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To the Parliamentary Secretary to 
the Minister for Local Government & Public Health. 

1. We the undersigned mempers of tlfe DepartmeJ?tal Com
mittee appointed to consider the development of medical services 
have considered all aspects of the question as fully as possible 
and desire to report on the several ~atters involved in the 
following order, viz. :-

I. The existing public medical services. 
II. Trends of d.evelopment in other countries. 

IiI. Schemes of improvement suggested by non-official 
bodies. 

IV. Official proposals. 
V. Review of the financial and administrative changes 

necessary to give effect to IV. 

2. Seventeen meetings of the Committee were held; and 
eleven of a special sub-committee to consider the plans drawn 
up by Dr. Dignan and by the Medical Association of Eire. 

I, 

THE EXISTING PUBLIC ME~ICAL' SERVICES. 

3. For brevity and clarity, a tabular statement of the existing 
organisation and its cost is appended to the Report. (A'ppendix 
A.). 

The total cost (excluding capital expenditure) for the year 
1941-2, of the services iIwhided in the table was £3,363,044. 

It will be observed ~hat expenditure out of rates formed the 
largest element in this figure. It must, however, be remembered 

, . that, 'in addition to the State grants totalling £568,238 in direct 
1 relief of local expenditure on these' services, a certain proportion 

of the balance of payments from the Local Taxation Account: 
etc., if! relief of rates generally was applicable to this expenditure. 

The corresponding figure for England and Wales for the 
year 1938-9 was £54· 5 millions made up as follows (ignoring 
the effect of the block grant) : 

Rates 
Central Funds 
National Health Insurance Contributions 

£, million. 
40·3 

3:0 
n'2 

4. With regard to organisation, a glance at the table will 
show that there is already considerable uniformity in the 
administration of the medical services. The multiplicity of 
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authorities and functional areas which existed in the early years 
of the century has been reduced by re-organising many of the 
services on a county basis. That ~ultiplicity had its origin 
in the growth of the various services. Local administration 
first entered the medical services field in 1765 when a county 
infirmary system, part voluntary and part rate-aided, was set 
on foot,. In 1806 the first step was taken in the creation of ~ 
..dispensary service organised on a county basis. With the Poor 
,Relief Act of 1838, however, there commenced a gradual break
,away from county administration in health matters. The uIrion 
infil'mary became the domin\!>nt type of local rate-supported 
hospital, and, in 1851, the union became the administrative 
unit for the dispensary system. Again, in 1878, the union was 
used as a basis for the organisation of rural sanitary administra
tion, while boroughs and towns served the same purpose for 
'urban areas. The Tuberculosis Prevention (Ireland) Act, of 
1908 marked the commencement of the, return to county 
administration in health matters, and the precedent was followed 
by many of the Acts dealing with special medical services which 
were passed in the succeeding decade. The immediate result 
was not, however, to clear up the confusion, but rather to add 

, to it, by increasing the number and variety of local bodies 
concerned with the health services. Apart from joint bodies, 
the councils of, counties, county boroughs, boroughs, urban 
and rural sanitary districts- and boards of guardians were now 
an. engaged in administering medical or health services in one 
form or another, while town commissioners had powers in relation 
to school meals, and insurance committ~es were charged with 
the administration of sanatorium benefit. This complex organisa
tion has been simplified to a great extent by successive Acts of 
the Oireachtas but the process has not yet been carried to a 
conclusion. The local medical services insofar as they are 
provided as measures of public assistance or in furtherance of 
public health or for the treatment of mental disorder, still remain 
under S3parate codes, and the authorities administering them 
are the public assistance arid (-broadly) sanitary authorities and 
mental hospital authorities respectively. Legally these authori
ties have a separate existence, although , in constitution they 
have become identified to" a large extent. In the sphere of the 
public health services alone there are still anomalies inasmuch 
as county and county borough councils as such administer some 
of them while sanitary authorities administer others. 

5. Broadly, however, the county and county borough are 
now, the principal local administrative areas for the medical 
services. For many of these services they are the most suitable 
of all areas, and in relation to these nothing further is desirable 
than a rectification of the remaining anomalies. There is, 
however, a group of sarvices, mainly institutional and centred 
in institutions, for which a WIder boundary must be drawn if 
it is desired to make separate administrative districts reasonably 
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self-sufficie~t. Mtst counties are not in this p~sition. Their 
medical resources usually extend only to general medical and 
surgical care for uncomplicated cases, and this fact has necessi
tated a complex network of agreements with extern institutions 
both inside and outside the county. The foundation whicJt the 
county affords is too narrow to allow of any but a comparatively 
simple medical structure being superimposed on it. For certain 
purposes, therefore, a more extended area than the county is
essential and the wider the foundation, the higher it will be 
possible to build. The apex of the medical pyramid is the 
university or teaching hospital and if it is desired to construct 
a complete and integrated health service in each group of counties 
and county boroughs it will be necessary to focus the regions 
on the three medical teaching centres. A proposal to this effect 
has been made in Part IV of this Report. 

6. With regard to scope the local medical services were, in 
the great majority of cases, instituted to serve that part of the 
population which was unable to bear th~ cost of providing 
medical treatment for itself. Though the original purpose has 
been greatly widened, and the local services have come to be 
availed of by an increasing proportion of the population, either 
as paying or contributory or free pa,tients, the circumstances 
attending their origin have to some extent narrowed their scope 
unduly. 

THE DISPli1NSARY SERVICE. 

7. The dispensary system has many merits. By payment 
of part-time salaries to medical officers it has effected a 'reasonably 
even distribution of general practitioners throughout the country 
and secured that no district however remote should be without 
its doctor. It is an economical and efficient method of providing 
free medical advice and treatment for those unable to pay for 
them. It employs nurses,' midwives, pharmacists and con
sultants in the interests of the poorer classes. It has made 
reasonably adequate provision for all their normal medical needs. 

8. Its defects 'are partly inherent and partly incidental. 
Principal among the former is its apparent inability to make 
any practicable provision for classes immediately above the 
dispensary level. A provision exists in the Medical Assistance 
Regulations for the preparation of lists of reduced fees which 
medical officers might charge those who, while unable to pay 
full privat~ patients' fees, are unwilling to be classed as dispensary 
patients. It has not been availed of. Though no current 
arrangement of the kind is in ,operation, rare instances have 
occurred under similar provisions incorporated in previous 
versions of the rules governing the dispensary service, but the 
pra.ctice has proved either unpopular or unworkable. The fact 
m.ay be, of course, that the doctors themselves apply the principle 
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./ 
unofficially ih' border-line cases, but so far as'it goes experi,ence 
has shown that in most areas patients are treated either as 
completely free or as full paying patients and that there is no 
intermediate class. 

9. One result of this has been that where substitutes for 
the dispensary system exist, they are resorted to . mainly by the 
intermediate type of patient. A survey carrie<;l out in 1943 
by the ,Hospitals Commission of attendances at the out-patient 
department of one Dublin voluntary hospital, showed that 
comparatively few of those seeking treatment could be described 
with certainty as entitled to free medical relief. On the other 
hand, few could afford to attend even a general practitioner as 
private patients. The inference is that while these extern 
departments do, to a certain extent, compete with the dispensary 
system on their own ground, their principal function is to supple
ment that system. 

10. The voluntary hospital extern departments also supple
ment, rather than compete with, the dispensary service in providing 
a certain amount of specialised advice 'and treatment for persons 
attending them. This is, however, no reflection on the system 
since all it pm:ports to afford is a general practitioner service, 
with consultant advice in difficult cases. Dispensaries in Dublin, 
as in the reI1lainder of the country, are in fact poorly equipped 
and unsuitable for the -worthwhile clinical work, but there is 
no necessity to raise them to the level of specialist clinics. The 
defects mentioned are incidental, and fairly easily remedied. 

11. ArilOrig the incidental defects are the comparative isolation 
of the rural dispensary medical officer, the cleavage between the 
medical assistance service and the "public ·health" medical 
services- (particularly noticeable in Dublin, where there is very 
little collaboration between the Board of Assistance and the 
County Borough Council) and the overcrowding of dispensaries 
in urban areas. 

DISTRICT INSTITUTIONS. 

12. These are, as a nile, organised ·on a county basis. Each. 
county has its county hospital, one or morc district and fever 
hospitals, and a county hbme. This framework emerged from 
the break-up and recasting of the old poor law union system 
which began about the year 1920. Some of the ,infirmaries 
established under the County Infirmaries Act, 1765, have been 
absorbed into the county hospital system, some have disappeared, 
and a few have merged in the voluntary hospital system. 

13. The fact that feyer hospitals' were mainly provided in 
this country, not by the sanitary authorities, but by boards of 
guardiltns as adjuncts to the workhouses, has given rise to the 
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anomaly that the treatment of infectious' diseases is legaliy, and 
in the main administratively divorced from the machinery set 
up for notification and prevention. It also accounts for the 
many small and uneconomic fever hospitals· found throughout 
the country, whose absorption 'into larger county or joint-area 
units is recommended in Part IV oj this Report. 

EXTERN INSTITUTION'". 

