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s 
INTRODUCTORY. 

The Government have announced that they intend to establish a com
prehensive health service for everybody in this country. They want to ensure 
that in future every man and woman and child can rely on getting all the 
advice and treatment and care which they may need in matters of personal 
health; that what they get shall be the best medical and other facilities avail
able; that their getting these shall not depend on whether they can pay for 
them, or on any other factor irrelevant to the real need-the real need being 
to bring the country's full resources to bear upon reducing ill-health and pro
moting good health in all its citizens. 

The idea of a full health and medical service for the whole population 
is not a completely new one, arising only as part of post-war reconstruction. 
In the long and continuous process by which this country has been steadily 
evolving its health services the stage has been reached, in the Government's 
view, at which the single comprehensive service for all should be regarded 
as the natural next development. The end of the war will present the 
opportunity, and plans for post-war reconstruction provide a setting, but 
the proposal to set up a comprehensive service has to be seen against the 
past as well as the future and to be recognised as part of a general evolution 
of improved health services which has been going, on in this country for 
generations. The case for it stands on its own merits, irrespective of the war 
or of other proposals for post-war reorganisation, although it must form an 
essential part of any wider proposals for social insurance which may be put 
into operation. Nor is it a question of a wholly new service, but of one with 
many roots already well established. The methods of organising it must be 
closely related to history and to past and present experience. 

The decision to establish the new service applies, of course, to Scotland as 
well as to England and Wales and the present Paper is concerned with both 
countries. The differing circumstances of Scotland are bound to involve 
certain differences of method and of organisation, although not of scope or 
of object. To draw distinctions throughout the Paper in regard to the detailed 
application of the new proposals in each country would unduly complicate 
the text. For this reason the principal differences which arise in applying the 
proposals to Scotland are reviewed all together, in chapter VII. Similarly 
most of the Paper has, for convenience, to be expressed in terms (e.g. in 
its references to local authorities) which are not equally appropriate to both 
countries. Subject to the review or the main differences in chapter VII 
these terms should normally be taken as covering whatever is their counter
part in Scotland. Throughout the Paper references to the Minister should 
normally be construed as references to the Minister of Health in the case of 
England and Wales and the Secretary of State for Scotland in the case of 
Scotland. 

The purpose of the Paper is to examine the subject generally, to show 
·what is meant by a comprehensive service and how it fits with what has been 
done in the past or is being done in the present, and so to help people to 
look at the matter for themselves. The proposals made in the Paper (and 
~ummarised at the end) represent what the Government believe to be the best 
means of bringing the service into effective operation. The Government want 
these proposals to be freely examined and discussed. They will welcome 
constructive criticism of them,. in the hope that the legislative proposals 
which they will be submitting to Parliament may follow quickly and may be 
largely agreed. 
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I. 
THE PRESENT SITUATION. 

The record of this country in its health and medical services is a good 
one. The resistance of people to the wear and tear of four years of !1 second 
world war bears testimony to it. Achievements before the ~ar~ lower 
mortality rates, in the gradual ~ecline. of many of the more ~enous diseases, 
in safer motherhood and healthier childhood, and generally m the prospect 
of a longer and healthier !if~ substantiate it. There is no. ques?on of 
having to abandon bad. selVlces and I? start afresh. Re!orm m this fiel_d 
is not a matter of making good what IS bad, but of making better what IS 

good already. 
The present system has its origins deep in the history of the country's 

social services. Broadly, it is the product of the last hundred years, though 
some of its elements go much farther back. But most of the impetus has 
been gathered in the last generation or two, and it was left to the present 
century to develop most of the personal health services as they are now 
known. 

This historical process, and the health services so far emerging from it, 
must be looked at in some detail if the present- situation is to be understood 
and if new proposals are to take proper account of it. There is, therefore, 
appended to this Paper (in Appendix A) a general survey of the medical anll 
health services as they exist now, and of the way in which they came into 
being. Some features of the present services will also be discussed as they 
arise in later parts of this Paper, when the different branches of medical care 
-general, specialist, hospital and othel"S---a.re considered in more detail. The 
immediate question is how far the present arrangements are inadequate and 
what are the reasons for altering or adding to them. 

The main reason for change is that the Government believe that, at this 
stage of social development, the care of personal health should be put on a 
new footing and be made available to everybody as a publicly sponsored 
service. Just as people are accustomed to look to public organisation for 
essential facilities like a clean and safe water supply or good highways, 
accepting these as things which the community combines to provide for the 
benefit of the individual without distinction of section or group, so they 
should now be able to look for proper facilities for the care of their personal 
health to a publicly organised service available to all who want to use it.,.... 
a service for which all would be paying as taxpayers and ratepayers and 
contributors to some national scheme of social insurance. 

In spite of the substantial progress of many years and the many good 
;;erv~ces built up under public authority and by voluntary and private effort, it 
IS still not true to say that everyone can get all the kinds of medical and 
h~spital service which he or s?e may require. Whether people can do so 
still depends too much upon circumstance, upon where they happen to live 
or work, to what group (e.g. of. age, or vocation) they happen to belong, or 
what happens to be the matter With them. Nor is the care of health yet wholly 
divorced from ability to pay for it, although great progress has already been 
made in eliminating the financial barrier to obtaining most of the essential 
~rvices. There is no~ yet, in s~ort, a ~ot_Dprehensive cover for health pro
VIded for all people alike. That IS what It IS now the Government's intention 
to provide. 

To take one very important example, the first-line care of health for 
everyone requires a personal doctor or a family doctor, a general medical 
practitioner availabl.e for consultation on all problems of health and sickness. 
At present, the National Health Insurance scheme makes this provision for a 
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large number of people; but it does not give it to the wives and the children 
and the dependants. For extreme need, the older Poor Law still exists. 
For some particular groups there are other facilities. But for something like 
half the. population, the first-line health service of a personal medical adviser 
depends on what private arrangements any particular person can manage 
to make. 

Even if a person has a regular doctor-and this is not now assured to all
there is no guaranteed link between that doctor and the rest of necessary 
medical help. The doctor, both in private practice and in National Health 
Insurance practice, has to rely on his own resources to introduce his patient 
to the right kinds of special treatment or clinic or hospital-a great responsi
bility in these days of specialised medicine and surgery-Or the patient has to 
make his own way to whatever local authority or other organisation happens 
to cater for his particular need. 

When a hospital's services are needed, it is far from true that everyone 
can get all that is required. Here it is not so much a question of people 
not being eligible to get the services which they need, as a matter of the 
practical distribution of those services. The hospital and specialist services 
have grown up without a national or even an area plan. In one area there 
may be already established a variety of hospitals. Another area, although 
the need is there, may be sparsely served. One hospital may have a long 
waiting list and be refusing admission to cases which another hospital not far 
away coG!d suitably accommodate and treat at once. There is undue pressure 
in some areas on the hospital out-patient departments--in spite of certain 
experiments which some of the hospitals have tried (and which should be 
encouraged) in arranging a system of timed appointments to obviate long 
waiting. Moreover, even though most people have access to a hospital of 
some kind, it is not necessarily access to the right hospital. The tendency in 
the modern development of medicine and surgery is towards specialist centres 
-for radiotherapy and neurosis, for example-and no one hospital can be 
equally equipped and developed to suit all needs, or to specialise equally in 
all subjects.• The time has come when the hospital services have to be 
thought of, and planned, as a wider whole, and the object has to be that each 
case should be referred not to one single hospital which happens to be " local " 
but to whatever hospital concentrates spec1ally on that kind of case and can 
offer it the most up-to-date technique. 

Many services are also rendered by local authorities and others in special 
clinics and similar organisations, designed for particular groups of the popula
tion or for particular kinds of ailment or medical care. These are, for the 
most part, thoroughly good in themselves, and they are used with advantage 
by a great many people in a great many districts. But, owing to the way 
in which they have grown up piecemeal at different stages of history and 
under different statutory powers, they are usually conducted as quite separate 
and independent services. There is no sufficient link either between these 
services themselves or between them and general medical practice and the 
hospitals. 

In short, general medical practice, consultant and specialist opinion, 
hospital treatment, clinic services for particular purposes, home nursing, 

• Fracture treatment is a singJe example. It is now a highly specialised service. 
coupled with the modem aim of total rehabilitation and re-employment. A fracture may 
be mended in a local hospital, and all the associations of habit and local intenm: may 
foster recourse to the local hospital in such cases. But the plain fact may be that ten 
or twenty miles away is a highly developed fracture centre. specialising in total rehabili
tation ol this kind of case, which the local people ought to be able regularly to use in 
preference to their •• own " hospital. The difference between the facilities wh1ch the two 
hospitals can offer may determine whether or not the patient ultimately makes a full 
recovery from the effects of his injury. 
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midwifery and all other branches of health care need to be related to one 
another and treated as many aspects of the care of one person's health. That 
means that there has to be somewhere a new responsibility to relate them, 
if a service for health is to be given in future which will be not only compre
hensive and reliable but also easy to obtain. 

Last, but not least, personal health still tends to be regarded as something to 
be treated when at fanlt, or perhaps to be preserved from getting at fault, but 
seldom as something to be positively improved and promoted and made full 
and robust. Much of present custom and habit still centres on the idea that 
the doctor and the hospital and the clinic are the means of mending ill-health 
rather than of increasing good health and the sense of well-being. While 
the health standards of the people have enormously improved, and while 
there are gratifying reductions in the ravages of preventable disease, the plain 
fact remains that there are many men and women and children who could be 
and ought to be enjoying a sense of health and physical well-being which they 
do not in fact enjoy. There is much sub-normal health still, which need not 
be, with a corresponding cost ;., efficiency and personal happiness. 

These are some of the chief deficiencies in the present arrangements which, 
in the view of the Government, a comprehensive health service shonld 
seek to make good. 

II. 

THE NEXT STAGE: 
A COMPREHENSIVE SERVICE FOR ALL. 

The idea of moving on to the next stage has been developing for some time. 
There is much agreement on what the aim sho•1ld be, if not on the method of 
achieving it. The general idea of a fuller and better co-ordinated service has 
been supported in most knowledgeable quarters-professional and lay-by 
official Commissions and Committees, by interested public or voluntary organ
isations and persons, in reports, in articles and in books, before the war and 

, during it. Some reference to these is included in Appendix B, where a sum-
mary is also given of the preliminary discussions and events which have 
preceded the issue of this Paper. 

The method of approach. 
There are two possible ways of approaching the task. One, with all 

the attraction of simplicity, would be to disregard the past and the present 
entirely and to invent ad hoc a completely new organisation for all health 
requirements. The other is to use and ·absorb the experience of the past 
.and the present, building it into the wider service. The Government have 
adopted the latter method, as more in accord with native preference in this 
country. 

There is a certain danger in making personal health the subject of a national 
service at all. It is the danger of over-organisation, of letting the machine 
designed to ensure a better service itself stifle the chances of getting one. Yet 
medical resources must be better marshalled for the full and equal service of 
the public, and this must involve organisation-with public responsibility 
behind it. It is feasible to combine public responsibility and a full 
service with the essential elements of personal and professional freedom for 
the patient and the doctor; and that is the starting point of this Paper's 
proposals. Throughout, the service must be based on the personal relation
ship of patient and doctor. Organisation is needed to ensure that the service 
is there, that it is there for all, and that it is a good service; but organisation 
must be seen as the means, and never for one moment as the end. 
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Nor should there be any compulsion into the service, either for the patient 

or for the doctor. The basis must be that the new service will be there for 
everyone who wants it-and indeed will be so designed that it can be looked 
upon as the normal method by which people get all the advice and help 
which they want; but if anyone prefers not to use it, or likes to make private 
arrangements outside the service, he must be at liberty to do so. Similarly, if 
any medical practitioner prefers not to take part in the new service and to rely 
wholly on private work outside it, he also must be at liberty to do so. 

The scope of a " comprehensive " service. 
The proposed service must be " comprehensive " in two senses-first, that 

it is available to all people and, second, that it covers all necessary forms of 
health care. The general aim has been stated at the beginning of this Paper. 
The service designed to achieve it must cover the whole field of medical 
advice and attention, at home, in the consulting room, in the hospital or the 
sanatorium, or wherever else is appropriate-from the personal or family 
doctor to the specialists and consultants of all kinds, from the care of minor 
ailments to the care of major diseases and disabilities. It must include 
ancillary services of nursing, of midwifery and of the other things which 
ought to go with medical care. It must secure first that everyone can be 
sure of a general medical adviser to consult as and when the need arises, and 
then that everyone can get access-beyond the general medical adviser-to 
more specialised branches ·Of medicine or surgery. This cannot all be per
fected at a stroke of the pen, on an appointed day; but nothing Jess than 
this must be the object in view, and the framing of the service from the 
outset must be such as to make it possible. 

Temporary exceptions to " comprehensiveness." 
For a time some aspects of the new service will be less complete than 

could be wished. A full dental service for the whole population, for 
instance, including regular conservative treatment, is unquestionably a 
proper aim in any whole health service, and must be so regarded. But there 
are not at present, and will not be for some years, enough dentists in 
the country to provide it. Until the supply can be increased, attention will 
have to be concentrated on priority needs. These must include the needs of 
children and young people and of expectant and nursing mothers. The whole 
dental problem is a peculiarly difficult one, and a Committee under the chair
manship of Lord Teviot has been set up by the two Health Ministers to consider 
and report on it. 

There may be similar (though perhaps less acute) difficulties in getting a 
full service in ophthalmology. But these, like the difficulties in dentistry, must 
be treated rather as practical problems arising in the operation of a new 
service than as matters of doubt in planning the service's scope and objectives. 

!!ental health. 
The inclusion · of the mental services also presents some difficultv, 

until a full re-statement of the Jaw of lunacy and mental deficiency can be 
undertaken. Yet, despite the difficulty, the mental health services should 
be included. The aim must be to reduce the distinctions drawn between 
mental ill-health and physical ill-health, and to accept the principle declared 
by the Royal Commission on Mental Discrder that " the treatment of mental 
disorder should approximate as nearly to the treatment of physical ailments 
as is consistent with the special safeguards which are indispensable when the 
liberty of the subject is infringed." 



zo 

Some misconceptions about the meaning of " comprehensive," 
There is one common misconception about the meaning of a " compre

hensive " health service. Such a service emphatically has to comprehend all 
kinds of personal health treatment and medical advice. But that does not 
mean that there should be no other Government or private activity involving 
the use of the medical expert, or having any bearing upon health. There 
are many specialised and separate forms of undertaking-Such as the 
supervision of industrial conditionS-which may affect health and which may 
require the medical expert as much as they require the engineering or the 
legal or any other expert, but which cannot, simply for that reason, . be 
regarded as necessarily part of the personal health service. . 

The present system of factory medical inspection and the arrangements 
made for the employment by industry of " works doctors" (described 
iu Appendix A) are cases in point. From the point of view of 
industrial organisation, of working conditions in factory, mine and field, 
there is a continuing and specialised need for enlisting medical skill in ensuring 
a proper working environment, a proper allocation of types of work to the 
individual worker's capacity, a proper standard of working hygiene and 
·a general protection of the worker's welfare. The enlistment of medical help 
for these purposes is part of the complex machinery of industrial organisation 
and welfare, and it belongs to that sphere more than to the sphere of the per
sonal doctor and the care of personal health-which centres on the individual 
and his family and his home. What matters is that such specialised services, 
where they exist, should not impair the unity of personal health service on 
which he will rely; that, where there ariseS-perhaps first detected in work
place or factory-a question of personal :nedical treatment or consultation 
(beyond recognised incidental services of the kind described in Appendix A) 
1his should be regarded as a matter for the personal health service. 

Another example is that of the school medical service. Very similar 
eonsiderations apply. It should be the part of any school medical arrange
ments to refer the school child for any and every form of personal doctoring 
to the general health service-the family doctor and other resources which 
that service will provide. But that does not mean that as an integral part 
of the educational organisation the education authorities should not have their 
own arrangements for looking after medical and welfare conditions in the 
schools, for maintaining inspection and supervision of the child in the school 
group, and indeed for providing, until the new health service is fully de
'Oeloped, such forms of treatment as may be needed by the children and may 
not otherwise be available for then.. 

The proper continuance of environmental and preventive services in school 
and industry may well be coupled with the habit of using for those services 
doctors who are also engaged in th~ personal health service-so that there is 
a continuous blending of experience in both kinds of work. With the bulk 
of the profession engaged, part-time or whole-time, in the new service this 
process can be more readily accel.e':ated and arrangeme':'ts more r~adily 
made for proper post-graduate trammg of general practitioners who are 
&oing t<! e~gage in ~ndustrial or. oth:r spec!alties appropriate to general prac
tice. Stm!larly, while matters hke mdustlial orgamsahon require medical as 
well as other experts in the central departments of Government which deal with 
them, there is room for a better linking of the expert staffs so engaged with 
the expert staffs w~ose time is wholly or mainly given to the personal health 
and treatment servtces. 

There is also another point on wttich it is necessary to be clear The 
subject of health, in its broadest sense, involves not only medical ;ervices 
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but all those environmental factoi'S--good housing, sanitation, conditions 
in school and at work, diet and nutrition, economic security, and so on-which 
create the conditions of health and prepare the ground for it. All these 
are fundamental; all of them must receive their proper place in the wider 
pattern of Government policy and of post-war reconstructiOn. But they are 
not the subject of this particular Paper, which is concerned exclusively with 
the direct services of personal health care and advice and treatment. No 
matter how successful the indirect influence of the environmental services 
may· become in promoting good health and reducing sickness, there will 
remain a need for medical and nursing and hospital services. 

General nature of the Government's proposals 

The rest of this Paper is concerned with the Government's proposals for 
bringing the new comprehensive service into being. First, the administrative 
structure, central and local, will be considered. Then each of the main 
branches-the hospital and consultant services, the general practitioner service, 
and the local clinic and other services-will be discussed in some detail. After 
that, the special circumstances of the service in Scotland will be reviewed, 
and the Paper will end with a general summary of what is proposed. 

At this stage, therefore, before the more detailed part of the Paper begins, it 
may make subseqaent reading easier if the broad shape of the proposals is 
indicated. 

It is proposed that the new responsibility for providing the comprehensive 
service shall be put upon an organisation in which both central and local 
authority take part, and which both centrally and locally is answerable 
to the public in the ordinary democratic manner. Central responsibility 
will lie with the Minister, local responsibility will lie with the major local 
government authorities (the county and county borough councils) operating 
for some purposes severally over their existing areas and for other purposes 
jointly over larger areas formed by combination. Both at the centre and 
locally, special new consultative bodies are proposed, for ensuring professional 
guidance and the enlistment of the expert view. At the centre, m addition, 
a new and mainly professional body is to be created, to perform important 
executive functions in regard to general medical practice in the new service. 

The new joint authorities, i.e. the counties and county boroughs in 
combination, will be responsible (over suitable areas determined by the 
Minister after consulting the local interests) for assessing the needs of those 
areas in all branches of the new service and for planning generally bow those 
needs should best be met. They will do this in consultation with the local 
professional bodies referred to, and they will submit their proposed arrange
ments to the Minister for final settlement in each case. 

Then, when each area plan is settled, the joint authority will have the duty 
of securing all the hospital and consultant services covered by it, by their 
own provision and by arrangements with the voluntary hospitals in the area, 
and they will for this purpose be responsible in future for the existing local 
authority hospitals of all kinds. The individual county and county borough 
councils making up the joint authority will usually be responsible for local 
clinic and other services within the general framework of the plan, but there 
will be special provision for the child welfare services-to ensure a close 
relation between them and cbild education. General medical practice in 
the new scheme will be specially organised, largely as a national and 
centralised service, but with proper links with the local organisation to 



J:2 

relate it to the hospitals and to other branches of the service as a '!bole. 
There will be certain variations of these proposals for Scotland, to smt the 
differing circumstances there. 

The new service will be free to all apart from possible charges where 
certain appliances are provided. (The pay~ent of disability ben~fits du~g 
sickness-and related questions as to the adJustment of benefit dunng penods 
of free maintenance in hospital-are matters which belong to the Govern
ment's proposals on social insurance, to be published in a later Paper) . .-The 
costs of the new health service will be borne partly from central funds, 
partly from local rates and partly from the contributions of the pu~lic under 
any scheme of social insurance which may be brought into operation. 

III. 
THE GENERAL ADMINISTRATIVE STRUCTURE 

OF THE SERVICE. 
If people are to have a right to look to a public service for all their medical 

needs, it must be somebody's duty to see that they do not look in vain. The 
right to the service involves the corresponding duty to see that the service !& 
provided. Some organisation bas to cany that duty, and as the service !& 
to be publicly provided this involves responsible public authority in some 
form. 

CENTRAL AND LOCAL RESPONSffiiLITY. 
With the exception of medical benefit under the National Health Insurance 

scheme the public health services of this country have from the outset been 
administered by some form of local government organisation. In the case 
of medical benefit the administrative body-the Insurance Committee-though 
operating over a local area, the county or county borough, is not answer
able to a local electorate but consists in the main of persons representing 
Approved Societies which are non-territorial units. Apart from this excep
tion, in a long series of Public Health Acts and similar measures Parliament 
has placed the prime responsibility for providing the health services-hospitals, 
institutions, clinics, domiciliary visiting, and others-on local, rather than 
central, authority. This system recognises that, in intimate and personal 
services of this kind, local factors such as distribution of population, transport 
facilities, the nature of local employment and vocation (and generally local 
tradition and habit) have a profound influence on detailed planning. 

The absorption of the existing services into a comprebesive service does 
not materially alter this situation. To uproot the present system and to put 
into the bands of some central authority the direct administration of the new 
service, transferring to it every institution and every piece of present organisa
tion, would run counter to the whole historical development of the health 
services; and from a practical point of view a step of this kind would certainly 
not contribute to the successful and early introduction of the new service. 
Changes, some of a drastic kind, in the present organisation of local areas and 

· administrative bodies will be necessary. For reasons discussed later the 
organisation of the services of general practitioners will call for a higher degree 
of central control than other parts of the service. But there is no case for 
departing generally from the principle of local responsibility, coupled with 
enough central direction to obtain a coherent and consistent national service. 

a;;NTRAL ORGANISATION. 

Central responsibility must rest with. a Minister of the Crown, answerable · 
directly to Parliament and through Parliament to the people. The suggestion 
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has been made that, while this principle should be accepted, there is a caSE 
for replacing the normal departmental machinery by some specially con
stituted corporation or similar body (perhaps largely made up of member.: 
of the medical profession) which would, under the general auspices of a 
Minister, direct and supervise the service The exact relation of this pro
posed body to its Minister has never been defined, and it is here that the 
crux lies. If in matters both of principle and detail decision normally 
rested in the last resort with the Minister, the body would in effect be a new 
department of Government-no less than (say) the National Health Insurance 
Commission, which was later replaced by the Ministry of Health, or the 
present Board of Control or Prison Commission. If, on the other hand, 
certain decisions were removed from the jurisdiction of the Minister (and 
consequently from direct Parliamentary control) there would be need to define 
with the utmost precision what those decisions were. Clearly they could not 
include major questions of finance. Nor could any local government authori
ties responsible for local planning or administration reasonably be asked to 
submit to being over-ruled by a body not answerable to Parliament. 

Nevertheless, the Government recognise that the provision of a health ser
vice involves technical issues of the highest importance and that in its 
administration, both centrally and locally, there is room for special devices 
to secure that the guidance of the expert is available and does not go 
unheeded. Otherwise the quality of the service is bound to suffer. They 
also recognise that, in a service which will affect the professional life of almost 
every doctor, there is need within the administrative structure for some 
largely professional body which can concern itself with the professional welfare 
of doctors who take part in the service. The proposals. which follow are 
designed to meet this situation. 

Central responsibility of the Minister 
There will be direct responsibility to Parliament, therefore, resting on 

the Minister of Health and the Secretary of State for Scotland, respectively. 

A Central Health Services Council. 
At the side of the Minister, but independent of him, there will be created 

a special professional and expert body. It might be called the Central 
Health Services Council, and it will be a statutory body. 

Its function will be to express the expert view on any general technical 
aspect of the service. There cannot be dual responsibility for the service and 
so it will be consultative and advisory, and not executive. It will be entitled 
to advise, not only on matters referred to it by the Minister, but on any 
matters within its province on which it feels it right to express its expert 
opinion, and the Minister-quite apart from any other publication of the 
Council's views and proceedings which he may from time to time make
will be required to submit to Parliament annually a report on the Council's 
work during the year. The Minister, in addition to the regular and general 
consultation which he will obviously want to maintain with such a body, 
will refer to it in draft form any general regulations which he proposes to 
make in the new service on subjects within its expert field. 

The constitution of such a body, given statutory recognition as the mouth
piece of expert opinion in the central administration, will obviously ne~ to be 
considered carefully and in detail with the professional and other organisations 
concerned. At this stage only the general kind of constitution which might 
suit its purpose and function can be suggested. 

It will, it is assumed, be primarily medical in its make-up, because 
the main technical aspects of the health service in all its branches will be 
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medical. But it will not be wholly medical; it will need to be able to 
provide an expert view on many q uestion~.g. <_>~ hospital_ adminis_tratio~, 
nursing, midwifery, dentistry, pharll!a.cy and auxiliary serYices--which ~ 
involve other experts than the phySician or surgeon. Yet, _to be _effective, 
it must not be too large and unwieldy; nor could much of Its vaned work 
be regularly done by the single full Council_. The Co~ncil it~elf might. co~sist 
of about thirty or forty members, representing the. ll_lam medi~al orga~usations 
(specialist and general), the v<_>luntary a?d mumc!pal hospitals (~Ith b<_>tb 
medical and other representation), medical teachmg and professions like 
dentistry, pharmacy and nursing and midwifery. . For any of its special 
purposes the Council could establish small groups or sub-committees. on each 
of which it would be possible to ir:troduce additional experts in the particular 
subject referred-the Council itself, however, retaining an ultimate single 
responsibility for all views or advice expressed in its name. 

The members will be appointed by the Minister in consultation with the 
professional and other organisations concerned, and the Council will select 
its own chairman and regulate its own procedure. The Minister will be 
prepared to provide a secretariat, and the expenses of the Council will be 
met from public funds. 

Central Medical Board. 
There will also be set up, for certain specific purposes. a Central Medical 

Board. This will be in a different category from the Central Health 
Services Council, inasmuch as it will perform executive functions in the 
day-to-day working of the general practitiOner service, rather than voice 
opinion on general matters of medical pc.licy 

It is mentioned here only to complete the picture of the central organisa
tion. Its duties and its constitution will need to be referred to in chapter V, 
when the participation of doctors in the service and the terms and conditions 
of that participation are considered. 

LOCAL ORGANISATION. 

Local organisation is inevitably more complex. The new service has to 
include hospitals and institutiona:··services for the sick in general, for mental 
~ases, for infectious diseases and tuberculosis, for maternity and for every 
general and special hospital subject. It has to include the many kinds of service 
usually provided in loral clinics, a family doctor service and many ancillary 
servicP.s-nursing, health visiting, midwifery and others. It ranges from the 
one extreme of highly specialised services. requiring relatively few centres for 
the country as a whole, to the other extreme of services involving a large 
number of local clinics and arrangements for ~are in the individual home. 

Suggestions have been made for a completely new kind of local or 
" regional " authority-SOmetimes proposed as a vocational or technical body 
(like the special kind of central organisation already mentioned). In so far 
as those suggestions wo~ld conflict with the ·princil?le _of public responsibility, 
they need not be considered here. Both the pnnciples applied to central 
organisation-that of democratic responsibility and that of full professional 
guidance-must be equally applied to local organisation 

Service to be based on local government. 
The present local government system amply embodies the former of these 

principles--that of democratic responsibility-and the existing local authorities 
are already .responsible for many kinds of personal health service which will 
need to be incorporated in the new and wider <ervice in future. It is certainly 
no part of the Government's intention to supersede and to waste these good 
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existing resources, or needlessly to interfere with the well-tested machinery of 
local government as it is already known; nor would the record and experience 
of the existing local authorities in the personal health services justify such a 
course. On the contrary the Government propose to take as the basis of the 
local administration of the new service the county and county borough councils. 
But there are some requirements of the new service which the county and 
county borough councils cannot fulfil if they continue to act separately, each 
for its independent area; and changes will be necessary. In particular, for 

. the future hospital service, it will be essential to obtain larger local areas 
than at present, both for planning and administration. The special needs of 
this service can be considered first. 

