, but they propose that doctors ta]ntﬁg
part in the public service should be remunerated on a basis of salaries or the
equivalent in any part of the service in which this form of payment 1;: n.eces%alrz
to efficiency. They contemplate also that it may be possible in certain o ed
cases to offer remuneration by salary where the individual doctors concerne
would prefer such an arrangement. In any event, whether payment 1s qnl a
salaried or part-salaried system or on a basis of capitation fees, two pnm;i]{;)in es
will have to be observed in the arrangements made. First, the doctors taking
part in the scheme must be assyred of an adequate and appropriate income.
Second, the aim must be to achieve a system flexible enough to allow for proper
variations attributable to extra qualifications and extra energy and interest, as
well as repiesenting the reasonable and normal expectations of general practice

at all its stages. - . _ .
The Government fully recognise the importance, and the urgency from a pro-

fessiozal point of vic-mr,y of reaching an understanding on these .cr_u,c1al matters,

and they will be ready to discuss them in detail with the profession’s representa-

tives. L ,

: APPENDIX E.

- | . FINANCE OF THE NEW SERVICE.

! | ENGLAND AND WALES.

Financial questions were included in the discussions held with the interested
bodies before the present White Paper was issued, and are referred to in various
places in the Paper. This Appendix sets out the general lines on which -the
Government think that a reasonable financial basis could be found for the scheme
outlined in the Paper, and covers the suggested financial responsibility of the

?- main agencies involved. This basis is'suggested as being appropriate to the early -

" ‘ years of the scheme. When once the service is well established some simpler
basis unrelated to the expenditure of individual authorities may be considered.
Further it will be appreciated that any estimates of cost made at the moment can

i only be conjectural, and it will not be possible to make better estimates until

- ’ the new scheme is nearing its final shape, and the necessary discussions and

| negotiations with the interested parties have made progress.

Responsibilities of Local Authorities. | o _ _—
The scheme outlined in the White Paper contemplates that a new joint
authority will be responsible for the hospital and consultant services. - The new
authority will also have the duty of preparing and' submitting to the Minister a
plan for the whole health service of its area and it is proposed that this plan, .
taking all the local circumstances into account, should determine _p1:ec1sely how
responsibility for the remaining services should be allocated. It is proposed,
however, that child welfare responsibilities should always be entrusted to the
authority which is also the local education authority, the precise arrangements
to be made being governed by the provisions of the current Education Bill as
) finally approved by Parliament. The intention as regards other local services
is that those which are essentially comsultant services and thus closely linked
with hospital administration should be the responsibility of the new joint autho-
rities, and those which belong more to the sphere of gen_ergl health care should
be the responsibility of county and county borough councils. - .

The principal new health services which will have to be set up if the White
Paper scheme is adopted are home nursing, the provision of Health Centres and. .

. new dental and ophthalmic services. In the case of these new services, as in the

case of existing services, there will be need for flexibility and it is contemplated

- that the final allocation of respomsibility will be a matter for the area plan.

Tt is assumed, however, that ordinarily responsibility for the provision of Health
Centres and for the home nursing service will be assigned to county and county -

borough councils. But no assumption can-be made regarding the other {two
services. The shape of the new dental and ophthalmic services cannot be foreseen
until the report of the Teviot Committee on the former has been received and‘

- Paper. The hypothesis selected as convenient for presenting the figures is that

. existing local services, for the new home nursing service and, if the new dental

. authority will take over all hospitals at present provided by rate-payers, in-

- to local authorities under the Local Government Act, 1929. -

- spent before or during the war by

- institutions.
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discussions on both have taken place with the interests concerned. It is conse-
quently impossible to say at this stage whether the whole or a part of these
two services will be administered by local authorities or, if so, which authorities
should be made responsible for them:. - E T

. For the purpose of framing an estimate of the cost of the new health service
as a whole however, it is immaterial to know precisely how- responsibility for
different parts of the service will be allocated among the various local authorities -
or to a central organisation. The hypothesis on which the figures given below
are based must not therefore be read to imply that decisions have been taken on
any questions of allocation of responsibility which are left open in the White

the new joint anthorities will be responsible for the hospital and consultant service,
tuberculosis dispensaries and mental clinics, and the county and county borough
councils will be responsible for the provision of Health Centres and for the other

and ophthalmic services are, in fact, entrusted wholly to local authorities, for
these two services. as well. ] :

