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FOREWORD

he National Health Service is perhaps the
best-loved institution in the United Kingdom.

Its dedicated staff and often astonishing
expertise are relied on by just about everyone in the
country. Dominating healthcare in the UK, it is not only
one of the biggest employers in the world but also
the point at which our own lives can be most closely
affected by the choices of politicians.

This book charts the history of the provision of
healthcare in Britain from the early Middle Ages, when
it was a matter of largely voluntary provision by religious
foundations, to the present day, when it is one of
the largest elements of the British state. On the one
hand, drawing on, among other things, the History of
Parliament’s oral history of parliamentarians, it focuses
on the politics of healthcare: how health services in Britain
have developed through politicians grappling with the
daunting and sometimes overwhelming challenges of
disease and deprivation, and how the shape and cost
of those services have almost always been the subject
of fierce political debate.

On the other hand, drawing on the research of the
NHS at 70 and Voices of the NHS projects, it gives a
sense of the experience of developing, and running,
the National Health Service from its beginnings to the
present. Published to mark the 75th anniversary of
the formal beginning of the service in 1948, the book
provides a glimpse of its complex and often vigorously
contested past. It shows how that history has shaped
its current form and structure and provides a context
for understanding some of the many challenges that
continue to face the service today.
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Philip Norton

Lord Norton of Louth
Chair, History of Parliament Trust
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NHS 75TH
BIRTHDAY MESSAGE

rom day one the NHS has never stood still.
It's continually innovating and adapting to

meet the changing needs of our patients and
communities. And it's brought some major advances, both
here and around the world. The first full hip replacement,
the first CT scan, the first combined heart and lung
transplant, the first IVF baby, the first robotic heart surgery.
And just in the last few years, the world’s first rapid genome
sequencing service for seriously ill babies and children.

Our NHS has operated at the leading edge of science
and technology and continues to push the boundaries
of what is possible. But we've had our challenges too.
Recent years have brought a once-in-a-century global
health emergency that's still having an impact today.
But throughout, our staff, our volunteers and our
partners, up and down the country, rose to the challenge
and continue to do what they do best - looking after
our patients.

And once again, the NHS was at the forefront of
research and innovation: finding the world's first effective
treatment for those who are seriously ill; delivering the
world's first accredited Covid vaccine; and delivering
a vaccination programme that was unmatched around
the world for its combination of pace and precision.

So as we mark 75 years of the NHS, we look back on
our achievements with great pride, but we can also look
forward to the future with confidence, and | want to thank
all of our staff, volunteers and partners, past, present and
future, for the huge contribution they have made and
continue to make to the success of our National Health
Service and the impact that it has had on so many millions
of lives over the last 75 years.

Amanda Pritchard
Chief Executive Officer, NHS England
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INTRODUCTION

he National Health Service that we see today
is the product of a long history, of both state-

provided and voluntary healthcare. Starting with
the care for the poor and aged adopted as a pious duty
by individual laypeople and religious communities, this
book tells the overlapping stories of the development
of more sophisticated treatments for disease, of greater
understanding of the importance of public health and
hygiene, and of more humane and comprehensive services
for those less able to fund them. It chronicles the rapid
development of hospitals as charitable institutions in the
18th century, funded by subscriptions and donations.
It shows how the dangers of epidemic disease that came
with rapid urbanisation in the 19th century helped to push
the state into taking a growing role in the management
of public health services, and how politicians began to
recognise a need for the state also to step in to provide
a system of health and social insurance for everyone.

The creation of the NHS after the Second World

War was an astonishing political and managerial
exercise, a leap into a new, and far from predictable,
world. Having set it up, politicians and managers
struggled to cope with the consequences, to replace
outdated equipment and dilapidated hospitals while
keeping up with the availability of new technologies
and treatments, and a never-ending increase in demand.
This book tracks the development of the NHS through
these enormous challenges and across multiple
reorganisations to become the huge body it is today,
with a workforce of around 1.6 million (in England alone)
dealing with (in 2021-22) more than 590 million contacts

with patients a year. It highlights how, along the way, the
NHS has become an iconic institution for the British
public, representing, for many people, one of the country’s
greatest and most admired achievements, embedded
in popular culture, the background to countless films,
television shows and novels. But it is also argued over like
nothing else, its core values seen as continually under
threat from hostile politicians of all hues, its performance
jeopardised by poor management, problems elsewhere
in the system or by the inability to recruit sufficient staff,
and its staff always under intense pressure in the face
of insatiable demand.

This book brings together the work of the History
of Parliament Trust, and particularly its now large
collection of oral history interviews with former Members
of Parliament, and that of the NHS at 70 project, based
at the University of Manchester. Together with its follow-
up project, Voices of Our NHS, the NHS at 70 has
documented the history of the service through the lived
experience of patients, staff and communities, through
a collection of interviews with well over a thousand people
involved with it in many different ways. This publication
explores both sides of the NHS: the continuous and
very political battle over how it is funded, managed and
organised; and the dedicated and free healthcare made
available to “the whole population”, as Aneurin Bevan
said when introducing the National Health Service Bill.
And not just free, but excellent, too: as Bevan continued,
“not only is it available to the whole population freely, but
itis intended, through the health service, to generalise
the best health advice and treatment”.

“The NHS has become an iconic institution for the
British public, representing one of the country’s
greatest and most admired achievements”

INTRODUCTION
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CHAPTER 1

FROM CHURCH AND
CHARITY TO STATE:
HEALTHCARE
BEFORE 1900

THE NATIONAL HEALTH SERVICE EMERGED FROM A
LONG HISTORY OF INSTITUTIONAL HEALTHCARE, GOING
BACK TO THE RELIGIOUS FOUNDATIONS OF THE EARLY
MIDDLE AGES AND THE CHARITABLE HOSPITALS OF THE

18TH CENTURY. THE BEGINNINGS OF STATE-RUN PUBLIC

HEALTH PROVISION CAN BE TRACED TO THE GRIM

CHOLERA AND TYPHOID EPIDEMICS OF THE 19TH
CENTURY. BY 1900, THERE WAS ALREADY A NETWORK
OF CHARITABLE, VOLUNTARY AND STATE BODIES
LOOKING AFTER THE SICK AND INFIRM.

CONTRIBUTORS
Agnes Arnold-Forster
Michael Brown
Paul Seaward
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are for the sick in pre-modern Britain, as

everywhere else, was largely an affair of families

and local communities. Some sort of medical
assistance may have been available from untrained, yet
experienced, local providers. Professional medicine, based
on the theories of ancient Greek physicians and on the
four *humours” (blood, phlegm, yellow bile and black bile),
was widely studied and practised, but help from trained
medical specialists would only have been available to the
wealthy. However, the church was also, and increasingly,
involved in the provision of facilities for the poor. The earliest
monasteries seem to have taken on some responsibility for
looking after the impoverished and chronically sick. Saint
Benedict codified those responsibilities in the sixth century
for his own order of monks, and the obligation was generally
adopted in England as elsewhere. Moreover, other powerful
individuals and institutions - kings, bishops, nobles and
local guilds — accepted a duty to provide alms for the poor
and ill, well before the Norman Conquest of 1066.

HOSPITALS AND POOR RELIEF BEFORE 1700

The first establishments in England specifically founded
as hospitals were the two (one for the infirm and one

for lepers) created outside the City of Canterbury by
Archbishop Lanfranc in the late 11th century. Leprosy
—the horrifying disease, then believed to be highly
contagious, which became endemic from around the
same period — encouraged the development of such
houses as independent and freestanding institutions.
Usually funded from endowments by lay people as
charitable institutions, there were probably at least 260
hospitals in England by the end of the 12th century; by
1300, that had grown to nearly 500. Some of them were
large institutions linked to monasteries, such as St Leonard’s
in York, or St Bartholomew's at Smithfield in London.

But most of them were small, often almshouses providing
housing for a few long-term sick people on a very local
community basis. Their religious and caring functions were
inextricably mixed, even confused: in some cases what was
originally a hospital ended up principally as a community of
clergy with a chapel or a chantry, with little role in caring for

WROFL RFEPE [16ST
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the sick, while other hospitals took on educational
functions. Some did provide medical care, but by no
means all of them, particularly for poorer inmates. Most
provided a service more akin to social care today. They
were almost always led by clergymen, though they would
have relied on lay brothers and (especially) lay sisters and
servants for their operation. They largely fell under the
jurisdiction of the church, though were also subject to
the rule of their founders and founders’ heirs and their

usually lay funders.

Many inadequately endowed hospitals were already
in decline in the later Middle Ages, particularly after the
damage wrought on the country’s population and wealth
by the Black Death in the mid-14th century. A scarcity of
funding meant many were no longer viable. Many that
survived ended up using their resources for the welfare of
the clergy who operated them, rather than for the welfare
of the sick. Some smaller institutions were consolidated
into larger ones. Demands for the more effective
distribution of funding for the care of the sick was one

PREVIOUS PAGES
Surgeon John Banister
(1533-1610) gives an
anatomy lecture at the
Barber-Surgeons’ Hall

in 1548; frontispiece to
Matteo Realdo Colombo’s
De re anatonomica (1580)

ABOVE

St Benedict delivers the
rules of his monastic
order, which required
them to look after

the poor and sick, to

St Maurus and other
monks of the order;
from a 12th-century
French manuscript of
the “Rule of St Benedict”
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ABOVE

The ruins of the medieval
St Leonard’s Hospital in
York, an institution that
cared for the poor

LEFT

Located just outside
Cambridge, the 12th-
century Leper Chapel
was one of many
hospitals where lepers
were provided with
shelter outside the
boundaries of the town
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ST GILES’, NORWICH
(THE GREAT HOSPITAL)

Founded by the new Bishop of Norwich,
Walter Suffield, in 1249, and supported
by the local merchants and clergy, the
Hospital of St Giles was not only an
expression of the bishop’s pious purpose,
but also a response to the acute poverty
and illness to be found in a rapidly
expanding town. Established close to one
of the bridges crossing the River Wensum
on the outskirts of the town (though
within its walls) and dedicated to the
patron saint of lepers, cripples and
nursing mothers, St Giles’ was set up to
provide 30 beds or more for the sick or
infirm poor, as well as providing food for
paupers outside the hospital gates.

As with other institutions, however,
financial pressures and fundraising led
to other priorities becoming uppermost.
Lay and clerical benefactors wanted to
perpetuate their memory after death
through the saying of masses and the
establishment of chantries, or wanted
to be buried in the hospital’s church.
These things required, and funded,
additional clergy, new buildings and
sometimes rich liturgical equipment.
Such priorities were reflected in the
new buildings of the late 14th and
15th centuries, including a new
chancel for the hospital church in
the late 1380s and 1390s.

But caring for the sick had remained
the essential activity of St Giles’, and
at the dissolution of the monasteries
the city authorities worked quickly
to prevent its sale to a local grandee.
The Crown granted the institution back
to the city as “God’s House”, a more
austere civic poor house, with part
of its great church converted into the
parish church of St Helen’s. Transferred
from the city corporation to a board
of trustees in the early 19th century,
the hospital survives, a rare medieval
institution performing its original
function in some, at least, of the
original buildings.

|
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“Many inadequately endowed hospitals were already in decline
in the later Middle Ages, particularly after the damage wrought
on the country’s population and wealth by the Black Death”

feature of a campaign initially mounted by the heretical
Lollard movement in 1395, and revived in Parliament
in 1414 and 1415, but it had small effect. New hospital
foundations after 1400 were more likely to be almshouses,
with fewer clergy involved, often founded by the local
aristocracy and gentry, or by prominent citizens, and
managed by local corporations, companies or guilds.
Interest in making more general public provision for
the care of the sick grew after 1500. Henry VII's initiative
late in life to found a large new hospital for the poor at
the Savoy Palace in London was inspired by the great
increase in provision for the sick and the poor that had
been made in recent years in the cities of Italy and Spain.
Religious reformers in the 1520s echoed the Lollards
over a century before in proposing the diversion of
church property to help the poor and sick. The Protestant
Reformation offered an opportunity to do so, though
one that was haphazardly taken, and often overtaken
by other priorities. Although they were not specifically
targeted, many hospital institutions were swept up in the
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successive monastic dissolutions of the 15630s and 1540s,
destroying a large element of formal provision for the
poor. In London, the hospitals of St Bartholomew and

St Mary of Bethlehem survived, though reformed, and
were given to the City; Henry VII's Savoy was dissolved,
but much of its property also given to the City to create
new establishments for education and the care of the
poor, including St Thomas's, Southwark. Elsewhere, some
institutions survived or were revived, particularly from the
1550s onwards, as the bishops came to take much closer
responsibility to ensure that provision for the poor was
properly carried out.

The disruption of the old medieval systems for poor
relief, however, led to the construction in the late 16th
century of a national system that replaced the expectation
of charitable giving by wealthier inhabitants with a civil
obligation, supported through local taxation. It was
preceded by local schemes in several towns and cities,
requiring the payment of rates for the support of the
impoverished. From 1552, a series of parliamentary

BELOW LEFT

Early 13th-century
stained glass in Trinity
Chapel, Canterbury
Cathedral that depicts
the death of the son

of Sir Jordan Fitz-Eisulf
from the Plague

BELOW RIGHT

The Savoy Palace seen
from the Thames, as it
looked in 1736, 200 years
after the dissolution. By
then, it was serving as

a barracks and a prison
rather than a hospital

CHAPTER 1: FROM CHURCH AND CHARITY TO STATE
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statutes, culminating in the famous Elizabethan Poor Law
of 1601, set out a national system reliant on overseers of
the poor in each parish. Much of the act was concerned
with setting to work those who were able-bodied, but it
also ensured that overseers of the poor would provide
money to support the impotent as well, including medical
expenses, and might arrange for the care of the sick by
private practitioners of various kinds.

PRACTISING MEDICINE BEFORE 1800

Medicine, in so far as it was practised in the Middle Ages,
was carried out by several professional groups, in theory
reasonably clearly distinct. Physicians held the highest
status. These were men who were defined by their long
university training, albeit a training that was largely
theoretical, rather than practical, and consisted mainly

of the education that was received by all arts graduates.

In this, the English universities of Oxford and Cambridge
were also well behind the more sophisticated curriculum
provided by the prestigious continental faculties of
medicine. Physicians were a tiny group, a handful of men
who treated the rich and powerful, and it was a profession
dominated by the clergy. It was also protective of its
professional expertise. An attempt to introduce a national
system of licensing by statute in 1421 had failed, but a

-——
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LEFT

“Portrait of a Man”, said
to be Thomas Linacre
(c. 1460-1524), who
founded the Royal
College of Physicians

BELOW

In a painting by Hans
Holbein, 1541, Henry VIlI
hands over a royal charter
to the surgeon Thomas
Vicary, commemorating
the amalgamation

of the guilds of barbers
and surgeons
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petition from the famous physician Thomas Linacre and
others, supported by Henry VIiI's Chancellor, Cardinal
Wolsey, resulted in the establishment under royal letters
patent of a college of physicians, which originally confined
medical practice in London to those it licensed; its patent
was confirmed in 15623 by Parliament, allowing the college
1o license practitioners throughout England.

In England, surgery was regarded as a different
profession, a more practical expertise requiring
apprenticeship to an established practitioner. It was
practised mainly by laymen without a university degree,
within the structure of town guilds regulated by the
municipal authorities. There was little practical difference
between surgeons and barbers, another intimate personal
service involving sharp implements, and generally they
were brought together in the same guilds. However,
surgeons regarded themselves as providing a considerably
more expert service than barbers, and in London there
were two separate, and hostile, organisations, incessantly
arguing about who should have the power to license whom,
until they were brought together by an Act of Parliament
in the Company of Barber-Surgeons in 1540. Like barbers,
apothecaries were regarded as a trade, and were thought
of by physicians as pure technicians working to their
prescription. Some apothecaries aspired to diagnose
and prescribe in their own right, and physicians were
constantly battling to prevent them. Their formal status
was recognised with the foundation of the Society of
Apothecaries in London in 1617, though it was under
the supervision of the Royal College of Physicians.