14. The inadequacy of the county as a 13.sis for the organisa
tion ·of comple.te institutional services is partly demonstrated 
by the extent to which local authorities have entered into agree
ments with the managements of institutions other than their 
own, for the treatment of patients from their areas. Such 
agreements have been made w.ith the authorities of 130 institutions 
(90 of them hospitals) including 6 in North<lrn Irelapd and 2 in 
Great Britain. 

" 15. The position of Dublin in this matter is a peculiar one. 
The Dublin Board of Assistance has made a number of such 
agreements in respect of institutions within the city and outside 
it; but because of the fact that the poor and near-poor in its 
area are received direct into the numerous voluntary and semi
voluntary hospitals, as part of these hospitals' charitable activities, 
rates 'are relieved of a considerable charge, which is transferred, 
jn whole or in part, to the deficits total which must be met each 
year by the Hospitals Trust Fund. In an effort to prevent this 
shifting of incidence, the Department has explored the question l 

of making the public assistance authority responsible for all 
·cases admitted to voluntary hospitals t4rough the Dublin 
Hospitals Bureau, but a suggestion of the Hospitals Commission 
in this connection having been found impracticable, no progress 
has been made. 

16. The presence of so many and so .highly developed voluntary 
agencies in Dublin has relieved not only the public assistance., 
but also the public health authorities of Ii. considerable part 
of their responsibilities towards the citizens in the sphere of 
medical services. This relief has been directly at the expense 
both of the voluntary managements aI).d the Hospitale Trust 
Fund, and indirectly at the expense of the rest of the country. 

17. The problem presented by this concentration of hospitals 
and institutions in the capital is one which has ma.p.y aspects, "
and its solution will not be easy. As a preliminary step, however, 
some means other than the present one of agreemen~s 'with 
.individual local .authorities should be sought for 'tapping these 
resources. An alternative would be the constitution of several 
local authorities into a large area or region all parts of which 
would bear equally the charge of maintaining and treating 
poor patients from the region in these hospitals. Both the 
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,I costs of !'Iuch maintenance and treatment and the resources of 
the hospitals might thus be distributed more equitably than at 
present. The arrangement would also provide a means of 
checking and ultimately reducing the annual. deficits in the 
accounts of the ,hospitals for which at present a considerable 
part of the Hospitals Trust Fund is earmarked. 

MENTAL HOSPITALS. 

18. There 'are 18 of these, with one auxiliary mental hospital. 
Accommodation is available for a total of 18,375 inmates' and 
the latest available figures show that the patient population 
has fallen to 17,593. 

Though present accommodation is I adequate, taking the 
country as a whole, the ~ollowing should be borne in mind: 

(a) the downward trend in the all-over patient population 
which occurred during the war may not , continue; 

(b) arrangements for the admission of voluntary patients 
under the Mental Treatment Bill, 1945, will swell 
the numbers of patients in individual hospitals, 
initially at least ; 

(c) thQugh vacancies exist in most hospitals at present, 
overcrowding has not yet been eliminated in certain 
of them. 

As one means of countering the fact as well as the .possibility 
of overcrowding, it is desirable that some arrangement should 
exist whereby vacant room in one hospital should be filled 
with the surplus patients from another. S1,lch an arrangement 
would follow 'naturally ~n the regionalisation of mental hospitals 
which is. recommended in Part IV of this Report. The objection 
may be made that sending patients from one hospital to another 
will separate them from their relatives, and while this is admitted, 
it may be replied that this kiQd of separation has always existed 
and would hardly be aggravated under the proposed arrange
ment. When a number of patients were recently sent from 
,Ballinasloe to Castlerea no ()omplaints were heard. 

TUBERCULOSIS SERVICE. 

19. By far the most important element in the fight against 
tuberculosis is the provision of institutional care for cases requiring 
isolation or treatment or both. The regional sanatoria projected 
under the Tuberculosis (Establishment of Sanatoria) Act, 1945, 
as well as other existing and proposed institutions will play an 
indispensable part in preventing the spread of infection and in 
treating sufferers from the disease. Existing bed accommodation 
for tuberculous cases is about 2,250, and it is proposed to increase 
this figure to approximately double that number. 

The question of regional management for the new Sanatoria, 
as well as of other institutions, is dealt with in Part IV of this 
Report .. 
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MATERNITY, CmLD WELFARE AND -SCHOOL SERVICES. 

20. The Maternity and Child Welfare and School Medical 
Services have developed on separate lines hitherto. This has 
been due to some extent to the fact that whereas administration 
of the School Service was originally entrusted to the county 
and county borough councils as such,. that of the Maternity and 
Child Welfare Service was based on sanitary. districts. It is 
proposed in Part IV of this' Report that the latter should be 
administered in future on a county and county borough basis. 

The quality of the services leaves something to be desired. 
The Maternity and Child Welfare Service has not, save in the 
county boroughs, been developed beyond the rudimentary 
health-visitor stage. In the county boroughs the service is, 
for all practical purposes, confined to the poorer classes, and 
is more in the nature of a medical assistance. than a public health 
service. It suffers, too, from many defects such as the inadequacy 
of arrangements for the detection and treatment of ailments in 
mothers and children, excessive overcrowding of clinics, etc. 

With regard to the School Medical Service, examination of 
children is too infrequent, and the arrangements for treatment 
of defects are incomplete. 

DENTAL AND OPHTHALMIC SERVICES. 

21. Dental and .. ophthalmic services are at present mail}iy 
confined to schoolchildren, and no adequate provision has been 
made for these services in the case of adults eligible for free 
medical assistance. Proposals have been put forward in Part IV 
of this Report for the improvement of these services, and their 
extension to all classes of beneficiaries of the comprehensive 
scheme. -

VENEREAL DISEASES SERVICE. 

22. Approved schemes are in operation in the four county 
boroughs, and in sixteen counties. Schemes include: (a) arrange
ments by which any medical practitioner in the area for which 
the Bcheme is effective may obtain free pathological reports 
on specimens submitted; (b) provision for institutional treat
ment; (c) skilled professional assistance; and (d) issue of approved 
salvarsan substitutes to medical" practitioners. Part IV of this 
Report contains certain proposals for the re-organisation of this 
service. These proposals will, it is thought, necessitate an 
amendment in the law which at present requires the consent of 
a county council to tlie imposition on it by the Department of 
any duties under Section 148 of the Public Health (Ire1and) 
A1:lt, 1878. 4 The preparation of approved schemes should be 
made a statutory duty of county and county borough committees; 
the provisions. of the Veneral Diseases Act, 1917, should apply 
uniformly in every part of the country. 
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ADDITIONAL BENEFITS SCHEME. 

23. The National Health Insurance Act, 1942, u.tiIised or 
allowed to be utilised, the excess of income over expenditure 
on statutory benefits of the National Health Insurance Society 
for the purpose of providing extra benefits for eligil;lle members. 
It appointed quinquennial additional benefit pepods during 
which schemes might be operated. The current peliod extends 
from the 1st April, 1942, to the 31st March, 1947, and an 
additional benefits sch~me for the period has been framed by the 
Committee · of Management of the Society, and approved by 
the Minister. The scheme contemplates an expenditure of 
£175,000 a year, and provides for payment of the whole or 
part of the cost (in the case of eligible members) of: 

(a) dental treatment and appliances; 
(b) maintenance and treatment in hospitals and con-

valescent· homes; 
(c) medical and surgical appliances; 
(d) optical treatment and appliances; 
(e) other specialist medical and surgical treatment. 

Particulars of claims and expenditure under · the scheme are 
given in Appendix A. 

The' additional benefits scheme may be open to criticism in 
its isolation from other forms of public medical service. It 
aims at placing insured persons in, the category of private patients, 
and, in tllls sense. cannot be classed as a public medical service 
at all ; it is merely a ·method by which existing services, both 
public and 'private, may be utilised for the treatment of insured 
persons. The Society contracts with outside agencies to carry 
out certain work, but undertakes no responsibility fOIl the 
organisation of the services, and is not concerned with their 
improvement or reform. From this standpoin~, it becomes 
obviolls that the money expended on the scheme, though classed 
as public funds, is not being used to finance a pt1blic service, 
but is spent in the same way as private money paid for medical, 
dental, etc., .services. It is arguable that there is a case for 
the absorption of the additional benefits scheme into any. wider 
scheme of public medical services, and for the diversion of the 
moneys expended on it into a general fund for the financing 
of the broader plan. 

The present additional benefits scheme suffers also from the 
defect that the funds available to support it are limited; and 
the Society's commitments in respect of the full range of benefits 
are such that these benefits are available for part of th~ year only. 

VOLUNTARY HOSPITALS . 

24. There are, in all, 52 voluntary hospitals and sanatoria, 
and 13 other institutions, including convalescent homes and 
establishments for mental defectives. 
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The following table indicates income and expenditure in 
respect.of these institutions for the years 1939, 1940 and 1941 : 

Year. Income. Expenditure. Surplus. Deficit. 
£ £ £ £ 

1939 516,162 668,523 5,956 158,317, 
'1940 ... 531,132 697,462 7,297 173,627 
1941 ... 541,718 750,685 2,545 211,512 

. Payments made out of the Hospitals Trust Fund in respect of 
deficits were: 

Year. 