The New Joint Authority. : _
The scheme outlined in the White Paper contemplates that the new joint

chiding infectious diseases hospitals and mental hospitals* and will make arrange-

ments with voluntary hospitals for the treatment of patients. They will also ' 5
take over any tuberculosis dispensaries and mental . clinics. -Suitable financial o
‘adjustments will be made between the joint authority ard the local authorities ]
in respect of capital assets and liabilities taken over. A new service for which the )

Pt B e e,
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joint authorities will be responsible is the provision of consultants (based on P

hospitals). In addition, they will need administrative and technical staff in the ;
exercise of their duty of co-ordinating all the health activities of their area. |

The total annual expenditure of all the new joint authorities will be very

considerable. For example, in 1938-39 the cost to the existing local authorities '.-'
-of the services to be transferred was:— ' ' . o
£ millions. :
Mental Hospitals ... 12.3 i
. Infectious Diseases Hospitals ... 4.2
Other Hospitals and Institutions 14.6
Tuberculosis Services 4.6
35.7

——

. There was no direct exchequer grant in aid of this expenditure, but there was
indirect assistance to the rate-payers through the operation of the block grant

After the war the 1938-39 cost will be considerably increaséd. There will be
some expansion of accommodation and services provided (e.g. for cancer), prices
in general will be higher, and nurses’ salaries have been increased substantially.
In addition the joint authorities will be put to expense in conmection with the
arrangements to be made with voluntary hospitals, and in providing for the
consultant service based on their own and on the voluntary hospitals. In these 1
circumstances the cost to the joint authorities of these services in the years
immediately after the war 'and of their general administrafive expenses may - !
approach f70 millions. | f'

- As regards the existing services, although there is no direct exchequer grant
at present (except for cancer treatment, on which only a small amount was

local authorities), the Government think that :
there should be a grant based on the number of hospital beds provided under the i
scheme. This grant would be substantial and would help to meet the cost of ' !

* * The tefm mmental hospital is used in +this appendix to include also mental deficiency

-

——— Dt e
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~ the responsible authority under the Midwives Act.
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providing the consultant service based on hospitals. . The grant for cancer
ireatment would be discontinued, as would the temporary war<time grant m

respect of increases in the salaries of nurses, midwives, etc. In the case of the

other- new services a 50 per cent. grant is proposed. .

For the purposes of this appendix the grant per bed has been taken as £IOO
per annum in the case of all hospitals other than mental hospitals and infectious
disease hospitals and £35 per annum in the case of mental and 1n_fect10‘us_dls¢.3ase
hospitals. A lower grant in the case of beds in these latter hospitals is justified
not only on the ground of comparative cost of treatment and maintenance, but
because the new scheme broadly does not impose any additional duties on local
authorities in respect of treatment. The number of mental hospital beds has been
taken as 170,000, of infectious disease hospitals as 40,000 and of other municipal
hospital beds as 210,000. S : - -

On the above assumptions, the new joint authorities would spend about
{70 millions a year. They would receive direct exchequer grants of £6 millions
in respect of mental hospitals, £1.4 millions in respect of infectious disease
hospitals and £21 millions in respect of other hospitals, a total of £28.4 millions.

The balance of cost—on these assumptions f41.6 millions—would be raised by
means of precept on the. constituent counties and county boroughs in the area
of the joint authority, who would levy-a rate for it. The rate-payers would
accordingly have to find this £41.6 millions as against the £35.7 millions they
had to find in 1938-39. The Government propose that this increased rate demand
should” be ‘mitigated by an exchequer grant, as explained in the paragraphs
which follow dealing with counties and.county boroughs. | o

Counties and County Boroughs. — _ o : |
As already -indicated, this financial appendix is based on the hypothesis

that county and county borough councils will remain responsible for clinic

services other than tuberculosis dispensaries and mental clinics, the major ones
- being maternity and child welfare and venereal disease, and ‘will continue to be
In addition, it is assumed

that they will provide and maintain Health Centres and will administer the
home nursing service. ‘ _ | - o
Taking figures of - cost for 1938-39, the total expenditure on the services
proposed to be transferred -to the new joint authorities was £35.7 millions and
that on the remaining services was f4.6 millions. Included -in this latter figure
was -the balance of expenditure under the Midwives Act, after taking account
of a grant of £.6 million. ' o _ -
The cost of these services will be greater after the war, owing to .increased
prices generally, to the cessation of fees charged for .the attendance of midwives
and the increased salaries of midwives and to any necessary expansions. It is
proposed that there.should continue to be a 50 per cent. grant towards: the

cost of the midwives service, and with the increased cost the ‘grant may well

amount to-£1.5 million a year. : - _ .
In the early years after the war f£r million per annum may be spent on
home nursing, though it is difficult to forecast the cost of this service.. The
- Government contemplate a 50 per cent. grant. B S S
The cost of the provision and maintenance of Health Centres is difficult to
forecast at the moment. Excluding ithe remuneration of doctors in the Centres
the running costs (loan charges, heating, staff, etc.) of the Centres established

" during the first year or two would probably not exceed. {1 million a year.