Beyond these occupational groups, of course, there
were many others who provided less formal medical
care in pre-modern Britain. Indeed, physicians, surgeons
and apothecaries were in a decided minority when set
against the broad sweep of healthcare provision. By the
18th century, there existed what is often described as
a “medical marketplace” in which so-called “orthodox”
medical practitioners competed for customers with multiple
alternative sources of treatment. These could range from
self-taught laypeople offering gratuitous advice, through
specialists such as bonesetters and pox-doctors, to itinerant
purveyors of “cure-all” nostrums. The commercialisation
of the British economy across the century provided an
increasingly fruitful arena for the profit-driven provision
of medical services, and though such individuals were
often denounced by more conventionally educated
practitioners as “quacks” and “charlatans”, the reality
is that the boundaries between quackery and medical
orthodoxy were notoriously difficult to define, and, in the
absence of any regulatory legislation, almost impossible
to police, especially outside of the medical metropolises
of London and Edinburgh.

During the 18th century, therefore, medical professional
authority remained weak, not only with regard to formal
regulation, but also in terms of popular perception and
market share. Moreover, the continued factional squabbling

between the various branches of medicine meant that
to call it a “profession” would be to lend it a degree of
ideological, structural and political coherence that it did
not yet possess. For example, at the very beginning of
the century, the Royal College of Physicians launched

a legal case against the London apothecary William
Rose in an effort to protect its chartered monopoly to
practise “physic” by diagnosing ailments and prescribing
medicines. Despite their status as tradesmen,
apothecaries continued to be far cheaper and vastly
more numerous than the tiny pool of university-educated
college fellows, and their services were therefore popular.
Initially, the physicians were successful in their case, but
the ruling was subsequently overturned by the House

TOP

A quack dentist extracts
a peasant’s tooth in

this late 17th-century
sketch by Dutch artist
Lambert Doomer

ABOVE

The Inspection, part

of William Hogarth’'s
“Marriage a la Mode”
series (1743-44), showing
an aristocrat visiting a
French doctor with his
young mistress, whom
he has apparently
infected with syphilis
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of Lords, undermining the college’s authority in the
capital. The 18th century would see surgeons, too,
asserting their status as skilled practitioners with
increasing vigour, firstly by ending their historic
association with the Barbers’ Company (1722 in
Scotland, 1745 in England) and secondly by making
ever bolder claims to scientific and practical expertise.

THE 18TH-CENTURY HOSPITAL MOVEMENT

If physicians, surgeons and apothecaries could do little
to distinguish themselves in legal or practical terms from
their commercial competitors, they were, nonetheless,
able to craft an increasingly distinct social and cultural
identity. One way in which they could do this was to
participate in the burgeoning cultures of medical
philanthropy. Before the 18th century, medicine had little
concrete institutional presence beyond the handful of
former monastic institutions, such as London hospitals

St Bartholomew'’s and St Thomas'. From around the
1720s, however, there was a wave of hospital foundation,
beginning in London and Edinburgh, with Westminster
(1719), Guy’s (1725), the Royal Infirmary of Edinburgh

-

e

el

LEFT

A drawing of the Royal
College of Physicians,
London, c. 1700. The
building was designed by
Robert Hooke and built
between 1671 and 1679
on Warwick Lane, near
St Paul’'s Cathedral

BELOW

St George's Hospital

at Hyde Park Corner,
London; an engraving
for Henry Chamberlain’s
A New and Compleat
History and Survey of
the Cities of London and
Westminster, 1770

OPPOSITE, TOP

An engraving of the new
London Hospital building
in Whitechapel, 1752,
showing the north front
elevation and floor plans

OPPOSITE, BOTTOM
Bethlem Hospital in

St George's Fields,
London, as rebuilt in
1815. The building now
houses the Imperial
War Museum
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“In the period before the provision of universal healthcare,
voluntary hospitals were an important means by which
the poor might access skilled medical treatment”

(1729), St George's (1733), the Royal London (1740) v <
and the Middlesex Infirmary (1744) soon spreading to 3 e & et s0dnse o e Fots . Hret o e emtractod i -
the provinces with such institutions as York County o B L g
Hospital (1740), Royal Victoria Infirmary in Newcastle
upon Tyne (1751), Manchester Royal Infirmary (1752)
and Addenbrooke’s Hospital in Cambridge (1766).
Likewise, prior to the 1750s one of the only specialist
asylums catering for the mentally ill was the former
monastic hospital of St Mary of Bethlehem (1247), better P SE R b’ e ez B
known as Bethlem. However, the founding of St Luke's
in London in 1751 promoted another wave of building, T
with similar “lunatic asylums” founded in Newcastle !
upon Tyne (1765), Manchester (1766), York (1772) and IP
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practitioners who were involved in their governance,
or who attended to the sick for free within their walls,
they functioned as a highly public platform for the
performance of a genteel social identity. As the century
wore on, they would come to play an increasingly
important role in medical and surgical training,
especially in London and Edinburgh.

In the period before the provision of universal
healthcare, voluntary hospitals, along with dispensaries,
which experienced a flowering of their own in the latter
decades of the century, were an important means by
which the poor might access skilled medical treatment. :
Except in cases of accidents, when they could be brought — ; W = 4 nBEY
in off the street, patients would generally be required B fi4 ‘ E?'m
to produce a letter of recommendation from one of the :
governors in order to enter a hospital. Medical charity was
thus an extension of the governors’ personal largesse, and
on recovery or “relief” patients were expected to express
their gratitude to God and governor alike. It was, however,
through the Poor Laws that the poor most commonly et L i ormmin b b
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accessed orthodox medical care, and it was through this
mechanism that medicine would, ultimately, come to be
routinely harnessed to the operations of the state. Medical
care played an important role within the workhouse system,
especially towards the end of the century, and many
paupers were also able to access relief outside of its
walls, including both food and medical treatment.

THE CREATION OF A MODERN MEDICAL PROFESSION
If the efficacy of medicine in this period remained limited,
things were beginning to shift. The dominant humoral
model, which dated back to antiquity, was giving way to
an increasingly anatomical and physiological view of the
body and of disease. Despite their historic inferiority, it
was surgeons with their training in anatomical dissection,
rather than the classically educated physicians, who
would take the lead in this. The preeminent figure in
Britain was the London-based Scottish surgeon John
Hunter, whose research would see him celebrated as the
father of “scientific” surgery. But it fell to his former pupil,
the surgeon-turned-physician Edward Jenner, to make the
most profound social impact, through the development
of the smallpox vaccination in the 1790s. By the 18th
century, the disease accounted for up to 15 per cent of
deaths in some European countries, the majority of them
children. In its more acute form, it could have a mortality
rate of up to 30 per cent. Jenner's procedure, involving the
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ABOVE

An engraving of physician
John Hunter (1728-93),
by William Sharp, 1788,
after an original painting
by Sir Joshua Reynolds

LEFT

An etching by Isaac
Cruikshank from 1808
that depicts physician
Edward Jenner (right)
holding an open penknife
for “vaccination” with

. =y '-_.“.e.?,;., \ e the cowpox virus, as he
= o — s castigates those who
VACCINATTON agasntd JHMALL .F{,'l". Wepcama vy s Miscalfe rhveadlery of Sexds v teoailation dret pwlsfeits L are inoculating using the

human smallpox virus
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ADDENBROOKE’'S HOSPITAL, CAMBRIDGE

John Addenbrooke died in 1719,
leaving his money to build and maintain
a hospital for the poor. Addenbrooke
was a fellow of Catharine Hall (later
St Catharine’s College), Cambridge,
until around 1711 when he left to
practise medicine in London. Beset by
legal difficulties over Addenbrooke’s will
and a scandal that led to the complete
replacement of the trustees, it was
not until 1759 that work started on
the new hospital.

Established as a corporation by Act
of Parliament in the year it opened,
in 1766, it was funded by subscription
(including from many local parishes
and societies), with the more substantial
subscribers acting as its governors.
Patients had to bring with them a
recommendation from a subscriber,

with subscribers limited to the number
of patients they could recommend
depending on the size of their
contribution. Though emergency
patients could be admitted without a
recommendation, the cost of treating
them was a frequent problem.

By the early 19th century,
subscriptions and donations were
sufficient to enable the hospital to
expand, with new wings added in the
1820s. The university was closely
involved in the life of the hospital from
its inception. Under Sir George Paget
(1809-92), Regius Professor of Physic
and physician at Addenbrooke'’s for
45 years, and George Murray Humphry
(1820-96), Professor of Anatomy and
then of Surgery at Cambridge and
surgeon at Addenbrooke’s for 52 years,

both would become identified as centres
of excellence in medical teaching and
practice. During their time, the hospital
underwent a major reconstruction
in 1864—65. As at other institutions,
funding was a constant preoccupation,
with appeals, events and local collections
(including “Hospital Sundays”) making
up for deficiencies in subscriptions,
which would increasingly include friendly
societies and other organised groups.
From 1948, designated under the
National Health Service Act as a
teaching hospital for medical students,
Addenbrooke’s Board of Governors
would be directly accountable to the
Ministry of Health. Under the new
regime, the hospital would move to a
new site and begin its expansion into a
major centre for teaching and research.
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“Medical reformers sought to assert themselves both
against the medical corporate elites and against the
forces of quackery and commercialisation”

injection of fluid from a cowpox pustule into a healthy
patient, rapidly gained acceptance among governing
elites and the medical profession. Not only did it save
innumerable lives, but it also helped to transform
medicine's relationship with the public and the state.

The foundation of the Royal College of Surgeons of
London (later England) in 1800 came at the beginning
of what was, in many ways, the century of surgery. Not
only was it the “surgical point of view" that initiated the
contemporary “clinical revolution”, in which disease was
understood to be located in bodily tissues rather than in
the movement of arcane humoral fluids, but it was also
surgery that would eventually bring about some of the
most profound changes in therapy and cure. Likewise,
while the Royal College of Physicians sought to protect
its position at the head of the medical hierarchy, it was
from the subordinate but swelling ranks of the surgically
trained general practitioners that the impetus would
come to transform the medical profession into something
resembling its present form.

Medical reform was very much the cousin of its
parliamentary equivalent. Just as in the political world,
where an increasingly self-conscious commercial
and professional middle class sought to challenge
the monopolistic authority of the landed elites by
extending the franchise, many in the medical world felt
unrepresented by contemporary corporate structures:
by a Royal College of Physicians that would not admit
fellows from any university other than Oxford or
Cambridge, by a Royal College of Surgeons dominated
by a narrow clique of elite hospital practitioners, or by a
Society of Apothecaries that continued to taint the trade.
The principal mouthpiece for this disenfranchised class
was The Lancet, a scurrilous weekly medical journal
founded in 1823 by the surgeon-turned-journalist,
and subsequently MP for Finsbury, Thomas Wakley.
Moreover, without influence in the formal structures
of the profession, many of these men, especially those
outside London, created their own organisations, ranging
from national bodies such as the Provincial Medical and
Surgical Association (1832) — later the British Medical
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OPPOSITE

The Hunterian anatomy
museum in the Royal
College of Surgeons,
Lincoln's Inn Fields,

as seen in an engraving
from 1843

ABOVE

The Battle Between the
Fellows & Licenciates,

an etching of 1768 that
satirises the dispute

in the Royal College of
Physicians between
licentiates (depicted as
Scotsmen wearing tartan)
and fellows, concerning
the limitation of fellowship
to graduates of Oxford
and Cambridge

RIGHT

The Sick Goose and the
Council of Health, a satire
by George Cruikshank

on quack doctors and

their patent medicines, THE SICK GOOSE AND THE COUNCIL OF HEALTH,
published in 1847
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Association (1856) — to the various local medical societies
established across the country in the 1830s and 1840s.
In this way, a new medical professional identity
was forged. As with the contemporary middle class,
which placed itself in opposition to both working-class
fecklessness and aristocratic incompetence, medical
reformers sought to assert themselves both against
the medical corporate elites and against the forces of
quackery and commercialisation. Anti-quackery was
a major focus of early medical reformists’ energies as
they sought legislative intervention to protect both the
public (so they claimed) and their own purses against
the depredations of men like James Morison and his
“vegetable universal medicine”. In this endeavour, they
were largely unsuccessful, at least before the latter part
of the century; but the fight was nonetheless hugely
significant in shaping ideas about medical reform.

DISEASE, MEDICINE AND THE ROLE OF THE STATE
The epidemic disease that ravaged Britain in the middle
decades of the century was important, too, in the
emergence of this medical professional ideology. Urban
growth and industrialisation had created new and toxic
environments in which infectious diseases spread easily
and the sicknesses of poverty and malnutrition thrived.
Rapid population expansion had overwhelmed the
pre-industrial administrative systems that had organised
town life. Working conditions had deteriorated, with little
regard for the health of labourers. Poor sanitation and
contaminated water supply, poverty, malnutrition and
domestic overcrowding, as well as coal smog and other
environmental pollutants, all exacerbated ill health and
the spread of disease. While life expectancy had been
slowly increasing since the late 18th century, an “urban
penalty” stalled this progress until around 1875.

Cholera first arrived in Britain late in 1831, ravaging
the northern industrial town of Sunderland, and would
return with renewed vigour in 1848. Typhus was virtually
endemic during the mid to late 1840s. Physicians had
felt little responsibility to the public during the plague
outbreaks of the 17th century and before. In the cholera
epidemic of 1832, however, the government, working
through a new central Board of Health, had setup a
corresponding emergency network of local boards
charged with providing information to the centre and
organising the isolation of those affected. Many medical
practitioners sat on local boards and played an active role
in treating the sick and mitigating the spread of disease.
This served to initiate an increasingly close relationship
between medicine and the state, which was further
enhanced by the passage of the Poor Law Amendment
Act (1834). Galvanised by economic and utilitarian
objections to pauper “dependency” on the old Poor
Law of 1601, particularly its provision of “out-relief” for
the able-bodied poor, reformers such as Edwin Chadwick
“rationalised” the system, harshening its conditions and
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establishing the workhouse as the sole locus of what
meagre “relief” was available. Medical provision was a
relative afterthought in the initial legislation, but by allowing
each union to appoint salaried District Medical Officers
to attend to the sick poor, it nonetheless established an
important precedent for the development of state medicine.
Elsewhere, too, medical expertise was receiving
legislative support. In the very same year as the cholera
epidemic, the Anatomy Act (1832) gave surgeons access
to the “unclaimed” bodies of the poor who died in
hospitals and workhouses, so that they might improve
their anatomical knowledge and operative skills. Such
legislation, coming as it did around the same time as the
new Poor Law, fuelled working-class distrust of medical
practitioners in general, and surgeons in particular. But
the latter were nonetheless growing in confidence in this
period, the advent of anaesthesia in 1846 constituting
a practical innovation so transformative that it was only ABOVE

equalled by the development, from the 1860s onwards, Extraordinary Effects
of Morrison’s Vegetable

of germ theory and antisepsis. Meanwhile, in 1845, Pills!, a lithograph satire
Parliament passed two pieces of legislation obliging from 1834, by Charles
each county to establish an asylum for their mentally Jameson Grant, in which

. L o) L the man on the left claims
ill paupers and establishing a Lunacy Commission that his legs have grown
modelled on that of the Poor Law itself. back after taking the pills
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ABOVE

A lithograph from
McLean'’s Monthly Sheet
of Caricatures, January
1831, illustrating concern
about the failure to stop
the mail coaches from
Sunderland after the
outbreak of cholera,
while ships leaving its
port were barred from
other British ports

LEFT

Blue Stage of the
Spasmodic Cholera,
a sketch of a cholera
BLUE STAGE OF THE SPASMODIC CHOLERA victim in Sunderland,

Sketeh of w OGirl who died of Cholers, in Sunderland. Norember, 1831, published in
The Lancet
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It is ironic that the man who did the most
to introduce medicine into the lives of the
British poor was not a doctor and that he
had little sympathy for medicine, even
less for the poor. Chadwick, born in
Manchester to a radical journalist, was a
former associate of political philosopher
Thomas Paine. Moving to London, he
was called to the bar in 1823 but never
practised law, becoming instead the
prototype for a distinctly modern civil
servant and the embodiment of Victorian
social reform, in all its moral complexity.