1939 
1940 
1941 
1942 
1943 

Amount. 
£ 

156,625 
173,401 
207,076 
210,259 
16~,976 

'These adverse balances were due to many causes, the chief of 
which were: 

(a) A large number of patients were maintained and 
treated free of charge. They could neither pay 
themselves, nor could the cost of their maintenance 
and treatment be charged to' any local authority. 
This was particularly the case in Driblin, where 
patients are admitted direct to the llOspitals without 
passing through the hands .of, the public· assistance 
or other local authority. . 

(b) The out-patient departments at a great many of the 
voluntary hos.J;litals have been developed to meet 
increased demands. 

(c) Increased annual expenditure due to capital works 
undertaken with the aid of grants from Sweepstake 
monies was not counter-balanced by a corresponding 
rise in income. 

II. 

TRENDS OF DEVELOPMENT IN OTHER COUNTRIES. 
25. The. following notes are intended to be merely a brief 

outline of the steps taken in other countries towards improved 
health services for their populations. In certain cases (e.g. 
Denmark) no definite measures. ' of improvement have been 
undertaken, in recent years, and the notes will be confined to 
a brief review of the machinery existing there for the prevention 
and treatment of -disease. 

AUSTR.A.LIA. 

26. The Commonwealth Government has announced its 
intention to provide a national medical service, financed out ~f 
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taxation, and available to every member of the community. 
This decisi6n ·has apparently been taken on the recommendation 
'of a Parliamentary Joint Committee on Social Security which, 
in an interim report published in 1943, advised the Goven\ment 
to abandon the National Health Insurance .system of services 
fores~adowed in a Commonwealth Act passed in 1938 but not 
yet, apparently, 'implemented. The grounds of objection are 
stated to be the restriction of benefits to a particular income • 
group, the limited range of the benefits and the absence of a.ny 
proVision for dependants. The Parliamentary Joint Committee 
is proceeding with the planning of a comprehensive medical 
scheme. Meanwhile the Government has taken the first steps 
in thif:! direction, by introd,ucing early in 1945, a system of 
pharmaceutical benefits available free to every person ordinarily 
resident in the Commonwealth. 

As matters stand, there appears to be no adequate sytem in 
Australia for affording medical attendance to the low-income 
classes as a whole. Medical assistance for persons of insufficient 
means is provided in the larger towns by special and 
general hospitals financed from State sources and from paying 
patients' fees. There is also a network of friendly societies, 
membership of which is voluntary, and which afford medical 
attendance a.nd drugs ~o iIl:sured persons under a certain income
level, with thejr dependent relatives. Payment of a special 
contribution in the case Of a few societies entitled th~ member 
to part-cost hospital treatment for himself or his wife. The 
number of insured persons in 1932-33 was 211,567 , out of a 
population of 6,629,839. 

BELGIUM. 

27. Medical assistance is provided free for the poor by the 
communes, which employ medical officers for the purpose, 
remunerating them usually by way of annual salary, but 
occasionally on a fee-for-service basis. 

Medical attendance on a mutual insurance basis is enjoyed 
by some three millions of the total populaticm (over eight 
millions)-a figure which includes most wage-earners under 8:~ 
income limit of approximately; £175 a year, with their dependent 
relatives. There are over 8,000 Government-subsidised mutual 
insurance societies organised cbiefly for the purpose of affording 
medical benefit. Some of them, in addition to providing a 
general practitioner service, have established their own hospitals, 
sanatoria and dispensalies. Benefits vary from society to 
society but generally include general practitioner treatment 
and medicines, and half the cost of hospital treatment. Doctors 
employed are paid either on a capitation basis or by fee for 
each service rendered. Free choice of doctor by patient is 
preserved. 

Child welfa,re and tuberculosis services are in the hands of 
,subsidised voluntary organisations> School Medical inspection 
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.appears, on the other hand, to be administered by the communes; 
whioh employ local practitioners for the purpose. 

In a total of 280 hospitals, municipal outnumber voluntary 
in the proportion of three to two. The bed-complement of 
the former is 13,200, and of the latter 4,200. 

In each province there is an institute of hygiene fl'nd 
bacteriology, the work of which consists mainly of examination 
of specimens from suspected cases of diphtheria, enteric fever, 
tuberculosis, etc. In two of the provinces these institutes are 
()onnected with medical schools. 

CANADA. 

28. A bill, drafted by the Federal Department of Pensions 
.and National Health, is under consideration. It is aimed at 
providing a comprehensive health service available to all, and 
financed out of contributions from insured persons and a special 
Federal tax on incomes. Insurance will, apparently, be com
p~ory for all employed persons in the Dominion betweep._ the 
ages of 16 and an unspecified upper limit. A fiat contribution 
rate of $.12 annually will be imposed. In addition a levy of 
from 3% to 5% on incomes over $660 a year will be exacted. 
Certain maxima have been fixed in relation to the y~ar1y amount 
of health tax payable by each person. The whole scheme is 
estimated to cost $250,000,000 a year. 

The aims of the Bill are extremely wide. They are: "to 
reduce mortality and to create positive health; to protect all 
families ~gainst the hazards of illness; to protect motherhood 
and childhood; to extend public health services throughout the 
{{ountry; to extend hospitals, sanatoria, laboratories, health 
units, and health centres; to eradicat~ tuberculosis ana venereal 
diseases, and to reduce the incidcnce of many specific ailments." 

The existing arrangements in' Canada for medical attendance 
ill the case of the low-income group appear to be incompletc. 
Provincial legislatures have given to municipal authorities the 
responsibility for the establishment and maintenance of general 

, hospitals, while themselves providing directly for the care of 
the insane. The system of medical assistance. is, apparently, 
limited to institutional care, and n,o provision has been made 
in the Dominion as a whole for general practitioner treatment 
or s,riy form of special service. Some medical benefits are 
provided under the legislation dealing with industrial accidents 
and occupational diseases. 

With regard to particular provinces, the following points 
are of interest : , 

Alberta has recently enacted legislation whereby free institu
tional maternity care is available to residents in the province. 

Manitoba proposes to improve the rural medical services 
by the establishment of health units under local boards, and 
an extension of the municipal doctor system. 
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In Saskatchewan a Health Services Survey Commission 
recommends the division of the province into health dist:J;i,cts, 
with health centres staffed by medical officers of health, sanitary 
officers, nurses and dentists. A Health Services Act passed in 
November, 1944, empowers the Minister for Heal~h to designate 
certj.in persons or classes as eligible for a free or part-cost medical 
attendance. In January, 1945, old age and blind pensioners 
with certain of their dependants, certain mothers with dependent 
children, and other children publicly supporteQ, were classed . 
as eligible for medical and surgical care, nursing, medicines 
and appliances. 

CZECIlO-SLOVAKlA. 

29. Medical assistance is provided for poor persons by the 
comIllunes. It includes general practitioner treatment at the 
patient's home by a communally employed doctor, or maintenance 
and treatment in public hospitals, at the commune's expense, 
as the case may require. In the case of employees under a 
certain wage-level in agricultural and fore~try undertakings who 
require medimtI attention the cost is borne by their employers 
for a limited period. The employer is, however, ndt obliged 
to grant medical treatment and drugs if these are already provided 
by sickness insurance funds . 

Insurance for medical benefit is compulsory for manual 
workers employed under a cQntract of serviee, and "for home 
workers who, while not running a business, regularly e.l}ercise 
a trade .at the order or on behalf of one or more employers." 
It is also compulsory for non-manual workers employed in 
priv~te undertakjngs. Public non-manual employees are also 
enrolled in (apparently voluntary) sickness funds. The' system 
is administered through a network of insurance institutions, 
someof them occupational, but mainly organised on a district 
basis. Membership is said to total three millions, and bene
ficiaries (dependants are included) some ten millions, out of a 
population of about fourteen millions. Benefits include free 
medical treatment both dqmiciliary and institutional with 
medicines and appliances. 

A child welfare service is administered by the provincial 
authorities, under the supervision of the Ministry of Social 
Welfare. It includes school milk-depots, clinics for mothers 
and infants, dispensaries, a system of holiday centres, and 
convalescent homes for children. 

DENMARK. 

30. Medical assistance is available, subject to a means test 
to all those of insufficient means who are for any reason debarred 
from insurance benefit. Tlie service includes every type of 
tr~tment and is provided by the municipality or the commune. 
In the sphere of general practitioner treatment, no doctors seem 
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to have been engaged specifica.lly for this purpose. A cash 
allowance is made to the patient to cover. the cost of medical 
attendance and other necessary care. Medical assistance is 
generally regarded as supplementary to the medical benefit 
provided under the sickness insurance system. 

