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BRITISH PLANNING FOR HEALTH AND· WELFAREl 
BY 

ELl GINZBERG 
Assoc~ate Professor of Economics, Columbia University, 

New York City 

THE American reaction to' the National Health Service of Great Britain 
must be adjudged highly. negative, particularly if one 'considers only the 
evidence that appears in the daily, weekly and monthly press. This negativism 

. is so widespread that it is difficult to remember that there are millions, probably 
tens of millions, of Americans who are not in the least opposed to the idea of 
a "free medical seryice." 

There are many and diverse arguments adduced in this country against the 
British health service. One emphasizes the fact that the national health service 
represents a major step on the road to socialism. Critics point to the fact that 
almost all hospitals have been brought under governmental control, and that 
doctors are no longer permittedi:o open practices in certain areas. Another' 
argument contends that the health service encourages chicanery. Attention is 
called to the considerable number of women who on the basis of a physician's 
certificate entitling them to specified medicines arrange! with their druggists to 
obtain the equivalent value in cosmetics. Extreme cases are cited of sailors 

. recently ,fitted with expensive dentures who traded them with natives in a 
far-off country and then returned to England to receive a second and even 
a third set. -

Another charge against the health service centres. on the contention that 
it is contributing to national bankruptcy. The original estimates of the cost 

. of the service were much too low and the current high rate of expenditure has 
not yet stabilized. Pessimists see no other solution to the monetary burdens 
on the exchequer short of arbitrarily imposed limits. Many observers are 
disturbed by the impact of a vastly increased demand for medical services . 
upon the limited number of medical personnel available. In their opinion, 
the result is clear: a reduction in the quality of care which is being provided. 

1 Reprinted from' "The ModeI:n Hospital," May 1951). by' kind permission of The 
Modern Hospital Company and od' the Author. . 

NOTE.-The evaluations !l'eached in this essay primarily reflect the impact of impres
sions gained during a recent visit to England. The plirpose of this. visit was not to 
make a study of the health service but, during the course of my researches in other 
areas, I had occasion to gain some! insight into the basic, pattern of reforms, of which 
the changes on the health front are a part. 
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Eli Ginzberg 429 

There is no question about the validity of the foregoing charges, but there 
might be considerable question as to their pertinency. It is true that limitations 
have 'been placed on the freedom of the individual doctor to .open a practice, 

, and hospitals 'have been brought under governmental control. But it is not 
necessarily a major step toward socialism for Great Britain to try to effect 
a better distribution of its medical personnel and to improve the co-ordination 
among its several thousand hospitals. The second charge that individuals have 
taken advantage of the ease with which they are permitted to obtain 4nigs 
and appliances free of charge is also true; but it is questionable whether the 
"abuse" is substantial, and it is even more questionable whether it will con
tinue; the Government is taking a number of steps to bring it under control. 
The third contention that the original estimates of the cost of the health service 
were too lo~ is valid, but the error is understandable; among other reasons, 
the estimators failed to evaluate properly Ithe large numbers in the population 
who required dentures, eyeglasses and so forth. Moreover, in, assuming 
firiancial'responsibility for the voluntary hospitals, the Government raised the 
rate of wages and improved the conditions of employment for various levels 
of the hospital staff, thereby adding to the total cost. But it is doubtful whether 
a country, even one in such a precarious financial position as Great Britain, 
could be pushed to, or over, the brink of bankruptcy by an expensive health 
service. The vulnerability of the econon~.y must be sought in the structure of 
its production and trade, not in the costliness of its social services. Doctors may 
be seeing more patients than they can treat adequately but it is difficult to 
find the justification for the former situation where a' small group received a 
high level of care while large numbers were neglected. 

The general attitude in Great Britain toward the health service is just as 
positive as the American Press is negative. This does not mean that everyone 
believes that the health service is working perfectly, but simply that it is 
working as well as can be expected, and that it represents an advance over the 
past. We know that there was no determined political opposition to the intro
du.ction of the health service, and we know further that neither the Conservative 

. nor !Liberal Party is currently challenging it. The cynic might argue that in. 
a demo~racy no major political party would dare. to recommend the reductiqn 
or abolition of benefits which the mass of the population has enjoyed. But 
that is too cynical an answer, for both the Conservative and Liberal parties are 
recommending major reductions in food subsidies, Even the members' of the 
medical profession, who were most unsettled by the radical changes. brought 
about through the introduction of the health service, are no longer basically 
opposed to the new structure: There is, of course, a minority of outright 
opponents, but the majority are restrained critics; they object to one or another, 
aspect of the systerp.. ' . 