Need for larger administrative areas for the hospital service. 
Broadly speaking the hospital services, so far as they are publicly provided 

now, are in the hands of the county and county borough councils, with the 
exception of isolation hospitals for infectious disease in the counties. The 
size of counties and county boroughs varies enormously-ranging (without 
counting London) from Rutland and Canterbury, with populations of some 
I8,ooo and 26,ooo respectively, to Middlesex and Birmingham with populations 
of over 2,ooo,ooo and I,ooo,ooo. . 

It would be theoretically possible to put upon the council of each county 
and county borough the duty to provide, or to arrange with other agencies for, 
the whole range of hospital services. This would impose responsibility for the 
services on authorities many of which lack the size and resources and adminis
trative organisation to plan and conduct and pay for the service. What is more 
important, it would leave untouched the demarcation between town and country 
which is reflected in the. system of administrative counties and county boroughs, 
but which has no meaning in relation to hospital services. The towns largely 
serve the country .in the matter of hospitals. If for purposes of hospital 
administration they are kept apart by continuing the separate county and 
county borough basis, the result will be a complicated criss-cross pattern of 
" customer " arrangements, since in most areas (particularly those of counties) 
it will be out of the question to secure the whole range of service-or even 
the bulk of it-inside the acea boundary. These " customer " arrangements 
will m turn involve complicated administrative arrangements and a mass 
of financial adjustments between different areas. Alternatively, if the provision 
of a complete service within each area were attempted, the resulting system 
would run counter to the whole conception of an ordered pattern of hospital 
accommodation and could only lead to wasteful competition in hospital building. 

The need for larger areas has long been recognised by local authorities in 
many branches of hospital administration. The many combinations already 
in existence make this clear; indeed, the very existence of these combinations 
would in itselt give rise to administrative difficulties if it were decided that 
the new hospital service as a whole was t~ ~e in the hands only of the 
individual county and county borough councils tn future. 

The essential needs of a reorganised hospital service, based on a new public 
duty to provide it in all its branches, are these-

(a) The organising area needs to cover a population and financial resources 
sufficient for an adequate service to be secured on an efficient and economical 
basis. . 

(b) The area needs to be normally of a kind where town and country re
quirements can be regarded as blended parts of a single problem, and 
catered for accordingly. 

(c) The area needs to _be so ~efined as .to allo_w ?f !fiOSt of the .varied h~s
pital and specialist serv1ces bemg organiSed .Wl!l'm 1ts ~oundanes {leavmg 
for inter-area arrangement only a few specialised Serv!ces). 



I6 
In the majority of the areas of existing authorities none of the three condi

tions would be met. 
It is therefore necessary to decide what the form of authority for these 

larger hospital areas should be. On this, various alternatives are examined 
in Appendix C to this Paper. The course most convenient-and indeed, in 
the Government's view, the only course possible at the present time--will be 
to create the larger area authorities by combining for this purpose the existing 
county and county borough councils, in joint boards operating over areas 
to be settled by the Minister after consultation with local interests at the outset 
of the scheme. There will be some exceptional cases (the county of London 
is the most obvious) where no combination is necessary at all; in such cases 
an existing authority will fulfil both its own functions and those of the new 
form of authority-but this will be unusual. Where the new form of joint 
authority is referred to in the rest of this Paper it should be taken as including 
any individual council which, in such exceptional circumstances may be acting 
in the two capacities. 

While both planning and administration will usually need to be based on 
larger areas, this does not mean that a standard-sized area need be, or can 
be, prescribed for the hospital services. Local conditionS-distribution of 
population, natural trends to various main centres of treatment, geography, 
transport and accessibility-must determine the size and shape of the 
optimum area. Sometimes simple combination of a county with the county 
boroughs within its boundary (i.e. the geographical county as a unit) will be 
sufficient; sometimes the linking of two or three small counties will be needed, 
sometimes other variations. 

Special mention should be made of the isolation hospitals for infectious 
diseases, because in the counties these hospitals are with few exceptions owned 
and administered by the minor authorities and not by the county councils, and 
therefore a decision to transfer them to the new joint authority will not only 
remove them from their present owners (as with the hospitals of the counties 

· and county boroughs) but will prevent their present owners from retaining 
even the part interest in them which membership of the new joint authority 
will afford in the case of the counties and county boroughs. (It is, of course, 
not practicable to give direct representation on the joint authority to these 
minor authorities, without at once duplicating the representation of all local 
government electors who happen to live in a county and not in a county 
borough.) The case for this absolute transfer of the isolation hospitals has 
nothing to do with the past record of the minor authorities, nor is it in any 
way a reflection upon the quality of the work which they have hitherto done. 
The whole trend of medical opinion has for some time been in favour of treating 
these hospitals, not primarily as places for the reception of patients to prevent 
the spread of infection, but as hospitals where severe and complicated cases 
of infectious disease can receive expert treatment and nursing. The small 
isolation hospital of the past century is not only uneconomic in days of rapid 
transport but cannot reasonably be expected to keep abreast of modem 
methods. One result of the new outlook will be the development, in addition 
to the larger isolation hospital serving the densely populated area, of accom
modation f'?r inf~ctious d~sea.ses in blocks f~rmin9 part .of the general hospitals. 
These considerations all md1cate that the infectious diSease hospitals must in 
future form part of the general hospital system. 

It may be, as time goes on, that for certain specialised hospital functions 
there is room for the development of a few particular centres which would 
serve national rather than local needs. In this field there may be a case for 
direct provision or arrangement by th~ Government. centrally. But such 
provision or arrangement would be spec1al and exceptional and need not be 
eonsidered here as part of the normal organisation of the new service. 
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As will be seen, when the hospital services are fully considered in chapter IV, 

the function of the new joint authorities will be to secure a complete hospital 
and consultant service of all kinds for each of the new and larger areas-partly 
by their own direct provision and partly by arrangement with voluntary 
hospitals, and all on the basis of an area hospital plan which they will 
formulate in consultation with the hospitals and others concerned, and which 
will require the Minister's ftnal settlement and approval. The existing powers 
and duties of the present local authorities in regard to hospital services
including tuberculosis, infectious diseases and mental health-will pass to the 
joint authorities, together with the existing hospitals and other institutions 
concerned. 

Tho: plaee of the joint authority outside the hospital service. 
Outside the hospital and consultant services-that is, in the kinds of service 

appropriately given in local clinics and similar premises, or by domiciliary 
visiting (like midwifery or home-nursing}-the case for centralising all 

·adminiStration in the one authority over the larger area is not the same, and it 
is the Government's view that there should be as little upsetting of the exist
ing organisation for these services as is compatible with achieving a unified 
health service for all. It will not be enough, however, simply to leave all 
these separate services exactly as they are now. What is essential is that, 
although still locally conducted with all the advantages of local knowledge 
and enthusiasm, they should be regarded in future as the related parts of a 
wider whole and should fit in with all the other branches of a comprehensive 
service in their planning and their distribution. For this purpose it must 
be the single responsibility of some authority to plan the whole, although 
not necessarily to provide the parts, and the obvious authority to do this
from the point of vtew both of its area of operation and of its constitution-will 
be the new joint authority. 

The new joint authority will therefore be charged to examine the general 
needs of the area from the point of view of the health service as a whole
not only in the hospital services for which it will itself be responsible but 
alsn in these more local services It will have the duty of producing, 
in consultation with the local authorities and others concerned, an area 
arrangement or plan for a related service of all kinds-and this will need 
the approval of the Minister. But, within the general framework of the 
approved plan, the provision and administration of most of the local services
including some new kinds of service-will nonnally rest with the individual 
county and county borough councils, and the joint authority will be con
cerned only to watch that the general area arrangement proves to be the 
right one when put into actual operation, that in fact it works out as intended, 
and that any subsequent additions to it, or amendments of it, which seems 
to be required are put in band and submitted to th~ Minister. 

There are, however, some forms of local clinic service which-although pro
vided in separate premises so as to make their facilities more accessible-are 
in essence out-patient activities of the hospital and consultant services; of 
which, in fact, the essential feature needs to be treatment and advice at the 
consultant and specialist level, provided by the same consultants and specialists 
as serve the hospitals or sanatoria and are based on them. Obvious examples 
are the tuberculosis dispensaries, mental clinics and cancer diagnostic centres. 
This kind of service must usually be the responsibility of the same authority 
as is responsible for the hospitals and consultants over the larger area-the 
" outpost " service going· with the parent service of which it ought to be 
part. They differ in this respect from the other local services which belong 
more to the general praditioner sphere-the maternity and child welfare clinics, 
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school mediciU services, clinics for general dental or ophthalmic treatment and 
advice, arrangements for midwifery or home n~ or ~ealth visiting, and 
similar activities. These certainly need to be linked . w1th tJ:le consultants 
and the hospitals for difficult cases (as the area plan will prov1de), but th~y 
do not have to be directly administered with the hospitals, and the counties 
and county boroughs are normally appropriate areas for their operation. 

One case requires special mention. The ~al Government Act . of 
1929 initiated the policy of securing that local child wellare and educat:!on 
responsibilities should be brought closer togetha:, and that the local educat_ion 
authority in each area should as often as poSSlble be the wellare authonty. 
In the view of the Government the time has come to carry that policy to 
its full conclusion. The destination of the present wellare functions (now 
exercised partly by county and county borough councils, partly by other local 
authorities within the counties) will therefore depend upon the decisions 
taken by Parliament upon the educational functions of these various authori-· 
ties under tile current Education Bill. When the relationship between the 
county and county borough councils and the minor authorities in 
regard to education has been settled. something on broadly similar lines can 
be adopted as the arrangement between these authorities in regard to child 
welfare. This does not mean, however, that this service will be excluded 
from the general area planning of the health services by the new joint autho
rity. It affects only the local operation of the service. 

In dealing with the clinic and other local services generally it will not 
be wise to prescribe an absolutely hard-and-fast rule to be applied in all 
circumstances. It may be that in a particular county or county borough of 
exceptionally small area or resources a case for transferring local functions to 
the larger joint authority will be overwhelming, in the interests of an efficient 
service. In another area, for some particular local reason, even some of the 
dispensary or out-patient functions just described as belonging properly to the 
hospital and consultant sphere may be found more suitable for discharge 
by an individual county or county borough. A rigid and universal rule about 
the allocation of the various services would preclude a good common-sense 
arrangement on which all were agreed in a particular case. For reasonable 
flexibility,. the detailed allocation o~ services will be left to ~e finally settled 
as best su1ts each case, but observmg the general demarcation described in 
the absence of any exceptional reason to do otherwise. 

This. ca~ be achieved in the following way. The new joint authority, in 
preparmg 1ts arrangement or plan for the whole health service of its area and 
submitting it to the Minister, will include proposals as io the exact allocation 
of responsibility for providing the various local services covered-i.e. proposals 
as to .which services shou.ld ~e provi?ed. by the county and count}, borough 
councils severally and. which m combmation ~ough the joint authority itself. 
In all cases the hosp1tal and consultant servtces will be required to be the 
joint. authori~'s .responsibility; in ~.cases the child welfare service will be 
reqwred to lie w1th lh;e sa~e a_uthonties as carry responsibility for education 
unde: ~e new Education Bill; !" between these two ;fixed points the allocation 
of clinic and other local serv1ces can vary to SUlt exceptional needs but 
with the nonnal rule as ~tated above--;tho~ servic.es which belong essentiahy to 
tJ:Ie cons}'ltant spher~, like tuberc!'loSlS <!ispensanes, going to the joint autho
nty, while th~se which d~ ~ot will re_st Wllh the s~-:eral counties and county 
boroughs making up that Jomt authonty. The deClSlon, as in other proposals 
of the area plan, will rest finally with the Minister in each case. 

Sp~<;ial considerations will apply l? the '.' fa~y doctor " or general 
practitioner branch of . th~ new servtce, which IS reviewed in detail in 
chapter V. The organiSation there suggested will be one which is largely 
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central and national and only partly local. Those main aspects of the 
service which affect the individual practitioner-including the terms of his 
participation in the service, the protection of his professional interests and the 
general personal relationship of the docto~ t\) the new public service-will 
be governed by central arrangements applicable to the country as a whole. 
On the other hand it is not proposed· that there shall be any question of exclud
ing this branch of the health service from the concern of the new joint 
authorities to plan, with the Minister, for the requirements of their areas, 
and the locally planned arrangement of the new service will in each case 
have regard to resources and needs in the sphere of general practice as well 
as in hospital and other facilities. 

Apart from these local functions in the general practitioner service, there 
will also be the provision and maintenance of special Health Centres for 
the grouped· medical practice of some of the doctors in the new service, in 
areas where it is decided to try this form of practice. This, as a function 
not belonging to the hospital and consultant sphere, will be appropriate to the 
individual county and county borough councils. 

General. 
An important task, therefore, of the new joint authorities will be to unify 

and to co-ordinate the service. They will be the instrument through which, 
with the Minister, a rational and effective plan for all branches of the health 
service in their respective areas is secured. It will be their responsibility to 
see that their proposals provide for all that the inhabitants of their areas 
will require, to submit the proposals to the Minister as an area plan for final 
settlement, and subsequently to keep the plan up to date as requirements 
develop and to bring before the Minister any necessary changes if the plan is 
found not to be working out in the manner designed. They will not them
selves provide and operate all the services for which the approved area plan 
provides; nor is there any need for them to do so. They will usually 
administer themselves only those branches of the service which demand 
direct administration over the larger area as a whole, and not those which 
can suitably be administered (when once a unified plan is settled) on a more 
localised basis. In short, the existing major local authorities will combine to 
secure, with the Minister, a unified general plan of the whole service for their 
grouped areas; they will then combine to carry out. those parts of this plan 
which demand a single administration over all their areas together; but 
they will be charged individually to carry out those parts which can be 
separately and locally administered. 

Professional guidance in local organisation. 
In order to secure good professional guidance in the local administration 

of the new service a special local professional organisation will be established 
to advise and guide and, if necessary, to initiate new suggestions. 

Local Health Services Councils. 
The need to ensure technical guidance-by creating special professional and 

expert bodies for the purpose-offers scope for innovation in local government 
method and justifies it. What is wanted is that there should be, in 
each area, some new provision for the organised expression of the views 
of the expert and for ensuring that the local administration can get the 
fullest advantage from it. The simplest way will be to apply to local 
administration the kind of consultative machinery suggested for central 
administration; i.e. to have in each case a local expert technical body, which 
might be known as the Local Health Services Council. 
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The purpose of these bodies will be to provide locally the same kind of 
· medium for expressing the expert point of view on technical aspects of the 

service as has been proposed at the centre. The appropriate area for each 
will be the larger areas of the new joint authorities already discussed. Their 
functions will be not only to advise on matters referred to them by the joint 
authorities or other local authorities in the area, but also to initiate advice on 
any matters within their expert province on which they think it right to do so 
and if they wish, to submit their views and advice not only to the joint 
authority or other local authorities concerned with the matters in question, 
but to the Minister. Apart from its ordinary consultation, the joint authority 
will be required to consult them on the area plan for the local health service 
which it submits to the Minister, and on subsequent material alterations or 
additions to that plan. 

The constitution and membership of these bodies will call ·for detailed 
consideration later. Provided that all. the professional interests are fairly 
represented, there is no reason why the pattern should be precisely uniform 
throughout the country and the most convenient course will probably be to 
provide for the matter by way of local schemes approved by the Minister. 

Direct professional representation on local authorities. 
It is sometimes suggested that the best method of linking the expert point 

of view with the direct administration of the service would be to include in 
the local administrative authorities themselves, and in their committees, a pro
portion of professional members appointed for the purpose by the appropriate 
professional organisations, with or without voting powers. Arguments can 
be adduced both for and against a system of this kind, but on balance the 
Government feel that the risk of impairing the principle of public responsi
bility-that effective decisions on policy must lie entirely with elected 
representatives answerable to the people for the decisions that they take
outweighs any advantages likely to accrue. 

IV. 

HOSPITAL AND CONSULTANT SERVICES. 

The term " hospital services " is used in this Paper to include all forms 
of institutional care of every kind of sickness and injury. It comprises the whole 
range ~f general and sp_ecial hospitals, _including infectious disease hospitals, 
sanatona for tuberculos1s, accommodation for maternity cases and for the 
chronic sick, and for rehabilitation; and it comprises also the usual ancillary 
hospital services for pathological ex~ations, X-ray, electro-therapy, 
ambul:m~es and other J?urposes. <?ut-patient no less than in-patient treat
ment IS mcluded. It will be the aun to restore the out-patient work of the 
hospitals as much as possible to its proper field of specialist and consultant care 
when the existence of a general " family doctor " for all has been secured. ' 

The mental hospitals and mental deficiency institutions have also to be 
included in the scope of the hospital and consultant part of the new service 
under l;he care of the. new joint authorities. They ~ present many proble~ 
of therr own, calling for s~me degree of spec1al organisation to fit 
the~. The present _gene~ rev1~w does not l!-tte~pt to deal with this special 
su b]ect, and the diSCUSSion which follows IS drrected mainly to the more 
general range of hospital and consultant services-although much of it can 
obviously be applied to the mental health services as well. 

The ~resent hospital services "!e desc~bed in Appendix A. They present 
two mam problems. The first IS to bnng together over suitable areas the 
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-activities of the various separate and independent hospitals, to ensure that 
all the different kinds of special and general hospital treatment are so linked 
that the individual can get the best of each. The second is to enable the 
two quite different hospital systems (the voluntary hospitals and the municipal 
hospitals) to join forces in future in a single service. 

The proposed joint authority, operating over a large area, has been 
described. It will be that authority's responsibility, _with the Minister, to 
see that a full hospital service of all kinds is available for people in its area. 
But the authority neither will, nor will need to, provide the whole service itself. 

The part of the voluntary hoepital. 
The conception of a public authority discharging its duty by contracting 

with others for the provision of services has long been familiar. As early 
as I875 local authorities were enabled both to provide hospitals themselves 
and to enter into agreements with other hospitals for the reception of people 
from their district. Later legislation followed similar lines; in recent Acts 
dealing with special services (e.g., the Midwives Act, 1936, the Cancer Act, 
1939) the use of voluntary agencies has been clearly contemplated. There are 
already large numbers of agreements under which existing local authorities 
arrange for accommodation in hospitals, sanatoria, dispensaries, or clinics, 
sometimes belonging to other local authorities and sometimes to voluntary 
agencies. 

The facts of the existing accommodation in voluntary and municipal 
hospitals (given in Appendix A) make it clear that without the collaboration of 
the voluntary hospitals it would be many years before the new joint authorities 
could build up a system adequate for the needs of the whole population; so 
that, from that point of view alone, the co-operation of the voluntary hospitals 
is a necessity. But the matter cannot be regarded from that point of view 
alone. The voluntary hospital movement not only represents the oldest 
established hospital system of the country, but it attracts the active personal 
interest and support of a large number of people who believe in it as a social 
organisation and who wish to see it maintained side by side with the hospitals 
which are directly provided out of public funds. -It is not merely that the best 
of the voluntary hospitals have, in a degree so fa:r unsurpassed, developed 
specialist and general hospital resources which they will be able at once to 
make available, while most of the rest of the voluntary hospitals have experi
ence and an existing organisation which it will be obviously sensible to enlist. 
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. 

Yet the acceptance by the community of responsibility for a service for 
all might affect fundamentally the position of the voluntary hospitals. 
A new universal public hospital servtce might have the gradual effect of 
undermining the foundations on which the voluntary hospitals are based. 
If this it not to happen, a way has to be found of combining the general 
responsibility of the new joint authority for the service with the continued 
participation in that service of the voluntary movement as such; a way, 
in fact, of securing a whole service under one ultimate public responsibility 
without destroying the independence and traditions to which the voluntary 
hospitals attach value. The Government believe that this can be done, and 
in settling the details arising out of the following proposals they will welcome 
the help and the suggestions of the voluntary hospital representatives in 
securing it. 

Preparation of local area plan. 
The joint authority's first task will be to assess in detail the 

hospital needs of its area and the hospital resources available to its area. 
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This it will do in close consultation with the local expert body, 
the Local Health Services Council. It is hoped that the hospital surveys, 
referred to in Appendix B and now nearing completion, will be of valuable 
help in this. 

The authority's next task, in consultation with the local expert body and 
other local interests (including the vcluntary hospitals and, where appro
priate, the medical schools) will be to work out a plan of hospital arrange
ments for its area, based on using, adapting and, where necessary, 
supplementing existing resources. The object of the plan will be to arrive 
at the right quantities, kinds and distribution of hospital facilities for the 
area; to settle where, how, and by what hospitals, each branch of hospital 
treatment can best be secured; to produce a balanced scheme in which all 
the necessary specialist facilities in medicine and surgery (including fracture 
and orthopaedic, gynaecological, paediatric, ophthalmic, psychiatric and 
others) are provided in due proportion, together with general accommodation 
for cases, acute or chronic, of the ordinary type. The plan must ensure 
that the various special treatments are concentrated in centres competent 
and convenient to provide them, and not dispersed haphazard in uneconomic 
and overlapping units; that proper linking of services is secured by relating 
the work of special and general hospitals; that arrangements are at hand 
for the transfer of patients to the hospitals best suited to their medical needs; 
and that the skill of the consultant staffs of the various hospitals taking part 
can be used to the maximum advantage of the area as a whole. 

It will be the aim of the authority to make its area (which will have been 
determined with this in view) as self-sufficient as possible in hospital and con
sultant services. But where it is obviously more sensible. as in some of the 
rarer services, the plan will provide for certain services by agreed arrange
ments outside the area. 

The basis of the plan will be that the joint authority will secure 
the necessary service for its area partly through its own hospitals and institu
tions, partly through contractual arrangements made with voluntary hospitals 
for the performance of agreed services set out in the plan, to a minor degree 
(where necessary) through arrangements with the joint authorities of other 
areas. 

Central approval of local area plans. 
The plan will then be submitted to the Minister for approval, and will have 

no validity until so approved. The Minister, able to look at the country as a 
whole and at the effect of the local plans one upon another, will have power to 
modify or supplement the plan before giving his approval. He will consider 
all objections or representations made to him by local organisations (including 
the Local Health Services Council), voluntary hospitals or others. 

The plan, when approved, will be open to amendment at any time, and the 
Minister will be empowered to call on the joint authority to reconsider the 
plan and submit fresh proposals. The procedure for amending the plan will 
be the same as for its original preparation and will include all necessary local 
consultation. 

No voluntary hospital will _be compell~. to particiJ?ate. Its participation will 
rest on a contract between 1t and the ]Omt authonty to provide the services 
specified in the plan. Where it agrees to participate, it will-like each of the 
authority's own hospitalS-have to observe certain general conditions, just as it 
will obtain certain advantages 

General conditions to be observed by hospitals. 
These conditions will be settled centrally, for the country as a whole and 

they will then become the conditions on which exchequer grant will be payable. 
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In framing the conditions the Minister will seek the advice of the Central Health 
Services Council; but the more important conditions will relate to subjects such 
as the following:-

(a) each hospital will be required to maintain the services which under 
the approved hospital plan it undertakes to maintain, and generally to 
comply with the plan; 

(b) each hospital will observe certain national requirements such as 
the Rushclifie or Taylor rates and conditions for its nursing and midwifery 
staff and the recommendations of the Hetherington Conunittee for its 
domestic staff; 

(c) in appointing senior medical and surgical staff each hospital will 
conform with any national arrangements adopted for regulating appoint
ments and remuneration; 

(d) each hospital will be open to visiting and inspection, in respect of 
its part in the public service, under arrangements laid down centrally; 

(e) in the voluntary hospitals conditions to secure reasonable uniformity 
in accounts and audit will probably .be necessary so far as they take part in 
the new service. The presentation of accounts of municipal hospitals is 
already largely subject to central direction. 

Financial arrangements with voluntary hospitals, 
As already emphasised, it is the aim of the Government to enable the 

voluntary hospitals to take their important part in the service without loss 
of identity or autonomy. But it is essential to this conception that the hospitals 
should still look substantially to their own financial resources, to personal bene
factions and the continuing support of those who believe in the voluntary 
hospital movement. So long, and so long only, can they retain their indi
viduality. If once the situation were to arise in which the whole cost of the 
voluntary hospitals' part in the public service (a service designed for the whole 
population) was repatd from public money, or indeed in which it was recognised 
that public funds were to be used to guarantee those hospitals' financial security, 
the end of the voluntary movement would be near at hand. 

On this footing, the financial relation between the joint authority and 
the individual voluntary hospital must he that of an agreement to pay a 
specified sum in return for services rendered or to be rendered, and this 
should not be assessed as a total reimbursement of costs incurred. Whether 
the sum will be calculated in terms of beds or occupied beds, or otherwise, 
is for the moment immaterial. In order to avoid a large number of individual 
bargains, and the risk of competitive bargaining leading to undesirable results, 
it will be convenient for standard payments, in respect of different kinds 
of hospital service which involve different levels of expense, to be settled 
centrally. These payments will be made by the joint authorities and will 
fall on local rates, assisted by exchequer grant. 

In addition, both the municipal and the voluntary hospitals will receive 
a direct grant from central funds which will include the share, attributable 
to hospital services, of any sum allocated towards the cost of the comprehensive 
health service from the contributions of the public to any scheme of social 
insurance. So far as this sum represented contributions by potential patients of 
hospitals it could fairly be said that the Government would have collected 
money which might otherwise have been paid to the hospitals direct, and that 
the proposed grant would thus restore the balance. This grant could be 
based on the number of beds provided by each hospital, but in the 
case of voluntary hospitals it would be feasible, if so desired, to regard the 
aggregate of their share of the payments as a central pool from which payments 
to individual hospitals could be varied according to the needs and resources 
of each. 

In either case it will be the Minister's responsibility to see that the con
ditions of the grant are fulfilled. If the idea of a variable grant to the voluntary 
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hospitals is adopted, the Minister will be prepared to be guided in questions 
of relative need by some suitable body representing the hospitals, though the 
final responsibility and decision must remain with him. 

Particular regard will need to be given, in connection with the area plans, 
to the position of hospitals used for the clinical teaching of medical students, 
and the question of financial assistance in respect of teaching work will be 
reviewed when the report is available of the Committee on Medical Schools 
now sitting under the chairmanship of Sir William Goodenough. 

Inspection of hospitals. 
In a service of this magnitude, in which hundreds of hospitals under 

different and independent managements will be taking part, the problem 
of inspection is a difficult one. Apart from special inspection in cases of 
difficulties arising or changes in contemplation, routine inspectionS-at not 
too frequent intervals-would serve the double purpose of bringing to notice 
defects of organisation or management and, what is equally important, of 
enabling individual hospitals to be kept in touch with the latest practice 
and ideas. The foundation of any inspectorate must clearly be a team of 
highly qualified medical men, but the inspectors need not all be persons 
employed whole-time on this work; from many points of view there are 
advantages in employing on a part-time basis medical men or women of dis
tinction in various branches of professional work or medical administration. 
In addition to doctors, there is scope for experts of various kinds for dealing 
with an organisation so varied and complex as a modem hospital. Hospital 
administrators, nurses, catering experts and others should find a place. 

A solution would be the appointment by the Minister of a body of persons 
of the types mentioned, some of whom would be on a whole-time and others 
on a part-time basis. These appointments could be made with the advice 
of the Central Health Services Council and for convenience those appointed 
might be grouped in suitable panels operating over different areas of the 
country. The selection of the part-time doctors could be partly from those 
associated with consultant practice and voluntary hospitals and partly from 
those with experience of municipal hospitals, as in the case of those who are 
already conducting on the Minister's behalf the survey of .hospital resources 
referred to in Appendix B. In cases of importance the inspectors could, again 
like the hospital surveyors, work in pairs. 

The system of inspection must take account of the fact that the new joint 
authorities, no less than the Minister, will have a responsibility for the 
hospital service as a whole in their respective areas. The arrangements are 
intended to serve the double purpose. Inspectors' reports on any hospital 
will be available both to the Ministry and to the joint authority, and it 
will be open to the latter to ask for a special inspection if it thinks it 
desirable. Where in the past contractual arrangements have been made 
between a local authority and a voluntary hospital, special provision has not 
uncommonly been made for a right of entry for the authority's medical officer. 
There would be nothing to prevent similar arrangements being locally agreed 
under the system now proposed, but normally a more general system of the 
kind described will better serve the purpose in view. 