He soon came into the orbit of the
utilitarian philosopher Jeremy Bentham,
imbibing Bentham’s instrumentalist
approach to social policy, but without
his political radicalism or social
conscience. A quick-fix approach to
intractable social problems marked his
career from the start. The most glaring
of these problems was poverty, or rather
“pauperism” (a state of dependence
on poor relief). His reform of the old
Poor Laws in 1834 is notorious for its
parsimony and inhumanity, thanks,
in part, to the criticisms in the novels
of Charles Dickens, who would become
a supporter of Chadwick’s later work
on sanitation. The new Poor Law did,
in fact, create the post of District
Medical Officer, which would be
critical to that effort.

By the late 1830s, Chadwick was
turning his attention to the role of
epidemic disease in promoting poverty.
His report on the “Sanitary Condition
of the Labouring Population” (1842)
provided ample, if specious, evidence

E D W I N C H A D W I C K for the causal association between

disease and pauperism, and led,

( 1 8 O O - 9 O ) eventually, to the Public Health Act
(1848), which sought to do through
sewerage what he had failed to do
through the unforgiving political
economic logic of the workhouse.
Ultimately, Chadwick’s overbearing
personality would lead to his fall from
grace in 1854, and the work of public
health would continue without him.
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THE REFORM OF PUBLIC HEALTH
However, it was in the field of public health that the

association between medicine and the state was perhaps

most evident. During the late 1830s and early 1840s,
Chadwick’s attention had been directed to the role of
disease in exacerbating pauperism. Inspired by the
understanding of epidemic fever, propounded by men
such as the sanitary reformer Thomas Southwood
Smith, in which the connections between illness and
poverty were drawn, Chadwick and his allies lobbied for
government intervention. Chadwick’s famous report on
the “Sanitary Condition of the Labouring Population” in
1842 made the case for government action on public
health. Their eventual success came in the form of the
Public Health Act (1848), which set up a General Board
of Health in London to oversee policy. It permitted local
authorities to establish tax-funded boards of health to
build sanitary systems - designed to clean up filthy urban
areas — and to appoint local Medical Officers of Health.
The success was relatively short-lived, as the General
Board attracted controversy and powerful enemies.
Chadwick resigned in 1854 and the Board's functions
were redistributed to a political body, the Privy Council,
in 1858. Nonetheless, its successors would oversee a

major programme of sanitary reform and sewer building.

Moreover, across the same period, the government
moved from making vaccination for smallpox freely

B o T I~

ABOVE

A cartoon from Punch
magazine, September
1852, that suggests the
overcrowded, insanitary
conditions of the poor
were the cause of cholera

A COURT FOR KING CHOLERA.

BELOW

An engraving from The
Illustrated London News,
1849, of a meeting in
Whitehall of the General
Board of Health, including
Edwin Chadwick
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“The public health efforts of the mid-19th century culminated, at least
in terms of policy, in the 1875 Public Health Act, a mechanism for
consolidating all previous Acts of Parliament pertaining to public health”

available to the public (1840) to making it compulsory for
children (1853). It was against this background that the
like of sanitarian Henry Wyldbore Rumsey could, in his
Essays on State Medicine (1856), imagine a system of
national healthcare inconceivable only 20 years before,
and not fully realised for almost a century afterwards.

In an era of liberal individualism and laissez-faire
economics, such governmental intervention in the health
of the public is notable, even remarkable. Legislative
protection for the medical profession was, by contrast,
somewhat harder to come by. Even so, with the Medical
Act of 1858, reformers got at least a portion of what they
had sought. While it did not grant them a legal monopoly
to practise medicine, it did provide a public register of
all qualified practitioners from whose ranks alone state
medical posts could be filled. It also established the
General Medical Council as the legally sanctioned
manifestation of professional self-regulation.

The public health efforts of the mid-19th century
culminated, at least in terms of policy, in the Public Health
Act (1875), a mechanism for consolidating all previous Acts
of Parliament pertaining to public health. Under the act,
all legislative provisions for sanitation, nuisance and the
curtailment of epidemic disease were brought together.
The act established named local authorities as rural and
urban sanitary authorities, replacing local boards of health.
These authorities were given jurisdiction over the newly
created urban and rural sanitary districts, and were now
obliged to provide clean water, dispose of sewage and
refuse, and regulate the quality and safety of food.

The act forbade the building of new homes that were
not connected to the main sewerage system. The Local
Government Board was also given the power to regulate
against the spread of epidemic disease, such as cholera.

PUBLIC HEALTH AND THE PEOPLE
As the century wore on, the association between medicine

ABOVE OPPOSITE, TOP OPPOSITE, BOTTOM
and the state would only strengthen. Such associations Josephine Butler (1828~ An engraving titled Anillustration from Punch,
were conceived not mere|y in relation to the wellbeing 1906), who campaigned The District Vaccinator March 1877, depicting an

. . . against the Contagious - A Sketch at the East inspector’s attempts to
of the population, but also to the strategic imperatives of Diseases Act; portrait by End, by E Buckman, for establish whether a child
national and imperial defence. Perhaps the most profound, George Richmond, 1851 The Graphic, 1871 has been vaccinated
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and notorious, example of this was the series of
Contagious Diseases Acts passed between 1864 and
1869. These were intended to reduce the incidence of
venereal disease among members of the armed forces,
and to improve military efficiency, by allowing suspected
sex workers to be forcibly detained, subjected to medical
examination and potentially confined to a hospital. Though
they received widespread support from the medical
profession, the acts provoked outrage among sections of
the public and stimulated the beginnings of the feminist
movement, thereby proving that whatever legislative
acknowledgement the medical professional might receive
from the government of the day, the support of the wider
public was far more conditional.

That could also be seen in the case of vaccination.
As a result of the 1853 smallpox vaccination act, by the
1860s two-thirds of British babies were vaccinated. This
landmark piece of legislation was, however, met with
strident opposition. It galvanised an emerging anti-
vaccination movement that challenged the practice and
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GREAT ORMOND STREET
HOSPITAL, LONDON

The Hospital for Sick Children was
founded on Valentine’s Day in 1852,
after a long campaign by the British
physician Charles West. It was the
first hospital in England to provide
in-patient care specifically for children
and started life as a converted town
house on Great Ormond Street, London,
with just two doctors and ten beds.
Following concerted fundraising efforts
and patronage by Queen Victoria and
Charles Dickens, by the end of the
hospital’s first year the number of

beds had already trebled.

Like many hospitals in the 19th
century, Great Ormond Street was
reliant on charitable donations.

In 1929, it approached the Scottish
writer JM Barrie to sit on a committee
to help buy land for its expansion.
Barrie declined, but said that he
“hoped to find another way to help”.
Just two months later, he gifted the
copyright of his most famous novel
and play, Peter Pan, to the hospital.
Thenceforth, it received royalties
from productions of the play and
the sale of Peter Pan books.

Great Ormond Street Hospital
(GOSH) was nationalised in
1948, becoming part of the NHS.
Fundraising for NHS hospitals was
heavily restricted, but GOSH could
continue to receive pre-existing
legacies. In 1980, restrictions were
lifted, and the hospital embarked on
an ambitious fundraising campaign.
In 1988, those efforts were aided by
the House of Lords vote for a special
clause in the Copyright, Designs and
Patents Act, giving GOSH the right
to Peter Pan royalties in perpetuity.
Today, the hospital has a global
reputation, receiving more than
250,000 patients a year.
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religious objections, hostility to the bureaucratic or
imperial state, and scepticism about medical science. The
movement gathered pace: in 1903, the annual conference
of the National Anti-Vaccination League met in Glasgow
and passed a motion that condemned employers
compelling workers to provide evidence of vaccination

as, “unwarranted, tyrannous, and calculated to undermine
the independence of the working classes”.

FUNDING HEALTHCARE
Public health was not the only arena in which profound
change took place. In the early 19th century, anyone
who could afford private healthcare stayed as far away
from hospitals as possible because they were associated
in the popular psyche with danger, disease and death.
Wealthy patients were largely treated in their own homes,
by their own private physicians. But for the poor who
required medical intervention, these institutions were
often their only option. Hospitals were diversely funded
and administered. The three endowed hospitals -
St Bartholomew's, St Thomas' and Guy's - could
subsist on the income from their large investments
and landholding, without appealing to the community.
The rest were either private institutions or relied on
public charity and the generosity of the local gentry.
With more professional practices in medicine and
surgery, such hospitals became more numerous, staffed
by specialists. Surgery became safer and therefore more
common, aided by the slow and contested adoption of
antiseptic practices during operations from the 1860s and
anaesthesia from the 1840s. Hospitals were becoming
frequented by a larger cross-section of society. The
healthcare available to the poor in the 19th century had
remained partial at best; but organised sickness and life
insurance for the working classes was well entrenched
by the century’s second half. Workers (mostly male) paid
monthly subscriptions to friendly societies, most famously
the Odd Fellows, Foresters and Rechabites, in return for
a sickness benefit while off work and access to the “club
doctor” for diagnosis and primary care. Compared to
the beginning of the 19th century, by 1900 the health of
the British population had become considerably more
regulated by the state. But most healthcare was still,
one way or another, a matter of provision funded through
charitable, voluntary or private contributions. The 20th
century would see the state move beyond its basic interest
in public health into directly funding medical care.
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CHAPTER 2

NEW LIBERALISM
AND WAR:
HEALTHCARE
1900-40

FOR MUCH OF THE 19TH CENTURY, FURTHER MOVES
TOWARDS A STATE THAT INTERVENED EXTENSIVELY
IN INDIVIDUALS’ LIVES HAD BEEN LIMITED BY THE
DOMINANT SMALL-STATE, LAISSEZ-FAIRE APPROACH
TO THE ECONOMY AND SOCIETY. THIS APPROACH
HAD BEEN ADVANCED BY MANY VICTORIAN LIBERALS,
SUCH AS WILLIAM GLADSTONE. BUT BY THE START OF
THE 20TH CENTURY, THE POLITICS OF LIBERALISM
HAD UNDERTAKEN A SIGNIFICANT SHIFT IN
EMPHASIS, WHICH CARRIED A NUMBER OF
PROFOUND CONSEQUENCES FOR HEALTH
AND WELFARE POLICY.

CONTRIBUTORS
Andrew Seaton
Paul Seaward
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[though Liberals continued to champion the

rights of the individual, the “New Liberalism” of

the Edwardian era abandoned the belief that a
small state and a free market alone would be sufficient to
safeguard the nation’s interests against new challenges
both at home and abroad. A new generation of thinkers
and politicians, including the political theorist Leonard
Hobhouse and future Prime Ministers Henry Campbell-
Bannerman (1905-08), Herbert Asquith (1908-16) and
David Lloyd George (1916-22) believed that the state
should be far more involved in the economy and society.

THE NEW LIBERALISM AND HEALTH POLICY
The change responded to a series of political and
intellectual developments. First, the formation of the
Labour Party in 1900 and the swelling ranks of the labour
movement as a whole required the Liberal Party to adjust
to compete with new electoral opponents who advanced
plans to uplift the working class through state support.
Second, social reformers in the Edwardian period
furnished compelling evidence that revealed the blight
of poverty among the population, particularly among
the poorest. In 1901, the sociological researcher
Benjamin Seebohm Rowntree published a wide-ranging

investigation of poverty in York. Through novel techniques

in the burgeoning social sciences, such as offering
statistics about nutrition levels or food prices, Rowntree
showed how inequality blemished people’s health and
welfare. New Liberals believed that the state provided
a means of tackling such problems.

Third, the influence of a “national efficiency” debate
during the Edwardian era justified higher government
involvement. On the back of the difficulties that Britain

faced during the Second Boer War (1899-1902), including

high numbers of army recruits turned away due to poor
health, commentators argued that the nation was poorly
equipped to defend its domestic borders and imperial
holdings. The rise of new international competitors —
including Germany, the US and Japan - compounded

a belief among economists, sociologists, doctors,
scientists, journalists and politicians that the health

of the nation needed to be improved. Their arguments
often became shaped by eugenics, an influential
scientific creed supported across the political spectrum,
drawing on Darwinism to argue that the human race
could be improved by shaping heredity. In his book Socia/
Evolution (1894), the New Liberal sociologist Benjamin
Kidd, for example, used eugenics to argue for a number
of welfare measures to improve the future health and
“fitness” of the working class, which would, in turn,
keep Britain competitive on the world stage.

REFORM, 1906-11

After the Liberal Party secured a landslide victory in the
1906 general election, it quickly set to work implementing
several significant welfare policies that aligned with the
changed view of the state’s appropriate role. In 1906, the
government empowered local councils to provide meals
to hungry children through the Education (Provision

of Meals) Act (1906). The following year, the medical
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PREVIOUS PAGES
Army recruits undergo

a medical examination
at the recruiting depot in
St Marylebone Grammar
School, London, in 1914

BELOW

David Lloyd George,
Chancellor of the
Exchequer, in Whitehall
with his wife Margaret;
Winston Churchill,
President of the Board of
Trade; and civil servant
William Clark, during the
debates on the Liberal
government's welfare
reforms, passed in 1910
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BENJAMIN SEEBOHM ROWNTREE
(1871-1954)

Rowntree was born into a Quaker

family famous both for its cocoa and
confectionery business based in York, as
well as its commitment to philanthropy
and enlightened employment practices.
A large proportion of the wealth the
company generated was directed into
trusts dedicated to charitable and social
work. Working at the family firm with his
father, as a director and, ultimately, its
chairman, Rowntree also devoted his
time to a systematic investigation into
poverty, publishing a closely researched

and highly influential investigation
into the poor of York in 1901, titled
Poverty: A Study of Town Life, which
stressed the structural reasons why
some people became poor.

Rowntree became a collaborator of
David Lloyd George on social policy and,
during the war, turned his experience
of management and company welfare
to the use of the state, serving in the
welfare department of the Ministry of
Munitions and acting as a negotiator in
the post-war industrial disputes. In the

1920s and 1930s, however, as the
Liberal Party declined, he and Lloyd
George drifted apart, and Rowntree’s
direct involvement in political discussion
and advocacy faded. But his interest in
policy and social welfare remained: he
was an important source of advice for
social economist William Beveridge in
constructing the Beveridge Report in
1941—42 and continued to comment
on poverty, old age and the life and
leisure of the British in a series of
books and reports.
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inspection of children in schools was introduced. In 1908,
the Liberals delivered on long-standing proposals to help
the aged through the Old Age Pensions Act (1908). This
legislation provided the first state pension at a maximum
of five shillings per week (means tested) for people over
70 years old. In order to pay for these extensive welfare
policies, in 1909 the Liberals introduced what became
known as the “People’'s Budget”, which implemented a
higher degree of taxation on the wealthy (including land
and death duties, as well as a graduated income tax).
The Liberals eventually won a protracted stand-off with the
House of Lords, which, dominated by Conservative peers,
opposed the 1909 budget. These welfare measures

had their limitations and, for their critics, did not go far
enough. For instance, the relatively high age requirement
of 70 years for pensions meant that many people would
not receive it, or if they did, not for a protracted period.
All the same, this package of legislation marked the
emergence of a welfare state in Britain, even if it was
not described in such terms by contemporaries (the
phrase “welfare state” only came into popular use in

the late 1940s).