The fact that the present health service is currently viewed with tolerance, 
if not with' admiration, by the majority of the British. public should not lead to 
the condusi9n that the present approach was the prefen;ed. one, especially' 
among the medical professional groups. In retrospect the situation is relatively 
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430 BritiJsh Planning for Health· and ~ Welfare 

cl~af. .!~'or sev;eraldecades, the vast majority of the Britisp working people 
were covereduhder the National Health Insurance Act which entitled them 
to receive medical care, exclu,sive of the services of specialists. But their wiv~s 
ap;d children were. outside the scheme. Almost everyone in the country was' 
convinced that important changes had to be introduced into the post-war 
structure. The more conservative would have preferred that the initial changes 
be limited to bringing dependants under the National Health Insurance Act: 
broadening the benefits provided under the terms of the Act to. include 
specialists'services, and, finally, evolving a method whereby the Government 
couJdhave made asizabl~ financial contribution to the operation of voluntary 

/ hospitals without assuming full responsiblity for their operation. 

It is interesting to reflect on why those who have daily' contact with the 
. National Health Servic~ appraise it much more favourably than we who know 
very little about it. Apparently, the British public isevaluafing the health 
~ervice in terms of the solutions which. it is contributing to the problems that 
faced the country atthee.nd of the war. The predominantly negative' n::action 
in this country to the British health service grows out of. an uneasy O'pinion 
that it would be a. major error fO'r us to follow Britain's approach and to 
develop, a nationalized health service. If we coiltilme to confuse the two 
approaches, we will gain little understanding of the British experience and we 
will be unable to profit by it. But we are not the only ones who see the world 
in our image. The British frequently' engage in fantastic generalizations about 
the health services in the United States; many among them are just as relaxed 
about exporting their solution to us as we are quick to conclude that the British 
health service is leading England down the road to. ruin. 

An evaluation of the British health service should be undertaken first in 
terms of the specific health problems which faced England at the end of the 
war; second, we. should. consider the role of the he.a1th services within the 

\ broader framework of the country's welfare programme. An official publica~ 
tion of .the British Government recounts the following major defects in the 
health service as they previously existed. l . 

(1) The limitations of National Health Insurance, which left large numbers 
without free medical practitioner care and gave those who were covered different 
benefits, owing to the varying resources of different "Approved Societies." The 
defects of this arrangement were noted by a Royal Commission as long ago. 
as 1926. . . 

(2) Geographical distribution' of hospital and specialist services was uneven, 
and it was far.from true that any person could get the service he required. 

(3) With· the increasing specialization of centres of medical and surgical 
treatment, the need.£or .general and.area planning of provision was clear. 

(4) There was insufficiel1t link among the various services. 

1 Health Services in Britain. British Information Services, I. D. 753 Revised, August 
1948, pp.4-;S .. 
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Eli Ginzberg 431 

(5) There was a large amourrt of preventable ill-health and subnormal 
health, with corresponding loss in efficiency and personal happiness. 

(6) Economic status rather than medical need was too Ooften the criterion 
of eligibility for medical s~rvice. 

(7) There was ~o.o. much divided autho.rity, and there was no co.mprehensive 
llatio.nal Po.licy to. guide legislative and other develo.pments .in the sphere o.f 
medical service. There were too many central and local bodies concerned with 
one or another aspect ,of the country's health services, .and there was insufficient 
collaboration among statutory bodies and between statutory voluntary bodies. 

The impact o.f World War II should be specifically noted. At the end o.f 
. ho.stilities the co.untry insisted on raising the questio.n o.f whether large numbers 
,0.£ the poo.r, particularly the children of the poor, were receiving at least a 
minimum amount of medical care: During the pre-war years large sectors 
of the poor called the doctor only in emergencies. A reform was long overdue. 
Moreover, members of the middle class had long found their medical expenses 
burdensome, particularly in years when one or more members o.f the family 
required hospitalization. The drOop in real income during the war. and 
immediate post-war years macie it much more difficult for the middle class 
to carry its medical responsibilities~ Finally, the war played havoc with the 
hOospital system. Before the war there had been no effort to balance the staffs 
of the municipal and voluntary hospitals, or any control over the distributio.n 
of patients between these twp systems. During hostilities, they were combined 
and operated mo.re nearly as one system. It would have been inconceivable at 
the end of the war to return to the previOous pattern. 