Provision for eonsultant services in the local plan. 
A main object of the new arrangements will be to ensure all kinds of 

coru;uitant and specialist advice and treatment to all who need it. This part 
of tne service will be best and most naturally based on the hospital services 
in the wide sense in which these have been defined. ' 
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This means that it will become one of the duties of the joint authority 

to ensure that, through the various hospitals taking part, there will be pro
vided an adequate consultant service available to all general practitioners 
in the service. It will do this, as in other branches of the hospital service, 
partly by its own direct arrangement and partly by contracting with the 
voluntary hospitals. In the latter case it will be for the authority to agree 
with a voluntary hospital for the provision by the latter of consultant services 
both at the hospital and-where necessary-by visits to a clinic or Health 
Centre or the patient's home. The hospital will itself enter into the necessary 
engagements with the consultants and specialists concerned. The local service 
payments to the hospitals, already mentioned, can be based on the assump
tion of a consultant stafi properly remunerated to enable the hospital to 
fulfil the tasks which it has undertaken to perform. 

Some principles affecting consultant services. 

Before proposing in detail the form of a consultant service the Government 
are awaiting the report of Sir William Goodenough's Committee on Medical 
Schools. But it is clear that there are certain general considerations of which 
account must be taken in devising the new service. 

The need is twofold-more consultants, and a better distribution of them. 
Apart from distribution, there are not yet enough men and women of real 
consultant status and one of the aims will be to encourage more doctors of 
the right type to enter this branch of medicine or surgery and to provide the 
means for their training. As to distribution, the need is for a more even 
spread. The main consultant facilities now are inevitably concentrated at 
the medical teaching centres. The consultant service still needs to be organised 
with the teaching centre as its focus, but the service must be spread over a 
wider area by enabling and encouraging consultants taking part in it to live 
and work farther afield. Apart from the main effect of greater accessibility 
to the public, this will also have a beneficial effect upon general medical 
practice over larger are~where the habitual presence and services of con
sultants will serve as a means of continuous postgraduate education. 

The consultant taking part in the service must be associated with his 
particular hospital or hospitals on a much more regular basis-and with 
more regular attendances and duties-than is often the case now, when he is 
regarded as merely " on call." It will often be desirable that the con
sultant's association should be with more than one major hospital, so as to 
enable the sharing of a common consultant staff to become an effective link 
between hospitals. The consultant's function will be normally one of 
regular and frequent visiting of these hospitals, both for in-patient and for 
out-patient consultation; also of properly arranged visiting of outlying 
" general practitioner " hospitals, which need to be linked with the major 
hospitals; and-for certain consultants as circumstances may require-cf visit
ing Health Centres and clinics, and, in case of need, the patient's home, at 
the request of the general practitioner. 

For this sort of duty the proper and regular remuneration of consultants, 
through the hospitals with which they are associated, will become essential. 
This remuneration, and the engagements entered into in respect of it, can 
be on either a full-time or a part-time basis (and might well include part
time engagements with more than one hospital). There will be no need to 
make either whole-time or part-time appointment a universal rule. 

The conditions, including the financial terms, on which consultants under
take work on a whole-time or part· time basis will be a matter for arrangement 
by the hospitals, voluntary or municipal, which offer the appointments; 
but in order to avoid anomalies as between hospital and hospital and between 
area and area some central regulation of scales will be requued. 
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Some degree of control of the discretion of individual hospital authorities 
will be required in appointments to senior clinical posts. Under existing prac
tice a danger of " in-breeding " has been commonly recognised, and while 
it is important that the ultimate responsibility for an appointment should 
rest unmistakably with the body of persons conducting the hospital's affairs, 
it will be necessary to consider a system under which an expert advisory 
body recommends a number of suitable candidates from which the hospital 
authority makes the final choice. The necessary machinery could be organised 
in a variety of ways. It ·might consist of a number of advisory panels, 
working over regions based, broadly, on the medical teaching centres and 
representing both the consultant members of the profession and the medical 
teaching organisations. One or more representatives of the appointing hospital 
could join the panel dealing with the sifting of candidates for appointment. 

v. 
GENERAL PRACTITIONER SERVICE. 

The arrangements for general medical practice in the comprehensive service 
-i.e. for ensuring a personal or family doctor for everybody-present the 
most difficult problem of all. This is partly because this will be the front
line of the service, the first source of help on which the individual will rely 
and one involving a close personal relation between doctor and patient. 
In addition, although the provision of medical benefit under National Health 
Insurance covers over twenty millions of persons and has afforded much 
experience of the working of a public general practitioner service, the 
widening of public responsibility to cover the whole population and the need 
to fit the general practitioner mto a comprehensive service will create new 
problems and will make it necessary to reconsider, without preconception, 
the whole of the existing arrangements •. 

If the service is to be free to the people for whom it is provided, the 
doctors taking part in it will look to public funds for their remuneration. 
They must, therefore, be in some contractual relationship with public 
authority, which in turn must be able to attach such conditions as will 
ensure that the services which the people get are the services which they 
need (and for which they will be paying in taxation and otherwise) and that 
they can get them where and when they need them. The State must, there
fore, take a greater part .in future in regard to general medical practice. 

The method of embodying general medical practice in a national 
service must observe two principles. The first, which mainly con
cerns the patient, is that people must be able to choose for themselves 
the doctor from whom they wish to seek their medical advice and treatment, 
and to change to another doctor if they so wish. Freedom of choice is not 
absolute now; it depends on the number and accessibility of doctors and on 
the fact that there is a limit to the load which any one doctor can or should 
take on. But the present degree of freedom must not be generally 
diminished, and the fact that public organisation ensures the service must 
not destroy the sense of choice and personal association which is at the heart 
of " family " doctoring. The second principle, which mainly concerns the 
doctor, is that the practice of medicine is an mdividual and personal art, im
patient of regimentation. Whatever the organisation, the doctors taking 
part must remain free to direct their clinical knowledge and personal skill 
for the benefit of their patients in the way which they feel to be best. 



Methods of approach to the problem. 

One method would be to abandon entirely the present system, on which 
National Health Insurance has been based, and to substitute for it a system 
under which all doctors taking part would become the direct employees of the 
State or of local authorities and would be remunerated by salary. As a 
problem of administration, there would be no insuperable difficulty in organis
ing a scheme of this kind. But this is a highly controversial question, on 
which opinions are sharply divided. Many experienced and skilled 
doctors would be unwilling to take part in a service so conceived. 
They would hold that it infringed the second of the two principles just 
stated, and that if they became the salaried servants whether of the 
State or of local authorities, they would lose their professional freedom 
and be fettered in the exercise of their individual skill. Other doctors, 
with an equal ri(lht to be heard, would welcome a salaried service, believing 
that it would relieve them from business anxieties and enable them to devote 
themselves more freely to the practice of their profession. Lay opinion is 
similarly varied. 

The Government have approached the question solely from the point of view 
of what is needed to make the new service efficient. Some of the proposals 
made in this Paper involve forms of medical practice for which present methods 
of payment are inappropriate, if not unworkable. Where this is so, remunera
tion by salary or its equivalent is suggested. A universal change to a salaried 
system is not however, in the Government's view, necessary to the efficiency of 
the service. They consider that to make, linnecessarily, so total and 
abrupt a change in the customary form of general medical practice would 
offend against the principle-earlier stated-that the new service should be 
achieved not by tearing up all established arrangements and start
ing afresh but by evolving and adapting the present to suit the future. They 
are a verse from imposing a total salaried service merely for the sake of 
administrative tidiness. 

Another alternative would be to maintain the " panel " system of National 
Health Insurance as it is now known, while extending it to the whole popula
tion and expanding it to include consultant and specialist services. This 
system has had, and still has, its critics, and some of the criticism is well 
founded. Yet, for more than a generation it has provided a better medical 
service than was previously available to a large section of the population 
and it has enlisted the regular professional services of a (l';eat majority of the 
dcctors of the country. There are, however, two ovemding reasons why it 
will not be possible to meet the new need merely by extending the panel 
system in this way. 

First, there is at present no effective means of ensuring a proper 
distribution of doctors. T" some extent the demand in any area 
will, by affording opportunity for practice, itself induce the supply; but 
that does not work out reliably o~ universally. It is true even now that 
the need for doctors in one area may be scantily or unsuitably met, while 
that of another area may be over-supplied. Certainly when the much 
bigger public responsibility is assumed of ensuring a personal doctor service 
for the whole population there will have to be means of securing, through 
public organisation, that the resources available are so disposed as to 
fit the public need. 

Second, there is a great deal of agreement in the profession and 
elsewhere that developments in the modem technique of medical practice point 
the way to changes which need encouragement and experiment in any future 
service. The recent draft Interim Report of the Medical Planning Commission 
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(organised by the British Medical Association) summarises these ~ds very 
well. For instance, the Report states :-

" The days when a doctor armed only with his stethoscope and Iris drugs 
could offer a fairly complete medical service are gone. He cannot now be 
all-sufficient. For efficient work he must have at his disposal modem 
facilities for diagnosis and treatment, and often these cannot be provided 
by a private individual or installed in a private surgery. He must also have 
easy and convenient access to consultant and specialist opinion, whether 
at hos~ital or elsewhere, and he must have opportunities of real collabora
tion wtth consultants. Facilities such as these are inadequate at the present 
time. There must also be close collaboration amongst local general prac
titioners themselves, for their different interests and experience can be of 
value to each other. Although this need is recognised by practitioners 
collaboration has not been developed as it should be." 

Or, again, in another passage-
" At the present time the single-handed practice or partnership is usually 

conducted from a doctor's private residence. Certain rooms are used for 
professional purposes, and personal or borrowed capital is invested in 
equipping the pactice with apparatus and in keeping it up-to-date; addi
tional domestic staff is employed to keep the surgery and waiting rooms 
clean and to deal with callers; the secretarial work and record keeping are 
done by the doctor hiruself or a secretary employed for the purpose; dis
pensing, if done at the surgery, is undertaken either by the doctor or a 
dispenser employed by him. This arrangement is repeated many times over 
in a fairly well-populated district.'· 
The tendency will be away from the idea of the all-sufficient doctor 

working alone, and towards a bigger element of grouped practice and team
work-in which the individual doctor retains his personal link with the 
patient, but has at his side the pooled ability of a group of colleagues as 
well as consultant and hospital services behind him. To quote the Medical 
Planning Commission once more:-

" Diverse as are the views of the organization of medical services, there 
is general agreement that co-operation amongst individual general practi
tioners in a locality is essential to efficient practice under modem conditions, 
though views vary on the form of the co-operation. The principle of the 
organization of general practice on a group or co-operative basis is widely 
approved.'' 
The Government fully agree that " grouped " practices, to which numerous 

privately arranged partnerships are already pointing the way, must have 
a high place in the planning of the new seiVIce and they are designing the 
service with this constantly in view. Yet the conception of grouped practices 
cannot represent the whole shape of the future service. In the first place, 
there has not yet been enough experience of the idea translated into fact. 
Not enough has been found out, by trial and error, to determine the con
ditions under which individual doctors can best collaborate or even the extent 
to which in the long run the public will prefer the group system. Second 
it is certain that the system could not be adopted everywhere simultaneously: 
The change, if exP:rience shows that it should be complete, will take time. 

The Government mtend, therefore, that the new service shall be based on a 
combination of grouped practice and of separate practice side by side. They 
propose to place the group idea in the forefront of their plans in order that 
~ere may be a full tria! on a large seal~ of the working of arrangements of this 
kind. Grouped ,Practic~ are more likel:r !o be found suitable in densely 
populated and highly bwlt-up areas and It IS there particularly (though not 
exclusively) that they should first be tried. It will then be possible to watch 
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the development, with the medical profession, and to decide in the light of 
experience how far and how fast a change over to the new form of practice 
can and should be made. 

The part of central and of local organisation in the service. 
All doctors in general practice who join in the new relationship with their 

patients, and rely largely in future on public funds for their normal livelihood, 
must be treated on a similar footing; the terms of their remuneration, the 
general conditions to be observed by them and the rights to be enjoyed by 
them must be nationally negotiated and settled. 

In the National Health Insurance scheme successive Governments have 
accepted this principle, on which the medical profession itself bas laid 
much stress. Although the local Insurance Committees play a valuable 
and recognised part in the administration of the scheme (and particularly 
in handling minor matters of discipline) the service is in fact highly centralised. 
Terms are laid do~ in great detail in the Medical Benefit Regulations, and 
all major questions have either been matters for negotiation between the 
Government and representatives of the profession or-as in the case of 
enquiries involving the removal of a doctor from the service-have been dealt 
with by central tribunals appointed by, and answerable to, the Minister. 

The Government are convinced that, broadly, this system is still the right 
. one and that it would be a mistake to apply to the new general practitioner 
service the normal canons of local government administration. On the other 
hand, it is essential that general medical practice in the new health service 
should not be divorced from the other branches of that service; that would 
perpetuate what is recognised to be the outstanding defect of the present 
system. Therefore what is proposed, in outline, is as follows:-

(I) The present practice of settling centrally all rna jor terms and condi
tions of service, including remuneration, will stand. The local Insurance 
Committees will be abolished and in future doctors, in so far as they take 
part in the new general practitioner service, will be in contractual relation 
with a Central Medical Board, to which they will look for their remuneration. 

(2) In general, the other functions of the Insurance Committees 
will also fall to the Board, but to avoid over-centralisation in detail the 
Board will discharge many of the minor day-to-day functions through a 
local committee or similar agency, on which there will be included members 
of the local authority in each area. 

(3) The new joint authority will have an important part to play of a 
different kind. As the general planning authority for the whole health 
service in its area, it will include the needs of general medical practice, 
no less than of other services, in its area plan; it will provide for the 
linking of general practitioners (whether in grouped or separate practices) 
with the hospital and consultant and other services in the area. 

(4) The county and county borough councils which make up the joint 
authority will normally each have the function of providing and main
taining such premises (in Health Centres and otherwise) as are approved 
in the area plan. 

(5) The doctor himself will, in his contract with the Board, be required 
to observe the arrangements of the area plan and will be given all the 
necessary information and facilities to enable him to do this. 
These are all matters for further explanation. The arrangement adopted 

is, first, to deal with the particular points arising on " grouped " general 
practice and on "separate " general practice respectively, and then to 
deal with features common to both kinds of practice and with the constitution 
and functions of the proposed Central Medical Board. 
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GROUPED GENERAL PRAcriCE. 

The conception of grouped practice finds its most usual expression in the 
idea, advocated by the Medical Planning Commission and others, of conduct
ing practice in specially designed and equipped premises where the group can 
collaborate and share up-to-date resources-the idea of the " Health Centre ". 
The Government agree that it is in this form that the advantages of the group 
system can be most fully realised, though it will also be desirable to encourage 
the idea of grouped practice without special premises. They intend, ther~ 
fore, to design the new service so as to give scope to a full trial of this new 
method of organising medical practice, and so as to enable it to be expanded 
and developed as time goes on to the maximum extent which the practical 
experience of its working is found to justify. 

General lines of Health Centre development. 
Where Health Centres are set up, their types will need, particularly at 

first, to be varied. Scope must be given (with central and local professional 
guidance) to experiment and to design capable of later adaptation. Broadly, 
the design should provide for individual consulting-rooms, for reception and 
waiting-rooms, for simple laboratory work, for nursing and secretarial staff, 
telephone services and other accessories, as well as-in varying degree according 
to circumstances-recovery and rest rooms, dark rooms, facilities for minor 
surgery, and other ancillaries. The object will be to provide the doctors with 
first-class premises and equipment and assistance and so give them the best 
facilities for meeting their patients' needs. The doctors will thus be freed from 
the necessity to provide these things at their own cost. They will join in some
thing like the partnership groups already often privately formed, and there 
will be new scope for the young doctor, fresh from hospital training, to take 
his share in the Centre as an assistant to the practitioners engaged there, and 
then, later on, to be eligible for full participation. 

Limitation of the permitted number of ratients will apply whether in the 
Centre or outside it, and the ordinary basiS of the patient s choice of doctor 
will not be affected. Each Centre will need to be so planned as to be regarded 
by patients not as a complete break with present habit but as a new place at 

, which they can, if they wish, continue to see their own doctor when he has 
joined the Centre, or can choose the doctor in the Centre whom they want to 
attend them. Alternatively, they must be able, if they prefer it, simply to 
select a Health Centre as such, rather than choose a particular doctor at the 
Centre; and then arrangements will be made by the Centre to ensure that they 
obtain all the proper advice and treatment which they need. 

There has often been misconception as to the precise imp!ica tions of Health 
Centre practice. It has been assumed that a doctor would be " on duty " 
only for stated periods and that, outside those periods, his patients would 
always be attended by some other doctor. That need not be so. Normally, a 
doctor will attend his own patient; as Lecessary, either at the Centre or at 
the home. He will have his consulting hours and visit his patients as at 
present. But the grouping of practices at a Centre will make possible a greater 
fluidity of arrangements; for example, as arrangements will be made for con
tinuous staffing, a patient will, in emergency, get immediate attention even 
though his own doctor does not happen to be available. The grouping of 
practices will, moreover, make it easier for doctors to obtain reasonable holi
days and to attend refresher courses. The internal organisation of the Centre 
so as to facilitate reasonable absences consistent with the doctor's responsi
bilities will be a matter for the doctors themselves. 

The Centres will be provided first in selected areas. Both central and 
local organisation, and local professional interests represented by the Local 
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Health Services Council, will all have their part to play in this provision. 
The wish of the local doctors to bring their work into the new Centres must 
obviously be a big factor in a decision to provide a Centre, but in the last 
resort the decision will rest on the requirements of the public interest. 
Provision of Centres. 

It will be essential to associate any decision to provide Centres, and their 
location, with the rest of the arrangements of the approved area plan. This 
will mean, in effect, that the decision in each case that the Health 

· Centre system should be initiated in a particular part or parts of the area, 
and the consequential decisions as to the location and size and kind of 
Centres to be provided, will normally start in the area itself where the needs are 
best known and where the general health services plan is formulated, but 
will depend in the last resort upon the decision of the Minister in the light 
of his central policy on the general practitioner service and the new Health 
Centre experiment in the country as a whole. It will be for the joint 
authority in the first instance, in consultation with the local medical pro
fession, to formulate proposals for a Centre or Centres as part of the area plan 
-or, later on, as an extension or alteration of that plan-and to submit them 
to the Minister. 

The actual provision of a Centre will normally be the responsibility of the 
county or county borough council. This accords with the principle earlier 
discussed under which the clinic and other services which are not essentially 
part of the consultant and hospital field will be allocated to these councils 
and not to the joint authority. 
Terms of service in Health Centres. 

The terms and conditions of service will be settled centrally for all doctors 
taking part·in the new service, whether in group practice or not, and all doctors 
will enter into a contract of service with the central organisation. The doctor 
practising in a Centre will not be debarred from private practice outside it, for 
those patients who do not wish to take advantage of the new public service, 
though there will be provision to ensure that the interests of patients within 
the new service do not suffer m any way as a result of this. 

In certain respects the contract of the doctor in the Health Centre must 
differ from that of one practising outside. After the establishment of a Centre 
the appointment of a new doctor to the Centre will be made jointly by the 
Central Medical Board and the council administering the Centre, and similarly 
the termination of his engagement at the Centre (except where the doctor 
himself wishes to bring it to an end) will rest with these two bodies, or if 
they fail to agree, with the Minister. It will be part of the arrangement 
that the council provide the doctors in the Centre with the necessary premises, 
equipment and ancillary staff. The contract will have to be a three-party 
one between the doctor, the Central Medical Board and the council. 

But there is one important question in regard to the method of remuneration 
of the doctor, when practising in co-operation with a group of colleagues in 
a Health Centre, which does not arise in the same way when he is in separate 
practice outside. That is the method of payment of the individual doctor. 

It seems fundamental that inside a Centre the grouped doctors should not 
be in financial competition for patients. All the practical advantages of the 
Centre-the use of nursing and secretarial staff, record-keeping, equipment, 
the availability of young assistant doctors in particular-will be, under a 
system of a salaried team, at the disposal of the group in whatever way they 
like collectively to arrange; it is the whole idea that they should arrange their 
own affairs together in this way. But if individual remuneration is based 
on mutual competition for patients, complication will enter into any 
attempt of the group to allocate and share these services-for the more any 
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one individual is able to draw on the ancillary helps o1 the Centre (and 
particularly on medical assistants) the more he will gain and his fellows 
lose in the contest for patient lists. 

There is therefore a strong case for basing future practice in a Health 
Centre on a salaried remuneration or on some similar alternative which will 
not involve mutual competition within the Centre. When the salaried or similar 
principle is adopted, the scales will have to be decided in consultation with 
the profession itself. In this respect attention is drawn to Appendix D, which 
suggests the method by which a basis could be arrived at for settling both 
salaried remuneration and the payment by capitation later proposed for 
" separate " practice. It may also be possible, if desired by the doctors them
selves, to offer remuneration on a salaried basis or on some other basis than 
that of capitation fees to doctors engaged in group practice even where the 
practice is not conducted in a Health Centre. 

SEPARATE GENERAL PRACTICE. 
In " separate " practice the general framework of the National Health 

Insurance scheme will be retained but there will have to be important 
changes from the past and the scheme will have to be much extended and 
adapted. The nature of these changes will be evident not only from the 
following paragraphs which relate to " separate " practice, but also from the 
later paragraphs dealing with features colllillon to both " group " and 
" separate " practice. · 
Scope of Separate Practice. 

In future everyone will be entitled, as only " insured " persons are entitled 
at present, to receive from the doctor chosen by him all the ordinary range of 
general medical practice, either at the consulting room or at his home, as 
the case requires. He will also be entitled, normally through his doctor, 
to all the new range o! consultant and specialist and hospital or clinic services 
already considered. 

A doctor in separate practice will engage himself to provide ordinary 
medical care and treatment to all persons and families accepted by 
him under the new arrangements. He will work from his own consulting
room and with his own equipment, as he does now, but he will be backed 
by the new organised service of consultants, specialists, hospitals and clinics, 
which he will be expected to use for his patients in accordance with the 
approved area plan earlier described. He will receive his remuneration 
for work within the new service, not from the individual patient, but from 
public funds; and this remuneration will be based-as it is now in National 
Health Insurance-on a capitation system, depending on the number of 
patients whose care he undertakes. (A settlement on new lines of the basis 
for calculating capitation or other forms of remuneration is suggested in 
Appendix D already referred to.) Even in the case of separate practice there 
will be some circumstances in which it will be possible to remunerate the 
practitioner on a salaried or similar basis if he so desires. Opportunity for 
such an arrangement may occur, for example, in sparsely populated areas 
where a single doctor is in fact responsible for all the work of the area 
and is not therefore in competition with other doctors in the neighbourhood. 
But, however remunerated, the doctors in separate practice will remain 
entitled to engage in private practice, since it is no part of the intention of the 
new service to prevent persons who prefer to do so from making private 
arrangements for medical care or to prevent doctors from meeting their needs. 
Control over entry into new practice. 

There will be no interference with the right of a doctor to go on prac
tising where he is now and. to take part in the public service in that area. 
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But an unrestricted right to any doctor to enter any new practice and there to 
claim public remuneration, at his own discretion, would make it impossible 
to fulfil the new undertaking to assure a service for all. 

Under the present National Health Insurance system every qualified doctor 
has a right to take up panel practice where he likes. The system enables 
the Minister, if satisfied that the service in any area is inadequate, to replace 
the panel system by some other form of arrangements, although-with minor 
exceptions at the outset of the scheme-this power has not been invoked. 
There has never been any real means of securing that the doctors of the 
country are reasonably distributed. This has perhaps not been a pressing 
necessity while the scheme covered less than half the population, but it is 
well-known that great disparities have existed. 

If under the new scheme the whole population are to be entitled 
to a general practitioner service, a much heavier responsibility will be 
thrown on the Government to see that the needs of the whofe popula
tion are met. This implies some degree of regulation of the dis
tribution of medical resources, at least to the extent of securing that a 
doctor does not in future take up practice in the public service (whether by 
purchasing a practice or by " squatting "), in a locality which is already 
fully or over-manned. Such control can be left in the i?rofession's own 
hands as far as possible, though it must be guided by national policy. A 
suitable machinery will be to vest it in the Central Medical Board, working 
under general guidance on policy from the Government but independently 
in its individual decisions. Any practitioner wishing to set up a new-or 
take over an existing-public service practice in a partcular area will seek 
the consent of the Board. The Board will then have regard to the need 
for doctors in the public service in that area, in relation to the country as a 
whole, and to the general policy for the time being affecting the distribution 
of public medical practice. If it is considered that the area has sufficient 
or more than sufficient doctors in public practice while other areas need 
more doctors, consent will be refused. Otherwise it will usually be given 
without question. The Board will thus be able to help the new joint 
authorities which, in their general concern with the health services of their 
area, will tum to the Board to encourage or discourage any further increases 
in general practice in the area. 

The part of the new joint authority. 
It will be the duty of the new joint authority to consider the needs 

of its area in general medical practice, including " separate " practice, no less 
than in the other branches of the comprehensive serv1ce, and to include in the 
area plan for central approval the arrangements-in terms of numbers and 
distribution of general practitioners-which it considers to be necessary to 
meet these needs. In this it will have the advantage of consultation with 
the Local Health Services Council. The plan will need the Minister's approval, 
after hearing any conflicting local views. The api?roved plan will be made 
known to the Central Medical Board, to be taken mto account in the subse
quent exercise of their functions in the distribution of public medical practice. 

It will also be the duty of the joint authority to watch that the supply 
of all branches of the comprehensive service is adequate to the needs of 
their area and in the matter of general practice, therefore, to bring to the notice 
of the Minister and the Central Medical Board any needs which they feel should 
be more adequately met. They will also be responsible for ensuring that 
all the other services in their area (hospital, clinic, nursing, consultant and 
specialist) are fully known to the general practitioners participating 
in the new service and that the latter are enabled (as their contract will 
require them) to use these services !ully for their patients in accordance with 
the approved area plan. 
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GENERAL 

It remains to consider certain general questions affecting medical practice, 
both " grouped " and " separate ", and to describe more fully the proposals 
for a Uintral Medical Board. 

Pennitted number of patients. 
From the outset of medical benefit under National Health Insurance, provi

sion has been made for imposing a limit on the number of insured ~ns 
for whose treatment a doctor may make himseH res~onsible. The limit IS fixed 
by a local scheme which is subject to the Minister s approval, but the regula
tions themselves provide for certain over-all maxima. An additional number 
of patients is permitted to a doctor who employs one or more assistants. Under 
this system every doctor has a right to undertake as much private practice as 
he desires and is able to secure, and it is usual for the doctor of an insured 
head of a family to look after the uninsured wife and children under private 
arrangements. 

In the new service also there will have to be prescribed limits to the number 
of patients whose care any one doctor can properly undertake. But the 
situation will be substantially altered by a scheme which covers the whole 
population and which contemplates both grouped and separate practice. 
It is not the wish of the Government to debar anyone who prefers not to avail 
himseH of the public service from obtaining treatment privately, nor to 
prohibit a doctor in the public service from carrying on any private practice, 
but it will be necessary to ensure that the interests of the patients in the public 
service do not suffer thereby. 

In fixing the appropriate limits, in future, allowance will need to be made 
for private practice remaining after the new service is in operation. There 
will need to be room for flexibility. A doctor entirely free from outside activity 
and able to give his whole time to general practitioner work in the new service 
will need to be able to work to a higher permitted limit of public patients. A 
doctor with an unusually large amount of private work, or with appointments 
in other branches of the public service, will be expected to work to a lower 
permitted limit. The effective way to provide reasonable flexibility is to entrust 
the decision in such cases to a suitable professional organisation-which will 
naturally be the Central Medical Board working through its local committees. 
The details of this are for discussion with the profession's representatives at a 
later stage, but the object must be to see that the care of patients under public 
arrangements does not suffer in quality or quantity by reason either of private 
commitments or other public engagements. Nor must anyone have reason to 
believe that he can obtain more skilled treatment by obtaining it privateiy 
than by seeking it within the new service. 

Entry into the public service. 
There is a strong case for requiring all young doctors, leaving hospital and 

entering individual practice for the first time, to go through a short period of 
" apprenticeship " as assistants to more experienced practitioners. There is a 
particularly strong case for saying that this should be required by the State in 
medical practice remunerated from public funds. When such a rule is made 
the youn~ assistant doctor will have to be assured of reasonable conditions and 
opportunity, and certainly must not be at risk of being precluded from a proper 
professional livelihood by the operation of the rule. One way will be to 
require a suitable period as an assistant except where the Central Medical 
Board dispenses from :!he rule (e.g. to meet cases where an assistant post is 
not reasonably obtainable l· There will, no doubt, be many opportunities to 
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employ assistants in Health Centres where tei'IIs and conditions can be regu
lated .. !'-Ild the Board can help new entrants to find vacancies. In " separate " 
practices, the Board must be empowered to satisfy itself as to the proposed 
arrangements and remuneration for an assistant, before consenting to his 
engagement by the principal seeking him-'-guidance on standards being given 
centrally in consultation wi~h the profession. The general practitioner wishing 
to undertake a larger number of public patients than the ordinary maximum 
will inform the Board, and the Board-after satisfying itself as above-will 
help an intending assistant to get the post on the terms approved. The Board 
must also be able to require the young doctor during the early years of his 
career to give his full-time to the public service where the needs of the service 
require this. 