National Insurance formed a crucial element of the
Liberals" welfare reforms. The National Insurance Act
(1911) established a system of nationwide health insurance
for all workers aged between 16 and 70 earning less than
£160 per year. This insurance would be paid for by weekly
contributions from employers and employees, as well as
a subsidy from the state. In return, those insured gained
a range of benefits including sick pay for up to 26 weeks
and access to a list of government-approved general
practitioners. Patients receiving treatment through national
insurance were colloquially known as “on the panel”, and
the doctors who treated them received a set amount from
the government called a “capitation fee". Men could also
claim a small maternity allowance for their wives to cover
the cost of an attendant during childbirth. In a commitment
to charity and mutualism, national insurance funds were
managed at the local level by hundreds of government-
approved friendly societies and other bodies. The 1911
act represented the first systematic attempt by the state
to subsidise and facilitate access to medical services on
a mass scale. After its inception, 14 million workers were
able to see a panel doctor. Until the establishment of the
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A cartoon by Edward
Linley Sambourne from
Punch, August 1908,
with Lloyd George

as The Philanthropic
Highwayman raising
money for pensions

TOP RIGHT

A handbill published by
the Liberal Party in June
1911, as the National
Insurance bill was under
debate in the House

of Commons
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NHS, National Insurance shaped the way large numbers
of Britons gained medical care.

THE FIRST WORLD WAR

The outbreak of war in 1914 opened up further debate
about both the role of the state and the general health
of the British people. Waging a “total war” required the
government to extend its reach into parts of society
where its influence had traditionally been curtailed.
From regulating the opening hours of shops, to placing
restrictions on housing rents, to directing millions

of workers, the state flexed its muscles like never
before. Such extensive government involvement not
only justified the pre-existing trend towards more
generous welfare legislation under the Liberals, but
also encouraged further demands for even greater
intervention as the years passed. Winston Churchill
later remarked, with some trepidation, that Britain's

eventual victory represented “the greatest argument
for state socialism ever produced”.
The First World War also carried implications for
discussing the condition of the nation’s health. As in the
Boer War, many army recruits failed medical examinations
due to the longer-term impacts of malnutrition or a lack
of access to health services. One survey revealed that
only one in three wartime recruits would have been fit
enough to join the armed forces under normal peacetime
conditions. The state responded with new steps to raise
standards of nutrition and health. In 1917, the government
introduced food subsidies and, in the following year, the
rationing of meat, sugar and butter. This support proved
a lifeline to many civilians, some of whom enjoyed
a higher standard of living as a result. Nonetheless, BELOW
the earlier concerns about poverty — and particularly Ambulances arrive at
. Charing Cross Hospital,
the harms that it caused to the health of women and

London, with the war
children - lasted throughout the war. In addition, the wounded in 1914
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“The First World War carried implications for discussing the condition of the
nation’s health ... many army recruits failed medical examinations due to
the longer-term impacts of malnutrition or a lack of access to health services”

capacities of the nation’s hospitals were regularly
stressed through caring for the war-wounded. Local
doctors, or general practitioners, witnessed the impacts
of the conflict on both returning soldiers and civilians
at alocal level.

At the end of the conflict, Lloyd George declared
in soaring terms that his government would guarantee
“homes fit for heroes”. This gesture to the wellbeing of
the working class who had helped deliver Britain's military
victory collapsed in the face of economic instability and
a subsequent retrenchment in government spending on
social programmes. Nonetheless, the Liberals managed
to pass some important reforms in this post-war moment
before the party fell from office in 1922, supplanted by
Labour as the Official Opposition. The Maternity and Child
Welfare Act (1918) required local authorities to provide
welfare and antenatal clinics, an important stimulus to
the development of public health in many communities
in the years to come.

ABOVE

The Minister of Health
Christopher Addison cuts
the ground for the new
Ruislip Common housing
scheme in London in 1919

LEFT

Nurses and recuperating
soldiers in 1916 outside
a house in Norfolk that

is serving as a Voluntary
Aid Detachment auxiliary
hospital during the war
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More conseguential was the establishment of the
Ministry of Health in 1919. Led by the Liberal Christopher
Addison, the ministry began with a wide range of
responsibilities, spanning the collection and dissemination
of medical statistics to house building. Indeed, council
house construction took on an important place in
understanding public health, with the Ministry of Health
overseeing the Housing, Town Planning, &c Act (1919).
This legislation empowered the ministry to provide
subsidies to councils and private contractors to meet
local housing needs. Around 176,000 homes were built
under the act, including new towns such as Wythenshawe,
outside Manchester. Although the housing programme
slowed due to economic challenges, again the state
seemed to show what was possible in the fields of health
and social welfare, further encouraging reformers who
believed it should go even further.

The establishment of the Ministry of Health in 1919 did
not lead to a co-ordinated medical system. Britain’s general
practitioner’s surgeries, hospitals and public health clinics
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ABOVE

Lloyd George, pictured
on the steps of the
Reform Club, home to
Manchester’s Liberal
Party, in 1922

LEFT

The Prince of Wales,
later King Edward VIII,
visits Windsor House,
part of a new housing
estate in Shoreditch,
London, in 1927
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CHRISTOPHER ADDISON (1869-1951)

Addison was the son of a Lincolnshire
farmer. A talented medical student,
initially at Sheffield, he became a
prominent anatomist and physiologist
at the Charing Cross Hospital in
London. But his concern about the
conditions of the poor in London

also compelled him into politics as a
“New Liberal”, and his marriage to the
wealthy Christian socialist Isobel
Mackinnon Gray made it possible for
him to have a political career. Elected
for Hoxton in 1910 as a Liberal and
supporter of the “People’s Budget” of
David Lloyd George, he acted as a
go-between for the government with the
medical profession, helping to secure
the latter’s acceptance of the 1911
National Insurance scheme.

Closely associated with Lloyd George
during the war, Addison was heavily
involved in the production of munitions
and, ultimately, in the planning for
post-war reconstruction. Instrumental in
the initiation of the Ministry of Health, he
also oversaw, as President of the Local
Government Board, the ministry’s
eventual establishment in 1919 and
became its first minister that year. As
such, he was responsible for the pledge
to build new houses for working people.
Despite its success in delivery, the
growing costs of the programme dented
his reputation, and Addison eventually fell
victim to the complex politics of the 1918
coalition. Demoted in 1921, he furiously
resigned months later following the
abandonment of his housing policy.

Having fallen out with Lloyd George,
Addison lost his seat in Parliament. In
1923, he joined the Labour Party, and it
was as a Labour candidate that he was
returned to the House of Commons in
1929; though when the financial crisis of
1931 forced Prime Minister Ramsay
MacDonald to demand drastic cuts in
spending and benefits, Addison opposed
him and lost his seat again in the
Conservative rout that followed in the
1931 election. Still active in Labour policy,
he was in 1937 made a peer. A close ally
of Clement Attlee he would return to
government in 1945 as Secretary of State
for Dominion Affairs and as the elder
statesman of the Left. Addison died
shortly after the general election of 1951,
at which Labour lost office.
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largely operated independently of one another. This
separation caused reformers during the interwar years to
call for greater integration between medical services, to
bring efficiency and to solve longstanding inconsistencies
in the quality and quantity of healthcare across the UK.

The Dawson Report of 1920 proved an important
document in this regard, delivering on the research of the
Consultative Council on Medical and Allied Services led by
the royal physician Bertrand Edward Dawson. It proposed
an ambitious reorganisation of Britain's health services so
that hospitals became linked in a single system. Another
important suggestion lay in its calls for a nationwide
network of “primary health centres”. These facilities
would link up curative and preventative health services
by bringing together general practitioners, nurses, dentists
and public health officials under one roof. Such a scheme
would, Dawson and his colleagues insisted, not only
extend a wider range of health services to ordinary people,
but also stimulate group practice and multidisciplinary
working among medical professionals. For all its grand
ambitions, the economic downturn that followed the end
of the First World War and criticism in some sections of the
press —who saw such aspirations as too expensive — put
paid to the Dawson plan. Nevertheless, the establishment
of model health centres in locations such as Peckham and
Finsbury in London later in the interwar years kept alive
the report’s ideals among medical reformers.

THE SLUMP AND THE NATION’S HEALTH
Economic turbulence in the 1920s and 1930s posed
profound challenges to the nation’s health. After 1929,

and throughout much of the next decade, the Great
Depression - bitterly remembered by many Britons

s “the Slump” - caused high levels of unemployment,
particularly in heavily industrialised parts of the north of
England, Scotland and Wales. At its peak in 1932, 17 per
cent of the workforce were out of a job. The closure
of dockyards, factories and steel mills carried severe
consequences for health in industrialised areas, as
poorer families cut back on essentials such as food or
heating. As a result of this pressure on family budgets,
key health metrics worsened in some important
respects. For example, in 1936 industrial Sunderland
in the northeast of England had an infant mortality rate
of 92 per 1,000 children under one year old, whereas

TOP LEFT
Uﬁl 0 Bertrand Dawson,
""p' Lord Dawson of Penn,

" author of the 1920

VEMI!" Dawson Report

TOP RIGHT

Women exercise in

1935 in the new Pioneer
Health Centre, part of
the Peckham Experiment
social medicine initiative
in southeast London
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LEFT

Marchers return from
London to Bradford in
May 1930 after protesting
against unemployment
and poverty
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LEFT

Hospital staff exercise
in the Lord Nuffield
gymnasium at the newly
opened Albert Dock
Seamen’s Hospital,
London, in 1938

BELOW

The cast of the popular
musical Cairo help to
raise money for London
hospitals on Empire Day,
in May 1922

Bournemouth on the south coast of England had a rate
of just 40 per 1,000 children.

The Ministry of Health's insistence that overall
standards of health had improved since 1918 carried
some merit, particularly in life expectancy, which rose
from 57 years in 1919 to 69 by 1949. These improvements
followed from rising standards of living, better housing
and improved medical interventions that large swathes of
the population benefited from. Yet they belied the regional
inequalities that existed in areas such as infant mortality
and nutrition. The Scottish doctor and nutritionist
John Boyd Orr proved a thorn in the government's side,
publishing statistics that revealed the harm that inadequate
diet caused across the nation. Near the end of the 1930s,
he found that undernourishment still afflicted nearly half
the population, and fell hardest on women and children.

[t would be wrong, though, to suggest that the interwar
period marked an unceasingly bleak and stagnant time
for healthcare. The later founders of the NHS and the
supporters of the nationalised system in the decades
that followed propagated such an image in order to justify
the high degree of state intervention in the 1940s, but
this depiction sometimes obscured more than it revealed
about the medical past. Hospitals provided a case in
point. During the interwar years, these institutions existed
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“The higher numbers of patients partly followed from a changed

attitude to hospitals in which they were now seen as places where

the latest scientific technologies in medicine could be accessed”

in two forms: voluntary hospitals (funded by charitable
fundraising, legacies and patients’ payments) and e
municipal hospitals (municipally funded and often old ' - o T

.Y ey

Poor Law institutions, which, after 1929, local councils
were empowered to take over and improve).

These facilities differed widely in quality across the UK.
A voluntary hospital, for instance, might be a prestigious
teaching hospital in a major city or a cash-strapped
cottage hospital in a rural area. The means-testing that
patients had to undergo to gain treatment at voluntary
hospitals also fostered resentment among the working
classes. Similarly, while the London County Council (LCC)
may have staked a claim to lead the nation with its
improvements to municipal hospitals, other local
authorities struggled to free these Victorian institutions
from the stigma of the Poor Law. But for all this unevenness,
millions of people gained access to hospitals during
the interwar years, as never before.

The higher numbers of patients partly followed from
a changed attitude to hospitals — especially among the
middle classes - in which they were now seen as places
where the latest scientific technologies in medicine, such
as X-rays, could be accessed, rather than just places
where the poor went to die. In addition, novel mutualist
insurance mechanisms allowed many people to pay
for hospital care during childbirth or treatment after
an accident. Hospital contributory schemes — where
workers paid 2d or 3d from their weekly wages - facilitated
access for the working classes. These forms of mutualism
met a significant degree of success in allowing patients
to use hospitals when needed; given their extent, the
nationalisation of the health service in the 1940s was
far from inevitable.

However, one of the most glaring problems with
the interwar health system was its lack of support for
women, children and the unemployed in accessing family
doctoring services. The national insurance system of the
interwar years did not provide coverage for “dependants”
(as most workers were men, this category usually meant
wives and children). The challenges with maternal and
child health caused by economic dislocation were

ABOVE

Radiography equipment,
including a patient couch,
pictured at the London
Hospital in 1930

LEFT

Female medical students
watch an operation being
carried out at London’s
Royal Free Hospital
School of Medicine for
Women in 1938
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exacerbated by these gaps in provision. Moreover, in the
not unlikely event that a worker fell into unemployment,
their access to national insurance was limited. Millions
of people therefore simply could not rely on the protection
offered by the existing welfare state. Their plight fuelled
the arguments of reformers striving towards a
comprehensive and integrated medical system in

the interwar years, who advanced such goals through
organisations such as the Socialist Medical Association
(SMA) and the Nuffield Provincial Hospitals Trust.

THE IMPACT OF WAR

As fears grew in the late 1930s of a new war with
Germany, one of the main concerns voiced by British
commentators and politicians centred on the civilian

casualties that might be caused by German bombing
campaigns. Many agreed with former Prime Minister
Stanley Baldwin's remark that “the bomber will always
get through”. As soon as conflict broke out in September
1939, the government enacted pre-existing preparations
for this grim outcome by establishing the Emergency
Medical Service (EMS). Through the EMS, the government
assumed the right of control over the nation’s municipal
and voluntary hospitals. The state could now direct
medical labour and resources in the hospital field in a
way not possible in the past.

Establishing the EMS created a number of problems.
In expectation of an estimated 430,000 air raid casualties
by the fourth week of the war, hospital administrators
cleared their wards of patients. In the event, the number

BELOW

A Child Welfare Centre
and Day Nursery taken
over by Westminster
Council to provide care
for children of the poor
or sick, shown in 1937
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FLORENCE HORSBRUGH (1889-1969)

Florence Horsbrugh, the daughter of
an Edinburgh accountant and his wife,
was born in 1889. Working in Scotland
for the Conservative and Unionist Party
as a speaker and organiser, she finally
succeeded in obtaining a seat in

the House of Commons in 1931,

for Dundee. An active backbencher
throughout the 1930s, Horsbrugh
campaigned on economic issues and
housing, but not until shortly before the
war did she obtain government office.
In 1939, she became Parliamentary
Secretary at the Ministry of Health,

a junior ministerial post that she held

until 1945. As such she was not only
concerned with the organisation of
the evacuation of children from major
cities and closely overseeing medical
provision during the war (Horsbrugh
said in 1944 that since she had become
minister she had been in “the large
majority of hospitals”), but was
also closely involved in shaping
the government’s response to the
Beveridge Report, speaking at length
and in detail in the debates on the
White Paper in 1944.

Courting unpopularity with other
women MPs for her failure to back their

campaign for equal pay and pension age
for women, Horsbrugh did not regard
herself as a representative of women,
but as that of her constituents and of
the government. She lost her seat at
Dundee in the Labour landslide of 1945
and did not re-enter the house until
1950. In Winston Churchill’s 1951
government, she was the first woman
to sit in the cabinet (though not until
her position, as Minister of Education,
was made up to cabinet rank in 1953).
She left the government in 1954 and
became a life peer in 1959. Horsbrugh
died in 1969.
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“The shared experience of bombing, rationing
and military service stimulated a public appetite
for such communitarian forms of welfare”

LEFT

Sandbags are stacked
against Westminster
Hospital following

the declaration of
war with Germany

in September 1939

BELOW

Nurses photographed
in 1940 at the Central
Hospital Supply Service,
a function within the
war organisation of the
British Red Cross and
Order of St John

of casualties was much lower: around 70,000 civilians
died from bombing during the war. In this sense,

the redirection of staff and the emptying of patients’
beds had proved unnecessary. Nevertheless, the EMS
showcased the advantages of what reformers had long
been arguing for: an integrated hospital system, with
the government assuming overall responsibility for its
functions. The wasted resources caused by competing
institutions and overlapping hospital catchment areas
were minimised through its co-ordinated structure,
suggesting what might be possible through state
rationalisation in peacetime.