Many voluntary hospitals which had been under financial pressure during 
the 1920's and the 1930's found themselves in an even worse plight in the post
war years because of the higher levels o.f personal income taxes which had an 
adverse influence on charitable .contributions. In short, the coun,try had to 
have an answer to three simple but insistent questions: How. to pro.yide 
esSentialrriedical care for all of the poor; how to reduce the burden of costs 
on· the middle class; how to ensure. the continued operation of an insecure 
hospital system that had both inadequate capital and inadequate operating 

. funds. . 

The solutiOons to these pressing problems might have been delayed had it 
not been that during the 'war Great Britain set about reassessing its appro.ach to. 
the problem of social security, of which the health services are an essential / 
part. At the very beginnirrg Oof the famous Beveridge Report which was 
published in 1942 by the Coalition Government we are reminded that social 
insurance is an attack upon Want, but Want is only one of the five giants on 
the road of reco.nstruction. The o.thers are Disease, Ignorance, Squalor and 
Idleness. 1 

Beveridge introduces his analysis with the 'statement that Britain has made 

1 Beveridge, William: Social Insurance and Allied Services, Cmd. 6404, 1942, p. 6. 
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432 British Planning for Health and Welfare 

progress in developing a social security system "on a scale not surpassed and 
hardly rivalled in any other country in the w:orld." But he went on to add ' 
that "in one respect only of the first importance, namely, limitation of medical 
service, both in the range of treatment which is provided, as a right, and in 
respect of the classes of persons for whom it is provided, does Britain's achieve
ment fall, seriously short of what has been accomplished elsewhere."l The 
following notation is found in Appendix F of the Report: 1 " 

«Health Service,-'-Nearly all the countries which have a sickness insurance 
scheme provide medical treatment, not only for the insured person, but for 
his wife and children, including in most cases both general and specialist medical 
attendance' at home, and hospital treatment. Countries which are listed by the 
International Labour Office as given a medical service which, is materially 
more extensive than that provided in Britain undr National Health Insurance 
include Denmark, France, Germany, Hungary, Roumania, Norway, New 
Zealand and the Soviet Union."2 ' 

The strategic role of a health service within the broad framework of a 
,comprehensive programme of social security is made explicit by' Beveridge's 
assumptions concerning the foundations ofa satisfactory scheme. In addition 
to the need for family allowances and the, maintenance of full employment, 
Beveridge emphasizes the role of "comprehensive health and rehabilitation 
services for prevention and cure of disease and restoration of capacity for work, 
available to all members of a community."3 It should be noted that among 
the six principles' of social insurance which Beveridge lists as guides to the 
operation of a comprehensive social security system, he includes unification of 
administrative responsibility, adequacy of benefits, comprehensiveness, 
principles which doubtless influenced the plans for a National Health Service.4 

There was an organic relation in Beveridge's approach between the need 
for comprehensive health and rehabilitation services and a satisfactory social 
security system. He put it in these terms: "It is a logical corollary to the pay
m\'(nt of high benefits in disability that determined efforts should be made by 
the State to r~duce the number of cases for 'Yhich benefit is needed. It is a logical 
corollary to the receipt of high benefits and 'disability that the individual should 
recognize the duty to be well and to co-operate in all steps which may lead t~ 
diagnosis 'of disease in early stages when it can be prevented."s . . 

Beveridge left open the question of whether payment toward the cost of 
the health service should be included in the social insurance contribution, but 
he did specify that the comprehensive' services should be "provided where 
needed without contribution conditions in any individual case."6 He took 
the position that "restoration of a sick person to health is a duty of the State, 
and the sick person, prior to any other consideration" and he went on to add 
that this position is in accordance with the Draft Interim Report of the 
Medical Planning Commission of the British Medical Association, which stated 

lIbid., p. 5. 2 Ibid., p. 292. 3 Ibid., p. 120. 4 Ibid., pp.! 121-122. 