Compensation and superannuation. 
The Government recognise that the adoption of the proposals in this Paper 

will, in certain cases, destroy the value of existing practices. In such ·cases 
compensation will be paid. It will be necessary to discuss this in detail with 
the profession but there are two classes of case in which a just claim for 
compensation will clearly .arise. 

The first is that of a practice in an " over-doctored " area, to the sale of 
which the Board refuses consent. Here the out-going doctor or his represen
tatives will be paid compensation. 

The second is that of a doctor who gives up his " separate " public practice 
and takes service in a Health Centre. It will be incompatible with the con
ception of a Health Centre that individual practices within the Centre should 
be bought and sold and a doctor will therefore, by entering a Centre, exchange 
a practice having a realisable value for a practice which he will be debarred 
from selling. On the other hand an efficient superannuation system will be 
an essential part of the Health Centre organisation. A doctor entering a 
Centre will acquire superannuation rights and other facilities of considerable 
value. The proper course will be to strike a fair balance between what he is 
gaining and losing and to compensate him accordingly. 

It would be more difficult to institute superannuation for doctors in 
" separate " practices, but the Government. will disc"!ss with t?e. profes~ion 
the possibility of an acceptable scheme to provide for retirement within specified 
age limits and for superannuation on a contributory basis. 

Sale and purchase of public practices. 
The Government have not overlooked the case which can be made for the 

total abolition of the sale and purchase of publicly remunerated practices. 
The abolition would, however, involve great practical clifliculty and is not 
essential to the working of the new service now proposed. The Government 
intend, however, to discuss the whole question with the profession, to see if 
some workable and satisfactory solution can be reached. In particular, it 
would obviously be incongruous that the new public service should itself have 
the effect of increasing the capital value of an individual practice and thus 
increasing the amount of compensation which may have to be provided under 
the circumstances described in the preceeding paragraphs; and measures to 
prevent this, must be included in the discussion. 

·The creation of Health Centres will, meanwhile, do a great deal to limit 
the scope of the present system. The Centres will afford a wide opportunity to 
young doctors to enter their profession without financial burdens. They will 
also, wherever they are ~ up, bring into being a new form of practice which 
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will thereafter be entirely free from any necessity of sale and purchase. More
over, the system proposed earlier of requiring young men who join the public 
service normally to undergo a period as assistants will go far to av01d Ule 
danger of a doctor purchasing a practice which he has not the necessary 
experience to handle successfully. 

Creation of a Central Medical Board. 

It is intended to create from the profession itself a special executive body 
at the centre, which will undertake some of the administrative work of the 
service requiring a specially intimate link with the profession. 

As the contract of the doctor will be in a public service, remunerated from 
public funds, the Board will clearly have to be subject to the general direc
tions of the Minister, but subject to those general directions it will be the 
organisation with which the doctor will deal as the " employer " element in 
the service-i.e., the organisation with which he will be in contract, whether 
engaged in " separate " or in grouped or Health Centre practice (although 
in Health Centre practice the local authority will be joined in the contract). 

It is not for this Paper to suggest all the details of the doctor's contract at 
this stage (they will be for discussion with the profession's representatives); 
but they will need to provide-

(a) for the doctor to give all normal professional advice and services 
within his proper competence to those whose care he undertakes; 

(b) for him to comply with the approved area plan for obtaining consultant 
and specialist and hospital services; 

(c) for proper machinery for the hearing of complaints by patients and for 
the general kind of disciplinary and appeal procedure already familiar in 
National Health Insurance; 

(d) for the observance of reasonable conditions, centrally determined with 
the profession, respecting certification and other matters which must arise in 
any publicly organised service. 

The existing doctor will enter into the new contract in respect of his existing 
practice; the new doctor, or doctor entering a new practice, will first obtain 
the Board's consent (as already suggested) and then enter into the necessary 
contract in respect of his new practice. Termination of the contract will 
ordinarily be either by the doctor, at any time after due notice, or by the 
Board, under conditions which will no doubt be substantially similar to 
those now obtaining under National Health Insurance, with such special 
extra provisions as may be necessary in the case of Health Centre practice. 

Under these arrangements there will be no need for the continuance of 
the present local Insurance Committees of the National Health Insurance 
scheme, and these Committees will be abolished. The minor day-to-day 
functions now exercised by Insurance Committees (so far as these still arise 
under the new and wider service) can be handled by a local Committee of 
the Board in each area, on which local authority members will be included. 

The Board will also watch over the distribution of public medical practice 
generally. ~ " separate" I?rac?ce it will do. this through the arrangements 
already descnbed, under which 1ts consent Wlll be required before a vacant 
public practice is re6lled or a new public practice established. In Health 
Centre practice it will be the agency through which any additional doctors 
required in future are introduced into any particular Centre after suitable 
consultation with the doctors already working there, tbro'ugh the local 
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co~ttees earlier proposed in place of the present Insurance Committees. 
It Will be the agency through which young doctors obtain appointments 
as assistants at Health Centres and by which the terms and conditions of 
assistants in " separate " practice are protected in the way already proposed 
-and from which any dispensation from the requirement of an initial ' appren
ticeship " for new doctors will have to be sought. 

The Board will also take on many functions on the doctor's behalf-e.g. 
in approaching the appropriate medical schools and hospitals with a view 
to the arrangement of post-graduate and refresher courses for those in general 
practice, in acting as the general centre of advice and help in the move
ment of doctors within the public service and in the various personal 
problems and requests for information which will doubtless arise. It will, 
with the Minister, provide the central organisation to which the new joint 
authorities will make known their area's needs in general practice, in accord
ance with the approved area plans for the health service as a whole. 

The Board will be a small body, under a regular chairman-a few of its 
members being full-time and the rest part-time. It will be mainly pro
fessional, but it will also have lay members on its strength. In view of the 
wide scope of its executive functions and handling of public funds its member
ship and organisation will have to be finally settled by the Minister, although 
of course in consultation with the profession. 

Supply of drugs and medical appliances. 
The existing sy~tem under National Health Insurance, under which panels 

of chemists are formed in each area on lines closely corresponding to the 
panels of doctors, has worked on the whole with success. In detail the 
system is no doubt capable of improvement, and discussion with the appro
priate pharmaceutical bodies will be welcomed by the Gove=ent. In 
particular, it will be necessary to consider the arrangements to be made in 
connection with the supply of drugs to patients attending Health Centres. 

As regards medical and surgical appliances, the existing system entitles 
an insured person to the supply, free of charge, of certain appliances specified 
in the Medical Benefit Regulations if ordered by a doctor. These " pre
scribed appliances " are, in the main, the articles most commonly required 
in general practice. In a service which includes treatment of all kinds, 
whether in or out of hospital, the range of necessary appliances will have 
to be greatly extended; but it will be a matter for consideration whether in 
the case of the more expensive appliances the patient himself should not be 
called upon, if his financial resources permit, to contribute towards the cost
either of the appliances initially ordered, or at least of repairs and replace
ments. The point will be of particular importance in connection with the 
dental and ophthalmic services. . 

The need for a new attitude in patient and doctor. 
The aim of the service will be to provide every person, or better still 

every family, with a personal or family practitioner who will be able to 
become familiar with the circumstances of those in his care-in the home 
and at work. It is to be hoped that doctor and patient will not wait 
always till the latter falls ill and urgently requires treatment. The doctor 
must try, in short, to become the general adviser in all matters concerned 
with health (no less than with disease) on which a doctor is so well qualified 
to advise. This means a changed outlook in much of present medical 
practice-a change that has long been wanted and advocated by most doctors 
themselves and for which they more than anyone have desired the 
opportunity. But such a change cannot be effected overnight. It will 
be helped if a new trend can be given to undergraduate medical education 
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and, fortunately, there are plenty of signs ~t medi~ scnooiS are opgm
ning to realise the importance of this. It will take ~e ~ developl ~ut 
it is worth stating clearly at the outset that, unless this J?nd ~f med~cal 
care is ultimately provided for every person and ev~ fa~y, . the medical 
profession will not be giving th~ public ~e full seiVlce :Which 1t needs and 
which only the medical profes51on can gtve. ~o ~roVl~e or. to extend a 
service which considers only the treatment of the Slck 15 ne1the~ m accordance 
with the modern conception of what a doctor should be trained to do nor 
in keeping with the general desire that the family practitioner should begin 
to undertake many of the duties at present performed by his colleagues 
in the public health service. · 

VI. 
CLINIC AND OTHER SERVICES. 

Apart from the hospital and consultant and family doctor services, the 
comprehensive health service must include arrangements for home nursing 
and midwifery and health visiting and the various kinds of local clinic and 
similar services which have either been provided in the past under special 
statutory powers or will have to be established in the future. 

When the new service is established, these local services will not be pro
vided as entirely separate entities, but rather as parts of the one new general 
duty to secure a whole provision for health. It will be the duty of the new 
joint authority-by means of the arrangements proposed by it and approved 
by the Minister in the general area plan-to ensure that . all these different 
activities are properly related to each other, to the personal or family doctor 
service and to the hospitals and consultants, and that they are arranged in the 
right way and in the right places to meet the area's needs. This done, it will 
be the duty either of the joint authority or of the separate county and county 
borough authorities which together constitute it, as the case may be, to provide 
and maintain the various services on the lines of the settled area plan. The 
usual sharing of responsibility in this respect between the joint authority and 
the several counties and county boroughs-under the proposals described 
earlier in this Paper-will be recalled. . 

When these local services are arranged and regarded as parts of the one 
planned service of the wider area, there will be room for experiment and 
innovation in the way they are provided-particularly as time goes on and 
the full service gets into its stride. It is reasonable to look forward to the 
time when the general medical practitioner, the personal doctor with whom 
the individual and the family are regularly associated, will be able to be 
connected more closely with the services which are performed at special 
clini~.g. for child welfare, in which there is no doubt that in much of 
the general care of the young child and the handling of many of its day-to-day 
problems the clinics and the family doctor who has the general med1cal care 
of the child must be enabled to work in better contact for their common 
purpose. To make this possible on any substantial scale there will have to 
be much more opportunity than there is now for the family doctor to acquire 
special experience in the children's wards of hospitals and in general child 
welfare subjects and the chance of post-graduate training and refresher work 
in these and other special subjects. Where grouped general practice in Health 
Centres is tried there will be special opportunity for this kind of development. 

But whatever developments there may be in the clinics or other services 
locally provided, or in the method of operating them in relation to ·other 
branches of the service as a whole, it is clear that the coming into operation 
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of the new service will certainly not involve closing down or abandoning 
any existing facilities-but much rather increasing and strengthening them 
to fit the new and wider objects in view. Therefore the effect of the pro
posals in this Paper on the main local services of this kiild as they are known 
now-and on the position of the local authorities responsible for them-can 
be summarised. · 

Maternity and child welfare services. 
The arrangement of lying-in accommodation in hospital or maternity home 

-indeed all the institutional provision for maternity, both for normal and 
for complicated cases will become simply one part of the re-organised 
hospital and consultant services and will be the responsibility of the new 
joint authority. The ordinary functions of the maternity and child welfare 
clinics, however-<encerned, as they are, not primarily with direct medical 
treatment but more with the convenient local provision of general advice and 
care in the day-to-day bringing-up of young children and in the mothers' 
associated problems-will not be transferred to the new joint authority but 
will lie wherever the related functions of child education are maae by 
Parliament to lie under the new Education Bill. Under the proposals in 
that Bill, as they stand now, this will mean that the county and county 
borough councils will be the authorities primarily responsible, but that 
arrangements will be made in suitable cases for delegating much of the 
practical care of the service to some of the existing authorities, within the 
counties, which have hitherto carried the responsibility and which have 
accumulated good experience and local interest. 

The maternity and child welfare clinics, although provided and maintained 
in this special way over the various parts of the Joint authority's area to 
meet the need for the link with education, will be as much a subject as any 
other part of the health service for the general plan for that area which the 
joint authority will prepare and the Minister finally settle. The sufficiency 
of the clinics, their distribution, their connection with the necessary specialist 
services and the hospitals, and the other main arrangements concerned, will 
all be covered by the wider area plan. 

What has been said of the clinics applies equally to those arrangements 
for domiciliary midwives and health visitors which need to be ancillary to 
the clinics' work, and responsibility for those will lie with the same 
authorities and be similarly affected by the general area plan. 

School Medical Service. 
In this service also the proposals need to be related to the proposals in 

the current Education Bill. The conception underlying both the Bill and 
the present Paper is that the education authorities will retain as part of 
their educational machinery the functions of inspection of children in the 
school group (the supervision, in fact, of the state of health in which the 
child attends school and of the effects of school !if~ and activities on the 
child's health), together with the important function of using the influence 
of the school and the teacher and the whole school relationship with child 
and parent to encourage the recourse of the child to all desirable medical 
treatment. But, as from the time when the new health service is able 
to take over its comprehensive care of health, the child will look for its 
treatment to the organisation which that service provides-and the education 
authority, as such, will give up responsibility for medical treatment. 

Tuberculosis dispensaries and other infectious disease work. 
The local tuberculosis dispensaries will in future be regarded as out

patient centres of the hospital and consultant service, and responsibility 
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for them will normally rest directly with the joint authority dealing with 
the whole of this aspect of the new service over its wide area. Just as 
it will be the aim to enable the main sanatorium and hospital treatment 
of tuberculosis to be more fully related in future to other specialist aspects 
of the diagnosis and care of diseases of the respiratory tract generally and of 
orthopredic conditions, so it will also be essential to develop the local tuber
culosis dispensaries as specialist out-post centres of the same service, where 
the physician has charge of-and direct access to-hospital and sanatorium 
beds and where the same consultants cover both in-patient and out-patient 
activity. The physician in charge needs particularly to concern himself 
also with the social and home conditions of his patients in tuberculosis, 
but it is not proposed that such activities as the securing of appropriate 
housing for the tuberculous shall pass with the dispensaries to the new 
joint authority. In· such matters the physician in charge must look to the 
local authority normally concerned with these things. 

All isolation hospital responsibilities will similarly pass, under the pro
posals earlier explained, to the new joint authority as part of the general 
hospital problem of its area. But there will remain a field of day-to
day epidemiological work-many of the measures dealing with the notifica
tion of the diseases, the local control of the spread of infection, and 
environmental factors affecting this, which are the subject of statutory powers 
under the Public Health Acts already-which can still be suitably carried 
out locally in the different parts of the joint authority's area, although it 
will probably be found that most of these activities should in future be 
centred in the county and county borough councils rather than distributed 
more widely, as they are now, over the districts of the minor authorities. 

In epidemiology in its wider sense there will be some activities which must 
be organised on a full national basis, rather than locally, and here the valuable 
experience of the Emergency Public Health Laboratories will be a pointer 
to future development. 

Cancer diagnostic centres. 
Responsibility for the local centres of diagnosis and advice which were 

contemplated when the Cancer Act of 1939 was passed, and which have 
had little chance to develop substantially during the war, will pass with 
the other responsibilities of that Act to the new joint authorities as a part 
of the general hospital and consultant service. 

Mental clinics. 
Local mental clinics are essentially an out-patient activity of the hospital and 

consultant service-like the tuberculosis dispensarieS-and responsibility for 
these clinics will therefore belong to the new joint authority in its general care 
of mental health. 

Venereal diseases. 
The allocation of the present service for venereal diseases between the county 

and county borough councils and the new joint authority presents peculiar 
difficulty. In one sense it is essentially a clinic service which can continue to be 
locally organised within the framework of the new area plan, and which-it is 
arguable-need not be regarded as essentially part of the wider hospital and 
consultant field. The newly developing use-started during the war-ef the 
help of individual general practitioners to supplement the work of the clinics 
lends some ~in~ t~ th~. On the o~e: hand it is a service requiring a high 
degree o! specialiSation m !uture, and 1t IS as a matter of convenience one which 
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is usually attached to hospital premises; these are factors which point to asso
ciating it directly with the re-organised hospital service. It is something of 
a " border-line " case, in fact, and will be best left to the settlement of the 
area plan in each case to determine. 

New services likely to develop. 
A full home nursing service must be one of the aims of the new re

organisation. How far it needs to be directly provided by public authority, 
or indirectly by public arrangements made with other bodies, or both, will 
be matters for discussion. Its object must be to ensure that all who need 
nursing attention in their own homes will be able to obtain it without charge. 
Responsibility for securing this will normally be exercised by the individual 
county and county borough council; within the general area plan. 

The fact that there must be delay in reaching a stage at which general 
dental and ophthalmic services can be provided for all has been referred to 
earlier in the Paper. Nevertheless, nothing less must be the object in view 
and the best ways and means will need to be discussed in detail with the 
dentists and doctors and others concerned. For some time dental care, 
at least, will have to be concentrated on the present priority classes-and 
particularly on the children and ·adolescents. These are matters on which, 
so far as dentistry is concerned, the views of the Teviot Committee, already 
referred to, will have a valuable bearing and must be awaited. But it is clear 
that one of the main calls at first will be on the clinics and similar services 
for the pre-school and school child. 

The new service of the Health Centre for general medical practice bas 
already been considered, and when it comes into operation it will normally 
be the county or county borough council's function to provide and maintain 
the Centres. 

Medical research. 
A valuable part of the medical research carried on in this country is 

conducted in the hospitals, and in close association with the day-to-day 
work of the hospitals. It has been the policy of the Medical Research 
Council-the body set up under Royal Charter and under the auspices of 
the Committee of the Privy Council for Medical Research to guide and stimulate 
and co-ordinate research-to encourage this work in the hospitals themselves 
and to assist it financially. Generally, it is felt that this is a more fruitful 
method of securing valuable results than the alternative method of multiplying 
special State institutions for the purpose, and it is of first importance that 
it should continue and develop, both in the municipal and in the voluntary 
hospitals and institutions. It does not appear to require any new express 
authority, and the powers of local authorities under statute and of voluntary 
hospitals under charters or trust deeds or other instruments seem to be already 
sufficient. 

The Part of Medical Officers of Health and others. 
Whatever changes there may be in the scope of the health services locally 

provided and in the local organisation for providing them, it is clear that 
there will be an even more important part in the future than there has been 
in the past for social medicine and the medical organisation of public health. 
The new service will make great calls upon all those medical men and women 
already .eng:aged in ~e work o~ local hea!th auth.oriti~, ~d upon all those 
who assiSt m the ancillary services now; JUSt as 1t Will gtve new scope and 
better opportunity not only to those already engaged but to newcomers to 
this branch of professional life. 
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VII. 
THE SERVICE IN SCOTLAND. 

What has already been said with regard to the present state of the health 
and medical services, the chief deficiencies in the existing arrangements, and 
the general shape of a comprehensive service which would make good these 
deficiencies applies equally to Scotland as to England and Wales. 

The general administrative structure of the service in the two countries, 
however, cannot for various reasons be the same. The development of the 
health services has not been entirely uniform up to the present time; here and 
there differences occur in the scope and organisation of corresponding services; 
and each country has services for which there is no counterpart in the other. 
The most important of these differences are described in Appendix A. The 
reason why the new service, although the same in scope and objects in both 
countries, cannot be organised on entirely similar lines is that account must 
be taken of certain differences of geography and local government structure 
in Scotland, as compared with England· and Wales. For example about So 
per cent. of Scotland's population is concentrated in about 17 per cent. of the 
total area of the country, across its industrial " waist." Outside the industrial 
belt are large and for the most part sparsely populated areas. Of the 55 
existing health authorities in Scotland only 10 have populations of more than 
100,000 and 32 have a population under 50,000. Against this, the population 
of England and Wales is on the whole much more urbanised and the local 
government units are larger with correspondingly greater resources. 

CENTRAL ADMINISTRATION. 

There will be no substantial difference in the central machinery to be set 
up in Scotland as compared with England and Wales. 

The Secretary of State will be directly responsible to Parliament for the 
administration of the new service and will exercise his functions through the 
Department of Health for Scotland. 

A Central Health Services Council for Scotland will be set up by statute with 
the same kind of constitution, powers and functions as the corresponding 
Council in England and Wales. It will consist of representatives of the 
medical, dental, pharmaceutical and nursing and midwifery professions and 
of the voluntary and municipal hospital authorities in Scotland, appointed 
by the Secretary of State after consultation with the organisations represented, 
and the Council will select its own chairman. It will advise the Secretary 
of State on any technical aspect of the service, either in response to a request 
for advice from the Secretary of State or on its own initiative, and the 
Secretary of State will be required to submit to Parliament annually a report 
on the Council's work during each year. 

Similarly, Scotland will have a separate Central Medical Board to act 
on behalf of the Secretary of State in the day-to-day administration of the 
general practitioner service. This Board will perform the same functions 
as the corresponding English organisation described in chapter v 
and. lik7 that organisat~on it will be created mainly from the medical prO: 
feSSlon 1tself. There will clearly have to be the closest liaison between the 
two. B~rds to secure ?niform ad~nistration of the general practitioner 
servtce m the nyo countries, and special arrangements will have to be made, 
by a common list of doctors and m other ways, to deal with the movement 
of doctors from one country to the other. 
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LOCAL ORGANISATION. 
It is in the local organisation of the service that the arrangements proposed 

for England and Wales must be modified to suit the special circumstances 
prevailing in Scotland. In England and Wales it is proposed to define areas 
of suitable size and resources for the . direct administration of the 
hospital and consultant branches of the service and for the local planning 
of the service as a whole, and to secure suitable authorities to carry 
out these tasks by the combination of existing authorities in the 
area. To do this in quite the same way in Scotland would usually 
be out of the question since the areas which would have to be defined 
for the purpose would be so big as to be quite unwieldy and indeed 
destructive of local government administration. The point can probably best 
be illustrated in relation to the hospital service. Successive Committees on 
hospital problems have emphasised the need for planning and co-ordinating 
the hospital service in Scotland over wider areas, and for this purpose have 
recommended the selection of the four natural hospital regions based on the 
Cities of Glasgow, Edinburgh, Aberdeen and Dundee, where the key hospitals 
as well as the medical schools are to be found. with a fifth based for geo
graphical reasons on Inverness. While areas of this size are necessary for 
the planning and co-ordination of a comprehensive hospital service, they are 
clearly too large for local government purposes. This means that co
ordination of the hospital service and responsibility for its actual provision 
have in Scotland to be separated in a way which does not apply to England 
and Wales. 

As will be seen, these special requirements in the hospital service must to 
some extent affect the local organisation of the other branches of the new 
service as a whole, and in particular it is proposed that the scope of the 
duties of the new Joint Hospitals Boards in Scotland shall not extend beyond · 
the hospital and auxiliary services.; 

Administration of the hospital and consultant service, 
It is intended to adopt the recommendations made by various Committees, 

including the Committee on Scottish Health Services and the Hetherington 
Committee, that a Regional Hospitals Advisory Council should be set up 
in each of the five hospital regions referred to. The Council will consist 
of members nominated in equal numbers by (i) the new Joint Hospitals Boards 
of combined local authorities in the region, and (ii) the voluntary hospitals, 
with an independent chairman to be appointed by the Secretary of State. In 
addition, it can include a small number of representatives o! the medical and 
medical-educational interests of the region. 

The functions of the Councils will be consultative and advisory. They will 
advise the Secretary of State on the measures necessary to secure the co-ordina
tion of hospital planning within the region. 

A further important function which the Councils will perform will be 
to advise the Secretary of State on the co-ordination of the consultant 
service between the hospitals and other services, and they might, through 
sub-committees, also advise hospital authorities on the filling of vacancies in 
consultant and senior hospital appointments. 

Next, it is proposed to set up Joint Hospitals Boards formed by snch combina
tions of neighbouring major health authorities as are found necessary to ensure 
that an adequate hospital and consultant service is provided for each combined 
area. In one or two areas where circumstances are suitable, and where the 
population is large enough and the resources adequate to support a satisfactory 
hospital service, the major health authority will continue to be the hospital 
authority without combination with any other local authority. -
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The Joint Hospitals Boards will be compo_sed entirely o! rep~esentatives 

from the county councils and the town counclis o~ large burghs m. ~~ area 
concerned. They will take over the who_!~ own~rship of and res~OSibility for 
the hospitals of their constituent au~onties,. will be c~arged With the. statu
tory duty of securing a proper ~osp1tal sen:"1ce for ~err <1rea-by therr own 
provision and by arrangements With other Jomt Hospitals Boa~s .o.r voluntary 
hospitals and will in fact be, so far as executive resJ?O;'lS'bility f.o~ ~e 
hospital service is concerned, the counterpart of the new JOmt authonties m 
England and Wales. 

The Joint Hospitals Board will have the duty of preparing a scheme for 
the hospital services of their area, after consultation with the voluntary hos
pitals. They will be encouraged also to consult the Regional Hospitals Ad
visory Council at this stage to secure the fullest measure of agreement between 
the scheme and the wider regional arrangements proposed by the Council. 
The Joint Hospitals Board will then submit their scheme to the Secretary 
of State who will consult the Regional Hospitals Advisory Council to obtain 
their final views before deciding to approve or amend the scheme. 

As will be seen, these Joint Hospitals Boards will also be charged with 
responsibility for the administration of certain clinic services, such as the 
tuberculosis dispensaries, which can be regarded as essentially a part of the 
hospital service. 

Administration of the clinic services. 
The arrangements proposed for the clinic services in England and Wales will 

be modified in their application to Scotland. This is necessary because, unlike 
the new joint authorities to be set up in England and Wales, the Joint Hospitals 
Boards in Scotland will not have planning functions outside the hospital service. 
In these circumstances the following arrangements will apply. 

Responsibility for the administration of the school health service with its 
numerous clinics will remain with the education authorities, namely, the 
county councils and the town corincils of Edinburgh, Glasgow, Aberdeen and 
Dundee, but these authorities will be expected to use the treatment services 
provided under the new scheme. · 

No~ally the or~ary. lo~ clinics such ~- those for the maternity 
and child welfare serv1ce, mcluding ante-natal clinics, for the venereal disease 
service and for scabies will remain with the existing major health authorities 
namely, the county councils and the town councils of the large burghs which 
correspond in Scotland to the county and county borough councils in England 
and Wales. These authorities will normally retain responsibility for the mid
wifery and health visitor services. On :the other hand, there are certain clinic 
services which are more nearly allied to the hospital service than to a clinic 
service. The most notable examples of this category are the tuberculosis 
dispensaries and cancer clinics. The administration of these " out-post " 
clinics will be entrusted to the new Joint Hospitals Boards as being ancillary 
to their main function of hospital administration. 

No further change of general scope will be undertaken with regard to the 
clinic service. As recommended by the Committee on Scottish Health Ser
vices, howev~r, it !s proposed to sl;r~gthen the powers of the Secretary of 
State to requrre maJor health authonties, after a public local inquiry has been 
held, to combine for any purpose where this is proved necessary for the 
efficiency of the new health service as a whole. In this way it will be possible 
to leave essentially local clinic services with the major health authorities while 
securing an adequate safeguard that, should the need arise in the public 
interest for a combination of local authorities in any area for any specific 
purpose, effective machinery will be available !or the purpose, 
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The responsibility for any new clinic services will be determined by their 

particular function : if they are purely local services they will be entrusted 
to the existing major health authorities, while if they are allied to the hospital 
service they will probably be entrusted to the Joint Hospitals Boards. 

Administration of the general praetitioner service. 
There will be a difference between the two countries so far as the pro

vision, equipment and maintenance of Health Centres are concerned. In 
England and Wales this responsibility will rest normally with the county or 
county borough councils. In Scotland, however, the smaller size of the 
problem, the geography and the distribution of population suggest that the 
whole country can more conveniently be regarded as one area for this 
purpose, and the Centres-where they are decided upon-an be provided 
by the Department of Health itself, at least in the initial and experimental 
years. Having in view the nature of the local organisation of the health 
service generally, which is proposed for Scotland, it seems desirable that 
the provision, equipment and maintenance of Health Centres should be 
administered centrally in the general practitioner service. The Secretary of 
State will be empowered, however, to delegate any of his functions with 
regard to the provision of Health Centres to a local authority where he thinks 
this to be desirable. 