As in the First World War, the higher degree of
government involvement in the economy and society
between 1939 and 1945 buoyed the arguments made
by the proponents of state “planning”. With Britain under
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ABOVE

A woman registers her
family with a grocer for
rations of bacon, ham,

butter and sugar

How to keep well
m Wartime

RIGHT

How to Keep Well in
Wartime, a booklet
issued for the Ministry
of Health by the Ministry
of Information

FAR RIGHT

A classic wartime
Ministry of Health
poster from 1940

the threat of invasion early in the conflict, food, munitions
and industrial production all fell under the government'’s
purview. In air-raid shelters and in the “fields”, Britons felt
the reach of the state. The Labour Party’s decision to join
the government in coalition after 1940 provided further
impetus for such a hands-on approach to statecraft, with
figures such as Ernest Bevin at the Ministry of Labour
directing millions of workers in key industries.

The waging of total war raised questions about
health and welfare, as in the prior conflict. Food shortages
necessitated rationing, and inflation required government
subsidies to ensure the consumption of everyday
essentials, measures that sometimes proved a boon to
those families who had struggled to make ends meet during
the economic difficulties of the interwar era. The Ministry
of Health, for example, launched a national milk scheme

saves nine

MW:

for every child under five and for expectant or nursing
mothers. This policy operated universally and without a
means test. The shared experience of bombing, rationing
and military service stimulated a public appetite for such
communitarian forms of welfare, even if the support for
such an approach never proved unanimous across all
social classes.

After 1942, with victory in the Battle of Britain, the
entry of the US to the war and Germany’s difficulties
on the Russian front, thoughts turned to peace and
reconstruction. On the airwaves and in the newspapers,
a “reconstruction” debate raged. One question lay at
the centre of all this discussion: what should Britain look
like once the war ended? A key element of that was its
approach to healthcare; and central to it would be the
Beveridge Report.
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CHAPTER 3

DESIGNING
THE NHS

THE SECOND WORLD WAR WAS A CATALYST FOR THE
RAPID DEVELOPMENT OF A RADICAL NEW POLICY ON THE
PROVISION AND FUNDING OF UNIVERSAL HEALTHCARE

FOR THE POPULATION OF BRITAIN. WHILE THIS BUILT
ON IDEAS DEVELOPED OVER THE PREVIOUS 40 YEARS,

POLICYMAKERS BEGAN TO MAP OUT A SCHEME THAT

WOULD TRANSFORM THE EXISTING PATCHWORK OF

SERVICES INTO A UNIVERSAL, “CRADLE TO GRAVE"”,

STATE-FUNDED, UNIFIED SYSTEM. BUT THERE WERE

PLENTY OF DEVILS IN THE DETAIL.

CONTRIBUTORS
Edward Devane
Paul Seaward
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n May 1940, on the resignation of Conservative

Prime Minister Neville Chamberlain, Winston

Churchill took his place, leading a coalition
government with Conservative, Labour and Liberal
ministers. Several ministers with a background in
health and local government welfare provision returned
to government, including the Conservatives Howard
Kingsley Wood and John Anderson. Labour figures
joining Churchill included the leader Clement Attlee,
the former Health Minister and Deputy Leader Arthur
Greenwood, and ex-head of the London County
Council Herbert Morrison.

THE IMPACT OF WAR AND THE BEVERIDGE REPORT
As early as July 1941, the coalition government had
asked officials within the Ministry of Health to begin
preparing for a state medical service after surveying public
opinion. In December 1942, it published a report entitled
“Social Insurance and Allied Services”. Soon known

as the “Beveridge Report”, it had been commissioned

by the Ministry of Reconstruction over a year earlier to
survey existing insurance and workplace compensation
schemes. The report recommended a compulsory system
of national insurance, underpinned by the establishment
of a comprehensive health and rehabilitation service.

It famously called for a new “cradle to grave” system of
welfare capable of defeating the “five giants” of idleness,
ignorance, disease, squalor and want. To tackle disease,

a health service was proposed to be available to all income
groups, without an examination of prior contributions and
with no charges at any point.

Its author, William Beveridge, a former London School
of Economics Director and specialist in unemployment
policy, was interested in the use of a broad range of welfare
measures to increase the birth rate and create a more
productive workforce and globally competitive economy.
He was both conscious of the limits to charitable welfare
and sensitive to overbearing state intervention. He argued
that health promotion should be a combined effort, with
minimum state provision supplemented by individual
initiative and voluntary action.
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Minister of Health
Aneurin “Nye"” Bevan
reviews posters
announcing the launch
of the National Health
Service, July 1948

LEFT

The Churchill wartime
coalition cabinet of
1940-45, in the garden
of 10 Downing Street




“The radicalism of the Beveridge Report lay in the idea of
overall co-ordination and its ambition to tackle deep-seated
problems through universal government support”

The purpose of the proposed reforms was
summarised accordingly: “The place for direct
expenditure and organisation by the state is in
maintaining employment of the labour and other
productive resources of the country.”

As detailed recommendations were outside the
scope of the report, health services were presented as
a feature rather than the focal point of social security
reform. The proposals also included universal family
allowances and benefits such as unemployment pay
sufficient to meet minimum living standards. These would
be paid for, Beveridge insisted, by flat rate contributions.
The radicalism of the Beveridge Report lay in the idea
of overall co-ordination and its ambition to tackle deep-
seated problems through universal government support

rather than, as hitherto, support limited by means-testing

or exclusions. Gaps in health coverage for women and
children under national insurance, for example, would
not be possible under the Beveridge proposals.

However, the radicalism of the report fell short in other
respects. To some extent, it rationalised existing systems
of welfare policy dating back to the Liberals’ Edwardian

reforms. Beveridge was not a revolutionary, but rather

sought to build on measures that were already in place.

Moreover, his report reflected patriarchal assumptions
about gender roles, with men serving as the main
breadwinners and women expected to stay in the
home once they had children. Fundamental questions
on boundaries between the role of the state and of
private provision remained open.

ABOVE

William Beveridge
addresses an audience in
Central Hall, Westminster,
in 1943, at the start of his
publicity campaign after
publication of his report
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WILLIAM HENRY
BEVERIDGE
(1879-1963)

Beveridge was brought up in an unusual
household of pioneering and scholarly
reformers: his father, who served in the
Indian civil service, was a supporter
of Indian home rule; his mother was an
advocate of education for Hindu women.
A brilliant student, he nevertheless
abandoned plans to go into law, opting
instead for a life dedicated to social
reform, initially in the Oxford settlement
in the East End of London, Toynbee Hall,
and later through an association with the
dominant figures in the Liberal reform
movement, Sidney and Beatrice Webb.

Through them, he began to work as an
assistant to Winston Churchill, the then
Liberal President of the Board of Trade.
It launched him into a stratospheric
career in the wartime civil service.
By 1919, at the age of only 39, he was
Permanent Secretary to the Ministry of
Food, but shortly afterwards he left to
become Director of the London School
of Economics, and over the next 18 years
converted it — in line with the vision
of its founder, Sidney Webb — into an
academic and educational powerhouse
for the social sciences.

ltching to rejoin government on the
outbreak of the Second World War, he
was keen to resume the work he had
done during the First World War, on
manpower and recruitment; but he soon
found himself sidelined into what was
initially an unimportant committee on
social services. In the end, he drewon a
huge range of witnesses and experts to
prepare two reports — “Social Insurance
and Allied Services” in 1942 and “Full
Employment in a Free Society” in 1944.
The first was an immediate success with
the public and made him a nationally
famous and identifiable figure. Resigning
his current academic appointment at
Oxford, in 1944 he secured a seat in
Parliament as a Liberal — though he lost
it in 1945, and shortly afterwards went
to the House of Lords as a Liberal peer,
where he remained politically active, while
also devoting his time to academic work.
He died in Oxford in 1963.
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Many were quick to point out that the report's
recommendation of a comprehensive health service
was not altogether new. In the 1930s, the British Medical
Association had called for the creation of a general
medical service that would extend National Health
Insurance benefits to dependants, with a national
structure to oversee prevention and primary care.

In 1934, the Labour Party had pledged to establish a
comprehensive health service “free for all”, which would
be based on regional networks of public health centres.

But when the House of Lords debated the report, Lord
Dawson, physician to King George V, who decades earlier
had himself recommended a national system of healthcare
provision to the Ministry of Health, pointed out the major
shift in attitudes that had taken place: “The organisation
of a comprehensive medical service is no new subject to
the medical profession. It has been under consideration
for years — since the year 1920 onwards. The demand for
it has always been received by governments with deaf ears
...and it was not until the Beveridge Report came out that
any idea of a comprehensive medical service was put on
the political map.”

Appealing to a growing interest in post-war
reconstruction, the Beveridge Report had put
political impetus behind long-mooted proposals for
a comprehensive system of healthcare. The report
electrified the reconstruction debates and attracted
widespread public attention. It broke government records
in selling more than 100,000 copies in its first month, and,
after its publication, opinion polls showed that over 90 per
cent of Britons were aware of its proposals. As the war
neared its end, both the Conservative and Labour parties
responded to the report and to a public demand for more
generous welfare programmes. The mistakes at the end of
the First World War — when promises of “homes for heroes’
had quickly proved empty — loomed in many people’s
minds. Coalition ministers publicly accepted Beveridge's
basic recommendations, including the provision of a
comprehensive health service. The government used the
report’s popularity for propaganda purposes, broadcasting
details overseas and publishing versions in 22 different
languages. German propaganda agencies responded that
the report was impracticable for “1,000 reasons” and not
least due to “the structure of the British Empire based on a
feudal-capitalistic order, which would have to be changed".

Not all in Britain were sympathetic to the coalition
government's propaganda. The Member of Parliament
for Cambridge University, Kenneth Pickthorn, queried
whether the broadcast of Beveridge's findings to armed
forces personnel would prove a distraction from combat.
Others considered the report already obsolete. At a speech
to the Nottingham City Business Club, one director of the
Prudential Assurance Company argued welfare reform
was unnecessary due to increased take-up of assurance
policies during the war. But criticism was outweighed by
supportive voices. Seemingly inspired by the report, trade
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The Beveridge Report
on “Social Insurance
and Allied Services”,
published in 1942

ABOVE BOTTOM

A summary of the
Beveridge proposals,
published by the Social
Security League in 1944

ABOVE RIGHT

A meeting of workers
outside a factory in
1943 to discuss the
new report
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unions, religious groups and political parties held public
discussions on the future of social welfare. In Birmingham,
the Birmingham Council of Labour passed a resolution
calling for the report’s proposals to become law before the
end of the war, with the union agreeing to circulate 30,000
postcards “for people to bombard their MPs on the matter”.
The publication of the report was a highly significant
moment in the long-running campaign for comprehensive
healthcare in Britain. It, and the ensuing discussion, renewed
public pressure for Britain's social reconstruction and, in turn,
drove the coalition government to more seriously consider
practical steps for reform. Officials in the Ministry of Health
would spend the remainder of the war in negotiations
with the medical profession over how to bring the idea
of comprehensive healthcare into reality.

THE COALITION GOVERNMENT AND

THE NATIONAL HEALTH SERVICE

The coalition approached the conclusions of the report
warily and with the varying attitudes of its respective
parties. Labour identified itself as the party of the
Beveridge Report, even if Beveridge was a Liberal, and
some Labour members harboured reservations about
whether his plan offered a truly socialist programme.
However, given the report’s popularity, Beveridge's
proposals seemed a solid basis for Labour to build on.
Reactions were more mixed within Conservative ranks.
While the party signalled its agreement to some of the
report’s proposals, the Prime Minister, Winston Churchill,
believed that the government'’s focus should remain on
winning the war, rather than on what might follow. Others
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HENRY WILLINK (1894-1973)

Willink, the son of an architect,
fought in the First World War in the
Royal Field Artillery, winning the
Military Cross. A successful career at
the bar followed and, in June 1940,
he joined the House of Commons,
obtaining his seat at a by-election in
Croydon North. Appointed Minister
of Health in November 1943, he was
immediately pushed into the heart of
the discussions over the response to

the Beveridge Report, producing
the White Paper in 1944.

A reticent man, never happy in
opposition after the Labour victory
in 1945, he left the Commons in 1948,
taking the mastership of Magdalene
College, Cambridge. He held the
position for 20 years, while settling
into the role of public servant
with involvement in a wide range
of committees and commissions.

They included the chairmanship of
a committee that was instrumental
in setting up the Royal College of
General Practitioners in 1952 and of
a committee on medical manpower
in 1957. Most prominent were his
chairmanships of commissions on
betting and gaming, the position of
minorities in Nigeria and on the
Royal Commission on the Police.
Willink died in 1973.
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in the party fretted over the financial costs of implementing
the report, or the impact that such a high degree of state
intervention entailed.

Responding to the report in Parliament on behalf
of the government, Sir John Anderson as Chair of the
Reconstruction Problems Committee agreed with the
idea of a comprehensive health service that combined
voluntary and state provision: “The object is to secure,
through a public, organised and regulated service, that
every man, woman and child who wants it can obtain,
easily and readily, the whole range of medical advice and
attention, through the general practitioner, the consultant,
the hospital and every related branch of professional up-
to-date methods. The fullest possible use must be made of
existing resources, including existing public services, such
as the tuberculosis, cancer and other services of the local
authorities. The idea of the new service must be one of the
co-operation of public authorities, voluntary hospitals and
other voluntary agencies, and the profession, towards one
common end.”

Alert to the political risks of shared government,
those on the left of the Labour Party were critical
of the coalition’s failure to give further detail on the
proposed structure of the new health service or assign a
commencement date. Members of Churchill's war cabinet
were sympathetic towards some form of local authority-led
scheme, but conscious of the powerful lobby groups likely
10 resist extensive state co-ordination or restrictions on
private practice. By 1943, officials in the Ministry of Health
had begun to draft a National Health Service Bill and White
Paper to support a detailed debate in Parliament.

Civil servants had closely monitored the attitudes
of the medical profession and the voluntary hospitals
towards a comprehensive health service. In 1941, the

British Medical Association had established a Medical
Planning Commission to study the wartime development
of the health services. Mostly concerned with the poor
distribution of medical professionals, it accepted the
need for a degree of central government oversight and
ministerial responsibility, but, unlike Beveridge, thought
that access to the free service should be limited to those
on lower incomes eligible for National Health Insurance
and their dependants. The British Hospitals Association
represented voluntary interests already experiencing a
form of nationalisation under the Emergency Medical
Service. Its representatives, from famous teaching
hospitals, resisted all forms of local authority control.
These competing viewpoints delayed the drafting of

the White Paper as the government's Reconstruction
Problems Committee argued about the concessions

that might be given to each group.

All the same, through its White Paper, as well as other
measures such as the establishment of a Ministry of
National Insurance in November 1944 and introduction
of legislation for family allowances in February 1945, the
wartime coalition had fostered interest in what would soon
be known as a “welfare state”. The National Health Service
White Paper was eventually presented to Parliament in
March 1944 by Conservative Health Minister Henry Willink.

The government's first detailed statement of its plans,
the “Willink Plan” proposed a free and comprehensive
National Health Service that was centrally directed
and financed, but which retained the division between
public and private medicine that had emerged under
the mixed economy of healthcare. It did not call for the
nationalisation of the nation’s hospitals or demand that
local authorities submit plans for health centres. Willink
summarised several principles for how the new service

LEFT

Minister of Health Henry
Willink talks to nurses
on a visitto a London
hospital in 1944

CHAPTER 3: DESIGNING THE NHS

59



was to work. They included free choice of doctor; the
freedom of members of the medical profession either
to participate in the new scheme or to opt out; the
planned provision of hospital services by area; and
local government involvement through a system of joint
boards. As well as making the independence of general
practitioners a principle of the service, Willink emphasised
that the White Paper guaranteed the future existence
of voluntary hospitals: “It is certainly not the wish of the
government to destroy or to diminish a system which
is so well rooted in the good will of its supporters”.