5 Ibid., p. 158. 61bid., 159. 

guest. P
rotected by copyright.

 on M
ay 22, 2023 by

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-97-06-02 on 1 D
ecem

ber 1951. D
ow

nloaded from
 

http://militaryhealth.bmj.com/


Eli Ginzberg 433 

that it was imperative "to' render available to every individual all necessary 
medical services, both general and specialist, and bath domiciliary and 
institutianal."l 

The aim af the National Health Service Act which came into force on July 
.5, 1948, has been defined by the Ministry of Health as an Act "to make all the 

health services available to' every man, woman and child in the populatian, irre
spective of th~ir age, ar where they live, ar how much maney they have; and to' 
make the tatal cast af the Service a charge on the natiana). iocame, in the same 
way as the Defence Services and ather natianal necessities."2 In this same 
baaklet, 'theMinistry of Health explained that a new scheme was needed 
because previausly the health services "wereeverybady's business yet nabody's 
full respansibility." 

.. The other majar. shartcamings were that: mare than half of the populatian' 
had to' make private arrangements far medical care; many middle class peaple 
were excluded from compulsory and valuntary insurance plans with the result 
that a seriaus illness cauld be ruinously expensive for them; medicine was 
becoming departmentalized to' a paint where the family dactar had toO' much 
to' dO' because he had taa many patients, and specialists charged their private 
patients heavy fees because ~hey wer~ nat paid far their work in voluntary 
hospitals, and therefare settled anly where they cauldfind wealthy patients.3 

We have noted earlier that niany believed that the new Natianal Health
Service represented taa radical a break with the past; that it was nat~ecessary 
to' introduce sa many refarms at ane time. Althaugh this pasitian has an 
inevitable.attractian to' thase who believe that we can frequently make pragress 
faster by selecting a small rather than a large number af abjectives, it is well 
to' nate the contrary apinian af an expert American abserver, Dean Willard 
Rappleye, who recently stated that "the entire health service programm~ wauld. 
have been canfused, perhaps inaperative., if the general practitianers were nat 
included in the whale planfram the beginning, because it wauld have been 
difficult,if nat impossible, to' separate the functians of the general practitianers 
fram the lacal health autharities,. the specialists and the haspitals, all af which 
iarm essential parts af the arganic whale."4 Appa,rently the experts differ can
cerning the relative advantages af the fundamental appraach and the partial 

. approach to' the refarm· af the British health services. Hawever, since Britain 
was cammitted to' developing a camprehensive pragramme af sacial security," 
the cauntry was encauraged to venture a fundamental refarm af its health 
services. 

The'Ministry of Health takes the sensible paint af view that the Act was 
. anly a means af "getting the new deal started." . It lists the fallawing six 
aims af the new deal. . 

(1) Up-to-da1te material resources. A large pragramme is needed, assaan 

lIbido 2The National Health Service, 8.0. Gode No. 32-389*, p. 2. 3Ibid., pp. 3-4. 

.. 4 Rappleye, Willard C.: The National Health Servioe of Great Britain, Josiah Macyi 
Jr. Fowida:tion, 1949, p. 9. 
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434 British Planning for Health and Welfare 

as it becomes practicable, for reb~ilding and re-equipping hospitals and clinics 
and for constructing health centres. . . 

(2) Adequate human resources. More health workers of most kind's will 
have to be trained as soon as possible. . 

(3) Better distribution of resources. The aim must be to bring more of the 
services' to the places where the patient can conveniently use them. 

(4) Greater teamwork in serving the patient. This is necessary ~mong family 
doctors, within the hospital service, and among all the services,' to avoid. the 
departmentalizing of medicine whic~ prevents doctors from seeing the patient 
as a "whole person" rather than as a "case." 

(5) Encouragement of vari.ety and experiment. Medical 'heeds must be 
f adequately met everywhere; but it would be wrong for them to be met every

where in the same way. Medicine thrives on experiment and comparison of 
different ways of doing things; uniformity of method or belief is its enemy. 

(6) Encouragement of preventive and~positive» outl~ok on health. All agree 
that the nation will not be using its doctors to the best advantage so long as they 
are confined so much to healing and have so little time for preventing illness.! 