Local Medical Services Committees. 
The local organisation already described will secure effective liaison between 

the hospital and consultant services on the one hand and the local authority 
clinic services on the other. There remains the general practitioner service. 
For the purpose of linking that service with all the other parts of the new 
service as a whole, there will be set up, over the same areas as those of the 
Joint Hospitals Boards, new advisory bodies to be known as Local Medical 
Services Committees. 

These will be to some extent similar to the Local Health Services Councils 
proposed for England and Wales, but with differences of function and of 
organisation to suit the different local arrangements in the two countries. 
They will be primarily advisory bodies, but because of the vital role which 
they will play in linking up the various branches of the health service in their 
areas they will ·need t.D mclude not only professional but local authority 
representatives. · 

The Local Medical Services Committees will consist of representatives of all 
the local health authorities in the area, of the local medical, dental, pharma
ceutical and nursing professions, and of other interests closely concerned 
with the health services. The Committees will be able to appoint such sub
committees, professional or general, as they find desirable. 

The primary function of these Committees and of their professional sub
committees will be to advise the Secretary of State on any questions affect
ing the local administration of the general practitioner service and its relation
ship to the other health services. As, for reasons given, the Joint Hospitals 
Boards .will be concerned with hospital and consultant services only and not 
with the health services as a whole, the Secretary of State will look to these 
CommitteeS-So far as the general practitioner service is concerned-for 
information and advice on the sufficiency and distribution of doctors in any 
area, the need for Health Centres, and other relevant matters. 

The Committees will also provide a suitable means of liaison between 
the general practitioner service and the local clinic and hospital and con
sultant services being carried on in their areas by the local authorities and the 
Joint Hospitals Boards. For example, they will be able to advise the 
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Secretary of State on methods of effecting the closer lia.i.son between the 
family doctor, the child welfare clinics and the hospital, as for-:cast by the 
Orr Report on Infantile Mortality. They will be there to adv~ all thos_e 
authorities as needed and will be able also to send representatives to Sit 
with the larger Regi~nal Hosj?itals Advisory Councils to assist-with. their 
right of directly expressing theu views to the Secretary of State at any time
in making the liaison complete. 

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

Vlll. 
PAYMENT FOR THE SERVICE. 

The cost of the comprehensive health service will mainly fall upon central 
and local public funds. The ways in which it might be shared between the 
exchequer and the local rates, and other financial aspects of the service 
generally, are considered in the Financial Memorandum appended (Appendix 
E). 

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

Hospitals in the scheme will, as explained, receive from central funds 
payments which will include their share of the money representing the social 
insurance contributions of the public, so far as this is attributable to hospital 
services. This share can be payable on a bed-unit basis, according to the 
number of beds put into the service by each hospital under each area plan
except that the share of the voluntary hospitals can, if they wish, be pooled 
and redistributed in the manner earlier mentioned. 

The voluntary hospitals will receive in addition fixed service payments 
from the new joint authority in re~pect of all services which they render to 
the sche!'le. For the ~est, they will meet f:be co~ts of their participation in 
the seiVlce out of their normal resources, mcludmg charitable subscriptions 
and donations, on which their voluntary status depends. The position of 
medical teaching will be specially considered. 

~e joint autho~ities will receive f~o~ central funds the bed-unit payments 
which mclude therr share of the SOCial Insurance contributions attributable to 
hospital services. Otherwise their expenses in the service-including their 
service payments to voluntary hospitalS-will be met partly out of rate 
resources and partly out of central funds. For their rate revenues the joint 
~uthoriti~ will depe_nd upon precept upon the counties and county boroughs 
mcluded m each JOmt area. The county and county borough councils will 
receive exchequer aid to.wards the cost of meeting these precepts and their 
own expenses m the seiV!ce. 
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IX. 
GENERAL SUMMARY. 

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

I. Objects in view. 
(I) To ensure that everybody in the country-irrespective of means, age, 

sex, or occupation-Shall have equal opportunity to benefit from the best 
··- and most up-to-date medical and allied services available. 

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

(3) To divorce the care of health from questions of personai means or 
other factors irrelevant to it; to provide the service free of charge (apart from 
certain "possible charges in respect of appliances) and to encourag~ a new 
attitude to health-the easier obtaining of advice early, the promotion of good 
health rather than only the treatment of bad. 

2. General principles to be observed. 
(I) Freedom for people to use or not to use these facilities at their own 

wish; no compulsion into the new service, either for patient or for doctor; no 
interference with the making of private arrangements at private cost, if 
anyone still prefers to do so. 

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

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

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

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

3· General method of organising the serviee. 
(I) The maximum use of good existing facilities and experience; no un

necessary uprooting of established services, but the welding together of 
what is there already, adapting it and adding to it and incorporating it in 
the larger organisation. 

(2) The basis to be the creation of a new public responsibility; to make it 
in future somebody's clear duty to see that all medical facilities are available 
to all people; the placing of this duty on an organisation answerable to the 
pub.lic in ~e democratic way, while enjoying the fullest expert and pro
fe5Slonal gwdance. 
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'(3) Some temporary limitations of ~e full service inevitable-e.g. in 

dentistry (owing to insufficient dentists), ~ophthalmology and perhaps else
where; but the design to be compreheilSlve from the outset, and to be ful
filled as fast as resources and man-power allow. 

(4) The :first step to be the making of positive pl3;ns for each ~ of the 
country determining what is needed for all people m that area; this to be 
followed by measures to ensure that what is needed is then secured. 

(S) A combination, for all this, of central and lo;aJ responsi~ility, to 
ensure that both general national requirements and varymg local reqmrements 
are equally met. 

4· The administrative orgllllisalion; central and local. 
{I) Central. 

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

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

(iii) A special executive body to be also set up, composed in the main 
of members of the medical profession; to be known as the Central Medical 
Board, and to act under the general direction of the Minister; to be the 
" employer " body with which the general practitioner enters into contract 
in the new service, and to concern itself with the distribution and welfare of 
practitioners and assistants, -

(2) Local. 
(i) Local organisation to be based on the county and county borough 

councils, operating in their normal local government areas where possible, 
but combining as joint authorities over larger areas where necessary. 

(ii) Areas of suitable size and resources for the operation of a full hospital 
service of all kinds, to be designated by the Minister after consultation with 
local interests. 

(iii) For each of these new hospital areas a joint authority to be con
stituted, being a combination of the existing county and county borough 
councils in the area; in the few cases where the area may coincide with 
an existing county area, the authority to be the county council of that area. 

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

(v) Existing county and county borough councils, while combining for 
these duties of the new joint authority, to be responsible severally for local 
clinic and domiciliary services not belonging to the hospital and consultant 
sphere, within the general area plan; the responsibility for child welfare to 
be assigned broadly on the same lines as responsibility for child education. 
General medical practice to be the subject of special organisation, partly 
local, partly central. 

(vi} In each joint authority area, to be a local consultative body 
for voicing professional guidance on technical aspects of the service; to be 
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known as the Local Health Services Council; to serve a similar purpose 
locally to the central professional body already described; to advise both 
the joint authority and the county and county borough councils, and to be 
free to express advice and views to the Minister. 

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

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

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

6. Provision of the various parts of the service nnder the plan, 
(I) Hospital and Consultant Services. 

(i) To be the duty of the joint authorities themselves to secure a com
plete hospital and consultant service for their area.-including sanatoria, isola
tion, mental health services, and ambulance and ancillary services-in 
accordance with the approved area plan. 

(ii) The joint authorities to do this both by direct provision and by 
contractual arrangements with voluntary hospitals (or with other joint 
authorities) as the approved area plan may indicate. 

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

(iv) The voluntary ho5pital sysi..Jm to continue side by side with the 
publicly provided hospitals; voluntary hospitals to participate, if willing to 
do so, as autonomous and contracting agencies; if so, to observe the 
approved area plan and to perform the services for which they contract 
under that plan, and to receive various service payments. 

(v) All hospitals, municipal or voluntary, taking part in the service to 
obsei'I(e certain national conditions (e.g. as to remuneration of nurses, 
appointment of consultants); these conditions being centrally prescribed. 

(vi) Spe-ial provision to be made for inspection of the hospital service, 
through selected expert personnel (some part-time) working in panels over 
different parts of the country. 

(vii) Consultant services to be made available to all, at the hospitals, 
local centres or clinics, or in the home, as required; to be based on the 
hospital service, and arranged by the joint authority, either directly or 
by contract with voluntary hospitals under the approved area plan. 

(viii) Measures for improving the distribution of consultants, dealing 
with methods of appointment and remuneration, and relating this to 
other branches of the new service generally, to be considered after the 
report of the Goodenough Committee, but general direction of changes 
to be:-

(a) Consultants taking part to be remunerated in future (usually 
by part-time or whole-time salary) by the particular hospital or hos
pitals with which they are assoaated under the area plan; standards 
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of remuneration to be centrally settled in consulfalion with the 
professioq. · 

(b) New arrangements ~or secw:ing proper stan?ards for C<?nsultant 
appointments in the servtce, .posstbly. through smtab}e machinery set 
up to advise all hospitals making appomtments of semor staff. 

(2) General medical practice. . 
(i) The Minister, with the new Central Medical _l~oard, to _undertake 

nationally the main arrangements for a. general practitioner se~ce f<;>r the 
country, through which anyone who W1ShtJl! to do so c~ associate .himself 
with a " family doctor " of his oWI1 cho1ce and obtam the advtce and 
treatment of that doctor at home or at his present consulting room or at 
a specially provided and equipped consulting room in a Health Centre, 
as the case may be. 

(ii) These central and nation3.1 arrangements to cover terms of service, 
remuneration of doctors from public funds, and other general aspects of 
organisation, and the individual doctor to be in contract with the Central 
Medical Board. 

(iii) The joint authority in each area to have the duty of:-
(a) including in their area plan an assessment of the needs o! their 

area in general medical practice; 
(b) keeping these needs under review and bringing to the notice 

of the Minister and the Central Medical Board any general features 
or requirements of the general practitioner situation in the area which 
they consider to need attention; 

(c) ensuring that general medical practitioners taking part in the 
service in the area are acquainted with hospital and consultant and 
other services available under the area plan, and that they are able 
(as, under their terms of service, they would be required) to use those 
services for their patients. 

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

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

(vi) Existing practitioners to be able to participate in the new service in 
their present areas of practice, and wher~ they do so from their own 
consulting rooms to be normally remunerated on a capitation basis 
(though other methods to be considered in certain cases if desired by the 
practitioners themselves). Where they participate in group practice in 
Health Centres, remuneration to by salary or similar' alternative. 

(vii) Practice in the public service not to debar a doctor from private 
practice for such patients as may still request this. 

(viii) Appropriate limits to be fixed to the number of persons whose care 
a particular. doctor c:m undertake, taking into due account the extent of 
pnv3;te medi~al practice .and th~ c;ans made uP<?n a doctor's time by other 
public. appomtments;. ':llgher limits where ass!stants are engaged; more 
regulation of the conditions of the employment of assistants in the service; 
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a requirement that newly qualified doctors shall normally serve a period as 
assistants before practising on their own in the new service, and power for 
the Central Medical Board to require them to give full time ~ the public 
service in their early years if necessary. 

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

(x) Compensation for loss of selling value of practices to be payable 
where a doctor transfers his public practice into a Health Centre, or, where 
a public practice falling vacant is not allowed to be refilled by the Central 
Medical Board. 

(xi) Superannuation to be provided for. doctors practising at Health 
Centres and, if practicable, for doctors participating in the service in 

. other forms of practice. 
(xii) The question of the sale and purchase of public medical practices 

in future to be discussed more fully with the profession. 

(3) Clinic and other local services. 
(i) To be the duty of the joint authority to deal in its area plan with 

all necessary clinic and other local services (e.g. child welfare, ante-natal 
and post-natal clinics, home nursing, health visiting, midwifery and others), 
and to provide for the co-ordination of these services with the other services 
in the plan. . 

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

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

(iv) Child welfare duties always to fall to the authority responsible for 
child education under the new Education Bill, but to be as much the 
subject of the " area plan " as any other branch of the service. 

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

7. The service in Scotland. 
(I) The scope and objects of the service to be the same in Scotland as in 

England and Wales, and the foregoing proposals to apply generally to both 
countries-but subject to the differences below. 

(2) Certain differences in detailed application in Scotland, due to special 
circumstances and geography and existing local government structure there; 
differences mainly affecting the arrangement of responsibility, central and 
local, for planning and carrying out the service. 

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

on the following lines :-
(a) Regional Hospitals Advisory Councl!s to be set up for each of fi.ve 

big regions; to consist of equal representation of the ~ew local authonty 
Joint Hospitals Boards (below) and of voluntary hospitals; also represen
tation of the Local Medical Services Committee (below) and of medical 
and medical-education interests; independent chairman to be appointed 
by Secretary of State. 

Councils to be advisory to Secretary of State on the co-ordination of 
the hospital and consultant services in each region. 

(b) Joint Hospitals Boards to be formed by combinations of neighbour
ing local authorities (county councils and town councils of large burghs), 
to ensure an adequate hospital and consultant service in their areas; 
these to take over all responsibility for the hospital services of the con
stituent authorities (including services like the tuberculosis dispensaries, 
which essentially belong to the hospital and consultant field) and also 
to arrange with voluntary hospitals. 

These Joint Boards to prepare a scheme for the hospital service of their 
areas, to submit this to the Secretary of State, who will consult the 
Regional Hospitals Advisory Council before deciding to approve or 
amend it. 

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

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

(d) Local Medical Services Committees to be set up over the same areas 
as the Joint Hospitals Boards; to be advisory bodies; to include repre
sentation of all the local health authorities and of local medical, dental, 
pharmaceutical and nursing professions and other interests; free to 
appoint smaller sub-committees and groups, as found desirable. 

These Committees to advise the Secretary of State on local administra
tion of the general practitioner service; also to provide liaison between 
the different branches of the service. 

(5) Central provision of Health Centres more suitable in Scotland owing 
to the smaller size of the problem and the special circumstances of geography 
and distri~ution o~ pop~ti~n-with a power to the Secretary of State to 
delegate his functions m this respect to a local authority, where found 
desirable. 

8. Financial. 
(i). The service t!> be free. to :"-~· apart from possible charges for certain 

appliances. Questions of disability benefits, for those ill at home and for 
those in hospital, to be dealt with in later proposals on social insurance. 

(ii) Cost of the service to be met from both central and local public 
funds. These arra~gements, as affecti~g the various local authorities and 
the voluntary hospitals, are fully considered in a special financial memo
randum appended. 
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APPENDIX A. 

THE EXISTING HEALm SERVICES. 
GENERAL SURVEY OF THE PRESENT SITUATION AND ITS ORIGINS. 

ENGLAND AND WALES. 
Before the nineteenth centnry there was little regular intervention by 

public authority in the personal health of the people, which was left to rest in 
the main on private arrangements and on various forms of charity and voluntary 
organisation for relief. The early nineteenth centnry brought the beginning of 
full-scale attempts to protect and relieve the destitute (and as a corollary to tend 
the destitute sick) and also a quickening of interest in the welfare of the younger 
generation, particularly in the supervision of child labour in industry. As the 
century went on, more attention began to be given to the environmental con
ditions of health, to sanitary services, drainage, water supply, street cleaning and 
the whole make-up of public hygiene, and to the idea of local government 
responsibility in matters of public health-while measures for the prevention of 
the major infectious diseases, including notification and isolation, became more 
and more the subject of public regulation and concern. It was not, however, 
until the present century that the public provision of direct services for personal 
health began to get into its real stride, and began to evolve the wide variety of 
services which are now familiar-like the services for maternity and child weUare, 
midwifery, tuberculosis, the health of the school child, the National Health 
Insurance scheme, venereal diseases, and the provision of general hospitals by 
public authority for others than the destitute sick. 

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

It is worth looking at these principal pieces in more detail-to make a survey 
of how the ordinary man and woman and child can at present get the various 
medical services which they need. 
General Medical Care. 

To the individual the natural first-line resource in all matters of personal health 
is the general practitioner-the personal medical adviser, the " family doctor." 
With one important exc"Ption (and a few minor ones) the relationship of 
the ordinary member of the public to the general medical practitioner has 

· been, and is now, a matter of priv>te arrangement. He makes his own choice 
of doctor, from among those who happen to be accessible to him, seeks his 
advice and attention when he wish.,. to, and pays whatever private fees the 
doctor is accustomed to charge him. The relationship is a purely personal one 
between doctor and patient, and no form of public organisation is involved in it. 
The general medical practitioner, for his part, pursues his profession privately and 
individually. He decides for himself where he wishes to practise, he usually 
obtains the " good-will " of an existing practice by purchase from another practi
tioner. and he practises in the open competitive market. He may choose to 
combine with other practitioners ic a voluntary partnership-and there is an 
increasing tendency to do so in recent yeam-bnt that is an individual decision 
and a matter of business agreement. The traditional basis of general medical 
practice, in fact, is one of free and private buying and selling in which the State 
does not interven&-apart from the provisions of the Medical Acts with regard 
to qualification and registration and profeooional conduct. 



54 
The earliest exception to this rule was the provision of a general practitioner 

service under the poor law. An organisation designed for the " destitnte sick," 
and including a domiciliary service, was gradually built up throughout the nine
teenth ceotnry and still gives valuable aid to those in di.fliculty. · Although gener
ally officered by part-time (or occasionally whole-time) District Medical Officers, 
it has in recent years been converted in some areas into a service of the " panel · ' 
type, in which all doctors practising in the locality can take a share. Apart from 
this limited service, arrangements for general practitioner treatment were, up to 
1912, either of a purely private kind or were organised by Friendly Societies, 
medical clubs and similar organisations. 

The National Health Insoronce service, institnted in that year, formed 
part of the provision made by the National Health Insurance Act 
for the protection of the bulk of the working population against loss 
of health and for the prevention and cOie of sickness. Broadly speaking, 
its " medical benefit " extends to the whole insDied population (some 
21,000,000 people) representing for tne most part those employed under contracts 
of service whose income is less than £420 a year. These select from the local 
panel of doctors their personal medical attendant, who can be consulted as and 
when the need arises, without fee, •nd from whom they can obtain such advice 
and treatment (including visits at their homes) as are within the ordinary scope 
of the general practitioner. Similarly. they can obtain drugs which the 
doctor considers requisite and a limited class of surgical and medical appliances, 
Provision is also made for the issue of medical certificates free of charge. Any 
doctor who so wishes has the right ';a take part in the service. The range of 
medical benefit provided by the scheme does not normally cover consultants or 
hospital services, although certain facilities for obtaining specialist advice and 
diagnostic services in di.flicult cases are afforded. The scheme is designed 
in fact for a limited object, which is to enable the great bulk of the employed 
population to get advice and treatment and necessary medical certificates from 
doctors of their own choice, without the deterrent o£ tees. This object has, on 
the whole, been fulfilled. 

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

Hospital and Consultant Services. 

For those who require hospital treatment, as in-patients or as out-patients or 
who require specialist advice beyond the ordinary scope of the general medical 
practitioner, a wide range of hospital services is available. The individual 
may, of ~o~e, choose to _enter a p~vate nursing home and to engage the services 
of .a specialist to attend !rim there--1os_t as he _may, for consultation, make purely 
pnvate arrangements Wlth the specialist at hiS home or at the specialist's con
sulting roo':". In su~ cases the . whole ":'atter is one of personal arrange
ment at pnvate cost, m which no mtervention of a publicly organised service 
arises-although the State intervenes to a limited extent to secure reasonable 
~d_ards by the registration and ~pection of nursing homes. Similarly, the 
mdiVIdual may arrange to enter a pnvate room or ward set aside in a voluntary 
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ilospital for those who want to make their own arrangements at their own 
expense. Apart from any such private arrangements as these, the public 
look to the ordinary hospital services both for hospital treatment and for 
specialist medical advice, usually arranging for either or both through their general 
medical practitioner in the first instance. 

There are two distinct systems of hospital provision in this country, running 
side by side-the voluntary hospitals and the public or municipal hospitals. 
They have quite separate origins and histories, and are quite differently organised 
and financed. In earlier years the two systems had little working contact with 
each other and each went its own way with its own kind of service to the public. 
In recent years there has been an increasing tendency for the two systems to get 
closer together, to realise their common aims in the service of the public 
and the value of a greater degree of organised partnership in improving that 
service together. But in all questions of hospital provision and of future hospital 
reorganisation it has to be clearly kept in mind that there are these two quite 
distinct systems at the moment, and that both are strongly rooted and established, 

• with their own traditions and experience. The way this has come about, and the 
extent to which each contributes in making up the present total service, are not 
always clearly kept in mind-and are wortil summarising. 

Until recent years the main burden of providing hospital treatment for acute 
medical and surgical conditions (though not so much for infectious diseases or 
mental ills) was carried by the voluntary hospitals, and rested in fact upon 
voluntary philanthropy rather than on publicly organised provision. The volun
tary hospital is, in essence, an independent charitable organisation, deriving its 
money from the voluntary subscriptions or donations or endowments of benevolent 
individuals or associations; it is administered by its own governing body or trustees 
and provides its own service to the public in its own way, subject to the conditions' 
laid down by its constitution. In origin, a few of them can trace their existence 
back to mediaeval ecclesiastical foundations, but the great majority have come 
into being during the last two hundred years. There are, at the present day, 
more than a thousand voluntary hospitals in England and Wales, and they vary 
enormously in type and size and function. Some of them are large and power
ful general hospitals of the kind familiar in London and certain of the big cities, 
with distinguished specialists and consultants available, with first-class modem 
equipment and treatment facilities, sometimes associated with well-known medi
cal schools, and drawing their patients from areas wide afield-as leading institu
tions in the medical world. Others are highly specialised hospitals, concentrating 
on particular kinds of diseases and conditions such as eye conditions, or ear, 
nose and throat complaints, or diseases of the nervous system. The 
rest cover a wide and varying range of size and function, with varying degrees 
of specialist and other facilities, including a large number of small " cottage " 
hospitals served in the main by the local general practitioners and really function
ing as local nursing homes for the mutual convenience of doctor and patient. 
Something of the diversity of size and scope o£ the voluntary hospitals is 
evidenced by the fact that, of rather more than goo hospitals in England and 
Wales of which particulars were available before the war and which provided 
about 77 ,ooo beds, there were about 230 specialised hospitals dealing mainly with 
particular diseases, and the general all-purpose hospitals numbered about 700. 
Of these 700 only some 75 were hospitals of more than 200 beds (and about 25 of 
these were teaching hospitals); some us of the rest provided between 100 and 
200 beds each; over soo had less than 100 beds, and more than half of these had 
less than 30 beds. 

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

31032 A 5 
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From the lime of the earliest poor-houses it was usual to provide some sort of 

public accommodation for the destitute sick. Out of the first horrors of the 
mixed workhouse there began to emerge the notion of the separate and special 

· sick ward, endorsed by the Poor Law Commissioners and adopted more and more 
by the early Boards of Guardians; from this the wholly separate infirmary or 
poor law hospital developed-catering still in the main for the chronic and incur
able or senile cases. Standards improved, the poor law flavour diminished, and 
the interpretation of the " destitute " sick became elastic; the field of treatment 
grew and the "poor law idea as a whole became outworn as the expanding public 
health services began to oust it. This long process of over a century culminated 
at last, in 1930, in the final acceptance of the principle that general hospital 
provision was a proper activity of the major local health authorities, 
rather than of the poor law machinery. 

Since 1930 it has been the accepted function (though not the statutory duty) 
of the major local authorities-the county and county borough councils-to enter 
the field of general hospital provision for the ordinary hospital case, side by side 
with the voluntary hospitals already engaged in that field. Many of the earlier 
poor law hospitals have been taken right out of the poor law sphere and converted 
to this new and wider function, and new hospitals have been built. Some of 
the older poor law hospitals still form part of the poor law service (which has 
itseU also passed into the hands of the county and county borough councils), 
but many even of these have lost their earlier poor law atmosphere. The result 
of all this new activity is that, just before the war, there were in England and 
Wales-quite apart from special hospitals for such conditions as maternity, 
tuberculosis, or infectious diseases-nearly 70,000 beds in 140 general hospitals 
maintained by the local health authorities under public health powers, and 
nearly 6o,ooo more in 400 hospitals and institutions still administered under the 
poor law. This great pool of 130,000 beds represents a varied service, at every 
stage of development from the sick wards of an institution for the aged or chronic 
sick to. the most modem and up-to-date of hospitals with every kind Of special 
department and equipment and highly skilled stafi. 

It has for some lime been recognised that all these varying and independently 
provided hospital facilities, both in the voluntary system and in that 
of the public authorities, need a great deal more co-ordinating, and some 
supplementing, so as to ensure a right distribution of hospital accommodation 
according to local need-and so as to secure that all the types of specialised 
and· general work which the different hospitals are best qualified to perform are 
arranged in some better related scheme; in a word, to make the hospitals com
plementary to each other in a combined and balanced service. 

At present the hospital facilities to which any particular individual can get 
access, when in need, depend to a large extent on what kind of hospitals happen 
to be available in his area, on his ability-if the right hospital is not at hand
to go perhaps a long way afield and arrange for admission to one elsewhere, 
and on the extent to which his local doctor has been able by his own initiative to 
maintain personal contact with hospitals and consultants. It is not at present 
the duty of any public authority, central or local, to ensure that all the right 
kinds of hospital facilities are available and reasonably w:cessible to him or 
that every general practitioner is readily able to obtain every kind of hospital or 
consultant service which he is likely to need for his patients. The exercise by 
the major local authorities of their power to provide hospitals and the activities 
of voluntary hospitals do between them often have the result that the right 
hospital is where it is wanted and do usually have the result that hospital provi
sion of some kind is available in every area. But these present· powers and 
activities do not extend to any duty to review all branches of the local hospital 
service and to see that they are so adjusted to each other-and if necessary so 
supplemented-that the total service available corresponds, both in kind and in 
quality, with the likely demands upon it. The anomalies of large waiting lists in 
one hospital and suitable beds empty at another, and of two hospitals in the same 
area running duplicated specialist centres which could be better concentrated in 
one n;>ore !llg~y eq?ipped ":"d stafi~ centre for the area, are largely the resnlt 
of a mtuation m which hospital serv1ces are many people's business but nobody's 
full responsibility. 
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When admitted to hospital in the ordinary way, the patient is usually expected 

to pay what he can reasonably afiord towards the cost of his treatment and 
accommodation there. Local authorities are required to make these charges 
(except in the case of infectious disease, where they have a discretion) and 
voluntary hospitals usually follow the same practice. Very often the patient 
compounds for this liability by joining one of the many contributory schemes, 
associated with voluntary hospitals, in which he pays a small sum weekly and in 
return is paid for by the scheme's fund when he is in hospital. Those schemes 
may apply only to a particular hospital or group of hoSpitals-on which he JllUSt 
then depend entirely or go elsewhere and pay what he can aflord-or they may 
(and this is the growing tendency in the more up-to-date schemes) entitle him to 
be relieved of payment in any hospital, whether voluntary or belonging to a 
public authority, in a wide variety of hospitals. 

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

Rehabilitation, 
What has come to be known as " rehabilitation " is more a process or a method 

than a separate organisation or service. But its requirements, in modem 
technique, have caused it to be so often specially and separately considered in 
recent years that it justifies special mention in this review. : · 

So far as it belongs to the sphere of the health services (it is partly a health 
problem, partly an industrial and vocational one) it rests on the principle that 
the actual mending or curing of an injury or disease is often not sufficient unless 
it is accompanied by a process of completely restorin!l: the whole of the patient's 
previous capacities-or doing so as completely as possible; i.e. restoring the whole 
of muscle tone, of full function, of general health and strength, as well as cure 
of what was wrong. It involves various processes supplementary to ordinary 
treatment, such as massage, exercise, electro-therapy and occupational therapy, 
and therefore it may often involve special accommodation and apparatus and 
stafi. Thus, while in principle it has been accepted in good surgery and medicine 
for a long time, it has still not become as much part and parcel of hospital 
and medical practice as many think it ought to be, and it is legitimate criticism 
of the existing services that they are not yet organised on the whole (although 
there are brilliant exceptions in particular areas and institutions) to give the 
scope that ought in future to be given to the rehabilitation aspect of hospital 
and medical treatment. 
· Considerable experiment has been conducted-and considerable result achieved 
..,.-in this direction by developments in particular hospitals and centres under 
the Emergency Hospital Scheme. An important review of the whole subject was 
published recently in a report of an Interdepartmental Committee on the Re
habilitation and Resettlement of Disabled Persons, and this report recommended 
greatly increased attention to the rehabilitation principle in any future arrange
ments of the hospital and health services. The subject is not one for any 
detailed review here, bot it has to be mentioned if only to note what has 
hitherto been a deficiency in existing services and to keep in mind the necessity 
for developing it in any reorganisation. 
Infectious Diseases and Isolation Hospitals. 