While it was cautiously welcomed as an outline
plan, the compromises made in the White Paper truly
satisfied none of the interested parties. Labour Members
of Parliament felt that its optional health centres and

tripartite structure of hospitals, general practitioners
and local authority clinics failed to guarantee a unified
service. The leaders of the British Medical Association
opposed state-owned health centres as a potential
gateway to doctors becoming salaried local authority
employees. Representative municipal bodies resented
the preservation of voluntary hospitals and the proposal
to offer them exchequer-funded grants. The Ministry
of Health entered negotiations with the medical
profession on the basis of the White Paper. But further
discussion was soon overtaken by events. With the
defeat of Germany in May 1945, Churchill resigned and
the coalition government disbanded. A Conservative
caretaker administration was appointed until a general
election could be held in July 1945.

ABOVE

Clement Attlee celebrates
Labour’s 1945 election
victory, along with his
wife Violet, the MP Walter
James “Stoker” Edwards
and party workers, in
Stepney, London
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“Attlee appointed a cabinet most of whom had served in the
coalition ... an exception was Attlee’s choice as Health Minister,
a relatively young, vocal backbencher — Aneurin Bevan”

THE ELECTION OF 1945
The landslide victory of the Labour Party headed by

Clement Attlee came as a shock to political commentators.

With 48 per cent of the vote, it gained a 146-seat majority
in the House of Commons. Labour’s manifesto committed
the party to a bold expansion of the British state, including
the implementation of large parts of the Beveridge Report.
Debates regarding health reform during the election had,
however, been muted, probably because senior figures in
both the Labour and Conservative parties were well aware
of the challenges already encountered by the wartime
coalition. Labour's manifesto, “Let Us Face the Future”,
had presented a consolidated vision of what Professor
Richard Titmuss of the London School of Economics later
termed the “welfare state”, with “health centres where the
people may get the best that modern science can offer,
more and better hospitals, and proper conditions for our
doctors and nurses”.

As well as national programmes of hospitals and health
centres, Labour promised better maternity and child welfare
services, improved access to food and more housing. In the
context of austerity, the party guaranteed widely improved
social benefits on the condition of full employment and
high industrial efficiency. The Conservative manifesto had
contained an even longer section on a comprehensive
health service, though given the medical profession’s
reception of the 1944 White Paper, it was notably more
prudent in committing to: “preferences and the enterprise
of individuals ... free choice of doctor” as well as
“friendly partnership” between voluntary and local
authority hospitals.

Attlee appointed a cabinet most of whom had served
in the coalition, including Herbert Morrison as Lord
President of the Council and Hugh Dalton as Chancellor of
the Exchequer. An exception was Attlee’s choice as Health
Minister, a relatively young, vocal backbencher, a former
miner from the South Wales Valleys — Aneurin Bevan. He
approached his first months with caution. One of his early
speeches in September 1945 to the medical profession
demonstrates his strategic ambiguity: “They need have no
fear —no fear at all ... | look upon the general practitioner

as the most important man in the medical profession, but
| hope —and | trust this will not be regarded as tendentious
- that we shall be able to organise a service which will
take general practitioners away from the isolation in which
at present many of them live and work, and that more
group associations will be organised amongst them.”
Labour's National Health Service Bill preserved
many of the concessions made by the coalition's Health
Minister, Henry Willink. Bevan accepted the White Paper’s
basic structure of hospitals, general practitioners and
local authorities, albeit with a renewed commitment to
health centres for the latter. To placate specialists, the
plans included limited allowances for private practice and
generous schemes of part-time remuneration, causing
Bevan to famously remark: “I stuffed their mouths with
gold.” Nevertheless, Labour did make radical changes
to the scheme between taking office in May 1945 and
the bill's presentation to Parliament in March 1946.
Accepting the segregation of local government
and hospital services made it possible for Bevan to
nationalise all voluntary and public hospitals, much
to the dismay of the British Hospitals Association and
cabinet advocates of municipal control, such as Herbert
Morrison. Under Labour, further formal consultation
with general practitioners was limited. Despite his earlier
conciliatory tone, Bevan now chose to associate the bill's
reading in the House of Commons with a stand against
the sectional concerns of the medical profession and
the vested interests of the voluntary hospitals. To the
leaders of the British Medical Association, a conflict
now seemed inevitable.

THE REACTION TO BEVAN'S BILL

The final version of the bill attempted to strike a balance
between ministerial supremacy and local control. It
created an administrative hierarchy, allowing the Ministry
of Health to delegate authority to centres of medical
expertise. Teaching and university hospitals were placed
at the top of the pyramid with their own separate tier

of administration, known as Boards of Governors. The
power of universities and medical schools was further
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Bevan, pictured shortly
after his appointment
as Labour Minister for
Health in 1945

ABOVE

The record copy of the
National Health Service
Act 1946, preserved in the
Parliamentary Archives

Natiomal Health Service Act, 1946,

AN ACT

Provide for the establishment of » compechemeve
henlth service for Eegland and Wales, and foe
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demonstrated by their placement as the focal point for
Regional Hospital Boards, which controlled the planning
and co-ordination for all other hospitals.

Typically spanning several counties, National Health
Service Regional Hospital Boards were much larger
than local authorities and were to be organised around
major cities, such as Birmingham, Leeds and Sheffield.
Below the regions, Hospital Management Committees
were to be responsible for the daily running of groups
of hospitals based around a locality or specialism.
Councils, through Local Health Authorities, would retain
a responsibility for public health services like maternity
and child welfare, with the option to amalgamate

provision under health centres. Local Executive Councils

would oversee the remainder of services held by

independent contractors, including general practitioners,

pharmacists and ophthalmologists. While appointments
to each tier were theoretically subject to ministerial
control, it was explained that, in reality, each authority
would be largely self-governing.

The details of the structure of the National Health

Service were noted with limited comment by the national
press. With Labour’s amendments increasing the role and

responsibilities of the state, local papers were attentive
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“As soon as the bill was published, the British Medical Association
began a vigorous campaign against key sections”

to the “national” element of the service and the need for
sustained economic prosperity to support delivery. The
Lancaster Guardian pointed out that “the health of the
nation is to become a national charge. Therefore, the
financing of the scheme and its ultimate success demand
the work and prosperity of the nation.” Voluntary hospitals
that had struggled financially before the war welcomed
becoming part of a larger regional body. At a public
meeting shortly after the publication of the bill, Nuneaton
Hospital's Board of Management recognised a trade-off:
“It was likely that Nuneaton Hospital would lose some of
its freedom by becoming one of a group of hospitals, but
it was hoped that the new scheme would provide better
services than were possible in smaller isolated units.”

Nevertheless, as soon as the bill was published, the
British Medical Association began a vigorous campaign
against key sections. At a large meeting convened shortly
after its terms became public, the association’s chairman
warned doctors that while “the minister has said that
he had no intention of making doctors into civil servants
but actually in the bill he has proposed to employ them
through an Executive Council which would be responsible
to him, and if he could do that and pay them by salary the
difference between them and civil servants will be very
minute indeed”.

Radio personality and Secretary of the British Medical
Association, Charles Hill, was quoted in The Times
and The Daily Telegraph demanding a reduction of
the minister’'s powers over general practitioners. Other
doctors published articles and took out advertisements
making their case against the bill. General practitioners
complained that their status would be lowered to that of
a state-directed labour-exchange worker or salaried civil
servant. In the local press, one Bedford doctor argued
such conditions were welcomed only by “the mediocre
who find competition unwelcome”. Another doctor wrote
in a Penrith paper along similar lines that the National

ABOVE
Health Service Bill would stifle the prestige of the Dr Charles Hill,
medical profession, condemning politicians who thought Secretary of the BMA,

M L . . - photographed in 1948
medicine can be provided by the municipality like the for an interview with

drains”. One of the most sensational attacks on Bevan the Picture Post
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ANEURIN BEVAN (1897-1960)

“Nye” Bevan was brought up in the
harsh working and living conditions of
the South Wales coalfield, the son of a
miner who he initially followed into the
local pit. He became politically active
in campaigns against the First World
War and in the South Wales Miners’
Federation. His reputation grew as a
union organiser and fiery speaker.

A local councillor for the Labour
Party from 1922, in 1929 he won the
parliamentary seat of Ebbw Vale for
the Labour Party. He soon attracted
notice for his swaggeringly confident,
passionate, but closely argued, debating
style, as well as his enjoyment of the
society attention that his celebrity won;
for the Labour leader and Prime Minister
Ramsay MacDonald, his impatience

with the constraints of parliamentary
politics made him inconvenient and
troublesome. During the 1930s, as the
Labour Party tumbled into irrelevance,
Bevan formed one of the left’'s most
famous partnerships, with the MP and
journalist Jennie Lee, who he married
in 1934. He became one of the leaders
of the party’s unruly left and was briefly
expelled from the party. During the
Second World War he remained outside
the coalition government, a tribune of
the people, vigorously nipping at the
heels of the coalition for its violations
of civil liberties and not sparing
criticism of Labour ministers for their
participation in its various iniquities.

It was a surprise, then, that on
Clement Attlee’s landslide success

in the 1945 election the new Prime
Minister should invite the — often vilified
— firebrand to join the government

as its Minister of Health. He would
become one of its most charismatic and
successful figures, both in terms of his
work on the NHS and in an unparalleled
housebuilding programme, though also,
because of his no-holds-barred attacks
on the Tory party, one of its most hated
on the other side of the house. His
dramatic resignation in 1951 (by then
as Minister of Labour) was motivated

by his hostility to the Labour Party’s
foreign and defence policies, as well as
its attempts to save money on the NHS.
On the backbenches, he resumed his
campaign to keep the party on the left,
until his death, of cancer, in 1960.
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A cartoon titled Hill
Meets Mountain!
depicts the BMA's Dr
Hill confronting massive
public support for the
NHS bill, published in
the Daily Mirror in 1946
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“Outright opponents of state healthcare such as Lord Horder
were isolated from the majority of doctors who signed up to
join the service on its first intended day of operation”

was quoted in The Scotsman: “Denied the right of appeal
to a court of law against dismissal from service and salaried
from Whitehall — such is to be the lot of the physician of the
Socialist future. In brigand-like fashion this would-be Fihrer
points an economic pistol at the doctor's head and blandly
exclaims Yours is a free choice - to enter the service or not
to enterit’”

Whether such arguments resonated with the general
public was open to question. Papers sympathetic to the
Labour government, such as Tribune and the Daily Mirror,
satirised doctors’ complaints, with one cartoon titled “Hill
Meets Mountain!” depicting the British Medical Association
Secretary with a handful of objections looking up at a pile
of public votes in favour of the bill. While the association
claimed a majority of its members opposed the immediate
introduction of the service, some disaffected doctors took
the opportunity to express their frustration with it. One
general practitioner wrote in News Chronicle of many
ex-service doctors questioning the freedoms protected
by an association that, it was claimed, censored dissenting
members and forced those returning from the war to
relocate their previously established practices.

THE BILL IN PARLIAMENT
When the National Health Service Bill was presented to
Parliament for its second reading in April 1946, Bevan
emphasised that his tripartite structure would rationalise
services: “Our hospital organisation has grown up with
no plan, with no system; it is unevenly distributed over the
country and indeed it is one of the tragedies of the situation,
that very often the best hospital facilities are available where
they are least needed. In the older industrial districts of
Great Britain hospital facilities are inadequate. Many of the
hospitals are too small — very much too small ... Although
| am not myself a devotee of bigness for bigness' sake,
| would rather be kept alive in the efficient if cold altruism
of a large hospital than expire in a gush of warm sympathy
in a small one.”

Conservative and Labour critics attacked the erosion of
local government responsibility, querying how Bevan had
managed to persuade stalwarts of municipal government

such as Herbert Morrison to accept Regional Hospital
Boards. The previous Conservative Health Minister,
Henry Willink, took issue with the unelected nature of
the new administrative bodies and opposed the bill.
Willink argued the bill “removes the patient's right to
an independent family doctor”, “gravely menaces all
charitable foundations” and “weakens the responsibility
of local authorities”. The general practitioner and Liberal
MP Henry Morris-Jones complained that consultation
with the medical profession had been inadequate; in
response, Bevan produced a list of conferences attended
as Health Minister and reasserted the supremacy of the
House of Commons against vested medical interests.
Further debate on the bill concentrated on funding for
hospitals and the minister’s intentions for moving general
practitioners to a state salaried service. But concessions
were limited by Labour’s large majority, and Conservative
attempts to reject the bill were easily defeated.

When it reached the House of Lords in late 19486,
responses were more sanguine than they had been in
the Commons. Medical peers representing the interests
of the voluntary hospitals and the Royal Colleges broadly
accepted the state-led restructuring of the hospitals.
There was opposition to some aspects of the bill: the
royal physician Lord Horder was particularly scathing of
Bevan's treatment of general practitioners as dogmatic
and dictatorial. Yet under the bill, and with a right to private
practice preserved, consultants stood to profit substantially
from Bevan's terms. Specialists gained part-time payments
for treatments previously given for free under the voluntary
system. Although coming under state control, teaching
hospitals would retain access to large endowment funds
that could be used for research or planning purposes.

The government's compromises within the bill
ultimately swayed figures including Lord Moran, President
of the Royal College of Physicians, and famous governors
like Lord Inman of Charing Cross Hospital. Moran, in
particular, acknowledged the new scheme would isolate
general practitioners from hospitals, but he felt that co-
ordination of the latter presented a more immediate issue
that needed to be resolved through legislation. The first
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Minister of Health, Lord Addison (previously a Liberal, now
a Labour peer), and Beveridge himself, added their political
weight behind the bill and helped Bevan to claim he was
working in the spirit of earlier Liberal welfare reforms, like
the 1911 introduction of National Health Insurance. Many
amendments put forward were minor in scope, clarifying
matters such as the division of responsibilities between
local authorities. The bill was finally passed in Parliament,
gaining royal assent in November 1946.

THE NATIONAL HEALTH SERVICE ACT 1946

The British Medical Association's campaign against Bevan
only intensified now that the bill had become the National
Health Service Act. The case of general practitioners was,
however, seriously undermined by bodies representing
specialists and consultants. In January 1947, the Royal
College of Physicians, the Royal College of Surgeons and
the Royal College of Obstetricians and Gynaecologists
wrote in support of further discussions on pay and
conditions with the government. The association held
negotiations with the Ministry of Health throughout
1947, before balloting its members at the beginning of
1948 on whether to support the National Health Service.
With months to go before the legislation was due to come
into force, Bevan was calling the association’s leadership
“politically poisoned” and claimed that his willingness

to negotiate on remuneration had been deliberately
misrepresented. As a final concession to general
practitioners, a guarantee was offered that no attempt
would be made to create a full-time salaried service.
Doctors were to be paid largely on the basis of a per
patient capitation fee.

In the interim, support for the British Medical
Association's leadership had ebbed away until only
a minority of those willing to resist the act remained.
Outright opponents of state healthcare such as Lord
Horder were isolated from the majority of doctors who
signed up to join the service on its first intended day
of operation. Doctors like Horder would go on to form
splinter groups, including the Fellowship for Freedom
in Medicine, which continued to lobby against public
healthcare into the 1970s.

The National Health Service Act had struck a deal with
the medical profession by playing off competing institutions
and interests. Consultants, voluntary hospitals and the
Royal Colleges who represented them had been effectively
co-opted by the service's proposed regional administrative
machinery, which placed specialist concerns at its centre.
Dividing the medical profession in this manner allowed
the Health Minister to take a firmer stance against general
practitioners and limited the number of concessions that
needed to be given in Parliament. While proving a politically
shrewd manoeuvre in the short term, Bevan'’s privileging
of hospital-based interests was not without a cost — a point
that would not become clear until after the inception of
the National Health Service on 5 July 1948.