Medical benefit is administered through a system of sickness 
funds or clubs, .active membership of which is voluntary. The 
insurance tradition is, however, .so strong in Denmark that 
there are over two million active members of these clubs. Active 
or full membership is' open only to those between 14 and 60 
whose means are below a certain level, alterable by the Minister . 
for Social Affairs at intervals of three years. The pre-war 
income level was £227 a year in Copenhagen; £195 in the other 
urban areas and £150 in rural areas, with a margin of about 
£13 l,Os. Od; for each child. The capital (as distinct from income) 
limit was about £760 for the head of a family and £510 for others. 
The limit is designed to corresponfl to a year's income for a 
skilled worker when fully employed. 'A sickness club camtot 
I'efuse admission to an applicant unless he is incapacitated by 
<lhronic illness from paying a reasonably econb~ic contribution. 
If he can pay such a contribution, he must be admitted. 

A second and much smaller class of members comprises those 
former full members of the clubs who had risen above the means 
level described above and for whom sickness clubs had formed 
separate sections. Such a member may retain active insurance 
rights by payment of a special contribution. 

A third class of members is that of contributory or passive 
members. A passive member is one above the means level 
who pays a small contribution to a club in or9.er that hl:3 may 
be admitted as an active member if that should become necessary, 
without· regard to his age or to the state of his health. This 
form of membership of either a sickness club or insurance society 
is compulsory for all those above that income or capital limit 
between the ages of 121 and 60 and in good health. The rates 
of contributions vary from about Is. 9d. to 28'. 2d. a year, and 
payment does not entitle the member to any cash or medical 
benefit. It carries with it merely potential benefits. 

Active members of sickness clubs are entitled in addition 
to cash benefits, to free medical attendance, hospital treatment 
(including treatment in Sanatoria and Mental Hospitals), mid
wifery and to three-fourths of the cost of certain vital preparations 
such as insulin and liver extract. The clubs. may, but are not 
compelled to, afford other forms of treatment, such as home 
nursing, specialist treatment, and. portion of the cost of medicines 
and appliances and dental treatment. 

All Danish hospitals seem to be under public c9ntrol. l\):ost 
of them are owned jointly by the urban and the surrouding 
rural communes.. The charges for paying patients are low and 
deficits are met regularly from communal taxes. These charges 
are, moreover, halved in respect of members of sickness clubs 
operating in the commun~ which own the hospi~al. The charges 
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to payin.g patients seem to be only one-eighth of the actual 
running cost per bed of the hospital and to club members one
sixteenth. 

Members may be treated at their own expense at private 
clinics or in hospitals outside the club area, and claim a refund 
from their club equivalent to what it would have cost the club 
if the patient had entered the public hospital for which he is 
scheduled. 

Mileage charges, in connection with the attendance of doctors 
or midwives on club members, or on the conveyance of a member 
to hospital 91' to a doctor or ,midwife are usually borne by the 
communes. 

The clubs may enter into agreements with associations of 
doctors, midwives and dentists with regard to the treat~'ent of 
club members. Payment is made by the club on a capitation 
or on a case-fee basis. Hospital medical officers who are ~mployed 
by the communes as salaried officials receive nothing extra in 
respect of their attendance on club members. 

Health co-operatives called sickness benefit societies exist 
for persons ineligible for membership of sickness clubs. These 
are insurance societies in which the benefits paid are related 
strictly, to the amounts received by way of contribution. There 

• are 17 or 18 of them with 102,000 full or active members and 
10,000 passive-a total of 112,000. They are not State-aided 
in any way but are supervised by the State. They are also 
called "Health Insurance 'Societies" or " Continuation Funds " 
and they seem to correspond to our private Friendly Societies, 
e.g. the defunct "Foresters," the "Great Southern Railwa.y 
Benefit Society " and the English " Hearts of Oak." They 
gi>;e no medical benefit directly but may insure their members 
for portion of any medical expenses incurred. Every Danish 
citizen between 21 and 60 who is not or is not entitled to be a 
full -active member of a sickness club, or who is not a full or 
passive member of a Society must become, jf in good health, 
a' passive member of a sickness club. 

FRANCE. 

31. An Act of 18th November, 1941, provides for the creation 
of a National Institute of Social Insurance Health work, financed 
by social insurance monies and administered by the social 
insurance funds under the supervision of the Secretaries of State 
for Labour and for Family and Health. 

The purpose of the institute is to organise, on behalf of 
insured persons and their families, a campaign against the 
principal social diseases, and to contribute to any scheme intended 
to protect or restore the health of the workers. The Institute 
co-ordinates the social and health work of the social insurance 
funds aud their regional federations. It may also provide 
establishments for the purpose of social hygiene, prevention, 
cure and conva!escence. , 
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The Institute is managed by a governing body, consisting of 
delegates from the federations of social insurance funds, assisted 
by a council of health experts. These bodies were provisionally 
constituted by decrees of the 3rd and 23rd November, 1944. 

In January, 1942, changes iI). the social insurance code resulted 
in insured .persons and their fainilies becoming entitled to sickness 
benefit and medieal attention without ha.ving to prove payment 
of a certain number of contributions. The only condition 
now, apparently, insisted on is that the workers should have 
been in insurable employment for three months and have been 
registered at an employment office. 

The various existing provisions relating ·to maternity and 
child welfare were codified in December, 1942. Responsibility 
for the medical and social protection of mothers and children 
in each department was placed on the regional director of health. 
The regional prefect, assisted by the regional director of health 
and the regional "commissioner of the famiiy" was to co
ordinate all social services affecting the family. Provision was 
made for medical examination of persons intending to marry, 
and of expectant motliers, as well as for a system of "-health 
books " the purpose of which has not been made clear. 

GREECE. 

32. Medical assistance does not appear to have developed 
to any appreciable extent. Some dispensaries, originally 
~stablished to deal with sickness outbreaks among refugees, 
have been retained as a permanent part of the health services. 
Shipowners are responsiple for the cost of treatment of seamen 
who fall ill in their service. Otherwise no arrangements appear 
to have been made for medical attendance on the poorer classes. I 
There is a system of low-salaried medical officers of health which 
may do something towards providing a medical service for the 
rural population. 

Insurance medical benefit is provided for worke'rs in the 
tobacco industry only. Membership of the tobacco workers' 
insurance fund is compulsory; for all such workers over the 
age of 16 (14 in the case of girls). The fund is managed by a 
board consisting of four State officials. Benefits comprise 
medical attendance and medicines for insured persons and their 
fainilies, and maintenance in hospitals or other institutions. 

Both general and special hospitals are said to b'e well organised, 
but no figures are available to 'show the extent of the accommoda
tion provided. 

HOLLAND. 

33. Medical assistance is administered through the communes. 
The indigent are entitled to domiciliary or institutional medical 
care at need, and the communes employ doctors, nurses ansi 
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roiqwives for this purpose, and provide hospital treatment when 
the case r:equires it. 

Insurance for medical benefit is on a voluntary basis, but 
an element of compulsion 'has been introduced in 'connection 
with the statutory sickness insurance scheme for cash benefit
the latter not being payable' unless the insured person can show 
that he is 111so a member of a recognised medical benefit fund. 
These funds are not State-subsidised, and correspond to the 
Friendly Societies existing in these countries. Beneficiaries 
(which include dependants) are said to number four millions 
out of a popUlation of nine niillions. The benefits generally 
consist of a general practitioner service only, with medicines. 
In some funds provision is made for specialist advice and treat
ment and institutional care. 

Voluntary hospitals outnumber municipal or communal but 
exact figures are not available. Both types are heavily subsidised 
by the Government. Co-operative hospital ~nsurance has been 
developed to some extent. 

The campaign against tuberculosis is carried on by Govern
ment subsidised voluntary associations. The maternity and 
-child welfare service is in the hands of local bodies, both 'pro
yincial and communal, and of the State. School medical inspec
tion is organised communally. 

_ NEW, ZEALAND. 

34. The Social Security Act, passed towards, the end of 1938, 
aimed at providing a comprehensive medi{Jal serVice for all who 
are ordinarily resident in the ~tate. The scheme is financed 
out of the produce of a tax of ts. in the £. on all incomes, which 
is also sl?-ppose4 to cover outlay on various cash benefits. The 
Social Sec,urity 'Fund is in fact, however, partly recruited from 
generaltaxation and partly from a further tax (originally levied 
for war purposes" and known as the National Security tax) of 
Is. 6d. in the £. on all incomes. 

\ Benefits include a general practitioner service, with medicines, 
attendance on maternity cases,maintenance and treatment, in 
hospitals, and certain supplementary benefits (e.g. massage, 
x-ray examination). They do not include dental treatment or 
appliances, administration of anaesthetics, x-ray treatment, or 
consultant specialist advice except in obstetric cases. 

Organisation of the general practitioner service has presented 
most difficulties. Though the Act was passed in 1938, and 
benefits were to become available after the 1st April; 1939, it 
was not until March, 1941, that the Government announced its 
propo,sed arrangements for free general ,practitioner attendance, 
The Scheme as then outlined was one involving payment on a 
capitation basis, the doctor being offered 15s. a year for every 
man, woman and child on his list, with mileage allowance in 
certain, cases. A relatively small number of practitioners under
took service on this basis, and in view of the poor response both 
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from the public and the profession, the Government in November 
of the same year introduced the fee-for-service system, which 
has become the main one in operation in New Zealand to-day. 
There are also a number of salaried general practitioners, so 
that the service is paid for by the Government in three distinct 
ways: 

(a) Payment of capitation fee in a small number of cases. 
(b) Payment by fee for service given. Procedure in 

obtaining fees is not always the same. There are 
three main methods:-

(i) The patient certifies on a form, that the atten· 
dance has been given and on another part 
of the form the doctor claims the fee. 
He sends in his accumulation of forms at 
the end of each month to the appropriate 
Department and receives a cheque in 
payment. The standard attendance fee is 
7s. 6d., raised to 12s. 6d. for night calls 
and Sunday attendance. 