Apart from sanitary and other improvements, public action in relation to 
infectious diseases was first taken in the Vaccination Act of x!4o, providing public 
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facilities for vaccination against smallpox. In r853 provision was made for 
penalties against parents for failure to have their children vaccinated, and a 
series of enactments on the vaccination question followed right up to the present 
century. Since r8g8 it has been possible for a parent or guardian who. believes 
that vaccination would prejudice a child's health to withdraw the child from 
the application of the Acts. At the present time only one-third of the 
children bam each year are vaccinated. It is probable that the time has 
come to amend the law, and to substitute for compulsory vaccination a system 
of free vaccination for all through the family doctor, the clinic services, or 
otherwise. This is the method adopted during the present war in organising 
the immunisation of children against diphtheria. Supplies of the necessary toxoid 
have been provided free, and immunisation has been performed normally without 
charge to parents, while every method of publicity has been used to encourage 
them to take advantage of the facilities provided. By the end of I942 about 
half the child population under rs had been immunised. 

Infectious diseases are the subject of a special service of treatment in 
isolation hospitals, which is provided by the councils of the boroughs and 
urban and rural districts, but not usually the county councils. This separately 
organised service was one of the earliest of the local government medical services to 
take shape-as far back at r866. Before that, some of the charitable institutions 
had provided specially for fever or smallpox patients, and the invasions of Asiatic 
cholera which began in r83r had reinforced the arguments of the Poor Law Com
missioners that there should be more regular provision made for infectious diseases; 
but only temporary measures had been taken during epidemics under orders made 
by the Privy Council. The first real powers to provide public isolation hospitals 
began with the Sanitary Act of r866, and from then on the local authorities of the 
sanitary districts-which became in time the county borough, borough and urban 
and rural district councils-began to develop, severally or in combination, the 
system of the separate treatment of infectious diseases in isolation hospitals which 
exists to-day. In London a special Metropolitan Asylums Board was created in 
r867 for the central provision of asylums for certain of the sick poor, and it 
became in time the general provider of infectious diseases hospitals for the 
metropolis, until its services were finally transferred to the London County 
Council in 1930. In spite of the general tendency to attach public hospital 
provision to county councils and county borough councils, the county 
councils were not, prior to rg2g, brought very directly into the infectious 
diseases service, though they were given certain powers by the Isolation 
Hospitals Acts, 1893 and Igor, which have since been repealed. In rg2g, by 
the Local Government Act, they were given the function of drawing up a local 
scheme for adequate isolation accommodation in each county, in consultation 
with the county district authorities. The carrying out of the schemes has 
normally remained a function of the latter authorities, though occasionally a 
county council has undertaken the provision for the whole or part of a county. 

In r88g the sanitary authorities were authorised to make certain infectious 
diseases notifiable in their respective districts, if they so desired; before that 
notification applied only in a few areas where special powers had been conferred. 
Ten years later the notification principle was made universal throughout England 
and Wales for these diseases. Other diseases, such as tuberculosis, have since 
been made notifiable by general regulation of the Minister. Local authorities can 
also, with the Minister's approval, make local additions to the list. 

The present situation is that there are some r.soo local authorities with powers 
to provide for the hospital treatment of infectious diseases (includiog smallpox) 
in their areas. They do not all make separate and independent provision, and 
the obvious good sense of pooling resources so as to plan a more useful and 
economical service for larger areas has resulted in many of them combining 
into formal Joint Boards or less formal joint committees for the purpose. About 
Sao of them have so combined, into about r6o Joint Boards-apart from the 
other less formal combinations referred to-so that the principle of plauning 
over more suitably sized areas already exists to a considerable extent in this 
service. 

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

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

Tuberculosis. 
Public measures for the care of the tuberculous are organised under a 

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

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

Apart from actual diagnosis and treatment, the service provides-in a. degree 
varying from area. to area., and partly through voluntary Care Committees or 
similar organisation.,........ variety of supplementary services dealing with additional 
comforts, extra nourishment and clothes, training for employment, help in 
obtaining suitable housing, dental care, and other matters. Valuable pioneer work 
in rehabilitation and resettlement of the tuberculous has been done by a small 
number of voluntary organisations, eminently in two well-known village settlements 
and tuberculosis colonies. Local authorities have made full use of these facilities, 
just as for suitable types of case they have linked up with the training and 
settlement resources of the Ministry of Labour and National Service. Increasing 
interest has recently been taken in the rehabilitation of the tuberculous patient 
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(although hampered at the moment by the restricted conditions of war), "!'d 
also in new aids to early detection and diagnosis afiorded by mass miniature radio
graphy. Another recent ad van~ has been the sch~me for the payment of allow
ances to patients under observation or treatment, ID order to encourage early re
course to treatment where financial responsibilities might otherwise be an obstacle 
tending to delay it. 

For the exercise of their duties a few local authorities have com
bined .. with each other in seven Joint Boards. Some of these Boards 
have taken over all the tuberculosis services o! their constituent 
authorities; some only undertake the joint management of particnlar institutions. 
A unique experiment in large-scale combination has been in operation in W"!es 
for the last 30 years, in the King Edward VII Welsh National Memorial Assocm
tion. This was established in I9IO, as part of a national campaign against 
tubercnlosis in Wales, and its special constitution (under a Charter of Incorpora
tion) provides for the representation of all the county and county borough 
councils in Wales, and also includes co-opted members, members nominated by the 
Minister of Health and otheiS. It provides dispensaries and visiting station~ 
and some 2,000 beds in its own sanatoria and hospitals, and also arranges {or 
accommodation through other agencies. 

The tubercnlosis service-even after allowing for the indirect effects of 
improved housing and food and environmental conditions generally-has .very 
tangible resnlts to its credit over the last twenty ye&IS reflected in improvements 
in the rate of mortality from the disease. It tends to be administered as a 
separate entity, perhaps not enough related to the diagnosis and treatment of 
other chest and respiratory conditions or to the work of the general hospitals, 
because it has come into being as a separately organised service with one 
particnlar objective, 

Venereal Diseases. 
A special service for ·the early diagnosis and treatment of venereal diseases has, 

since 1916, been the responsibility of the county and county borough councils. 
It provides some 200 out-patient clinics and centres (usually by arrangement 
with local hospitals, sometimes independently) for free and confidential diagnosis 
and treatment for all, irrespective of place of residence or circum
stances. Hospital beds and hostels are nsually available for in-patient 
treatment if required. During the war the service has been supplemented by 
arrangements made, particnlarly in rural areas, t~nder which suitably qualified 
general practitioneiS give free treatment in their own consnlting rooms. Doctors 
in general practice are always at liberty-and are encouraged-to use the labora
tory and other resources of the service free of charge and to consnlt the expert 
medical ofliceiS of the service on any case under treatment. 

Cancer. 
Just before the present war the Cancer Act of 1939 put upon the county and 

COWlty borough councils a new special duty, to see that facilities for the 
diagnosis and treatment of cancer were available to meet the needs of their areas. 
The Act contemplated a new and comprehensive service for detecting and 
treating the disease, based on a local scheme wbich wonld utilise existing resources 
(in voluntary bospitals and elsewhere) and would supplement them as 11ecessary 
with new diagnostic centres and with additional treatment facilities. It w~ 
expected that, in many cases, it would be necessary for county and county 
borough councils to combine in order to operate an effective scheme over a wider 
area: and provision lor such combination was included in the Act. The whole 
setv1ce would he hacked by arrangements for access to a centralised supply 
of radium organised by the National Radium Trust and Radium Commission. 

The outbreak of war immediately alter the Act was passed, bowever prevented 
the new service from materialising-except for a few interim sche~es which 
have ~een started in some areas. Som~ special war-time arrangements, designed 
to relieve some of the cancer centres m certain large towns have been made 
through the Eme'¥ency Hospital Scheme, but these do not properly form part 
of th~ present revtew. 



61 
Mental Health Services. 

Provision for the care and treatment of persons suffering from mental disorder 
is made by local authorities under the Lunacy and Mental Treatment Acts, 
I8go to 1930. The local authorities concerned are the councils of counties and 
county boroughs, and of 15 non-county boroughs. Many of the functions are 
obligatory, particularly as regards provision for certified patients. The powers 
conferred on local authorities in regard to provision for voluntary patients and 
out-patient diagnosis and treatment are permissive; bot this part of the service 
has in fact developed rapidly since the passing of the Mental Treatment Act of 
1930. In 1941, 35 per cent. of the admissions to public mental hospitals were 
voluntary patients. Local authorities are required by these Acts to exercise 
all their powers and duties through Visiting Committees which have powers in 
regard to staff and finance that give them a certain measure of independence. 
This arrangement is a survival of an Act of 1845· Three county councils-London, 
Middlesex and Surrey-have by local Act modified this arrangement so as to 
bring the committee dealing with this service into line with the position normally 
occupied by statutory committees of local authorities. 

In this service combination between authorities is a common feature. There 
are three Joint Boards established under local Acts. These provide for the 
combination of the county council with the county boroughs in the county in 
Lancashire, the West Riding of Yorkshire and Staffordshire. Joint action has 
been taken undei the provision of the Lunacy Act by a large number of 
counties and county boroughs for the provision and maintenance of a mental 
hospital to serve the combined area.. Of IOI public mental hospitals (accommodat
ing some 130,000 patients) 42 are managed by a Joint Board or by a combination 
of two or more local authorities. The provision of a public mental hospital 
must clearly be entrusted to an authority covering a considerable area. The 
average number of beds required per 10,000 of population is about 32. The 
optimum size of a public mental hospital is between I,ooo and 1,200 beds, and 
it has been found that when the number of beds in such an institution is below 
soo it tends to become uneconomical in management. 

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

Provision for the care of mental defectives is made under the Mental 
Deficiency Acts, 19r3 to 1938. The local authorities concerned are the county 
and county borough councils. For the execution of the Acts these councils are 
required to appoint a committee for the care of defectives, some members of 
which may be co-opted. Certain of the functions are obligatory while 
others are permissive. The local authorities are required to make arrange
ments to ascertain what persons within their areas are defective and subject to 
be dealt with under the Mental Deficiency Acts. The service covers provision 
for institutional care for patients who need it and community care for defectives 
who are placed under guardianship or supervision. There are some 37,000 mental 
defectives in certified institutions, and about s,ooo under guardianship and 
37 ,ooo under statutory supervision. Some 9,500 are in public assistance institutions 
approved for the reception of mental defectives. 

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

The central supervision of the mental health services is exercised by the Board 
of Control, which was reorganised under the provisions of the Mental Treatment 
Act, 1930. The members of the Board are appointed by the Crown, on the 
recommendation of the Minister of Health, with the exception of the legal 
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member, who is appointed on the recommendation of the Lord Chancellor. The 
Minister appoints the Chairman, and ~e appoin.tment of the staff of ~e Board 
is also subject to his approval. He IS responstble for the presentation of the 
Board's estimate in Parliament, and answers questions in the House of Commons 
relating to the mental health services. He is consulted, and his directions are 
taken by the Board, on all questions of major policy. The Board exercises 
independently of the Minister certain quasi-judicial functions conferred on them 
by statute in relation to the discharge of individual patients. 

Maternity and Child Welfare. 
The health of the expectant or nursing mother and of the child under five who 

is not attending school is the subject of a specially organised maternity and child 
welfare service. This service is mainly a development of the present century, 
and particularly of the years between the two great wars. There were beginnings 
in the latter part of the nineteenth century, when concern about the high infant 
death rate led to the start of a health visiting service of women workers 
(volunteers at first, then professional and qualified visitors) who advised mothers 
:m infant welfare in their homes; it led also to the establishment of special depots 
or centres, where the mothers could attend for advice, and for milk and other 
special necessities. This work was made easier, and the way for a more organised 
service was paved, by making the notification of births compulsory-a process 
which began in 1907 and was extended in 1915. The real foundation of the present 
;ervice was, however, the Maternity and Child Welfare Act of 1918. 

The service is provided by local welfare authorities, which may be county 
councils or county borough councils or minor authorities according to circum
stances which need not be elaborated here. The actual result is that outside 
London there are nearly 400 separate local welfare authorities, of which 6o are 
county councils, 83 county borough councils, 162 borough councils, 63 urban 
district councils, and 10 rural district councils. In London the Common Council 
of the City and the 28 metropolitan borough councils are the welfare authorities. 
The service is not a duty of these authorities, but a power-although in practice 
all of them provide it, in varying degree. It is concerned to provide medical and 
general advice and attention (but not treatment, except for a few minor ailments) 
to the young child and its mother, before the child's birth and afterwards until 
it is five years old or until it attends school. The service includes the provision 
of ante-natal and post-natal clinics and welfare centres, where attendance is for 
the most part free and advice and minor treatment are given, the supply of milk 
and special foods, and the visiting and advice of health visitors at the home. 

The close connection between this service and the school medical service, which 
is referred to below, has always been recognised and under the Local Govern
ment Act, 1929, the Minister has power, on representations made by a council 
which is the education authority, to transfer the welfare functions to that council. 
When the two services are in the hands of the same body they are usually linked 
closely with each other. 

For her actual confinement the expectant mother may be helped by the welfare 
authority-through their own provision or through arrangements made by them 
with other agencies-to get admiAAion to a bed in a maternity home or hospital. 
She may, alternatively, be confined in accommodation provided as part of the 
general hospital services. Or again she may, and commouly does, have her con
finement at home, and in this case there is a separately established midwifery 
service which has grown up under the Midwives Acts 1902-1936 in the hands of 
local supervising authorities. These--for historical reasons-may or may not be 
the same as the welfare authorities; there are in fact 188 of them and they include 
62 county councils, 83 county borough councils, 39 borough councils and 4 urban 
district councils. Their original duties (which explain their title) were to supervise 
the practice of independent Inidwives in accordance with the professional rules of 
the Central Midwives Board; but since 1936 they have been charged to see that an 
adequate service of doiniciliary Inidwives is available in their area for those who 
need it, and they do this either by arrangement with voluntary organisations or 
by themselves directly engaging and employing Inidwives. Of some 16,ooo 
Inidwives in practice, nearly 2,700 are directly employed by the local authorities 
as doiniciliary Inidwives and over 5,200 are in the employment of voluntary 
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bodies, usually county or district nursing associations. Many midwives, particu
~!Y: in country areas, combine midwifery work with home nursing and health 
VlSlting. 

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

Home Nursing. 
Home nursing forms a most important branch of the health services, and one 

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

The home nursing service is for the most part provided through district 
nursiog associations, the majority of which are afliliated directly or through the 
appropriate County Nursing Association to the Queen's Institute of District 
Nursing and are under the supervision of the Institute. The district nurse is a 
familiar and welcome figure, particularly io country areas. In co-operation with 
the doctor she visits the patient's homes, tends the sick and the injured, 
and acts as adviser and educator io health matters. In many districts she acts 
also as midwife and health visitor by arrangement with the local authority. In 
all some S,ooo district nurses are at work over the whole of England and Wales. 

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

There is little doubt that, with some development, and with closer co-ordina
tion with other branches of the health services, home nursing could play an 
even greater and more useful part. The need here is for extending and strengthen
ing a service which has fully proved its value, and for linking it iotimately with 
general medical practice and with hospital treatment. 

The health of the school child. 
For the school child, over the age of five, or from the time of his first attending 

school, there has gradually developed duriog the present century a special school 
medical service. Towards the end of the nioeteenth century certain special 
provision was made for the care of blind, deaf, defective and epileptic children; 
but the origin of the school medical service may be traced directly to the 
Report of the Interdepartmental Committee on Physical Deterioration which 
was issued a few years after the South African War. As a result of this Report 
the Education (Admioistrative Provisions) Act was passed io I907 settiog up a 
regular system of medical inspection and empowering authorities to provide 
certain types of treatment. From then onwards, a system of increasing medical 
inspection and care of the health of the school child has been steadily built up. 
It is now based maioly on the provisions of the Education Act of I92I and is one 
of the subjects falliog withio the scope of the Education Bill now before 
Parliament. 
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The operations of the present school medical service are broadly of three kinds. 

First, it provides for the regular medical inspection of all children in public 
elementary schools, in secondary schools, and in certain other schools. Second, 
it provides for the medical treatment, as well as inspection, of cbildren in public 
elementary schools-but in regard to other schools there is no obligation (only a; 
power) to provide treatment. Third, it enables the educational system, with 
its regular contact with parent and cbild, to influence both in principles of 
healthy cbild life, and to assist and guide them in securing that the cbild resorts 
to the kinds of medical treatment or care that it may need. The first and last of 
these functions are essentially aspects of the educational system, as sucb, and 
it is the second-personal medical treatment-that is of most interest for the 
purpose of the present review. 

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

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

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

Dental Services. 

The existing publicly organised dental services are of several kinds and apply 
to various classes or groups of the population. ' 

Through the National Health Insurance scheme many-but not all~£ the 
21,000,000 persons insured under the scheme can get what is known 
as " dental benefit." In fact, nearly two-thirds of them or some 
30 per cent. of the population, are probably eligible for this be~efit whicb 
first began to be provided in 1921. It does not take the form of direct public 
provision of dental treatment, but of a moner payment of the whole or a part 
of the approved cost of treatment. The indivtdual obtains treatment for himself 
from any dentist who is willing tO treat him, under certain conditions and at 
certain scales of fees whicb are centrally regulated by the scheme. Most 
dentists in private practice are willing to accept the " dental benefit " patient 
in this way, although there is no obligation to do so and no " panel " system 
comparable to that on the medical side of the Insurance Scheme. Whether 
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•• dental benefit •• is obtailiable by any insured person, depends upon the ability 
of the Approved Society (or branch) to which he belongs to make payments for 
this benefit out of its surplus funds. Although probably about 13,000.000 people 
are eligible for this benefit, it is noteworthy that only some six or seven per cent •. 
of them actually claim it in any given year. 

Under the maternity and child welfare service most local welfare authorities 
arrange-in varying degree-for dental txeatment for expectant and nursing 
mothers and, where necessary, for childxen under five. The majority do this 
by providing a service directly, at their welfare clinics (or at school clinics 
dealing with older childxen), others by arranging through private dentists or 
hospitals. The service includes the provision of dentures in the majority of 
cases. No charge is usually made for fillings or extractions, but for dentures most 
authorities recover what the mother can reasonably afford. This service dates 
back to the Maternity and Chilc:l W~are Act of 1918, though its main develop
ment is more recent. 

Dental treatment is also provided as part of the arrangements for the treat
ment of tuberculosis, by the county and county borough councils. Here the 
main object is to deal with cases where the state of the teeth prevents the full 
benefit of tuberculosis txeatment (e.g., by interfering with nourishment) and, 
although this limitation is not too strictly observed, the arrangements are only 
an ancillary activity of the main tuberculosis service. The arrangements 
vary locally, being sometimes provided at the sanatoria themselves, sometimes 
at other centxes by the dentists employed for the maternity and other services 
described, sometimes by private dentists. 

In the schools the school medical services of the local education authorities 
provide dental inspection and treatment, in varying degree. School dental officers 
and dental attendants and other staff are appointed directly by the authorities. 
The work is done mainly in clinics or in certain country districts in the schools 
themselves. There is no statutory restriction on the scope or nature of the treat
ment which can be given-although it will be remembered that the school medical 
treatment service is at present a duty of the authorities only in the case of 
elementary schools, and a discretionary power in other cases. In actual fact, the 
dental service provided (every education authority has a dental scheme) varies 
within wide limits, dependent largely on the number of children who accept the 
offer of treatment, and although it does not (in the view of the Board of 
Education) represent anything hke a fully adequate service for the school child 
it was before the war one of the most rapidly expanding branches of school 
medical work. 

Apart from these publicly organised services the individual citizen most depend 
on .his own private arrangements. He may have access to special dental hospitals 
(where these exist), or to some of t.he general bospitals where he will normally 
be asked to pay what he can reasonably afford, or he may use facilities which 
some business houses or industrial organisations provide for their employees, or 
some charitable or voluntary organisation in his neighbourhood. Otherwise be 
seeks treatment privately from a dental practitioner in the ordinary way; or if 
be is in serious financial need and requires urgent treatment he may seek the 
assistance of the poor law, which in most areas will arrange (or essential treat
ment in the last resort. 
Ophthalmic Services. 

The position in regard to the public provision of ophthalmic serviceS is very 
like that in regard to dental services. " Ophthalmic benefit " onder the National 
H.a.Jth Insurance scheme is the principal method of obtaining ophthalmic advice 
and treatment and spectacles, and about half the insured groups, or some 25 per 
cent. of the population, are eligible for benefit. There are two ways in which 
spectacles are obtained-either through a medical practitioner with special experi
ence of ophthalmic work who normally gives a prescription for any necessary 

. spectacles to be made by a dispensing optician, or through a sight-testing optician. 
The Approved Society (or branch) which provides ophthalmic benefit is required 
to pay the cost of ophthalmic treatment up to a maximum amount the cost ·of an 
authorised ophthalmic examination, and the whole or part of the cost of spectacles 
if they are needed. 
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Ophthalmic treatment is open to schoolchildren through the sch~l . medical· 
service. Arrangements for this form of treatment, usually by speCl";llsts, are 
made by all education authorities. It is one of the most comp~ehenSlve of a:Jl 
branches of school medical work and provides a more comprehens1ve ophthahmc 
service than is available for any other section of the community. Apart from 
this service, only partial and irregular public faciliti~s are available, for ~ample 
through the out-patient departments of some special and general hosp1tals or 
through the poor law. Otherwise the citizen must rely on private arrangements. 

Industrial Medical Services. 

In addition to the services described there are various medical activities 
associated specially with industry and employment, which need to be mentioned 
although they are not primarily concerned with the personal medical a~vice 
and treatment of the individual but more with general welfare and the envrron
mental conditions of his work. Although they can all be referred to loosely as 
" industrial medical services ", they vary considerably in kind. 

First, the Factory Acts provide for arrangements for factory inspection which 
include medical as well as other Inspectors. The history of the direct intervention 
by the State in industrial welfare and working conditions is a long one, and 
most of it is not relevant for the present purpose. Sufficient to say that it has 
its origin, well over a century ago, in the appointment after 1802 of factory 
" Visitors " by the Justices of the Peace (mainly to enforce the legal require
ments affecting the employment of juvenile labour) and that this arrangement 
was superseded by the first Government inspectorate of factories after the Factory 
Act of 1833, from which the line of succession of the present system can be more 
or less directly traced. The first appointment of a medical inspector was not made 
until about the end of the 19th century; but the medical side of the factory 
inspectorate has since developed into an important and well-known arm of the 
service, and now occupies the whole-time services of more than a dozen medical 
inspectors. In addition. however, the Inspectorate has, for over too years, been 
assisted by part-time doctors (formerly called Certifying Surgeons, now Examin
ing Surgeons, and now numbering about 1,700) whose duties included the investi
gation of cases of accident and industrial disease as well as investigating the 
physical suitability of juveniles for factory employment and periodically examin
ing workers employed in various unhealthy processes-in connection with 
preventive measures (including, where found necessary, the suspension of 
individuals from the particular kind of work). Their investigation of accidents 
(but not of cases of disease, poisoning, gassing, and other special cases) was 
dropped in 1916, but the other sides of their work have been developing. This 
organisation is not designed to provide personal medical treatment and advice to 
the inchvidual worker; it is designed as an integral part of the highly technical 
machinery for promoting, fundamentally through the employer, safety, health and 
welfare in factories and other premises within the scope of the Inspectorate. 

Next, industrial concerns often appoint works medical officers, full-time or 
part-time, who are in a rather different position. An intermediate kind of case 
is where the firm arrange for the Examining Surgeon to carry out additional 
functions at the works, beyond those for which they are legally required to 
employ him, so that he is substantially a part-time works doctor. These 
" works doctors " are engaged mainly to • keep an expert eye on the medical 
aspects of the factory's work and hygiene, on the effects of environment upon 
the health of the workers, on the wise adjustment of types of work.to the workers' 
capacity, on arrangements for dealing with accidents and emergencies, and 

. generally for the giving of proper medical advice to the factory management. 
Before the war, arrangements of this kind were often encouraged by the Factory 
Inspectorate, and the Factories Act of 1937 gave wider powerS to the Home 
Se17etary ~ order emplor.ers to make ~gements for ·medical supervision in 
therr factones. Further, m 1940, the Minister of Labour and National Service 
made ~ Order, under Emergency Powers, requiring munitions and other firms 
to appomt works doctors if directed· to do so. Formal directions under the 



Order have not been found necessary; but, since it was made, many more firms 
have in fact appointed whole-time or part-time works doctors, so that there are 
now some 175 whole-time doctors of this kind and about 700 exercising substantial 
medical supervision in the factories on a regular part-time basis. The " works 
doctors " do not, any more than the Factory Inspectorate, exist primarily as a 
personal medical service; but in connection with their functions of advising 
the management and dealing with preventive and first-aid measures in the factory 
they often provide, incidentally and as a matter of common-sense utility, a 
certain amount of useful personal medical advice to the factory employees on the 
spot-perhaps particularly in war-time with its reduced opportunities for 
ordinary medical consultation outside working hours and its greater need for 
uninterrupted attendance at a place of work. 

The Ministry of Supply, in its capacity of factory employer, has on similar 
principles developed a medical service in connection with its Royal Ordnance Fac
tories. This service, as might be expected in a large industrial undertaking, includes 
a central organisation concerned with the general problems of the particular classes 
of factory under consideration, in which medical and other technical experts play 
their part, combined with a service of works doctors who look after conditions 
at the individual works in conjunction with other experts there, and who 
incidentally. as in other cases, give a certain amount of personal medical advice. 
Similarly, but on a smaller scale, the Air Ministry and Admiralty make arrange
ments for medical services at their civilian industrial establishments. 

For the mining industry, the Ministry of Fuel and Power has found it 
increasingly desirable to enlist the medical expert in its national organisation 
dealing with working conditions and welfare in the industry, and it also encourages 
greater use in the mines themselves of medical advice on the " works doctor " 
principle. These activities also involve some entry into the field of personal 
medical care, but they do not set out to provide any full .separate medical 
service. The miner, like other industrial workers, is within the scope of the 
National Health Insurance scheme and has recourse to hospital and other 
services on the basis already described. The Miners Welfare Commission has 
also been active in mining areas, in assisting in the provision of additional 
facilities (such as X-ray installations or physio-therapy centres at hospitals). 

Generally, in these and other industrial medical services, the picture is not 
one of personal doctoring and individual health advice organised in vocational 
groups. It is not a question of separately organised medical treatment services 
for classes of industrial· workers as distinct from the rest of the population. With 
few exceptions (like the arrangements for the police and for certain Post Office 
workers, referred to under the paragraphs on general medical attention above) 
the main health and treatment services, already summarised in this paper 
(National Health Insurance, the local authority services, the hospitals, and so 
on) apply in the main to the people or to sections of the people irrespective 
of their particular form of vocation or employment-for the most part equally 
to the worker in the field or in the mine or in the factory or elsewhere. The 
" industrial " medical services are primarily concerned with enlisting the medical 
expert in the supervision of general industrial welfare and organisation. They 
are not a direct personal treatment service, though to the extent indicated they 
are sometimes concerned incidentally with personal advice or limited treatment. 

General. 
. This, then, is a broad outline of the picture of the health and medical services
the main picture, but not by any means the whole picture. A full review would 
have to detail the multitude of voluntary and private and semi-public efforts of 
a host of associations, trusts, societies, clinics, institutions and" other organisa ... 
tions and groups, which. have sprung from private initiative or from public 
charity over a long period of years. It would have to analyse the many local 
~<ions. of both statutory and non-statutory servicea, the many different 
kinds of experuuent in grouping and combination of services locally, the attempts 
made both recentl:r "lld earlier, in different quarters, to relate separate services 
more ~osely to each OUlor. a:nd to ., rationalise ,_ the pattern here and there. 
There 1s no room to deal Wltll .u this. The general picture given is perhaps 
enough to reveal the essential features <A the present situation. 
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THE PRESENT HEALTH SERVICES IN SCOTLAND. 