The Government propose a 50 per cent. grant for this new service.

It will take some time to establish the new dental and ophthalmic services, and .

it will probably be several. years before the net expenditure on the services
reaches £10 millions on the former and*£1 million on the latter. The Government
propose a 50 per cent. grant towards these new services if responsibility for them
is placed .on counties and county borough councils. - =
Taking these figures, the total direct expenditure of counties and county

. boroughs on health services might amount to about f22 millions, towards which

service would amount to £30 millions a year for doctors and chemists to

'intrqduced or of the cost of
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there would be a direct exchequer grant of /8 millions. i istan
1139,'2 (g)f) course, also' given by the block grant uflder the Local%friﬁn?iﬁﬁncf
The total amounts falling on the tate—pa ers would be [f41.6 millj

pfrecept fro;n. the joint authorities and f14 y-Vmilli'ons direct i‘;pena?tﬂtﬂznsau%%g
of £55.6 mthns. ‘This compares with the figure for these services 111 1938’-39
(ci) ,{40&3 mﬂhpns. The Government would propose that any increased rate
tetlzlan Olf this sort should be mitigated by an exchequer grant amounting in
ﬁc})( 2 to about 50 per cent. of the increase in any year over the demand in some
; ed year -taken as stapdal:d. If 1938-39 were the standard year, then on the
gures given the grant in aid of rates would be about £7.6 million’s. The nt
would be paid to each county or county borough as.a proportion of its incrg:s:ed

rate-burden, the proportion being hj ' : :
block grant princli)pleg. eing higher for po?r areas than for rich, on general

. Voluntary Hospitals.

Before the war there were no exch '

. I equer grants- to voluntary hospi i
ir;zgg;:: (:Vfa;:hglr .exgendlj::urebon the treatment and maintenance of gtﬁezilsnta'.l[‘sheﬁ
. erived as to about half from payments b tients, ei i
through contributory scheémes, and as t Yty foom volinporect or

_ ( , al o the rest mainly from gifts
and, legacies and income from investments, During the vjirrar theyvg?\it?eyceived

payments from the exchequer for 1 i i
‘ que work done in connection with the Emergenc

Hospital Scheme and are at present receiving an exchequer grant towards the

cost of increased nurses’ salaries based iti
they incur under that head, on 50 per cent. of the additional cost

" The White Paper explains the part which it is suggested that the voluntary.”

- hospitals should play in the new health scheme. Each voluntary hospital which

makes arrangements with thé new joi ‘ i -

€S arrangeme joint authority for the 1
geithngeggsgf g)&}ge{clts tti]nder 1;:l_w ﬂgleneral conditions tcY)l:' the schemnzagr]igfnlianzg ;:r(i
- . paid 1 them by the authority. This ma | ' '
standard sum Per occupied bed per week, varying only -wi}ir:ht{a:lll{: t;I;)ee f)ofn]]llosggtai

_concerned.

In addition, in connection mth the : he _ |
a , arrangements of the joint i '
provision of consultants agreed sums may be contributed in aidaltl)gh(s)ﬁgiefso : et;e
_The war-time grant in respect of increases in salaries of nurses, midwives ’etc' .

pay-beds ' as it thinks fit. Assumin is - i
as it s fit. g that this grant
taken for beds in munlclpa:l hospitals, i.e., {100 ggr-angﬂlm?ilfgetﬁz? ?:he total

] substantial part of the income necessary to balance their sxpenditure

. The General P;'acfitioner Service.