(ii) The procedure is as at (i) but the doctor 
receives a token fee in cash (usually 5s.) 
from the patient. 

(iii) The doctor charges the patient the usual 
private patient's fee (lOs. 6d. per atten
dance). He furnishes the patient with a 
detailed statement of services rendered, 
on the basis of which the patient makes a 
claim for refund from the appropriate 
Department. The amount refunded is 
calculated at standar9, attendance rates 
(7s. 6d. for ordinary calls, etc.). 

(c) Payment by salary in 'thinly populated and scattered 
rural areas. The salary is intended to cover atten
dance by the doctor on all patients in his area. 

The variations at (iij and (jii) in the fee-for-service system 
are attempts to check the abuses of the system by both doctor 
and patient-over-attendance and frivolous calls. They have 
been in the main unsuccessful. It is stated to be comparatively 
easy for a young doctor, or a moderately competent doctor, 
to earn £3,000 to £4;000 a year, while the more efficient are 
alleged to reach £10,000 a year. The service given is not pro
portionate to the cost of it. No attempt has apparently been 
made to co-ordinate the work of the general practitioner and 
the hospitals, to encourage medical research or post-graduate 
study. The treatment afforded is, as a result, mediocre. ,The 
emphasis is on the financial, rather than the clinical, side of 
medical practice. . 

The position of friendly societies affording medical benefit 
was largely unaffected by the Social Security Act. Their 
arrangements for the medical treatment of their members con-
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tinued, and, where the range of benefits afforded was substantially 
that of the State scheme, recoupment was paid them out of the 
Social Security Fund at an agreed capitation rate, in no case ex
C'eedi)j.g the rate of 15s. per head fixed by the Government under 
their own scheme. , 

An unofficial Medi.cal Planning Committee was set up by the 
medica,} profession in 1943 to examine the situation as a whole, 
and make recommendations. They have reported in favour of 
an org&.nisation of the general practitioner service on a uniform 
payment-basis, preferably the refund system . described at (b) (iii) 
above. Recommendations have also been made in regard to 
the staffing of hospitals (through a medical appointments panel), 
the status of private hospitals and the organisation of post-
graduate study. . 

. Some recent n~tes on thEj.working of the New Zealand Scheme 
will be found in Appendix D. 

NORWAY. 

35. Medical assistance is available to all poor persons at the 
cost of the communes. The country has been divided into 
medical districts, each with Its medic~l officer of lIealth who is 
also usually, but not always, the public assistance doctor. The 
indigent .also receive free maintenance and treatment in public 
hospitals. Some measure of dental treatment is provided free 
for poor persons. 

Sickness insurance for c~sh and medical benefits i~ compulsory 
for all persons over 15 years of age employed for wages in public 
or private service whose ~arnings are below a certain level. 
Six-tenths of the contribution are paid by the insured person, 
two by the State and,one each by the employer and the commune. 
The system is administered generally by committees appointed 
from the communal councils. In 1940, two-thirds of the 
population are sa'd to have been jncluded in the system and 
further extension of compulsory insurance to the whole com
munity is proposed. The dependants of insured persons rank 
as benefioiaries. 

Benefits consist of general practitioner and specialist 
attendance, dental treatment, medicines, free maintenance and 
treatment in public hospitals for limited periods, and midwifery. 

Norway has almost 400 hospitals with a total bed-complement 
of 26,000. Of these 7,000 are for mental patients, and 6,000 
for tuberculous cases. The population is about 3 millions. 

The campaign against tuberculosis is carried on by the State, 
local authorities and a single large voluntary association. Poor 
persons suffering from this disease are treated in special establish
ments provided by local authorities. The State refunds f01\r
tenths of expenditure incurred under this head. In addition, 
the State has built, and maintains, several sanatoria and 
hospitals for tuberculous patients, and runs an institution in 
which patients fit for work may be maintained at a nominal 
charge. 
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POLAND. 

36. A Polish Committee of Health was set up' in Edinburgh 
during .the war to plan the reconstruction and reform of the 
health services in Poland. They recommended the re
establishment ,of the Ministry of Health (created in 1918 but 
later dissolved, and its personnel absorbed in the Ministry of 
the Interior) with an independent advisory council, and the 
organisation and financing of the health services through local 
authorities. The main problem-provision of medical assistance 
for persons of limited 'means-would,. they hoped be met by a 
development of the existing health. centre system. 

Poland as a whole is very scantily furnished with doctors, 
and the problem of securing medical attendance for rural workers 
is an acute one. A law of March, 1939, required each urban 
and rural commune, and each county and municipality to provide, 
and staff a health centre-the communal ones to be small single
doctor dispensaries, and those provided by the county or muni
cipality to be polyclinics, where specialist advice and treatment 
might be obtainable. The war has interrupted this progr..amme 
and it is not possible to s~y whether it will now be proceeded 
with, Up to 1939, some 600 health centres had been established 
'but their work is said to have been confined mainly to the sphere 
of preventive medicine, and the demand for curative treatment 
among land workers remained largely unfulfilled. The centres 
were provided by local authorities, but in some cases were handed 
over to voluntary management. 

Medical attention is included among the benefits available 
to perl;!ons insured against sickness, industrial accidents, in
validity, old-age, widowhood and orphanhood. The insured are 
said to reach a total of two millions, ,and beneficiaries (which 
include dependants) five, out of a population of over thirty 
millions. Insurance, which is compulsory for all workers 
employed privately for remuneration is, in practice, confin~d 
almost wholly to the cities and towns. 

Medical benefit comprises general practitioner treatment 
with medicines, attendance on maternity cases, specialist advice 
and treatment, laboratory facilities, and hospital and sanatorium 
treatment for limited .perieds. Doctors are paid on a session-fee 
basis, according to the number of hours spent in attending 
insured persons or their families. General' practitioners are 
expected to see seven patients an hour, and specialists five. 
There is no free choice of doctor. 

The Polish public health organisation prior to the war was 
supervised maiuly by the Health Department of the 'Ministry 
of Labour and Social' Welfare (school medical inspection was 
administered by the Education Department, and environmental 
services by 'the Ministry of th; Interior), assisted by an advisory 
State Medical Council. Each province had its provincial public 
health office and medical director, and each county its publie 
health office. These offices were apparently local branches 
of the central Department and the directors and officers State 
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employees. The municipalities were to some extent independent 
of this ~organisation, possessing local public health powers of 
their own. The public health of WlJ;rsaw was, however, the 
direGt concern of the State. 

The local health officers appear to have had considerable 
powers of initiating health activities. They could establish, or 
arrange to have established, hospitals and health centres, could 
promote hygienic improvements, and undertake ' health propa
ganda. Generally speaking, they acted as agents of the central 
authority in persuading or forcing local authorities to carry 
out improvements in the h~alth services. 

SOUTH AFRICA. 

37. A National Health Services Commission was set up in 
1942 to consider the" provision of an organised national health 
service, in conformity with the modern conception of health. 
which will ensure adequate medical, dental, nursing and hospital 
services for all sections of the people of the Union of South 
Mrica." Its report was issued 'in November, 1944. 

The Commission recommended the establishment of a national 
service providing medical, dental and nursing care for'the whole 
population without charge on treatment, financed by a special 
tax on incomes. Administration of the service is to be in the 
hands of a central authority, to be styled the National Health 
Board, the members of which are to be appointed by the Minister 
for Health after considering recommendations from a National 
Health COuncil-a body representative of taxpayers, voluntary 
organisations and professional and technical interests. This 
central board will apparently take over from the local authorities 
their hospitals and clinics and will assume control and direct 
financial responsibility for all personal health services as weil 
as the relief of the poor. Environmental services will remain 
the concern of local authorities, the National Health Board 
having merely advisory and supervisory functions. 

The whole country will be divided into health regions, each 
having a population of approximately 500,000. These will be 
administered oy centrally appointed regional health officers, 
whose duty it will be to se~ that the health policy of the board 
is carried into effect. The services in each region will be built 
round a system of hospitals and health centres, the latter to be 
staffed by a number of general practitioners, ~rom amongst whom 
<each family will be expected to choose its doctor. This doctor 
is to be ' primarily responsible for the health of the family and 
will arrange, if necessary, for the admission of any of his patients 
to hospital. There he will continue in charge of the patient, but 
wiII ha.ve available for/ consultation all the specialists attached 
to the hospita1. J 

Doctors and dentists are ,to be employed on a salary basis. 
20 
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The Commission I:ecommended that die· doctors should be 
free to join the service or remain in private practice as they saw 
fit. Persons refusing to avail of the health service were not to 
be exempted from payment of the health tax. 