These six aims of the new health service can be grouped under two objec
tives: "to enlarge facilities and hring equipment up to date as quickly as is 
practicable-and above all to make what there is equally accessible to aU."2 
As far as ~qual accessibility is concerned, the health service is succeeding. And. 
the three majo~ problems which faced the country at the end of the war
provision of medical care for the poor, the reduction of medical costs for the 
middle class, and the establishment of a more secure financial structure for the 
hospitals-have been reasonably well resolved. But a less optimistic conchislon 
may be reached in assessing the progress that has been made, or is likely to be 
made, toward accomplishing the long-run objectives. 

The bases for ~doubt, if not for pessimism, are twofold: the Government 
promised too much, and the economy is too po~r to permit the promises to 'be 
realized. A good illustration is the planning for health cyntres which were to 
play a major r81e in' the new system. This was' the . promise : 

"A completely new local health service for which the Act makes provision 
is that of Health Centres. These wiU be buildings in which accomtp.odation ~wi1l 
be provided for a group of family doctors and perhaps also for dentists, phar
maceutical services, a maternity and child welfare centre, and nursing and 
midwifery staff of Local Health Authorities. They may contain facilities for 
specialist a.nd out-patient, services in connexion with the hospitals. Health 
Centres will be a means of bringing the branches of the service into. close 
relationship-of linking the preventive and welfare' services (including health 
education) of the Local Health Authorities with the curative work of the family 
doctors and dentists and·of the hospital and specialist services."3 ~ 

\ In 1943 in a discussion following an address to the Royal Statistical Society, 

! The National iHealthService, qp. cit., pp. 34-35. 2Ibid., p. 3: 3Ibid., 'pp<2.3-24. 
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Beveridge was challenged by Sir William Elderton who feared that his planning 
for social security failed to take '!-pc6ul\t of th~ tact that England wQuld be a 
poor country after the, war. BeveHdge dfsagreed: "We were not a poor country 
after the last war-we shall have had the enormous stimulation ·of invention 
which comes from war . . . we shall be the same people with practically the 
same resources and with more invention; why should we look forward to being 
poor?"l 

Against this optimistic bias must be set the statement of Sir Stafford Cripps 
in his last budget message: 

"But there is not much further immediate possibility of the redistribution of 
national income by way of taxation in this country; for the future, we must rely 
rather upon the creation of more distributable wealth than upon the redistribu
tion of the income that exists. Total taxation,. local and national, is now more 
than 40 per cent of the national income, and at 'th~lt level the redistribution 
of income entailed.in the payment for social services already falls, to a con
siderable extent, upon those who are the recipients of these services. 

, "We must, therefore, moderate the speed of our advance in the extended 
application of the existing sQd~I services to our progressive ability to pay for 
them by an i.ncrease in our national income. Otherwise, we shall not be able 
to avoid entrenching, to an intolerable extent, upon the liberty of spending by 
the private individual for his own purposes."2 

In 'simple terms, the additional resourct;s required for the implementation of 
a comprehensive system of health services are not currently available, nor does . 
it seem likely that they will soon become available. And therefore the 
implementation of the long-term aims of the Act may be indefinitely postponed .• 
It is this likelihood which justifies the belief that the Government "promised 
tab much.;' , , 

What can we iti}I:e United States extract from the English experience? 
It is well to recall that We are not free of the challenges which faced the British 
at the end of World War II-the obstacles confronting the poor in obtairiing 
essential medical care; the high costs of medical care borne by the middle class, 
and the' straitened financial position of many voluntary hospitals. It is true 
that the per capita income in this country. is considerably higher than it is in 
England; the tax burden on the middle class is considerably less, and our volun
tary hospita11 have not suffered bombing damage. But these differences should 
not obscure the parallelism in the political pressures for a more equitable distri
bution of health resources. The fact that we have more margins f~r experi
mentation and reform in the United States than were available to the British 
provides us ~ith the opportunity to evolve' a set of solutions which fit our 
specific circumstances and are free of the disadvantages which are inherent in 

, the Bdti'$h. health services. 

1 Bev~;idge, William: Social Security: Some Trans-Atlantic C~mparisons. Reprinted 
from the Journal of' the Royal Statistical Society, Vorl. CVI, Part IV, 1943, p. 331. 