RIGHT

Ballot papers are
sorted at the BMA's
headquarters in April
1948, for the vote on
joining the National
Health Service scheme
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CHAPTER 4

ESTABLISHING
THE NHS, 1943-64

THE NHS WAS WELCOMED ENTHUSIASTICALLY WHEN IT
WAS LAUNCHED IN 1948. BUT MINISTERS AND CIVIL
SERVANTS VERY QUICKLY BECAME CONCERNED ABOUT
THE APPARENTLY INSATIABLE DEMAND AND BALLOONING
COST OF THE SERVICE, ESPECIALLY AT A TIME WHEN
WARTIME BORROWING AND HEAVY INTERNATIONAL
COMMITMENTS LEFT GOVERNMENTS STRUGGLING TO
FIND THE MONEY. THEY TURNED FOR SOLUTIONS
TO PATIENT CONTRIBUTIONS, THE RATIONALISATION
OF HOSPITALS AND WHOLESALE REORGANISATION
FOR EFFICIENCY SAVINGS.

CONTRIBUTORS
Jennifer Crane
Edward Devane

Peter Mitchell
Stephanie Snow
Angela Whitecross
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he National Health Service formally began

operation on Monday 5 July 1948, the

“Appointed Day” in the 1946 National Health
Service Act, or “Foundation Day" as it became known.
The principle of a comprehensive healthcare service
had been spelt out by Aneurin Bevan in the House of
Commons: “It is available to the whole population, and
not only is it available to the whole population freely, but
itis intended, through the health service, to generalise
the best health advice and treatment. It is intended that
there shall be no limitation on the kind of assistance given
- the general practitioner service, the specialist, the
hospitals, eye treatment, spectacles, dental treatment,
hearing facilities, all these are to be made available free.”

The emphasis on universality and comprehensive

healthcare was in radical contrast to what came before.
The pre-war mixed economy of healthcare had offered
“free” treatment of varied quality, with conditions and
exclusions. Visits to a doctor or voluntary hospital were
often associated with an indirect charge. The new service
promised care without limitation to all sections of the
population, regardless of background or occupation or
contribution, free at the point of use. While there were some
powers to make limited charges, the act actively sought to
dissolve many of the historic distinctions that had arisen
between public and private medical care. Bevan claimed
10 “generalise the best"” of what had only been available to
a privileged few. With a state-operated tripartite system of
hospitals, general practitioners and health centres putting
an end to fragmentation, and resources funded though
general taxation, the new health service was planned to
deliver the same standards of service across the nation.

FOUNDATION DAY

Bevan officially launched the new health service at Park
Hospital in Davyhulme, near Manchester, on Foundation
Day, 5 July 1948. The choice of Park Hospital, later Trafford
General, was a careful one. It had been built as a Poor Law
hospital in 1929, meaning that it was open to everyone
regardless of ability to pay, and a surviving remnant of the
workhouse system. This was one part of the inadequate

THE NEW

NATIONAL
HEALTH
SERVICE

-

Youwr new Natioval Health Service begins on
Sth July. What is it? How do you get it?

It will provide you with all medical, dental, asd
nursing ¢aee.  Everyons—ech or poor, man, woman
or child~can wse it ar any part of it Thero ace no
charges, excepe foc a few special mems. There are no
Insurance qualifications, But it 3 not a * chesity ",
You are all ayisg for it, mainly os taxpayers, and
“it will relieve your momey worrkes @ time of illsess,

patchwork of healthcare provision that was being welded
into the single whole of the National Health Service.
Edmund Hoare, a consultant who worked there from
1976 to 2002, suggested in an interview for the NHS at
70 project —the first oral history of the NHS, consisting of
interviews with patients, staff and communities across the
UK -that it had been chosen because it “was always a
public institution, it was never a voluntary hospital. WWhen
the health service came, it was probably the most modern
hospital in the Manchester area”; but also “Manchester
was obviously industrial, it was Labour, socialist. Rochdale
was the foundation of the co-operative movement ...
The last thing you wanted to do was to open it in London
because after all, London was where all the posh people
were and where all the posh teaching hospitals were. This

PREVIOUS PAGES
Nurses form a guard

of honour for Aneurin
Bevan on his visit to Park
Hospital (later renamed
Trafford General Hospital)
in Manchester, on

5 July 1948

ABOVE

A leaflet sent to all
homes in Britain in
1948 outlining the new
National Health Service

OPPOSITE

Bevan later the same day
at a demonstration by
ambulance personnel in
Preston, where he gave
a speech at the county
council offices
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was a national health service, not a London health service,
so it had to be out of London. Park Hospital, because it was
all relatively new and shiny, seemed to be just the ticket.
[t was, if you like, the new broom: this lovely, new hospital
which was going to be a National Health Service hospital.
June Rosen, a young girl at the time and the daughter
of a Manchester Labour councillor, had the unusual
privilege of bringing Bevan breakfast in bed that morning.
“My father," she told the NHS at 70, “was a Manchester
City councillor and he was very involved with the Labour
Party. And we very often had cabinet ministers to stay,
because it was wartime or just after the war, and we had
a spare bedroom, which was very handy. | don't think
they ever brought their ration books, and how my mother
managed to feed them, I'm not quite sure. But it meant

that we had people coming in and out who were very
interesting people. When | was eight, Aneurin Bevan came
to stay the night with us because he was going to launch
the NHS ... | remember my parents talking about it, and
how it would be a very momentous occasion. | was told
we had somebody important coming to stay. My mother
said, ‘We're going to take our guest breakfast in bed and
you can come with me’. So we took a tray upstairs. | do
remember exactly what he looked like, sitting up in bed
with his pyjamas and this shock of grey hair.”

By the time Bevan was getting up, the National Health
Service had already been in operation for several hours.
The night before, in a cottage hospital in West Wales, Edna
Rees was in labour as midnight approached. Her daughter,
Aneira Thomas, told the story to NHS at 70: “It was coming

ABOVE

Aneira Thomas, the first
NHS baby, with a bust

of Bevan at a service to
celebrate the NHS's 70th
anniversary, at Llandaff
Cathedral, Cardiff, in 2018
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up to midnight on Sunday 4 July 1948 and my mother,
who had been in labour for 18 hours, was just about ready
to give birth to me. She wanted to start pushing. But the
doctors and midwives looked up at the clock on the wall
and said, ‘Stop. Hold on Edna, hold on’. They knew they
were moments away from the start of the National Health
Service and they wanted me to be the first baby born into
the new service. That's how | was born at one minute past
midnight. It was the staff there who told my mother, “You
must call her Aneira’, the female form of Aneurin, after
Aneurin Bevan, the architect of the NHS.” Aneira was later
to spend 18 years working as an NHS psychiatric nurse.
After breakfast, Bevan went to Park Hospital, where a
guard of honour of nurses lined the driveway to welcome
him. During the visit, Bevan was ceremonially handed the

keys to the hospital, symbolising its handover to the new
service. He was given a tour of the building by the matron
and taken to “Ward 6" to speak to some of the patients.
One of them was the National Health Service's first official
patient, Sylvia Diggory, who was in the hospital with acute
nephritis, a kidney condition. She later recalled, “Mr Bevan
asked me if | understood the significance of the occasion
and told me that it was a milestone in history — the most
civilised step any country had ever taken. | had earwigged
at adults' conversations and | knew this was a great change
that was coming about and that most people could hardly
believe was happening.”

The managed publicity for the visit was cheerful and
festive, emphasising the National Health Service's socially
transformative ambition of truly universal healthcare. After

ABOVE

Bevan talks to Sylvia
Beckingham (later
Diggory) at Park Hospital
on the first day of the
National Health Service
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ABOVE

Some of the first
babies born under the
National Health Service
- a popular newspaper
feature in July 1948

RIGHT
Surgeons operate
in Guy's Hospital,
London, in 1949
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“It will take time to develop. We shall have to start with what we have, and then
work up to a full service when our present shortages have been overtaken”
Clement Attlee

Park Hospital, Bevan was to embark on a nationwide tour
of hospitals, meeting patients and healthcare workers,
signing autographs and promoting the new system. But for
some, the day of its foundation was one of doubt, worry and
scepticism. The government did not know what to expect
as the new system opened, and the sheer size, complexity
and novelty of the service in a nation still reeling from the
war, presented problems of its own. General practitioners
were still resisting the changes, and would continue to do
so for a while, and the service was struggling to cope with

the shortages - in buildings, equipment, training, personnel
and cash — that pervaded post-war Britain.

An official at the Ministry of Health warned the public
that they “must remember that ... this is a new adventure
in the hands largely of new organisations and bodies.
Everything cannot start without a hitch at a given hour.
People can help enormously by not rushing the new
service.” Clement Attlee, the Prime Minister, also sought
to manage expectations: “It will take time to develop. We
shall have to start with what we have, and then work up

VOICES FROM THE NHS

RUTH EDWARDS

Ruth Edwards was born in 1928 and
grew up in a mining family in South
East Wales. She secured her first job
with Monmouthshire County Council
as a trainee laboratory technician in
the public health laboratories. There
she contracted TB as a result of
examining the specimens. Treatment
in a sanatorium drew her to the role
of hospital almoner, for which she
qualified in 1956, working until her
early retirement in the mid-1980s.
Ruth met Aneurin Bevan during his
tour to the region in late 1948, the year
the NHS was launched. She told the
NHS at 70 project what happened:
“After about two years in the
laboratory, the National Health Service
was starting, and Aneurin Bevan
started a tour of hospitals and other

institutions to inaugurate the National
Health Service. And one of the hospitals
he came to was Llafrecha Grange
Hospital, which was then a hospital for
the mentally handicapped. He came
there — I've forgotten the dates — in late
1948. And my friend and | went there,
because the other members of the
laboratory didn’t want to go and they
couldn’t all go, of course.

“l don’t remember the details of who
greeted him, but there weren’t many
doctors there. There were nurses and
other people, clerical administrative
staff; and Aneurin Bevan, at one point,
was standing on his own. At that time,
it was the fashion to collect people’s
autographs. So | went up to Aneurin
Bevan and asked him if we could have
his autograph, and he said, ‘Certainly’.

And at the same time, the official
photographer was coming round —
sorry, not the official photographer,
a photographer from Newport
called Happy Snaps. While he was
photographing, Aneurin Bevan signed
the little ticket from the photographer.
And in those days, you took the
photograph to the photographers
and you could get a print from them,
from the negative.

“So that’s how we met Aneurin
Bevan, and he asked us where we
came from — which department.
And we told him. Then he went on
to speak about the beginning of the
National Health Service. So that was
my encounter with Aneurin Bevan
and how we had our photographs
taken with him.”

“I went up to Aneurin Bevan and asked him if we

could have his autograph, and he said, ‘Certainly

17
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to a full service when our present shortages have been
overtaken ... We shall have to be a bit lenient with the
service at first.”

Apart from the many doctors — especially general
practitioners — who had resisted the creation of the service,
some of its most passionate supporters also had doubts
as to whether it would work. June Rosen remembers
that, even as she joined her family in bringing Bevan his
breakfast on the day, some of the challenges and inherent
contradictions the service would face were beginning to
make themselves felt: “My mother, a doctor’s daughter,
told him it wouldn't work, much to my father's amazement.
He said, ‘How can you say that'? She said, ‘Well, people are
people, and the more they have, the more they will want'.
Nobody at that time could possibly have envisaged the sort
of developments that we now have. New hearts, new lungs,
new hips, new knees, cancer treatments. But of course, she
was right, wasn't she? When she was a very old lady, in her
nineties, she said, “You know when | meet your father in the
next world, the first thing I'm going to say is, ‘l told you so'"

For most, though, the day was one of hope, however
qualified — and the fact that it is still commemorated
proves that that hope was not entirely misplaced. On 5 July

2018, the NHS's 70th anniversary, the Mayor of Greater
Manchester, Andy Burnham, recreated Bevan's tour of
Trafford General Hospital. Accompanied by a similar guard
of honour of nurses, Burnham visited Ward 6, and unveiled
a blue plague commemorating the place where the NHS
officially began.

Rosen recalled, “I think my parents felt the NHS was
all part of making the world a better place. | remember my
mother saying that after the war was a wonderful time
to be in politics. We really felt we were going to build the
‘New Jerusalem’. It was a very heady time to be involved to
put everything on its feet again... Aneurin Bevan, of course,
had seen deprivation in the Welsh Valleys that | don't think
people can imagine today. He was so intent on getting the
health service set up. And he felt that in time, it would cost
less to run, rather than more, because people would have
such a different baseline of health.”

Aneira Thomas, the NHS's first baby, can tie her entire
life to the NHS. Speaking before the 70th anniversary, she
said, "I know the NHS well because it's saved my life eight
times now... It's amazing to think how hugely things have
changed since Bevan's day. But the moral values that were
there at the start should stand today as they did in 1948.

VOICES FROM THE NHS

JUNE HEWETT

June Hewett, born in 1931, began
training as a nurse at the Royal United
Hospital (RUH) in Bath in 1949. She
remembered the living conditions for
nurses in training, in a new service

in a country still experiencing food
rationing and a housing shortage.

“We were resident in what we called
the ‘horseboxes’ in the main hospital,”
she told the NHS at 70 project. “These
were long corridors with rooms, but
the division between the rooms only
went up so far, like horseboxes. If you
stood on a chair you could look over in

the next room. And all the bathrooms
and washbasins were at the end of
the corridor, you know, very primitive
really. But we were only there about
three months, and then we moved to
the Spa Nurses Home, which was a
derequisitioned big hotel.

“The food in the RUH wasn’t
bad, except on night duty when it
was appalling. They used to cook
the midnight meal and stick it on the
hotplate. And by the time the junior
nurses got there, the meat was all
curled up and horrible and the veg

was. .. well, horrible. So our main
midnight meal used to be a bowl of
soup, which we called ‘washing-up
water’. And we put salt, pepper,
vinegar and mustard in it and a couple
of slices of bread and that was our
evening meal. And then we went back
to the ward in the hope that the ward
sister had left out — for the patients’
use — hot chocolate, Horlicks, a thing
called Milo. So we used to fill half a
cup with a mixture of all that, just the
powder and then add milk to it — and
that kept us going.”

“The food in the RUH wasn’t bad, except on night duty when it was appalling”
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| feel passionately about the preservation of this fantastic
service, which provides support from the cradle to the
grave, for every person in the UK. It means equality for all.”

GROWTH IN DEMAND
The new National Health Service's earliest years were
dominated by concerns over how it would be paid for.
The principle that all could access a range of treatments
without limitation was introduced in the post-war context
of sustained rationing and austerity. It was not just Treasury
ministers who suspected that the nationalisation of
healthcare had released a backlog of demand: even the
service's most ardent supporters came to suspect that
widespread abuse was driving up expenditure. Newspaper
cartoons satirised the numbers of people coming forward
to claim free prescription glasses and false teeth, with
pictures of long queues and overcrowded waiting rooms.
After just a year of operation, Bevan was reported as saying,
“I shudder to think of the ceaseless cascade of medicine
which is pouring down British throats.”

Clement Attlee’s government agreed that there was
a problem; but they would spend their remaining years
in office disagreeing about what to do about it. Proposed

Trafford General Hospital
Birthplace of the NHS

Commemorating the visit of
Aneurin Bevan, Minister of Health,
on 5th July 1948
to launch the
National Health Service

ABOVE

The plaque unveiled at
Trafford General Hospital
in July 2018 on the 70th
anniversary of the NHS

LEFT

Patients queue at the
outpatients department
of St Bartholomew's
Hospital, London, in 1954
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“Bevan was open to charges for drugs to prevent abuse of the system,
but he became increasingly opposed to the prospect of further fees”

solutions included propaganda campaigns urging public
restraint, reprioritising budgets and the extension of
charges. The debate among cabinet members culminated
with the resignation of Bevan in April 1951 and the defeat
of the Labour government in the election six months later.