GeneraL 
The health services in Scotland had the same origin and their development has 

followed much the same course as the health services in England and Wales. 
There has been the same evolution from the measures taken by public authorities 
at the beginning of last century to relieve the destitute sick, followed later in the 
century by the development of the environmental public health services and the 
treatment of infectious diseases, to the expansion of the personal health services 
in the present century. There has been the same haphazard growth of these 
services through the years, leaving much the same gaps to be filled and the same 
kind of problems to be solved. This being so, a description of the history and 
the- present state of the health services in Scotland would inevitably repeat much 
of what has already been said in this Appendix. But the development of the 
services in the two countries has not been uniform. Some of the Scottish services 
diJfer in their scope and organisation from the corresponding services in England 
arid Wales; others, such as the Highlands and Islands Medical Service, have no 
English counterpart at all. The following paragzaphs draw attention to the most 
important of these diJferences. 

LoCal Authorities. 
The Local Government (Scotland) Act, 1929, substantially reduced the number 

of local authorities concerned with the health of the people. The health services 
(excluding for this purpose the environmental services-general sanitation, water 
su'pply, drainage and housing) are now administered by the 55 " major health 
authorities," namely, the county councils, of which there are 3r, arid the town 
councils of large burghs, of which there are 24. A large burgh is one nominally 
with a population of over 20,000. The school health service, however, is adminis· 
tered only by the county councils and the town councils of the four Cities (Edin
burgh, Glasgow, Aberdeen and Dundee), which are education authorities. 

Hospital and Consnltant Services. 
In broad outline, the development of the hospital services in Scotland has been 

similar to that in England and Wales. The two hospital systems-voluntary and 
local authority-have grown up side by side in much the same way in both 
countries. But the voluntary hospitals in Scotland still provide much the 
bigger part of the institutional service for the treatment of acute medical and 
surgical condil;iom;. Before the war there were some 220 voluntary hospitals 
with a total of over 14,000 beds. On the other hand, local authorities have 
entered the •• general " hospital field only in recent years and so far have provided 
only some 5,500 beds in nine local anthority general hospitals. With one small 
exception, these hospitals are found in the four Cities. There are still about 
1,700 beds in public assistance institutions accommodating the " chronic sick " 
coming within the scope of the poor law. 

The tradition of the Scottish voluntary hospitals is to afford free treatment. 
There has been very little development of the pay-bed system; and it is not 
customary to ask the patient in ordinary wards to make a payment 
towards the cost of his treatment. While there are organised schemes in offices, 
factories and work places, for collecting subscriptions for hospitals, little bas 
been done to organise voluntary contributory schemes of the type found in 
England and Wales. Local authorities which have provided hospitals for. the 
general si~k apart from the poor law are obliged by statute to charge a reasonable 
sum to~ the cost of the ~tien!'s tr~tment. But there is no power to charge 
for the hospttal treatment of infectious dtsease. (Further reference is made below 
to infectious diseases hospitals and sanatoria.) 

Between the wars, the re-organisation of ·the Scottish hospital servic.,.. wd.S 

widely discussed and a 'number of important committees reported "" me subject. 
Considerable support has been given to the view that Scotland bOth requires and 
lends itself to a regional co-ordinated hospital service. _oomprehending both the 
voluntary and local authority hospitals. Thi• v.i~w takes account mainly of 
the fact that the country's key hospitals ... well as the medical schools are all to 
be found in the fonr Cities of Edinbu<gh, Glasgow, Aberdeen and Dundee, and that 
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these centres are natural (ocal polllts for a regional organisation. The conception 
of four hospital regions based on these Cities, with a tiftb based for geographical 
reasons on Inverness, has thus become the common currency of all discussions 
on Scottish hospital policy. The recently published report of the Hetherington 
Con:'mittee not only re-affirms this conception but makes definite proposals for 
setting up Regional Hospital Councils with primary advisory functions. 

Scotland has for long suffered from an acute shortage of hospital accommoda
tion and the waiting list problem has been serious. This gives special importance 
to the fact that the Emergency Hospital Service, organised originally for the 
treatment of air-raid casualties, has added some rs.ooo new beds to the country's 
total hospital provision. Of these, 8,ooo are in annexes at existing hospitals, and 
7 ,ooo are in seven completely new hospitals. While these beds are in buildings 
of emergency construction and while their number will be materially reduced to 
conform to peace-time standards of bed-spacing and the like, they will form a 
welcome addition to the post-war hospital service. The annexes are administered 
by the hospital authorities responsible for the parent hospitals to which they are 
attached: the seven new hospitals are directly administered by the Department of 
Health for Scotland. 

Fortunately, little call has had to be made so far on the emergency hospital 
organisation for the treatment of air-raid casualties and beds have therefore been 
free, within the limits of the available nursing staff, for other purposes. ..For 
example, emergency beds have been used to great public advantage in relieving 
the waiting lists of the voluntary hospitals: up to the end of 1943, some 24,000 
patients had been admitted for treatment from these lists. 

The existence of staffed beds in the emergency hospitals under the Department's 
direct· control with full consultant and diagnostic facilities available has also 
facilitated an interesting and succes.<ful experiment in preventive medicine, in
volving the close co-operation of the family doctor, consultant and hospital 
serviceS. This was originally known as the Clyde Basin Experiment which had 
its origin in reports received from various sources towards the end of 194r 
suggesting that war strain, long hours, and the black-out were affecting the health 
of the working population in Scotland, including that of young women who had 
entered industry for the first time. At the same time it was becoming clear that 
the man-power needs of the nation required the organisation of the civilian 
medical services on lines which would secure that early and correct diagnosis and 
treatment were available for any condition which threatened to impair the 
working capacity of war workers or to leave a war aftermath of chronic invalidism. 
Accordingly, early in 1942, the Secretary of State launched the experiment for the 
benefit of young industrial workers between r8 and 25 years of age, in the West 
of Scotland. Family doctors in the area were asked to refer to the Department's 
Regional Medical Officer patients in a debilitated state or showing symptoms sug
gesting the need for expert diagnosis. The experiment was successful from the 
start and by the end of the year it was extended to cover war workers of all ages 
in the whole of the industrial belt. It is now known as the Supplementary 
Medical Service Scheme. Under the scheme, the Regional Medical Officer, either 
himself or with the aid of consultants, makes a thorough examination of every 
case referred to him; a full range of consultants is available for the purpose. 
Where nec.,ssa.ry, the Regional Medical Officer arranges for the patient's admission 
to hospital for observation and full clinical investigation or to a convalescent 
hospital if rest or " building up " is needed. Where on medical grounds a change 
of work seems desirable the Regional Medical Officer consults the Ministry of 
Labour and National Service. A full report is furnished to the family doctor in 
every case for his future guidance and, in selected cases, follow-up work Is 
undertaken. 

Up to the end <>f 1943, some 6,300 patients had been referred to the Regional 
Medical Officers for eXAmination. The scheme has shown what can be done in 
bringing the family doctor into close and effective contact with the consnltants 
and the hospitals-<:ontacts which have evoked the warmest appreciation from 
doctors and patients alike. 

Infectious Diseases Hospitals. 
As in England and Wales, it was not until the middle of the nineteenth 

century that organised steps were first taken to deal with infectious diseases. 
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Glasgow's first municipal fever hospital was opened in i865. Two years later the 
Public Health (Scotland) Act, 1867, empowered local authorities for the first time 
to make provision for the prevention and m1tigation of epidemic, endemic or . 
contagious diseases. These powers included one to provide hospitals for the 
sick generally but by the Public Health (Scotland) Act, 1897, this power was 
limited to the provision of hospitals for those suffering from infectious diseases. 

This Act of 1897, which is still the principal Public Health statute applicable 
to Scotland, is the basis of the present system of public health administration. 
It made compulsorily notifiable throughout Scotland the diseases whlch previously 
had been notifiable only in the areas of local authorities whlch had adopted the 
Infectious Disease (Notification) Act, 1889, and it gave powers to the Central 
Department to require the notification of other diseases. Through the years the 
list of notifiable diseases has been considerably extended. 

Many local authorities combined to discharge their duties under the Act of 
18g7 with regard to the treatment of infectious diseases. The Local Government 
(Scotland) Act, 1929, in reducing the number of local authorities responsible for 
this service to 55, consequentially reduced the number of hospital combinations. 
There are now 12 joint boards providing infectious diseases hospitals on behalf of 
23 of the authorities. In all, there are 109 infectious diseases hospitals with 
about 7 ,6oo beds, excluding beds for the treatment of tubercnlosis. Sixty-six 
of the hospitals have less than 50 beds. The institutional treatment of infectious 
diseases in Scotland is entirely free. 

Tubercnlosis. ,, 
Responsibility for the treatment of tubercnlosis in Scotland is included in the 

general responsibility for treating infectious diseases laid by the public health 
statutes on the 55 major health authorities. There is no separate statutory 
provision dealing with tubercnlosis as in England and Wales and in particnlar 
there is no specific power to provide for the after-care of persons who have 
suffered from tuberculosis. 

The main features of the tubercnlosis schemes derive from the efforts of the 
late Sir Robert Philip who in 1887 laid in Edinburgh the foundation of an anti
tubercnlosis organisation based on the association of the dispensary, the sana
torium and the farm colony. The higher techniques in the treatment of tuber
cnlosis have been greatly developed since these early days, but the basic princinl"" 
of this pioneering effort still hold good. 

Local authorities were at first slow to follow Sir Robert Philip's lead. One or 
two of them in 1904 experimented with the isolation of pnlmonary tubercnlosis 
in spare wards of infectious diseases hospitals, but it was not until 19o6 that 
substantial progress began to be made. In that year the Local Government Board 
for Scotland (at that time the central Department) made pnlmonary tubercnlosis 
compulsorily notifiable and extended to this disease the statutory obligation which 
already rested on local authorities to deal with certain other infection• disea.""". 

Before the war, there were about 5,300 tubercnlosis beds in Scotland, of which 
about 4,700 were in local authority institutions. Although some of these beds 
were converted to other uses when war broke out, alternative arra.ngemenbl in
cluding the provision of beds in the Department's emergency hospitals have 
resnlted in a net increase in the available bed accommodation. ' 

The incid~nce of tubercnl~is is rela!ively h~gher in Scotland than in England and 
Wales, and tt !'as te~ded to ~crease m war-time. There are empty beds available 
for tuberculosiS patients whtch cannot be u~d for lack of nurses. This has 
produced a lengthening waiting list of sufferers requiring institutional treatment, 
one of the distressing features of the present state of the public. health. 

Venereal Disease. 
There are about 50 out-patient clinics and centres in Scotland for the treatment 

of venereal disease. Some are in voluntary hospitals but many have been specially 
provided. 

Mental Health Services. 
Provision for the care and treatment of persons suffering from mental disorder 

is made by local authorities under the Lunacy (Scotland) Acts, 1857 to 1919. 
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While these Acts make some provision for voluntary patients, no specific powers 

have been conferred on local authorities with regard either to voluntary patients 
or to out-patient diagnosis and treatment. There is indeed no counterpart in 
Scotland to the English Mental Treatment Act of 1930. Nevertheless, this part 
of the service has developed steadily in recent years. In 1942, 14.2 per cent. 
of the admissions to mental hospitals provided by local authorities were voluntary 
patients. 

There are 23 local authority mental hospitals in Scotland, of which 13 serve 
combinations of two or more authorities. The 23 hospitals had 12,800 patients on 
1st January, 1943. Four single authorities and two combinations have no mental 
hospitals of their own but depend on contracts made with the Royal Mental 
Hospitals (or AsylUillS). 

There are seven Royal (or Chartered) Mental Asylums which originated under 
endowment schemes and are the oldest of the existing institutions for the insane 
in Scotland. On 1st January, 1943, they had 5,300 patients. 

Provision for the care of mental (efectives is made under the Mental Deficiency 
(Scotland) Acts, 1913 and 1940. As in England, the war of 1914-18 checked 
developments under the 1913 Act, and institutional provision is still very in
adequate. On 1st January, 1943, there were 3,900 mental defectives in certified 
institutions and 1,750 under guardianship. Five of the 13 institutions are 
managed by joint boards or joint committees. One of the largest of the institu
tions and two smaJl ones have been provided by organisations other than local 
authorities. 

Centxa! supervision of the lwracy and mental deficiency services is the respon
sibility of the General Board of Control for Scotland, the members of which are 
appointed by the Crown on the recommendation of the Secretary of State. 

The Committee on Scottish Health Services pointed out the need for the 
revision and consolidation of the Scottish lunacy and mental deficiency laws, 
and this problem is now being considered by a Committee appointed for the 
purpose under the chairmanship of Lord Russell. The former Committee also 
emphasised that the outstanding need of the mental health service was !or a 
co-ordinated movement to deal with early mental and nervous disorders. It is 
in this field that the service has been chiefiy lacking. 

Maternity and Child Welfare. 
The local organisation o£ the maternity and child welfare service is the respon

sibility of the 55 major health authorities. There is no counterpart in Scotland 
to the minor authorities of England and Wales. 

Local authorities had no statutory powers to undertake child welfare work 
till 1915, when they were empowered by the Notification of Births (Extension) 
Act to attend to the health of expectant and nursing mothers and of children 
under five years of age. At the end of 1919 schemes for this purpose were in 
operation in areas comprising 55 per cent. of the population: ten years later the 
percentage had risen to 94 : and since the passing of the Local Government 
(Scotland) Act, 1929, the remaining 6 per cent. of the population has been 
covered. 

The scope of the service is broadly similar in the two countries, resting as it does 
on the employment of doctors, midwives, health visitors and specialists, and on 
the apparatus of clinics, centres, nurseries, maternity hospitals and homes. But 
there is one noteworthy difference. The Maternity Services (Scotland) Act, 1937, 
created a domiciliary maternity service which differs from that in England and 
Wales in that, while the English service is based on the midwife alone, the Scottish 
service is based on the doctor-midwife combination. That is to say, under the Act 
of 1937 it is now a duty on every local authority in Scotland to make available to 
all women, who are to be confined at home and who apply for the service, the 
joint care throughout pregnancy, labour and the puerperium of a doctor and of 
a certified midwife, with the advice and help. so far as it is practicable to provide 
it, of an expert obstetrician at any time if the doctor thinks this necessary. 

There are some 1,400 practising midwives in Scotland, including go whole-time 
employees of local authorities. 
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While the maternal and infant mortality rates have shown a big improvement 

over the years, the position in Scotland is still much less favourable than th~t in 
England and Wales. The recently published Report of the Orr Comm.tttee 
examines the problem of inf~t mortality in Scotl~d and, amon~ other things, 
calls attention to the poor liaison between the hospttals, the family doctor and 
the child welfare service, 

Home Nursing. 
The Queen's Institute of District Nursing have 1,050 nurses operating in Scot

land. The District Nurse plays an important part in many areas as health visitor 
and tuberculosis nurse under the local authority schemes. She has a special im
portance in the span~ely populated rural areas where clinic services are remote or 
non-existent. Under the Maternity Services (Scotland) Act, 1937, many of the 
authorities are dependent on the District Nurses for their midwife services. In 
respect of these various statutory services, the District Nursing Associations are 
subsidised by the local authorities concerned. 

The Health of the School Child. 
The first step taken in this field was the appointment in 1902 of the Royal 

Commission on Physical Training (Scotland) to inquire into the physical condition 
of school children. The Commission found that data on the subject hardly 
existed, but that army recruiting returns showed a disquieting proportion of unfit 
applicants for military service. After a medical examination of 1,200 children 
in Aberdeen and Edinburgh, the Commission recommended that school boards 
should undertake the medical inspection of school children and record the results. 
This finding was emphasised by the Interdepartmental Committee on Physical 
Deterioration in 1904. Four years later the Education (Scotland) Act, 1908, 
provided for the medical examination and supervision of all school children, and 
authorised school boards to employ doctors and nurses for the purpose. 

This was followed by the passing of the Education (Scotland) Act, 1913, which 
empowered school boards to provide for the medical treatment of children of 
necessitous parents. More recently, the Education (Scotland) Act, 1942, in effect 
places a duty on education authorities to arrange for the medical treatment of 
any school r.hild who is unable, for the lack of treatment, to take full advantage 
of the education provided. 

As already indicated, the local authorities for school health administration are 
the 31 county councils and the town councils of the four cities of Glasgow, Edin
burgh, Dundee and Aberdeen, which constitute the 35 education authorities of 
Scotland. Central responsibility rests with the Secretary of State who exercises 
his functions through the Department of Health for Scotland. 

The Highlands and Ialands (Medical Service) Scheme.· 
The Highlands and Islands area is the only part of Scotland-and for that 

matter the only part of the United Kingdom-in which an attempt has been made 
to_ organise a c:omplete !'ledical service available ~o all classes. The keystone of 
thiS structure ts the Htgblands and Islands Medtcal Servtce, a unique effort in 
co-operation between the State and doctors in private general practice, wbich has 
revolutionised medical provision in the area. A Sub-Committee of the Scottish 
Health Services Committee, reporting in 1936 on the suitability of the Service to 
the peculiar conditions of the Highlands and Islands, suggested that it might even 
provide a model on which to build the future medical service in Scotland as a 
whole. No"' that the time is come to consider·this larger issue the Highlands an<" 
Islands Medical Service is of special interest and worth examining. · 

The Medical Service was set up following the investigation of the Dewar Com
mittee who reported in 1912 that on account of tbe sparseness of the population in 
some districts. its irregular distribution in others, the configuration of the country 
and the climatic conditions, medical attendance was uncertain for the people 
exceptionally onerous or even hazardous for the doctor and generally inadequate: 
The Committee also reported that the straitened circumstances of the people pre
cluded the adequate payment of doctors by fees alone. The result was the 
passing of the Highlands and Islands (Medical Service) Grant Act, 1913 which 
constituted the Highlands and Islands Medical Service Fund, annually repienished 
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by Parliament, for the purpose of providing and improving means for the pre
vention, treatment and alleviation of illness and suffering in the area. Tbe Fund 
is administered by the Department of Health for Scotland. 

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

A single visit in the Highlands and Islands may involve a doctor in a journey 
of many miles lasting some hours. Fees which would adequately recompense the 
doctor in these circumstances would be beyond the means of all but a few of the 
population. The basis of the Medical Service, therefore, is that it should provide 
medical attendance to beneficiaries at uniform fees irrespective of the distance 
·which the doctor may have to travel. This is secured by paying grants to the 
doctor to compensate him for his travelling and his time, in return for which 
he undertakes to attend to his patients at modified fees. This modified fee system 
applies to the families and dependants of insured persons, uninsured persons of 
the crofter and cottar classes, and others in like circumstances who could not 
otherwise pay for their medical attendance. These arrangements have led to an 
enormous increase in the number of visits paid to beneficiaries. Where the grant 
payable on the basis of mileage travelled would not provide the doctor with an 
adequate income, the payments out of the Fund are calculated with reference to 
the net income of the practice so as to provide the doctor with a reasonable 
living. This applies in 23 out of a total of 153 subsidised practices. The doctor's 
income is, of course, not derived wholly from the Fund. But what is received 
from this source is usually a substantial supplement to his other sources of income 
-National Health Insurance capitation fees, payments from the County Council 
for public appointments, and fees from private patients. 

The Medical Service is provided in consultation with the County Councils in the 
area, but the contract takes the form of an agreement entered into directly between 
the doctor and the Department. On a vacancy arising in a single-doctor area 

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

The Department do not exercise any detailed control over the doctor's services: 
there is no interference whatever with his professional practice. Medical officers 
on the Departroent's staff visit doctors in the area periodically to smooth out 
difficulties and to keep the Department generally in contact with the administra
tion and development of the Service. This method of central administra
tion, free from restrictive conditions and anything resembling vexatious control, 
has proved an outstanding success: it has satisfied the Department's reasonable 
requirements and is acceptable to the doctors. 

Special arrangements are made to provide the doctors with holiday reliefs and 
with opportunities for post-graduate study. The Fund also assists in the building 
of doctor's houses and in. the improvement of existing houses. 

But the test of the Medical Service is primarily not what it does for the doctor 
-and it does much for him-but what it does for the patient. Tbe answer here 
is clear. The " quite inadequate " general medical service, described by the 
Dewar Committee in 1912, is a thing of the past and in every district in the 
Highlands and Islands the services of a doctor are available on reasonable terms. 
And the doctors which the Medical Service attracts are generally of a better type 
than some that were to be found in the area before. 

A similar improvement has been effected in the nursing service. This was 
lamentably deficient before 1912, partly because of the difficulties of travel in the 
area, and partly because voluntary effort did not snftice to maintain an adequate 
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service. Liberal grants are therefore made out of the Fund to distr_ic~ nursing 
associations towards the cost of employing district nurses, and provtding them 
with houses and motor cars and cycles. There are n.ow ~ver 200 nurses at work 
throughout the area, nearly double th~ numh~r ~orking m 1914. Almost all are 
fully trained nurses, and all are certified midWlves. . . 
· There have been developments beyond the primary essentials,. medical and 
nursing. The Royal Infirmary, Inverness, has been largely rebuilt (the work 
being assisted by substantial grants from the Fund); and it now ~p1es .a pre
eminent place in the hospital reso~ o~ the area. T.be L~WlS Hosp•tal. at 
Stornoway has likewise benefited and, Wlth 1ts latest extens1ons, ?" able to p~ovtde 
a comprehensive service which obviates the transfer of many patients to mamland 
hospitals. Arrangements have been made with other h~pitals for the empl'!y
ment of full-time qualified surgeons. Thus grants are pa.1d towards the salanes 
of surgeons attached to hospitals at Lerwick, Kirkwall, Golspie, Fort William, 
Wick and Thurso. Additional subsidised services include a medical consultant 
at Inverness a dental service for the people of Skye and part of the Outer Isles, a 
massage se.,;;ce for Caithness an? Sutherland, a .special service ~or .the treatme~t 
of tuberculosis in Zetland, LewlS and South U1st, where the mc1dence of this 
disease is high, and an ambulance service. The air ambulance has now become 
a familiar feature of the service: patients, in urgent need of treatment, are flown 
to the Glasgow Infimaries from islands lying off the west coast. 

The amount of grants paid out of the Highlands and Islands (Medical Service) 
Fund for the various services during the year ended 31st March, 1943, was just 
under £roo,ooo. 

APPENDIX B. 

EARLIER DISCUSSIONS OF IMPROVED HEALTH SERVICES AND AN OUTUNE 
OF EVENTS LEADING UP TO THE PREPARATION OF THIS PAPER. 

It was recognised very shortly after the inception of medical benefit under the 
National Health Insurance Scheme in 1913 that there was a strong case for 
supplementing the general practitioner service with a consultant service. Prepara· 
tions for this were advanced at the outbreak of the I9I4·I8 war. The war put an 
end to further progress in the matter, but towards its end a series of discussions 
took place between the National Health Insurance Commissioners and leading 
members of the medical profession on the general subject of the extension of 
health services. 

Shortly after the establishment of the Ministry of Health in rgrg, a Consultative 
Council on Medical and Allied Services was appointed by the Mix:ister under the 
chairmanship of Lord Dawson of Penn. This body was invited to consider and 
report on schemes " requisite for the systematised provision of such forms of 
medical and allied services as should, in the opinion of the Council be available 
for the inhabitants of a given area ". ' 

Space does not permit describing in detail the recommendations made in the 
valu!'-ble re.po~ of this body '!hie": was published in 1920, but the general con
ce~tion wh1ch 1ts autho':" had m. mmd was that of a comprehensive scheme under 
":h.•ch all forms of me~>cal servtce would be made available, under suitable con
d>tions, to the pop';liation at large .. The ~port recommended the establishment 
of Health Authonties for local adliUnistration and it contemplated as does the 
pre~nt Paper, the co-or~tion of ~unicipal and voluntary ag~ncies as the 
baslS o~ the scheme. It lS worth noting that the Council justified their recom
mendati~ns ·~ becau~ the organisation of medicine has become insufficient and 
because 1t fails to bnng the advantages of medical knowledge adequately within 
reach of the people ". . 

In .the same year (1~20) a Consultative Council on Medical and Allied Services 
appom:ted by the Scottish Board of H~al~ unde~ the chairmanship of Sir Donald 
MacAhster reported on a so'!'ewhat '!'milar rem1t. Their report urged that " a 
complete and adequate med1cal servtce should be brought within the reach f 
every member of the community." They made a number of recommendati 0s 
des!gn~d to ensure. that the family doctor (on whom the organisation of ~~e 
nation s health servtce should be based) would be provided with all supplementary 
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professional advice and assistance, and they proposed that the State insurance 
medical service should be extended to cover persons of the same economic level 
as insured persons and dependants of insured persons. These and their other 
proposals provided a basis for much of the later discussion on the ·requirements 
of a national health service. 

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

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

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

The latest official report on hospital problems is that recently issued by the 
Committee which, under the chairmanship of Sir Hector Hetherington, was 
appointed by the Secretary of State to advise on various post-war hospital prob
lems in Scotland. This report contains detailed recommendations for the setting 
up of five Regional Hospital Advisory Councils in Scotland. It also makes 
various suggestions for inzproved co-operation between hospitals and deals at 
length with :financial arrangements as affecting the future voluntary hospital 
system. 

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

Throughout the period between the two wars, the British Medical Association 
have been active in focusing the mind of the medical profession upon constructive 
proposals for the extension and development of the existing health services. In 
1930, and again in 1938, they published comprehensive proposals for " A General 
Medical Service for the Nation ", and in 1942 the Medical Planning Commission 
organised by the Association issued a draft Interim Report which offered for the 
consideration of the profession far-reaching suggestions for the inzprovement of the 
medical services of the community. Salient passages from this inzportant docu
ment are quoted in the body of this Paper. Other publications in this field of 



']6 

which mention should be made are a report issued by a professional gronp known 
as Medical Planning Research and representing fo~ the most part ~e younger 
elements in the profession, a proposal for a National Heal~ Servtce by the 
Society of Medical Officers of Health and a valuable and mainly factual rel?ort 
published by Political and Economic Planning (P:E.P.) in 1937· These publica
tions, and many others too numerous to be menti~ned, have been supplemented 
by copious discussion in the columns of the profOSSlonal and the lay press. 

It is not possible, within the limits of this document, to review all this field 
of political and professional literature, but .it ~n:ay be said in v~ry general terms 
that the principles most frequentl_y recnrnng 1n the presentation of plans for 
future developments are the followmg:-

(r) that there should be made available to every individual in the community 
whatever type of medical care and treatment he may need; 

(2) that the scheme of services should be a fully integrated scheme and that 
in particular a much closer linking up between general practitioner services on 
the one ·band and consultant and hospital services on the other ought :to be 
achieved; and 

(3) that for certain services, particularly the hospital service, larger areas of 
local administration are needed than those of any existing kind of local 
authorities. 

It is against this background of constructive thinking and discussion during the 
last quarter of a century that the proposals in the present Paper have been 
prepared and are put forward. 

The Government announced-in October, 1941-their intention to ensure, by 
means of a compreilensive hospital service, that appropriate hospital treatment 
should in future be readily available to everyone in need of it. The declared 
basis for this was to be a new duty upon major local authorities, in close co-opera
tion with voluntary agencies working in the same field, to see that a full hospital 
service, of every necessary kind, was made universally available; it was expressly 
recognised that this would mean designing the service over areas larger than those 
of most of the existing local authorities and that the full use of the powerful 
resources of the voluntary hospitals, while putting their relations with the local 
authorities on a more regular footing, would be of the essence of the scheme. To 
pave the way a detailed a.nd expert survey was started on the Minister of Health's 
b~b~-part1y conducted direc~y. by the ~inistry and partly organised for the 
Miwster by the Nuflield Provmctal Hospttals Trusts-of the hospital services 
already available in each area in England and Wales. This survey is now 
nearing its completion. So also is a sinillar survey in Scotland, instituted 
by the Secretary of State. 

Then, more ~ecently, the report of S~ William Beveridge having taken as one 
of the bases of 1ts proposals the assumption that a comprehensive national health 
service, for ~ purposes and for all people, would be established, the Government 
announced m February, 1943, that they also accepted this assumption. 

The He:Uth Ministers the.reupon approached the medical profession, the volun
tary hospttals and the maJor local government authorities, from each of whom 
they wanted-on a proposal of this magnitude-to obtain all possible help and 
expert guidance from th~ outset. It was arranged with them that, for the first 
stage, they should appomt small groups of representatives of their own choice 
and that these groups should take part in general preliminary discussions. 

The programme was that there would need to be three stages in the evolution 
of the Government's proposals. 