The Report is being considered by the GovernmeJ).t. From 
pronoun'cements so far made, it seems unlikely that the plan will 
be put into immediate effect as drafted. Reform will be gradual 
and will proceed by development along existing lines. Local 
provincial authorities will retain control of institutions and 
special services. The central authority, whatever its form, will 
continue to provide health centres (such of these as have already 
been established have, apparently, been centrally provided) 
whose activities will be mainly preventive, and curative where 
necessary. As a general rule, health centres will be provided 
in areas not served by hospital out-patient dep~rtml1nts, and 
having a large number of persons' unable to pay for 
medical care. Health centre serviccs will normally be free, but 
persons in a position to pay will be expected to do so. The 
paying-patient system in local hospitals will be retained, at least. 
for a time. 

" SPAIN. 
38. Medical assistance for the low-incom~ classes is proyided 

through the public health organisation. The latter is a highly 
centralised system, supervised by a director-general of public 
health, who is a doctor, and organised on a territorial basis. 
Each province has its inspector o(piIblic health, and each munici
pality and communeiits medical officer. Entrance to the service 
is by way of examination. The successful candidate is first 
appointed to a municipality (corresponding to the commune 
in other continental countries) and may be promoted in due 
course to·a larger municipality, or the inspectorship of a province.,. 
Salaries are apparently paid, at least in part, by the local authori
ties, but appointIIfents and promotions seem to be in the hands 
of the central department. The duties of the municipal doctors 
include attendance on the PQQr, as well as public health work. 

Sickness insurance for medical and cash benefits was on a 
voluntary basis up to 1942. Maternity insurance was, however, 
compulsory for all women workers between 16 and 50 years of 
age in industry, agriculture and ·the public services, whose income 
is below a certain leveL Some 600,000 women were insured, 

• and these were eligible for medical treatment, medicines, attend
ance by a midwife, maintenance and treatment in a maternity 
home, a nursing allowance, and cash benefits. 

;By an Act of 14th December, 1942, sickness insurance was 
made compulsory for all productive workers, whet'j1er self
employed or otherwise, under a certain income level. Benefits 
include specialist and general medical care, attendance in child
birth, hospital treatment, medicines and appliances; and extend 
to the families of the insured. Administration will be in the 
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h~nds of _ the National Insurance Institution. The special 
mat.ernity insurance scheme will lapse. . 

SWEDEN. 

39. The public 'Pleclical -services organisation in Sweden is 
unique il). being largely a system of subsidised private practice. 
There ar~' a number of sickness benefit societies to which the 
State contributes in proportion to the number of members and 
the amount expended on benefits. Membership of these is 
voluntary, and is said to extend to about one-fifth of the popu
lation. Benefits include cash payments in respect of medical 
treatment and medicines. By far the greater part of the popu
lation, however, secures medical attention by the payment of 
small fees to district medical officers, one or more of whom are 
employed in each of thtt 252 medical districts into which the 
country is divided. The salaries of these officers, which are 
paid partly by the State and partly by local authorities, are said 
to range from £500 to £600, and the doctors are permitted and 
expected to augment their basic incomes by charging reasonable 
fees to all their patients, not excepting the poorest. It is said 
that in the case of. destitute persons, tl1e State assjsts in paying 
the fee, but we have no information as to how precisely this is 
done. Fees range from one to three shillings for consultations, 
and from three' to five shillings for visits. Medical inspection 
of school children in Stockholm is paid for by parents at the rate 
of one kroner per child for each visit. 

County Medical Officers of Health are State eFnployees. 
General and special hospitals are provided almost e~tirely 

by county councils and municipalities. The few voluntarr 
ir,tstitutions are subsidised either by the State or by local authon-· 
ties. Hospital fees are extremely low, ranging from a minimum 
of Is. _a day in the public wards to 12s. 6d. a day for private 
rooms. 

Central administration is in the hands of a Royal Medical 
Board, which is one of seven sections in the Ministry of the 
Interior. 

TuRKEY. 

40. Administration of the medical services in Turkey is highly 
centralised. A Ministry of Health and Social Assistance, estab
lished in 1920, appoints medical officers ,to the 62 districts and 
424 sub-districts into which the country is divided. Of the 
4,000 doctors in the country, 1,243 -are in official employment, 
and this minority supplies the only medical attendance available 
to the rural population. 

Hospitals are provided either by local authorities or by the 
central department. There are no voluntary institutionS. 
Medical appointments to both State and local hospitals are made 
by the Ministry of Health and Social Assi&itance. 
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Special arrangements have been made to combat infectious 
and the so-called social diseases. 

U.S.A. 
41. There is a Federal system of medical assistance for th!l 

needy. Over 8,000 clinics have been provided at which the poor 
may receive free advice and treatment, and it is estimated that 
two-thirds of the hospital beds in the country (incluQing volun
tary institutions) are free. Recent surveys have, however, 
shown that.adequate medical care is not available in the sparsely 
populated districts nor to persons in the 'low-income groups. 
These defects are owing to a heavy concentration of doctors 
and hospitals in urban areas, and to the inability of moderately 
paid. wage-earners to meet the high cost of full-range trea~ment. 

To counteract heavy demands on income in respect of medical 
or surgical care, certain employers have been at pains to develop 
a system of pre-payments on a voluntary basis among their 
workers, and the employees thelI}selves have formed co-operative 
societies for this purpose. Some of these schemes are sponsored 
by county or State medical associations. 

In June, 1943, Senators Wagner and Murray, and Repre
sentative Dingell introduced a Bill into Congress designed to 
extend the Social Security code to cover a wider group of wage
earners and to link it with a Federal sYt;ltem of compulsory 
medicaJ insurance. This Bill met with strong opposition and. 
was, apparently., rejected. It has, 'however, recently been 
re-introduced by Senator Wagner 'and Representative Dingell, 
in a substantially similar form. Under the Bill, some 135 millions 
of the population would be compulsorily insured, including, 
besides wage-earners, such independent workers as farmers, 
professional men and small businessmen. There will be, pre
sumably, an upper-income limit in connection with the scheme, 
but we h~ve nQ information as to 'Yhat this will be. Total 
contribution for all social security benefits will be 12% of income, 
payable equally by employer and employee, and 7% in the case 
of the self-employed, who are to be insured for a nar:r;ower range 
of benefits. In either case, 3% of income will be ear-ma,rked 
for medical benefit. There will be no Federal or State contri-
bution. .-

Benefits are to include general and speciaJ medical care, a 
laboratory. service, maintenance and treatment in hospitals 
(other than sanatoria and mental hospitals), surgical appliances, 
and spectacles. Dental treatment and appliances appear to , be 
included in the foregoing. 

Administration of the medical service wi\! be injts professjonal 
and technical aspects, in the hands of the Surgeon-General, and 
as regards finance, in ~hose of the Social Security Board. The 
Surgeon-General will act under the direction of the Federal 
Security Administration, and in consultation with a National 
AdvisQry Medical Policy Council, of which he will be chairman. 
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Doctors and dentists who volunteer to act under the scheme 

'may be paid ~ither by salary, fee-for-service, or by capitation, 
as fixed by the Surgeon-General after consulting the collaborating 
practitioner in each local area. 

The Bill also proposes to distribute, during the next decade, 
1,000 million dollars in loans and grants to State and county 
authorities for the extension and improvement of hospital and 
specialist services. This is probably a response to the demand 
for better medi'cal facilities in rural areas. The Bill seems 
therefore designed to eradicate the two main defects noted above 
in the United States medical services. 

Opposition to the original Bill came mainly from the medical 
profession, which objected strongly to compulsory insurance 
for medical benefit, while admitting voluntary insurance. 

~he feasibility of insuring independent workers, which the 
Bill se~ms to assume, is probably a result of the method of con
tribution collection through the income-tax machinery which 
is a feature of American'social insurance. 

, YUGO-SLAVIA. 

42. Medical assistance is provided for the poor by local 
authorities, which employ some 1,200 doctors and maintain 
institutions for the purpose. The problem of securing medical 
attendance for rural workers seems, nevertheless, to be 'more 
acute in Yugo-Slavia than in most other countries. The peasant 
population (about four-fifths of the whole) is said to be served 
by about one-fifth of the practising doctors. 

Social insurance for medical and cash benefits is almost 
entirely an urban phenomenon. There were in 1938 some 
700,000 insured persons, out of a population of sixteen millions. 
The dependants of insured persons are eligible for free medicM 
treatment during illness. 

Rural workers and small-holders have, in defau~t of social 
insurance, evolved, apparently of their own initiative, a scheme 
of medical. services on a contributory basis. The health co
operative movement was', however, (in 1939) in a very early stage 
of its development. About 100 societies, with a membership 
of over 65,000 had been established and were still in operation 
up to that year. Each householder-member paid a maximum 
contribution of 120 dinars (about lOs.) a year, which entitled 
him to medical attention for himself and his dependants. The 
societies were usually formyd round village communities, and 
the existence of one in a village had the effect of attracting a 
doctor to a locality which might otherwise have been without 
one. 