Given the effort that had gone into defining the
National Health Service's universal principles ahead of
the Appointed Day, the widespread anxieties about public
demand and unchecked spending may seem surprising.
But they should be seen in the context of the sheer scale
of social and economic reform that was being attempted
at the same time: bringing healthcare services into
public ownership was but one of many nationalisations
undertaken during these years. They encompassed one-
fifth of Britain's economy, including rail, coal, electricity,
road haulage, and later, iron and steel production. In
terms of government priorities, health competed not only
with industry, but also with other programmes of radical
welfare state expansion to which Attlee had committed
in the 1945 election manifesto: social security reform,
free comprehensive education, childcare regulation, the
creation of national parks, the rebuilding of blitzed cities
and the construction of whole new towns.

All of this took place against a background of faltering
confidence in the economy, with rising prices and a crisis
in the convertibility of pound sterling to dollars in late 1947.
Debates about how to return Britain to prosperity and
establish a new role in the post-war world had a bearing
on attitudes towards National Health Service expenditure,
t00. Britain remained an imperial power with large armed
forces, with both Labour and Conservative governments
devoting almost twice as much spending as a share of
GDP to defence as to health into the 1960s. As well as
the creation of a “New Jerusalem” — a prosperous yet
egalitarian society — the state pressed ahead with other
competing priorities, including rearmament and the
pursuit of an independent nuclear deterrent.

To add to the problem of conflicting investment priorities,
it was unclear how much the National Health Service
would cost to run. Estimates in the Beveridge Report,
the 1944 National Health Service White Paper and the
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discussions over the 1946 National Health Service Bill
had ranged between £108 million and £134 million a
year. The final 1948-49 figure amounted to £272 million.
Demand from those unable to afford glasses, false teeth
and prescriptions under the pre-war system was thought
to be one of the main drivers of over-expenditure. During
the first nine months of the service, over a million sets of

dentures were distributed. Contrary to Bevan's assumption

that costs would naturally plateau as the population’s
health improved, the demand showed no sign of abating.
In the following year, current expenditure exceeded the
estimate by more than £150 million. The Treasury began
10 put pressure on Bevan to implement new controls.
The pressures were particularly acute in the hospitals,
already the dominant element in spending. Decisions

about National Health Service priorities in the 1940s and
1950s have made many historians talk about a “National
Hospital Service”. Many hospitals were still far from able
to deliver a truly universal and comprehensive service.
Regional Hospital Boards responsible for specialist
services requested more medical staff to cope with
increasing admissions. Between 1948 and 1951, the
number of doctors, nurses and ancillary staff working in
hospitals increased by 10 per cent to 314,000 in England
and Wales. With recruitment increasing and wages
making up the bulk of expenditure at a local level, the
first set of hospital accounts exceeded estimates by
almost a quarter. Regional Hospital Boards also lodged
urgent claims with their local MPs and the Ministry of
Health for increased capital investment to replace and

OPPOSITE

Bevan on 9 July 1948,
with clerks issuing NHS
cards at Insurance
House, the offices of
the London Executive
Council of the new
National Health Service

ABOVE

Princess Margaret in
1952 at the opening of

a new department of
the Queen Alexandra
Hospital, Portsmouth,
with the hospital matron
and the Lord Mayor

of Portsmouth
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repair the neglected and bomb-damaged building
stock inherited by the service.

Demands for new buildings were the easiest to resist,
and the Ministry of Health made large cuts to capital
expenditure at the behest of Chancellor Stafford Cripps
before the end of the service's first year of operation.
For the next decade, the money available for hospital
rebuilding would remain negligible. Ruling out further
economies to hospital expenditure for fear of service
disruption, Bevan had to consider more drastic cuts to
primary and community care.

One notable casualty was the proposed programme
of local authority health centres. Eager to preserve their
autonomy and right to private practice, the majority of
general practitioners had opposed the idea of working
from state-controlled premises and, as a result, just a
handful of centres had begun construction after the

Appointed Day. Labour also amended the National
Health Service Act in 1949 to provide for limited fees for
medicine, false teeth and glasses. A year later, a new
Chancellor, Hugh Gaitskell, picked up a campaign by
his predecessor to introduce a fee. Bevan was open to
charges for drugs to prevent abuse of the system, but he
became increasingly opposed to the prospect of further
fees. On 23 April 1951, he resigned. Outlining his reasons
in the House of Commons, he linked the charges to the
arguments within the Attlee government over defence
spending and its inflationary consequences: “It has never
been in my mind that my quarrel with my colleagues was
based only upon what they have done to the National
Health Service. As they know, over and over again | have
said that these figures of arms production are fantastically
wrong, and that if we try to spend them we shall get less
arms for more money.”

ABOVE LEFT

A Labour Party poster
that dates from the 1950
general election

ABOVE RIGHT
A Conservative party
leaflet from the 1951
general election
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The perceived imbalance between warfare and welfare
moved two other ministers, including the future Prime
Minister Harold Wilson, to join Bevan in resigning.

Newspaper reports and social surveys found that
members of the public were generally more relaxed
about the introduction of fees, influenced by the
spiralling costs and a belief in widespread abuse.

In the general election of October 1951, held before

any National Health Service charges were actually
implemented, the divisions within Labour assisted
Winston Churchill’s Conservatives to return to power.

A one shilling prescription charge was finally introduced
in 1952. It was met with mixed reactions. One anonymous
general practitioner in West Lothian, Scotland, was quoted
by a local paper as considering “the shilling charge will
make those who use the service on every trifling occasion
think twice”, while another, Dr WN Leak, attempted to pass
a motion against prescription fees at the British Medical
Association’s annual conference, calling it “a retrograde
step that the profession should oppose with all the means
in its power”.

For a time, opponents of charges had been able to resist
their implementation by arguing that the administrative

machinery required would be too unwieldy and politically
divisive to be worthwhile. The Attlee government had
estimated that prescription charges would generate
savings equivalent to less than one per cent of total
expenditure on the National Health Service. These claims
seem to have been borne out. The Churchill government
planned to introduce a range of fees, including a “hotel”
charge for hospital stays; but, due in part to resistance
from Conservative backbenchers and professional lobby
groups, Churchill went no further than the measures
already laid out by Labour.

Charges and prescription fees have remained a
feature of the service in England ever since, only being
temporarily abolished for a period of three years between
1965 and 1968. From one shilling, the prescription fee
has risen above inflation to £9.65 in 2023 and contributes
roughly the same amount of money now (around 0.4 per
cent) to National Health Service funds, as it did in 1952.
The devolved governments in Northern Ireland, Wales
and Scotland, however, gradually abolished these same
charges between 2007 and 2011. Charges for visits to
general practitioners and hotel fees for hospital stays
continue to be suggested by former health ministers and

VOICES FROM THE NHS

MARY MARTIN

Mary Martin, born in Northern Ireland
in 1927, began her career in nursing
when the NHS was only two years
old. “I came to work for the health
service in 1950 ... | took up fever
nursing in the Northern Ireland Fever
Hospital, in the middle of the polio
epidemic,” she told the NHS at

70 project.

“Polio was rampant in Northern
Ireland. Vaccination didn’t come in
until the late ’50s, and we had no
protection against the disease.

“l arrived in the polio ward, my first
ward, at 19. And there were iron lungs
going on at the top of the ward and
| was frightened to death. | wouldn’t
even walk up the side of the ward
where they were on, in case | would
get polio. By a month later, you forgot
about it ... We were still climbing out
of the war years. Not a lot of changes
had taken place.”

As the new service developed,
however, medical technology was
improving. After training, Mary took

up a post in the cardiology ward at the
Royal [Victorial Hospital in Belfast.

“| had six exciting years when we were
furthering cardiology. | saw the first
patient defibrillated, and | saw the first
bypass operation done.

“l had to go to London to see how
to nurse the patients who had had their
heart stopped and been on the bypass
machine for major heart surgery, and
| was there for the first patient there.
The '60s were the most exciting time
to be nursing.”

“I had six exciting years when we were furthering
cardiology. | saw the first patient defibrillated”
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still divide opinion as a possible means to check demand
and bring healthcare expenditure under control.

MEETING THE DEMAND

The Conservatives would be in office for 13 years after
the 1951 election. The party had accepted the principle
of comprehensive healthcare as members of the wartime
coalition government. In one 1944 speech to the Royal
College of Physicians, Churchill argued for intervention
to improve the population’s health: “The discoveries

of healing science must be the inheritance of all. That
is clear. Disease must be attacked, whether it occurs

in the poorest or the richest man or woman, simply on
the ground that it is the enemy; and it must be attacked
just in the same way as the fire brigade will give its full
assistance to the humblest cottage as readily as to the
most important mansion.”

But there were distinctions between Labour and
Conservative governments in their approaches to
managing the service. The new administration took
up its Labour predecessor’s search for control and
economy with even greater vigour.

Between 1951 and 1955, annual expenditure on the
National Health Service levelled off at around £450 million
to £600 million, and yearly hospital capital expenditure
remained frozen at around £9 million. Health was a

declining political priority: it was a minor feature in the
1951 Conservative manifesto and its minister was no
longer in the cabinet after a 1952 reshuffle when lain
Macleod replaced Harry Crookshank. Major decisions on
funding and further charges were postponed from 1953
when the Treasury appointed the first major committee of
inquiry into the National Health Service under economist
Claude Guillebaud. The committee was tasked with
investigating how further increases in health expenditure
might be avoided. Outside government, however, with
the stabilisation of expenditure, the sustained pursuit of
economy appeared to become increasingly unpopular.
While the service had been introduced to “generalise
the best”, it had introduced no mechanism to redistribute
resources. In setting budgets for Regional Hospital
Boards, the Ministry of Health had based its estimates
merely on previously existing services. Not all had an
equal say in how money was used, and some voices
were louder than others. Within the tripartite structure
of hospitals, general practitioners and local authorities
(the latter without Bevan's promised health centres),
a separate tier of administration for teaching hospitals
perpetuated inherited geographical health inequalities
in the early years of the service. They were to some
extent exacerbated by post-war austerity. The freezing of
National Health Service capital budgets meant many war-

VOICES FROM THE NHS

SYLVIA NEWMAN

Sylvia Newman, born in North Shields

in the North East in 1933, began her
nursing career in the early 1950s at
Preston Hospital. The hospital “had
been a Poor Law institution and it was
next to a workhouse, which was still
functioning until about 1951 or 1952,”
she told the NHS at 70 project. “We used
to see some of the old ladies wandering
around the grounds and coming past the
premature baby unit where we worked.

We had to take them back because
obviously they had dementia.
“Everything was very basic. There were
no prepacked instruments or dressings,
everything was hands-on. Things were
autoclaved, that was a steriliser. You had
to pack big drums with gauze swabs,
cotton wool swabs, green sheets for
theatre and rubber gloves — they all
had to be autoclaved. Surgeon’s gowns
as well, all that sort of thing. And even

infusion packaging, that didn't come in
until later, until the early '60s. And there
were no intensive care units in those days.
The ill patients were in the first two beds
on the ward, and if they were terminally
ill, they were in a side ward. There was
nothing like chemotherapy then. Cancer
patients were treated just with tender
love and care — nursing care, really —

or transferred to Newcastle hospitals;
they were teaching hospitals.”

“Everything was very basic. There were no prepacked instruments or dressings”
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damaged hospitals in blitzed cities went unrepaired. By
the seventh year of the new service, not a single entirely
new hospital had been completed. From the early 1950s,
the British public responded with grassroots campaigns
for rebuilding local hospitals, sending deputations to the
Ministry of Health and initiating debates in Parliament over
provision in some of the most neglected constituencies,
such as the West Midlands and North Wales. . VACUUM

The continuation of austerity in the service seemed ; APPARATUS
increasingly incongruous as rationing was wound down
and Britain experienced sustained economic growth. o
Demands for reconstruction could only be resisted for so RﬁHABlUTAT‘ON
long: eventually Health Minister Macleod felt compelled
to make concessions. In 1955, he made a statement to the
House of Commons encouraging Regional Hospital Boards
to begin planning for rebuilding, although he did not provide
for an immediate increase in capital expenditure. Perhaps
more importantly, the Guillebaud Committee, appointed by
the Treasury to identify further healthcare economies, had
drawn quite the opposite conclusion. In Guillebaud'’s final
report, published in January 1956, the committee found
that “any charge that there is widespread extravagance
in the National Health Service, whether in respect of the
spending of money or use of manpower, is not borne out
by our evidence”. The committee explicitly ruled out any
further charges or cuts, presenting evidence that spending

CLINKC X™

ABOVE

lain Macleod, Minister
for Health, is given a
massage demonstration
at a physical therapy
exhibition held in 1953

LEFT
A mobile dental clinic
at work in Kent in 1949
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on health as a share of the national economy had in fact
declined between 1949 and 1954.

The prioritisation of defence over welfare spending
was also affected by the overseas “emergencies” of
the post-war period, including the Suez Canal invasion
by British forces, which triggered the resignation of
Churchill's successor, Prime Minister Anthony Eden, in
January 1957. Forced withdrawal from former colonies and
violent responses to anti-colonial insurgencies damaged
the nation’s international standing, though they prompted
no immediate break in policy. At the end of the National
Health Service's first decade, Conservative Treasury
ministers such as Enoch Powell and Peter Thorneycroft
continued to press for spending freezes and additional
hospital charges. Nevertheless, there was a gradual shift

in attitudes towards health expenditure. Advocates of
cuts were, ultimately, defeated as the government of
Harold Macmillan planned for economic expansion.

Under Conservative stewardship, the existence of a
universal and comprehensive National Health Service
was never really in doubt. Health ministers after 1951,
fearing healthcare demand could be potentially infinite,
tailored capital programmes to save money and deliver
enhanced central control. Nevertheless, the effect was in
the end expansionary. The reconstruction of the National
Health Service proposed by Macleod in 1955, and then
executed under the 1962 Hospital Plan, guaranteed
£500 million in capital funding for the service over a
period of ten years — three times more than had been
spent in the period since the Appointed Day.
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OPPOSITE
Outpatients wait for
appointments at the
London Hospital,
Whitechapel, in 1949

ABOVE

Health Minister Enoch
Powell meets the matron
of St Giles’ Hospital,
London, in 1962

CHAPTER 4: ESTABLISHING THE NHS, 1948-64

87



The architect of the plan, ex-Treasury minister and
Minister for Health Enoch Powell, thought hospital
rationalisation, coupled with the large-scale closures of
Victorian mental hospitals, would result in economies by
ridding the system of its inherited defects. His ten-year
vision foresaw the creation of 14 Regional Health Boards,
which would oversee the planning and building of one
new District General Hospital per 125,000 members of
the population. Those needing specialised care — for
example, from cardiology or neurosurgery — would travel
further, to Regional Hospitals.

Powell also intended to move away from the use
of Victorian asylums in mental-health care, and towards
community care and provision in general hospitals:
in 1961, he described such asylums as “brooded over
by the gigantic water-tower and chimney combined,
rising unmistakable and daunting out of the countryside”.

Overall, the ambitious Hospital Plan would entail
the building of 90 new hospitals and the rebuilding
of 134 more, and the closure of over a thousand small,
local community hospitals and health centres — much
to the chagrin of passionate local campaigners,
who took to the streets to defend their beloved local
settings. Nevertheless, the decade-long increase in
capital spending launched by Powell at the start of the
1960s marked the coming of a period of affluence and
expansion for the service.

ABOVE

Built in the Victorian
era for patients in North
Wales, the Denbigh
Asylum closed in 1995

LEFT
A hospital ward at night,
pictured in 1949
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