There would be a first stage, in which a prelinlinary exchange of ideas would 
b.e conducted inform"'!!~ and confidentially an~ without commitment on either 
&de-to en.able the Mmisters to ~;et. a gen~ral wpression of the feeling of these 
representatives on some of the maw ISSues mvolved and to help them to clear th 
ground. e 

This second stage would be one of public discussion in Parliament and else
where. It would be the stage at which everybody-the public generally, 1w 
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whom the service would be designed, the doctors a.nd the hospitals a.nd the 
local authorities a.nd other organisations which would be concerned in It or 
afiected by it, a.nd those men and women (including doctors) who are now 
engaged in the Armed Forces-would be able to discuss what was proposed a.nd 
to voice their opinions about it. To assist in this the Government would issue a 
White Paper which would serve as a focus for detailed discussion. 

The third stage would then be one in which the Government would settle 
what exact proposals they would submit in legislative form for the decision of 
Parliament. 

For the first stage the representative groups were duly formed. In England 
and Wales, for the medical profession the British Medical Association, in collabora
tion with the Royal Colleges, brought together a representative group of medical 
men and women. For the voluntary hospitals representatives of the British 
Hospitals Association and the King Edward's Hospital Fund for London, with 
representatives of the Nuffield Provincial Hospitals Trost joining as observers, 
together formed a group. For the major local government authorities the County 
Councils Association, the Association of Municipal Corporations a.nd the London 
County Council combined to form the third group. 

Separate arrangements were made by the Secretary of State for Scotland for 
discussions with representatives of the medical profession in Scotland, the Scottish 
local authority associations a.nd the Scottish Branch of the British Hospitals 
Association. These separate discussions took account of Scottish experience a.nd 
of geographical, administrative a.nd other diHerences. 

Discussions took place with each group on those aspects of a comprehensive 
service which most afiected them. For the purpose of discussion the Ministers 
offered to each group-in memoranda a.nd orally-a series of suggestions and 
ideas for them to consider. They made it clear throughout that they welcomed 
criticism a.nd alternative suggestions and were not at any stage confronting any 
of the groups with a predetermined scheme. They received suggestions from 
the groups on many of the subjects involved, and discussion from the outset was 
on the frankest basis. Inevitably there was divergence of opinion on some of 
the issues involved, which each group approached from a different background of 
experience and opinion, but the discussions were useful as a preliminary sounding 
of the expert view. 

The present White Paper does not purport to sum up the discussions which 
have taken place, or to reflect any agreement or represent any views reached 
in- these discussions. That would be inconsistent with the terms on which the 
discussion were undertaken. 

APPENDIX C. 

POSSIBLE METHODS OF SECURING LOCAL ADMINISTRATION OVER LARGER 
AREAS THAN THOSE OF PRESENT LOCAL GOVERNMENT. 

On the assumption that for certain aspects of the health service, particularly 
the hospital service, there is need for larger areas of local administration than 
exist for these purposes now, and that the body responsible for the administration 
must be representative of and answerable to the electors of the area, there are, 
broadly speaking, three possible courses:-

(r) to establish a directly elected body for the sole purpose of administer
ing these parts of the health service; 
· (2) to establish a directly elected body for the purpose of administering a 
group of services including these parts of the health service; 

(3) to secure joint action by the councils of the existing counties a.nd county 
boroughs which make up the proposed area of administration. 

The -creation of a directly elected local authority for some particular purpose 
would run counter to modem developments in local government, which have 
been towards replacing the system of special authorities for the administration of 
particular services (such as Boards of Guardians and School Boards) by the 
system of authorities covering a wide range of. functions. But, apart from that 
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the process of electing a one-purpose authority operating over a fairly large 27ea 
is not likely to arouse sufficient public interest to attract an adequate proportion 
of local voters to the poll. Moreover, the system-if. gene~ised over ";11 the 
social serviceS locally administered-would .c~eate. an nnpo~stble compleXItr. of 
separate authorities for separate local adm!DlStrative functions, each requ!'!"g 
separate local election, each operating ove! a .different area, .an~ each requmng 
separate arrangements for rating or precepting m order to obtain ~t:' local reve~ue. 

An alternative suggestion, of establishing new local authonties o~er Wider 
areas for a substantial group of local se~~es, . has ~een canvassed .'~ rec~nt 
years. For instance, a proposal for compnsmg m a smgle local adllllmstrative 
area the county of Northumberland, part of the county of Durham, and four 
county boroughs lying on either side of the Tyne, was made in the _Majority 
Report of the Royal Commission on !--ocal Gove~ment in the Tynestde A;rea 
(1937) and it was recommended that stx of the maJOr local government semces 
-Public Health (Medical and Allied Services), Education, Public Assistance, 
Police, Fire Brigades, and Highways-should be administered by a body with 
jurisdiction over the whole of this area. Proposals of a similar kind have been 
made in various quarters since the outbreak of the present war. 

An authority perfornting so many important functions would need to be 
directly elected. But its establishment would involve a major alteration of the 
structure of local government. It would deprive county councils of practically 
all their chief functions-if, indeed, the few minor functions left could be held to 
justify their continued existence at all; and it would so denude county borough 
councils of their powers as to leave them with functions in some respects less than 
those of the " minor authorities " of to-day. Recent publications of the various 
local government associations and other bodies have shown that there is a wide 
divergence of view as to the future pattern of local government. It is clear that 
this must be the subject of a comprehensive inquiry, which could not be insti
tuted under present conditions or completed in a short time. Settlement of the 
machinery of the new health service cannot await the conclusions of such an 
inquiry and the passing of any consequent legislation. 

The only practical course-pending a general review of local government-is to 
use the present machinery and the existing facilities for securing such com
binations of authorities as may be necessary. This means the application (and 
possibly some adaptation) of the well-established practice of securing larger 
administrative units by joint action. 

The advantages and disadvantages of administering particular services by 
combinations of local authori!ies o~ as joint boards have often been argued. 
The members of the Tynestde CommlSSton, referred to above, differed on the 
point, the majority regarding the joint board system as " undemocratic " the 
signatory of the minority report taking the opposite view and recommending the 
ext.ension of the system as going a considerable way to meet the problems with 
which. that a:rea was faced. The gene~ ~onv<;nience of arrangements which 
make tt posstble to have an area of administration exactly appropriate to any 
particular service, and .to set up an au.thority for that area, chosen by persons 
wh'? are the~se~ves direct representativ~ of the local electorate, cannot be 
demed. But tt 1S true that the system, if completely generalised would leave 
the constituent local authorities who choose the members of th~ boards with 
little to do beyond nominating those members, instead of administering se · 
themselves. . rvlces 

Other objections are often ad~anced. It is said that joint boards tend to attract 
the. more _elderll!' and less e~ec!iye membe~ of the constituent councils, and that 
thetr eflietency. IS. t?ereby ~~~trushed. Thts is a matter of impression. It may 
be !'hat, even if tt. 1S tru~, tt ts due not to the nature of joint boards but to the 
subJect matters wtth which they happen to deal. A J" oint board ad · "st · 
( ) in£ ti dis h ·w mmt enng say . '?-" ec ous eases os~1 or a sewage disposal system-althou h its 
activtties may be not less essential to the public weUare-may well ttr gt 1 
interest than would be taken in housing or education two subJ"ects ah"chac ~tss 
th k est"t st leal ·· • Wt excte eakneen f thm e~e. tabmondg systo adifllll_rustr:<tors: In any case, this particular 
we ess o e JOtn oar em, 1t eXIsts 1S one for which th d li 
in the hands of local authorities themselves. ' e reme Y es 
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Another common criticism is that the powerful wea.pon ~ precepting on 

constituent authorities for funds weakens a. joint board's sense of financial 
responsibility; or-to put it another way-that the members of a. joint bna.rd, 
being indirectly elected and therefore at two removes from the ratepayers, ha.ve 
not the same need to justify policy to their supporters as the members of a. 
directly elected authority. There m:':f be so~"!hing in ~is, but it is. a. po~t 
wbich could be met; e.g., by reqwnng the Jomt a.uthonty to sub1n1t to 1ts 
constituent councils (at intervals of, say, one or two or three yea.rs) estimates 
of their proposed expenditure, for the approval of all-or of a. specific majority
of those councils. Some means of removing deadlocks (probably by way of 
arbitral powers vested in the appropriate Minister) would be needed, unless a 
majority decision were to be binding. This device, coupled with a. more regular 
habit among the constituent councils of examining, and if necessary debating, the 
annual and other reports of the joint board, would go a long way to preserve 
a proper relation of the board to its constituent councils and the electors. 

It is also said that the joint board system is bad in that it separates the 
services entrusted to it from the rest of the main machinery of local government. 
So far as the health service is concerned, the answer is the practical one-that 
the need to settle areas of proper size and resources for certain aspects of the 
service is urgent, and that (tempora.rily at least) the joint board seems to be the 
only practicable means of doing this. There need be no question of ruling out 
any wider development of local government which may later emerge, as the need 
for new services and extensions of existing services reveals itself. But that is a. 
matter of long-term policy, for wbich the establishment of a comprehensive 
health service cannot be delayed. 

APPENDIX D. 

REMUNERATION OF GENERAL PRACTITIONERS. 

The National Insurance Act of Ign did not itself lay down any method by 
which the doctors taking part in the service were to be remunerated, nor did it fix 
the amount o£ the remuneration. The former has from the outset been prescribed 
by regulation, the latter negotiated between the Government and the profession 
or on some occasions determined by arbitration. For the former, the Medical 
Benefit Regulations ha.ve from the start envisaged two systems-one by way of a. 
capitation fee for each person for whom the doctor had accepted responsibility, 
and the other by way of fees for services actually rendered. Provision is made 
for combinations and variants of these two systems, but with certain minor excep
tions the capitation fee quickly became universal, chiefly owing to the diflicnlty 
of checking over-attendance under the other system. 

So long as payments for insurance work remained a part only-and in many 
cases not the major part-of a doctor's professional income, it was diflicult to find 
any rational criterion on wbich to arrive at an appropriate capitation fee other 
than by reference to previous fees-i.e., by tbe limited method of deciding whether 
any events oa:urring s~ce the previous fee was ~e~ were such as to jnstify its 
further alteration. It 1s well known that tbe ong1nal sum fixed in 1912 had 
regard to the practice of Friendly Societies and Medical Clubs, and that all 
subse9.uent sums have been built up fro~ that basis. But it must be expected 
that m future the bulk of general practitioners will look to the new service for 
the whole, or substantially the whole, of their professional earnings. Hence, 
w~tever methods of payment are ad?pted-w;hether by capitation fees, by salary, 
or m some other way-the substantial question at issue must be seen in a new 
light. It mnst be seen as the question of what is on ordinary professional 
standards a reasonable and proper remuneration for the whole-time services 
of a. general practitioner working in a. public service. Whether this shonld 
be worked out in terms of gross or net earnings, whether superannuation rights 
are to be assumed and taken into account, what adjustments are to be 
made for part-time work, are matters of comparative detail. When once the 
main figures have been satisfactorily settled, not only remuneration by capitation 
fee but remuneration under the salaried or part-salaried systems could be easily 
determined. 
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As the White Paper makes clear, the Government do not contemplate !he 

introduction of a universal salaried system, but they propose_ that docf:?Is taking 
part in the public service should be remunerated on a basJS of salaries or the 
equivalent in any part of the service in whic;h this form of !""~ent is ":ecessary 
to efficiency. They contemplate also that 1t may be poSSible m certam other 
cases to offer remuneration by salary where the individual doctors concerned 
would prefer such an arrangement. In any event, whether payment is on a 
salaried or part-salaried system or on a basis ot capital:!on fees, two princi);!les 
will have to be observed in the arrangements made. First, the doctors taking 
part in the scheme must be assured of an adequate and appropriate income. 
Second, the aim mnst be to achieve a system flexible enough to allow for proper 
variations attributable to extra qualifications and extra energy and interest, as 
well as representing the reasonable and normal expectations of general practice 
at all its stages. . 

The Government fully recognise the importance, and the urgency from a pro
fessional point of view, of reaching an understanding on these crucial matters, 
and they will be ready to ~nss them in detail with the profession's representa
tives. 

APPENDIX E. 

FINANCE OF THE NEW SERVICE. 

ENGLAND AND WALES. 

Financial questions were included in the discussions held with the interested 
bodies before the present White Paper was issued, and are referred to in various 
places in the Paper. This Appendix sets out the general lines on whicb the 
Government think that a reasonable financial basis could be found for the scheme 
outlined in the Paper, and covers the suggested financial responsibility of the 
main agencies involved. This basis is suggested as being appropriate to the early 
years of the scheme. When once the service is well established some simpler 
basis unrelated to the expenditure of individual authorities may be considered. 
Further it will be appreciated that any estimates of cost made at the moment can 
ouly be conjectural, and it will not be possible to make better estimates until 
the new scheme is nearing its final shape, and the necessary discussions and 
negotiations with the interested parties have made progr"!!S. 

Responsibilities of Local Authorities. 
The scheme outlined in the White Paper contemplates that a new joint 

authority will be responsible for the hospital and consultant services. · The new 
authority will also have the duty of preparing and submitting to the Minister a 
plan for the whole health service of its area and it is proposed that this plan, 
taking all the local circumstances into account, should determine precisely how 
responsibility for the remaining services should be allocated. It is proposed, 
however, that child welfare responsibilities should always be entrusted to the 
authority which is also the local education authority, the precise arrangements 
to he made being governed by the provisions of the current Education Bill as 
finally approved by . Parliament. The intention as regardS other local services 
is that those which are essentially consultant services and thus closely linked 
with hospital administration should be the responsibility of the new joint autho
rities, and those which belong more to the sphere of general health care should 
be the responsibility of caunty and county borough councils. 

The principal new health services which will have to be set up if the White 
Paper scheme is adopted are home nursing, the provision of Health Centres and 
new dental aud ophthalmic iiervices. In the case of these new services, as in the 
case of existing services, there will be need for flexibility and it is contemplated 
that the final allocation of responsibility will be a matter for the area plan. 
It is assumed, however, that ordinarily responsibility for the provision of Health 
Centres and for the home nursing service will be assigned to county and county 
borough councils. But no assumption can be made regarding the other two 
services. The shape of the new dental and ophthalmic services cannot be foreseen 
until the report of the Teviot Committee on the former has been received and 
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discussions on both have taken place with the interests concerned. It is conse
quently impossible to say at this stage whether the whole or a part of !:!'!""' 
two services will he administered by local authorities or, if so, which authonties 
should he made responsible for them. 

For the purpose of framing an estimate of the cost of the new health service 
as a whole however, it is immaterial to know precisely how responsibility for 
difterent parts of the service will he allocated among the various local authorities 
or to a central organisation. The hypothesis on which the figures given below 
are based must not therefore he read to imply that decisions have been taken on 
any questions of allocation of responsibility which are left open in the White 
Paper. The hypothesis selected as convenient for presenting the figures is that 
the new joint authorities will he responsible for the hospital and consultant service, 
tuberculosis dispensaries and mental clinics, and the county and county borough 
councils will be responsible for the provision of Health Centres and for the other 
existing local services, for the new home nursing service and, if the new dental 
and ophthalmic services are, in fact, entrusted wholly to local authorities, for 
these two services as well. 

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

authority will take over all hospitals at present provided by rate-payers, in
cluding infectious diseases hospitals and mental hospitals* and will make arrange
ments with voluntary hospitals for the treatment of patients. They will also 
take over any tuberculosis dispensaries and mental clinics. Suitable financial 
adjustments will be made between the joint authority and the local authorities 
in respect of capital assets and liabilities taken over. A new service for which the 
joint authorities will be responsible is the provision of consultants (based on 
hospitals). In addition, they will need administrative and technical stall in the 
exercise of their duty of co-ordinating all the health activities of their area. 

The total annual expenditure of all the new joint authorities will be very 
considerable. For example, in 1938-39 the cost to the existing local authorities 
of the services to he transferred was: -

Mental Hospitals .. , 
Infectious Diseases Hospitals 
Other Hospitals and Institutions 
Tuberculosis Services ... 

f. millions. 
12-3 
4·• 

14.6 
4·6 

35·7 

There was no direct exchequer grant in aid of this expenditure, but there was 
indirect assistance to the rate-payers through the operation of the block grant 
to local authorities under the Local Government Act, 1929. 

After the war the 1938-39 cost ivill he considerably increased. There will be 
some expansion of accommodation and services provided (e.g. for cancer), prices 
in gene.~ will b~ ~igher, an~. nurs:s' salaries have been !ncreased substantially. 
In add1tion the JOmt anthonties will he put to expense m connection with the 
arrangements to he made with voluntary hosj>itals, and in providing for tho 
c?nsultant service based on thei~ ?wn and o!'. the voluntary hospitals. In these 
crrcumstances the cost to the JOint authonties of these services in the years 
immediately after the war and of their general administrative expenses may 
approach £7o millions. 

As regards the existing services, although there is no direct exchequer grant 
at pres•nt (except for cancer treatment, on which only a small amount was 
spent before or during the war by local authorities), the Government think that 
there should be a grant based on the number of hospital beds provided under the 
scheme. This grant would be substantial and would help to meet the cost of 

• The tenn mental hospital is used in this appendix to include also mental delid~~ 
institutions. . , -' 
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providing the consultant Service based on hOilpitals. The ~t for canc:r 
treatment would be discontinued, as would the temporary war-time grant m 
respect of increases in the salaries of nurses, midwives, etc. In the case of the 
other new services a so per cent. grant is proposed. 

For the purposes of this appendix the grant per bed has ~een tak~ as ~100 
per annum in the case of all hospitals other than mental hosp1~s an_d inf~ous 
disease hospitals and :£3S per annum in the "a:"' of mental and ID!ectio.us. dis~ase 
hospitals. A lower grant in the case of beds m these latter hosp1tals 15 JUstified 
not ouly on the ground of comparative cost of treatment and maintenance, but 
because the new scheme broadly does not impose any addition:<~ duties on local 
authorities in respect of treatment. The number of mental hosp1tal beds has been 
taken as 170,000, of infectious disease hospitals as 4o,ooo and o£ other municipal 
hospital beds as 210,000. 

On the above assumptionS, the new joint authorities would spend about 
:£70 millions a year. They_ would receiv~ ?irect. exchequer gra~ts o~ :£6 ~ons 
in respect of mental hosp1tals, :£x ·4 millions m respect of infectious disease 
hospitals and :£21 millions in respect of other hospitals, a total of :£28.4 millions. 

The balance of cost-on these assumptions :£41.6 millions-would be raised by 
means of precept on the constituent counties and county boroughs in the area 
of the joint authority, who would levy a rate for it. The rate-payers would 
accordingly have to find this :£41.6 millions as against the :£35·7 millions they 
had to find in 1938-39. The Gove=ent propose that this increased rate demand 
should be mitigated by an exchequer grant, as explained in the paragraphs 
which follow dealing with counties and county boroughs. 

Counties and County Boroughs. 
As already indicated, this financial appendix is based on the hypothesis 

that county and county borough councils will remain responsible for clinic 
services other than tuberculosis dispensaries and mental clinics, the major ones 
being maternity and child welfare and venereal disease, and will continue to be 
the responsible authority under the Midwives Act. In addition, it is assumed 
that they will provide and maintain Health Centres and will administer the 
home nursing service. 

Taking figures of cost for 1938-39• the total expenditure on the services 
proposed to be transferred to the new joint authorities was :£35.7 millions and 
that on the remaining services was :£4.6 millions. Included in this latter figure 
was the balance of expenditure under the Midwives Act, after taking account 
of a grant Of :£.6 million. 

The cost of these services will be greater after the war, owing to increased 
prices generally, to the cessation of fees charged for the attendance of midwives 
and the increased salaries of midwives and to any necessary expansions. It is 
proposed that there should continue to be a so per cent. grant towards the 
cost of the midwives service, and with the increased cost the grant may well 
amount to :£1-S million a year. 

In the early years after the war :£1 million per annum may be spent on 
home nursing, though it is difficult to forecast the cost of this service. The 
Gove=ent contemplate a 50 per cent. grant. 

The cost of the provision and maintenance of Health Centres is difficult to 
forecast ~t the moment. Excluding ~e remuneration of doctors in the Centres 
the. runnmg costs (loan charges, heating, staff, etc.) of the Centres established 
durmg the first year or two would probably not exceed :£1 million a year 
The Gove=ent propose a so per cent. grant for this new service · 
. It _will take some time to establish the new dental and ophthalmic ~ervices, and 
1t will probably be several years before the net expenditure on the · 
reaches :£ro millions on the former and :£r million on the latter. The Gove:.:: 
propose a so per ce_nt. grant towards these new services if responsibility for them 
15 placed on counties and county borough councils. 

Taking these figures, the total direct expenditure of counties and county 
boroughs on health services might amount to abput ,£22 millions, towards which 
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there would be a direct exchequer grant of £8 millions. (Indirect assistance 
is, of course, also given by the block grant under the Local Government Act, 
r929.) 

The total amounts falling on the rate-payers would be [4r.6 millions nnder 
precept from the joint authorities and £r4 millions direct expenditnre, a total 
of lss.6 millions. This compares with the figure for these services in r938-39 
of [40.3 millions. The Government would propose that any increased rate 
dem!lnd of this sort should be mitigated by an exchequer grant amounting in 
total to about so per cent. of the increase in any year over the demand in some 
fixed year taken as standard. If r938-39 were the standard year, then on the 
figures given the grant in aid of rates would be about l7 .6 millions. The grant 
would be paid to each county or county borough as a proportion of its increased 
rate-burden, the proportion being higher £or poor areas than for rich, on general 
block grant principles. • 

Voluntary Hospitals. 
Before the war there were no exchequer grants to voluntary hospitals in 

respect of their expenditure on the treatment and maintenance of patients. Their 
income was derived as to about half from payments by patients, either direct or 
through contributory schemes, and as to the rest mainly from voluntary gifts 
and legacies and income from investments. During the war they have received 
payments from the exchequer for work done in connection with the Emergency 
Hospital Scheme and are at present receiving an exchequer grant towards the 
cost of increased nurses' salaries based on so per cent. of the additional cost 
they incur under that head. 

The White Paper explains the part which it is suggested that the voluntary 
hospitals should play in the new health scheme. Each voluntary hospital which 
makes arrangements with the new joint authority for the maintenance and 
treatment of patients under the general conditions of the scheme will have part 
of the cost paid to them by the authority. This may take the form of a 
standard sum per occupied bed per week, varying only with the type of hospital 
concerned. 

In addition, in connection with the arrangements of the joint authority for the 
provision of consultants agreed sums may be contributed in aid of salaries, etc. 

The war-time grant in respect of increases in salaries of nurses, midwives, etc., 
will cease, but the Government propose a new grant in respect of each bed in a 
voluntary hospital which, under arrangements made with the joint authority, is 
used or kept available for patients in the scheme. Outside the arrangements of the 
scheme, a voluntary hospital will, of course, be free to provide such " private 
pay-beds " as it thinks fit. Assuming that this grant will be the same as was 
taken for beds in municipal hospitals, i.e., [roo per annum, and that the total 
number of beds included in arrangements with joint authorities may possibly 
amount to roo,ooo, the exchequer grant wonld amount to [ro millions. This 
sum, together with the payments by joint authorities towards the cost of main
tenance and treatment of patients, wonld not cover the whole cost to the 
voluntary hospitals, which would still be dependent on voluntary resources for a 
substantial part of the income necessary to balance their expenditure. 

The General Practitioner Service. 
It .is clearly not possible at present to give any but the roughest estimates of · 

the probable cost of the general practitioner service under the new scheme. In 
1938, in respect of 17,8oo,ooo insured persons under the National Health Insur
ance scheme, r7 ,r64 general practitioners as a whole received [8.4 millions, while 
in the same year [2.4 millions was paid to chemists for fees and drugs in dis
pensing prescriptions. 

For the purposes of this Appendix it is assumed that the cost of the extended 
service would amount to [30 millions a year for doctors and chemists together. 

No account is taken of the cost of any superannuation scheme which may be 
introduced or of the cost of compensation in those cases where it is applicable. 



Total Annual Coot of the Scheme. 
On the basis of the rough estimates given in the preceding pa;ragiaphs the 

following table shows the total annual cost of the scheme to public funds and 
the proportions in which that cost might be borne by the ratepayers and by 
central funds. 

Cost met from centrsl fnnds. 

Cost Total 
Service. (a) by (b) by Total falling on cost to 

direct grants in cost from rate- public 
grants or aid of centrsl payers. funds. 
payments. rates or fnnds. 

precepts. 

f.m. f.m. {.m. ,lm. ;lm. 
Expenditure of new joint 

authorities ... ... . .. 28·4 - 28•4 41•6 70 
Exchequer grant to volnntary 

hospitals ... ... . .. 10 - 10 - 10 
Expenditure of connty and 

county borough councils ... 8 7•6 15·6 6·4 22 
Fees to general practitioners 

and payments to chemists ..• 30 - 30 - 30 

All services ... ... 76•4 7•6 84•0 48•0 132•0 

How far the central funds will consist of, or be ass1sted by, sums of money 
set aside out of contributions onder a social insurance scheme will fall to be 
considered later. The Beveridge Report proposed that a sum of £40 millions 
per annum shonld be available for the new health services. Of this £35 • 7 millions 
would be the share appropriate to England and Wales, and if this assistance is 
assumed the proportions in which the total cost of the new service would fall on 
the social insurance scheme, the taxpayer and the ratepayer would be, on the 
foregoing estimates and ignoring the effect of the block grant onder the Local 
Government Act, 1929:-

Social Insurance Scheme /.35•7 millions, or about 27 per cent. 
Taxpayer 48· 3 , ., 36·6 , 
Ratepayer 48 , •• 36·4 ,. 

.. 
. Again igooring the effect of the block grant, the corresponding table for the 
incomplete services in 1938-39 would be approximately:-

f.m. 
Contributions under N .H.I. Acts xI • 2 or about zo per cent. 
Taxpayer 3•0 , •• 6 , 
Ratepayer 40·3 ., , 74 , 

54•5 

FINANCE IN SCOTLAND. 

As explained in the White Paper, certain difierences are necessary in the 
administrative arrangements and reorganisation of the new health service in 
Scotland, as compared with England and Wales. With one material exception, 
however, the financial arrangements will be on broadly similar lines in the two 
countries. That exception concerns the provision, equipment and maintenance 
of Health Centres, which in England and Wales are likely to be a local responsi· 
bility and in Scotland the responsibility of the central authority. This being so, 
the whole cost of establishing these Centres in Scotland will be met from the 
exchequer, and the precise adjustments to be made in the grants payable to local 
authorities under the new scheme to take account of this difference will be a 
matter for discussion with these authorities. 
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oD the basis of the best information ava.ila.ble to the Department of Healt 

· for Scotland, the following table gives a rough estimate of the total annu• 
· ··cost of the scheme in Scotland and its approximate allocation between the ratE 

payers and central funds. 

Cost met from central funds. 

Cost Total 
Service. (a) by (b) by Total falling on cost to 

direct grants in cost from rate- public 
grants or aid of central payen. funds. 

P'i'yments. rates or fonds. 
precepts. 

£m. £m. £m. £m. £m. 
Expenditure· of new Joint 

Hosp.itals Boards ••• 3•4 - 3"4 4•6 B·o 
Exchequer grant to voluntary 

hospitals ••• ••• . .• I•6 - I•6 - I•6 
Expenditure of county and 

large burgh councils ••. I•O I•O 2•0 ·8 2·8 
Fees to general practitioners 

and payments to chemists ..• 3•2 - 3•2 - 3•2 
Health Centres ... ... •• - ·• - •2 

All services ... ... 9•4 I•O 10•4 5•4 •s·B 

. U it is assumed that Scotland's sbare of any sum set aside out of contributions, 
under a social insurance scheme be £4 • 3 millions (corresponding to the figure of 
£35 "7 millions for England and Wales) the total cost of the new service would fall 
on the social insurance scheme, the taxpayer and the ratepayer in the following 
proportions:- · 

Social Insnranoe Scheme £4•3 millions or about 27 per cent. 
Taxpayer /.6·1 ,. ., 39 .. 
Ratepayer £5·4 , ,. 34 ., 

.. 
. As the expenditure borne on the rates in 1938·39 was roughly £4 • 4 millions, the 
net additional contribution from the ra.~ wnnltt hA .IT rni11inn_ 

·· B4951 (5103%). Wt. ,3813. Io,ooo. 3/44-· U.B.L. 