About 150 rural health centres are !;laid to have been estab
lished by the State in co-operation with the health co-operative 
and other friendly societies, Each of these has a maternity and 
child-welfare clinic, a school polyclinic, a tuberculosis dispensary, 
a clinic for venereal diseases, and, if necessary, a' mobile unit. 
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Yugo-Slavia has about 200 hospitals, most of which have 
been provided by the State or by local authorities. Some are 
voluntary, and some have been established by workers' benefit 
societies. 

Central administration is effected through a division of the 
Ministry for Social Welfare, which assumes direct resPQnsi~ility 
for a number of the special services. 

In an effort to correct mal-distribution of medical prac
titioners, free medical training is given by the Ministry to suitable 
candidates on condition that on qualification they spen9. an 

. agreed number of years in rural practice. 
Specialisation by doctors is rigidly controlled by the Ministry. 

NORTHERN IRELAND. 

43. A Select Committee was appointed in 1942 to inquire 
into the health services in Northern Ireland, and make recom
mendations. Its report was issued in January, 1944. 

The Committee found the health services in Northern Ireland 
to be inferior to those in England. and Scotland and reached the 
conclusion that this was due,. to some extent at least, to· the 
multiplicity of authorities concerned with the publio health, 
both at the centre and at the periphery. As a preliminary 
measure of reform, the establishment of a Ministry of Health 
was recommended, and the tra,nsfer to it of health functions now 
resting with the Ministries of Labour, Home Affairs, Education, 
Agritulture and Commerce. In the local sphere, the county 
council, acting through a county health committee, should become 
the administrative unit for health purposes. This committee 
should have a number of medical practitioners as co-opted 
members. County boroughs and the larger boroughs and urban 
districts should, however, be' allowed to opt out of the county 
schemes. 

County medical officers of health Ilhould be appointed by the 
Ministry of Health to supervise all the medical health services 
in each area. They should have whole-time assistants, who 
should each be responsible for some branch of the special services. 

An honorary advisory council should be set up to assist the 
Minister for Health. The majority of its members should be 
medical men. 

Special recomme~dati9ns 'were made with regard to provision 
for mental deficiency, blind welfare, and maternity and child 
welfare. The comparative failure to provide nursery schools 
was commented on. It was recommended that schoo) meal'! 
should be universally provided. Additional tuberculosis ,sana
toria were urgently required. 

The Committee recommended the supersession of the di~
pensary midwife system by a maternity service entirely divorced 
from the poor Jaw, and· similar to the domiciliary maternity 
service in operation in Great Britain. • 
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Hospital facilities were found to be inadequate, and co
ordination of voluntary and rate-supported hospitals was recom
mended, to be achieved through the constitution of the whole 
of Northern Ireland as a single hospital region. "The proposed 
Millistry of Health would work through a Regional Council acting 
iIi an advisory, capacity." The Council should represent equally 
both)ocal authorities and the managements of the voluntary 
hospitals, and include a number of medical members. 

GREAT BRITAIN. 

44. The plan for a national health service, as explained in the 
White Paper of February, 1944, is aimed at completely removing 
the econo'mic barrfers between the patient and full-range medical 
(including dental, ophthalmic and nursing tr~atment) treatment. 
It is proposed that everybody in the country should be entitled, 
to medical care without charge on treatment, according to his 
or her condition. While a block contribution will be paid towards 
the cost of the service from the social'insurance fund, payment 
of contribution by the individual person, or any other payment, 
will not be demanded or required before treatment is given. 
There may, however, be certain direct charges on patients for 
surgical appliances. 

The organisation of the new service falls into three main 
divisions: the central authority, joint area authorities and local 
authorities (county and county borough councils). 

The central authority will be, for England and Wales, the 
Minister of Health, and for Scotland, the Secretary of State for 
Scotland. Their duties will include, in addition to directing 
and supervising ~he scheme ~s a whole, the direct administrat~on 
of the general practitioner service. Each will be assisted by a 
statutory advisory body of experts to be known as a Central 
'Health Services Council, which will be primarily medical in its 
mak~-up, and by a Central Medical Board with executive func
tions in relation to general medical practice. The latter will 
act as employing or cqntracting body for general practitioners 
entering the service, regulate the distribution of practice, aJ?d 
arrange for post~graduate and refresher courses. It will be 
a small body, under a regular chairman, and mainly professiona1. 

It is contemplated that doctors employed in this branch of 
the service will. practice either in groups, or separately'. If the 
former, the doctors will work in health centres provided by the 
county and county borough councils, and be paid by salary. 
If the latter, they will carry out their duties from their own 
consulting rooms, and be paid OIll a capitation basis according 
to the number, of patients accepted by them. In the former 
case the contract of service will be a three-party one, between 
the doctor, the local authority (as provider of the health centre), 
and the Central M~dical Board and in the latter ,the contract 
will be directly between the doctor and the Board. 

Local government administration will touch the general 
practitioner service at two points: (a) an outline of general 
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practitioner needs and provIsIOn for linking general practice 
with' other parts of the service in the area will form part of the 
plan to be prepared by; each joint area authority; (b) insurance 
<lomrruttees mainly representative of approved societies will be 
l'eplaced by local committees partly representative of local 
authorities which will execute minor day-to-day business in 
connection with the general practitioner service. 

Joint area authorities will be set up to meet the necessity 
for organising certain parts of the health service on a wider 
basis than that provided by indiyidual counties and county 
boroughs. Membership will be drawn from the constituent 
<lounty and county borough councils. There will be' no direct 
,representation of professional interests, but each joint area 
authority will be assisted in its work by a local health services 
council representative of professional and technical interests in the 
area. 

The joint authorities will take over and directly administer 
all local authority hospitals in their area including tuberculosis 
sanatoria, mental hospitals and infectious disease hospitals. 
They will also provide for consultant and specialist serVices 
and manage tuberculosis clinics, mental clinics and cancer 
diagnostic centres. They will enter into an;angements with 
voluntary hospitals in their .area (and, if necessary, any hospital 
{)utside it) for the treabp.ent. of patients availing of the national 
.service. They are also to plan the medical service~ as a whole in 
their areas, providing for the best utilisation of all available 
medi<:ul resources, 'and allocating responsibilities as between 
themselves and the coupty and county borough councils, These 
plans are to be submitted to the Minister or Secretary of State 
for approval' or otherwise. 

County and county porough councils will retain control. of 
maternity and child welfare and school medical service clinics, 
and of dental and ophthalmic clinics. They will, generally, pro
vide and maintain such services as do not require joint manage
ment, .such as midwifery, home nursing, etc. They will also 
.establish health centres for use by groups of centrally-employed 
.general practitioners. 

With regard to voluntary hospitals, it is the Government's 
aim that the.se should " take their important part in the service 
without loss of identity or autonomy." It is regarded a,.<; essential 
to this aim that the regional authorities should not be called on 
to. pay the full cost of maintaining and treating any ~atient 
admitted to the hospitals under the national scheme. Standard 
less-than-costcharges, centrally fixed, are suggested in this 
connection. 

It is emphasised in the Paper that there will be some e:l\;cep
tions to the comprehensiveness of the plan. Factory inspection 
and the works-doctor system will not be interfered with, while 
the health aspects of child welfare will be the immediate con
cern of the education authorities. The right to 'private practice 
will- be preserved. 
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Reactions to the White Paper have not been altogether 

favourable, and considerabie opposition is being met with from 
the medical profession. A confidential report of matters dis
cussed at meetings between a negotiating committee representing 
medical and other associations and corporations, and the .Minister 
of Health (with the Secretary of State for Scotland and .members 
of both their departments) has been circulated to doctors. ;From 
this it would appear that the Government is prepared to alter 
the White Paper proposals in some particulars. The following 
are the principal points from the report: 

(I) The constitution of the Central Health Services 
Council is gone into in considerable detail. A system 
of standing advisory committees is outlined. 

(2) The Central Medical Board is to be dropped if the 
profession desires it. Administration of the general 
practitioner services would then continue on insur
ance committee lines. 

(3) Joint area authorities as planning and executive 
hospital, etc., authorities are to be replaced by area 
bodies concerned solely with medical planning, and 
representing directly local authorities, doctors, and 
the voluntary hospitals. 

(4) County and county borough councils will retain con
trol of hospital 'and specialist services, as well as 
those proposed to be left in their hands by the White 
Paper. . 

(5) A distinction is drawn between ",regio,ns " based on 
university medical schools and the joint "areas" 
contemplated by the White Paper. The" region ., 
will have a council' of experts which will assist with 
the planning of the medical services for the" region, ,. 
regulate specialist appointments, conduct hospital 
surveys, etc. The members of the council will be 
appointed by the Minister. The. Chairman and two 
members will be drawn from the university, four 
members from the medical profession as such, four 
from v.pluntary and four from local hospitals. 

(6) Area planning councils will consist of 18 'members of 
• local authorities, 6 medical men, 3 representative 

of voluntary hospitals and one each of dentists, 
, midwives and nurses. 
(7) Hospital planning councils will be set up to assist the 

area council with the hospitals and specialist services 
parts of the plan. The Regional Council will colla
borate with both the area and the hospitals councils 
in their planning work. 