2 Lawr and Industry in Britain, VoLVII, No: 2 (June 1949), p. 63. 

30 
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436 Brztish Planning for Heaith and Welfare 

We have pointed out that in our opinion the British Government promised 
too much and that it will be unable to find the additional human and material 
resources which alone could enable it to meet the major aim of the National 
HealthService-"the encouragement of a preventive and positive .outlook on 
health." There are additional morals which can be extracted from the British 
experience. It may seem paradoxical that the same Government, whose long
term objectives will probably flounder because of its neglect of the economic 
factor, overemphasized the benefits which could accrue by altering the existing 
pattern of payment for medical care. It is .very doubtful that the altered 
economic arrangements will result in a substantial redistribution of medical 
personnel in favour of the areas presently short of doctors; in an improvement 
in the priority system for admissiOn of patients to hospitals; in greater "team
work" among the general practitioner, the specialist and the public health officer. 
There is no logical basis for assuming that a change in the method of paying 
for medical care wilL accomplish these desirable objectives. Such evidence as 
has begun to accumulate justifies a sceptical conclusion. In fact, the more' 
satisfactory the present economic a~rangements the more likely thin the presenr 
structure of medical care will become frozen. 

It is true that the old system suffered from a lack of' integration and effective 
area planning, from a lack of co-ordination among the major parts of the health 
service. The'British had every reason to aim to improve matters by "planning," 
but effective planning, voluntary or governmental, is exceedingly difficult within 
the framework of a democratic society. First, there is the problem of enticing 
sufficient numbers of good people into GovernmeIltservice, and the further 
difficulty of retaining them. A second problem is that even the best. planners 
with the best 'plans can seldom foresee the secondary consequences of theiJ:' . 
actions. In solving one problem they inevitably precipitate others. 

Two illustrations out of recent experience are relevant: Although it is a 
major objective of the new health service to bring the general practitioner into 
more intimate contact with the other members of the medical team, the expertS 
believe that the system is actually working in the opposite direction ,and is 
leading toward an ever-increasing estrangement. The general practitioner has 
no place in the hospital, and he has no close association with the specialists to 
whom he refers ahirge number of his patients. Second, it is general knowledge 
that the scales of recompense worked out by the Government for various groups 
of medical personnel, particularly the differences in rewards for gener.al practi
tioners and specialists, must soon be adjusted because of the abnormalities which 
they are encouraging in the training and' allocation of doctors. Yet one can 
foresee that every effort to change the present pattern of incentives will in turn 
create new problems. . 

Although the major impetus to a fundamental reform in the health services 
grew out of the widespread conviction that England needed above all else a 
positive, attitude toward health; and although the basic planning emphasized 
the preventive mission, the current trend is in the direction of a heightened 
emphasis on curative medicine. This neglect of the preventive services dortbt-
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less reflects the. insatiability of consumer demand for medical attention once 
the major financial barriers have been removed. 

We have noted that Beveridge believed that it was axiomatic that a medical 
service should be organized to provide care "where needed without contribu
tion conditions in any individual case." But the obvious is not necessarily right. 
In addition to the contention that without a financial barrier consumer demand 
will reach appalling heights, there may be ,a more fundamental reason to avoid 
constructing a situation in which the individual makes no contribution at the 
time when he seeks help. No state, not even the most prosperous and liberal 
state, can give health. to its citizens. The individual must play an active role. 
It . would be a fundamental error in social planning to indoctrinate the 
individual with the point of view that health is a right which he .can obtain 
from a group of medical practitioners in the employ of the State. There may 
be ways of keeping the individual conscious of his responsibilities and actively 
concerned with his health, but it is a fact that in present-day society a useful and 
intimate relationship exists between expenditure and consciousness. The desir-

. ability of removing financial barriers which prevent individuals from obtaining 
essential care does not justify the establishment of a completely free service. 
There are intermediate solutions. 

The implications' for the United States growing out of this review of the 
British planning for health and welfare can now be summarized: 

(1) The danger of the Government promising more than it can possibly 
render because of a basic 'shortage of resources <,lnd an inability to redistribute 
those which ,are available without the use of compulsions inimical to the basic 
philosophy of a democratic society. 