It is clearly not possible at present to give any but the roughest estimates of
: o

- the probable ‘cost of the iti i
 PIC . cos : general practitioner service under
_ ;19138, 11]::11 respect .of. 17,800,000 insured. persons under the e{ﬁ:fiznlﬁWHzgllfhm% -
Ce scheme, 17,164 general practitioners as a whole received £8.4 millions,’ v?riil
* * e

ir the same year f2.4 milli - .
D eﬂSiIlg’prescriptidI{s,‘* ons was paid to chemists for fees and drugs

ur-
in dis-
.For the purposes of this Appendix it is assumed that the cost of the ‘e:&endéd
: gether.

ny e which
compensation in those cases where it is appﬁ(?;g%; be

No account is taken of the cost of any superannuation schem

.
1, .
A—
- ——
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Total Annual Cost of the Scheme.-

On the basis of the rough estimates given in the preceding pa:l'a.graphs the
following table shows the total annual cost of the scheme to public funds and
the proportions in which that cost might be borne by the ratepayers and by
central funds. ' L

Cost met from central funds. , _
- Cost ‘ Total
Service. @by | @by | Tota |%InEon ‘;fj&fg
| direct ts in | cost from avers funds.
_grants or | aid of central payers. )
payments.| rates or funds. _ _
- | precepts.
fm. ’ £m. fm. fm, fm.
Expenditure of new joint _ . _
authorities ... = ... 28.4 . — 284 416 70
Exchequer grant to voluntary . :
hospitals ... ~ ... 10 _ — 10 — . 10
Expenditure of county and : 7
. county borough councils ... 8 7-6 15-6 6-4 © 22
Fees to general practitioners - .
and payments to chemists... 30 — - 30 — . 30
All services 76-4 7-6 84-0 © 48.0 | 132-0

How far the central funds will consist of, or be assisted by, sums of money

set aside out of contributions under a social insurance scheme will fall to be. -

considered later. The Beveridge Report proposed that a sum of f40 millions
per annum should be available for the new health services. Of this £35-7 millions
would be the share appropriate to England and Wales, and if this assistance is
assumed the proportions in which the total cost of the new service would fall on
the social insurance scheme, the taxpayer and the ratepayer would be, on the
foregoing estimates and ignoring the effect of the block grant under the Local
Government Act, 1929:— B S
Social Insurance Scheme £35-7 millions, or about 27  per cent.

Taxpayer 48-3 ’s ,, -36-6 »s
Ratepayer T 48 ’ e 364 . T
£132-0 o

Again ignoring the -effect of the block grant, the corresponding table for the
incomplete servicés in 1938-39 would be ‘approximately : — ‘

: fm. _ :
Contributions under N.H.I. Acts11-2 or about 2o per cent.
Ta,XPa.Yel" - 3-0 ' 2 6 T
Ratepayer ' , 403 4, o T4
) '
545

FINANCE IN SCOTLAND.
As explained in the White Paper, certain differences are necessary in the

administrative arrangements and reorganisation of the new health service in

Scotland, as compared with England and Wales. With one material exception,
however, the financial arrangements will be on broadly similar lines in the two
countries. That exception concerns the provision, equipment and maintenance
of Health Centres, which in England and Wales are likely to be a local responsi-
bility and in Scotland the responsibility of the central authority. This being so,
the whole cost of establishing these Centres in Scotland will be met from the
exchequer, and the precise adjustments to be made in the grants payable to local
authorities under the new scheme to take account of this difference will be a
matter for discussion with-these authorities. S '

Coét met from central funds,
' .Service. ‘ g o
(‘;;i)r b{ (8) by Total | falling on éosottih
_d fc grants in | cost from | rate- public
grants or | aid of central ‘payers. funds
Payments. | ratesor.| funds, .
: Precepts.
Expenditure of new i Am. At Am | |
) oint . . }
ExI;Ié)spﬁals Boards ... ! 34 : N
equer grant to volunt o 34 ° .
hospitals .. munta?::\'{- I-6 ' 4 -
Expenditure of county and - e - T
- large burgh councils I-0 '
e:zdto gener:.l practitioners e oo '8 8
Payments to chemists. .. .
Health Centres - ... s... ' 3-: _ ’ — °
— 1 2
|2 —_ -2
All servi
ervices 9:4 I-0 10-4 5-4 15-8

proportions : —
Social Insurance Sche illions
%alg'payer . I'\ll& fg.g millions or aboutf ;g per cent.
a epayer .[5. R - R 3
554
) R " - L4 34‘ . )
£15-8

As the expenditure borne on the rates in 1938

SO 4148 Wt. 518a—5798 80/50000 H & 8, Ltd. Gp.%i

net additional contribution from the rates woulc—is%ewzls: roughly /4.4- millions; the’
. e £I_million.

[T,
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