(2) The unlikelihood that even radical changes in the prevailing' pattern of 
paying for medical care will accomplish the important structural changes which 
wou!d lead to an in,Fease in the quantity and quality of care which people 
recelve. 

(3) The desirability of introducing a greater amount of planning into the 
allocation and integration of medical resources should not obscure the problems 
attendant upon developing and implementing effective plans. 

(4) The danger that if the financial barriers to receiving medical aid are 
completely removed there will be an increased emphasis on curative rather than 
preventive services. 

(5) The desirability of removing financial barriers which make it impossible 
for the sick and injured to receive essential medical care does not imply that 
all services need be made completely free. It is important for th~ individual to 

,remain actively concerned about and responsible for the maintenance of his own 
health. 

In 1943 Beveridge pointed out in his address on "Social Security: Some 
Trans-Atlantic Comparisons" that three factors had to be borne in mind when 
assessing conditions in the United States and England. First, the greater variety 

guest. P
rotected by copyright.

 on M
ay 22, 2023 by

http://m
ilitaryhealth.bm

j.com
/

J R
 A

rm
y M

ed C
orps: first published as 10.1136/jram

c-97-06-02 on 1 D
ecem

ber 1951. D
ow

nloaded from
 

http://militaryhealth.bmj.com/


438 British Planning for Hea#h and Welfare 

of standards ~f in<;;ome and living in different parts of the United States (includ
ing the larger number of self-employed persons); second, the differences in 
division of responsibility between national and lpcal government; third, and 
. most important, the difference in attitude toward government. "In Britain, in 
spite of the resolute independence of the individual citizen, there is far less 
fear, on the whole, of government and government machinery for the achieve
ment of social purposes than there is in the United States-in the United States 
it is not always easy for the British visitor to escape the impression that the 
free citizens of that great country still regard all governments as their ancestors 
regarded the government .of George 111-."1 

We can see from his approach that Beveridge never held the naive belief 
that it was -either desirable or practical for the United States to adopt .a par
ticular solution that had been evolved in Great Britain. The parallelism which 
he saw, and which lie stressed, was the need and the desirability in both 
countries of developing comprehensive systems of social security to remedy 
the shortcomings o£ an industrial society. 

Americans may be antigovernment, but not to the extent of refusing to 
rely on ,government when the occasion demands. Our position seems to be 
approxiIllately as follows: . '~There is no reason for government to enter an ,area 
which is satisfactorily handled by voluntary and private effort; but there is 
every reason for government to concern itself with vital unmet needs of the 
populace when the efforts of voluntary and private groups fail."2 

A review of the problem of fed~ial hospitalization led to the conclusion 
that: 

"Critics of the federal government frequently forget the basic fact that 
the expansion of federal operations is almost always a reflection of a failure of 
individuals, voluntary effort, local and state governments to provide for essential 
needs. Those who -are truly concerned about the ind~finite growth of the 
federal government must act to strengthen the other resources of the society 
rather than to weaken the federal government."3 

In the final an,alysis, the manifold· difficulties that the British are encounter
ing in planning for health and welfare derive from the impoverishment of 
their country as a, result of two major w.ars and the failure to modernize their 
industrial structure. We fortunately have not been impoverished by the two 
wars nor have we permitted our industrial structure to become outmoded. We 
are in a much more fortunate position. The British may have set themselves 
too high an objective but we must be careful' not to set(ours too low. We, too, 
must provide essential medical care for the poor, reduce the excessive medical 
costs on the middle class, and ensure the financial stability of our hospital 
system. But we must do more. We must constantly strive for a higher 

,1 Social Security, op. cit., p. 321. . 
2 Ginzberg, EH: A Pattern for Hospital Care, Columbia Univ.ersity Pre!>s, 1949, p. 298. 

3 Ginzberg, Eli: Federal Hospitalization. Reprinted from Mod. Hosp., April, August, 
and December 1949. -
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• qualIty of medicalc;are and for improvements in preventive services. And we 
must seek to accomplish these purposes through an efficient and economical 
use of our resources. These are difficult, objectives, and the solutions will not 
come easily, but they must be found. And they cannot be accomplished by 
a single piece of legislation, not ~ven by. a host of legislative measures. But 
we must mOve ahead. Americans, like their British cousins, wiwt the benefits 

, of medical science, but not at the cost of medical progress. 
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