(8) The area councils will submit their plans simul
taneously to the MiniSter and to the regional councils, 
which will give last-minute advice to the Minister 
on the plans. . 
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(9) County and county borough councils will appoint 
statutory health committees (with professional repre
sentation) to carry out executive duties in connection 
with health. services. Non-statutory medical advi-. 
sory committees in each county and county borough 
will be encouraged by the Minister. 

(10) For the purposes of the general practitioner service, 
insurance committees will be replaced by statutory 
local committees, one-half of whose members will be 
professional and the other half laymen. Of the 
latter local authorities will appoin~ two-thirds and 
the Minister one-third, including the chairman. 
Contracts with doctors will be made by or through this 
Committee. 

(11) Non-statutory local practitioners' committees will 
also be set up. 

(12) In the case of h",alth centre practice, the doctors will 
have no contract of service with the county or county 
borough council. 

The striking thing about these revised proposals is the multi
plicity of councils' and committees they envisage. The simple 
and orderly structure of the White Paper proposals seems to 
ha.ve been broken down in consultation, a.nd administration of 
the health services will now rest with local committees (in the 
case of the general practitioner service) county and county 
borough health committees, and county and county borough 
councils, aided by medical advisory and general practitioners' 
committees. Planning · will be in the hand,s of area planning 
councils, assisted by hospital planning and regional councils. 
In effect, the Government's effQrt to place certain services on a 
wider administrative basis seems to have failed. The county 
and the county borough will be the executive unit for the health 
services as a whole. 

The negotiating co~mittee also discussed remuneration of 
general practitioners. It was suggested that payment should 
be partly by way of basic salary and partly by capitation, in 
both grouped and general practice. Organisation of this part 
of tIre service would involve the issue of a medical card to every 
(adult) member of the population with an invitation .to place 
himself on the list of some doctor serving under the scheme. 

SCOTLAND. 

45. The principal II}odifications of the health services plan 
as it applies to Scotland are, briefly: 

(a) Five hospital regions will be constituted, based on the 
four medical· schools and for geographical 'reasons, 
on Inverness. 

(0) Each region will have a Regional H~spitals Advisory 
Council, with equal representation of Joint Boards 
and voluntary hospitals, some professional repre-
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sentatives, and a chairman .appointed by th~ Secre
tars.: of State. Its functions will be consultative 
and advisory. It will advise the Secretary of State
on hospitalisation and the consultant services and 
collaborate with the joint boards in preparing hospital 
services plans. 

" (c ) Joint boards will be set up to correspond with the same 
bodies as proposed for England and Wales. Their 
powers and duties will be 'largely the same, but they 
will be required to plan the hospital services only in 
their areas. 

(d) In each, area covered by a joint board, a local medical 
services committee will be set up. It will represent 
local health authorities in the area, and professional 
and technical interests. Its functions will be pri
marily advisory. It will advise the Secretary of 
State regarding th,e co-o!dination of the medical 
services, particularly on the best means of linking 
the centrally managed general practitioner service 
with the local services. 

(e) The Department of Health. will provide he~lth centres, 
at least -initially. ' 

The modifications were, it is stated, dictated by geographical 
and other considerations. It is, however, apparently intended to 
import into the scheme for England and Wales the iClea of the 
Regional Advisory Councils between the joint and central 
authorities which was put forward to meet conditions 'peculiar 
to Scotland. 

SUMMARY. 

46. It is apparent from an examination of the health services 
organisations in the limited number of countries touched on 
that there are two broad streams of development, one or other 
of which is generally followed by any country undertaking 
reform in this sphere. The first is the insurance method, and 
the second that of a universally available service financed out 
of taxation, either local or central. 

The insurance method is of continental origin, and is 'the 
one most generally in use in all continental countries. Com
pulsory sickness insu.rance for medical and cash. Qenefits has 
become widespread, following its great success in Germany. 
Spain is the most recent country to adopt the system. 
Attempts are also being made to apply it to workers in the 
United States of America, :while in Canada it is apparently 
intended to effect a compromise between the contributory and 
general-taxation methods of financing.a new national health 
service. 

The author of the Dignan Plan has been profoundly influenced 
by continental developments in the sphere Of social insurance. 
The plan to organi~e the health services on a broad contributory 
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basis, to have hospitals, sanatoria and clinics run by an insurance 
institute, is one which derives directly from continental models. 
Modifications have of course been made, either to suit Irish 
conditions, or ~o improve the plan for popular consumption. 
But, in general, most of its features will be foUnd to J:1ave origi
nated from a study of continental social insurance schemes. 

The second trend of development mentioned above seems 
to be confined to Great Britain and the British Dominions. 
New Zealand acted as pioneer, with ,the Social Security Act 
of Hl3S, which created a fund recruited from a special tax on 
incomes out of which was.financed; among other things, a fairly 
comprehensive range of medical benefits for which the whole 
population became eli-gible. Australia fqllowed suit, with the 
establishment in 1943 of a N ational Welfare Fund for social 
and health purposes. Into this is paid each year 25 % of the 
produce of ordinary income taxation, up to a maximum of £30 
millions. The fund is intended to finance a comprehensive 
medical services scheme for the whole ;population. South 
Africa is planning a similarly comprehensive scheme, to be 
financed by a special health tax. In Great Britain ~he proposed 
natienal health serVice will be financed out of local and central 
funds, the latter including a contribution from social insurance 
monies. Canada, influenced equally it seems, by member
ship of the Commonwealth and the proximity of the United 
States has adopted a combination of contributions and ordinary 
income .tax as a device for financing a new health service. 

The medical profession, on the whole, has not taken kindly 
to these sweeping plans, and its ,advice and influence has been 
fairly consistently on the side of a paring down of their com
prehensiveness, in the sense of their availability without direct 
charge to 100% of the population. The profession has its own 
attitude, and it is essentially a conservative one. Briefly it 
wants free medical relief for the poor, a contributory service for 
wage-earners, and the preservation of the upper-income field 
as a battleground for the more enterprising practitioners. This 
point of view is reflected precisely in the plan submitted to the 
Department by the Medical Association of'Eire which is examined 
in the succeeding section. 

\ , 
PART in. 

SCHEME.S o~ b.iPROVEMENT SUGGESTED BY NON-OFFICIAL 

BODIES. 

(a) Sociai Security: Outlines of a Scheme of Nation Health 
Insurance. B.y the Bishop of Clonfert, M.ost Reverend 
J. Dignan, D.D. 

INTRODUCTORY. 

47. Two plans for the re-organisation and improvement. of 
the Health Services have been referred to us for examination. 
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! One, which has been\prepared and published by Most Reverend 
Dr. Dignan, Bishop of Clonfert and former Chairman of Cumann 
'an Arachais Naisiunta ar Shlainte (The Natio~al Health Insur
ance Society) proposes not only an alteration of the. basis on which 
our' present health services are organised but also a compre
hensive plan for social )p.surance. The other drawn up by the 
Medical Association of Eire, concerns itself almost wholly with 

. health services. Its single incursion into the sphere of social 
insurance will be dealt with later. Dr. Dignan's plan was 
published under. the title" Social Security-Outlines of a Scheme 
of National Health Insurance." References in this Memorandfim 
to pages are to those of the published pamphlet in the case of 
the Dignan plan, and to those of this Report (Appendix) in 
the case of the Medical Association plan. 

The changes in health services proposed by Dr. Dignan are 
in the main administrative. The plan, however, contemplates 
that a considerable extension of the scope and an improvement 
in the ·quality of the services should follow the re-organisation 
of the central and local administrative mac.hinery. . 

MINISTRY OF SOCIAL SERVICES. 

48. Dr. Dignan proposes (p. 10) the formation of a corporation 
which is to be a representative autonomous body to be entrusted 
with the administration of all the health services and, if it is 
thought feasible, of all kindred services. He also proposes the 
appointment of a Minister of Social Services who will be respon-

• sible for the proper, efficient and economic working of the health 
services. The relationship of the responsible Minister to the 
autonomous corporation is not worked out but it would seem 
that he will be in a less responsible and authoritative position 
in relation to the new body than that occupied at present by the 
Minister for Local Government l;tnd Public Health with regard 
to the existing National Health Insurance Society and its Com
mittee of Management . .-

CENTRAL SOCIAL INSURANCE BOARD. 

49. The Corporation, or, as-it is called in the plan, the Central 
Social Insurance Board, is intended to be the Managing Com
mittee of " an improved and greatly extended" National Health 
Insurance Society. The Board is to consist of persons nominated 
by thc central government, the local authorities, employers, 
employees and the medical profession. The representation of 
each of the nominating bodies is not determined and is regarded as 
a .matter of detail and of agreement. It wil~ have "full and 
untrammelled" control of its own finances and unfettered 
power in discharging its functions. The Board is to set up 
regional and other committees based on small areas. The object 
of constituting these committees is to prevent "too much cen
tralisation" but no indication is given of their powers and 
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functions and duties. The personnel of the Board and Com
mittee will be "the best. available men 'and women of proved 
business or administrative capacity above reproach in their 
actions and motives" .and will not be remunerated although 
out-of-pocket expenses may be paid. The representatives on 
the Central Board of employers, employees and the medical 
profession will be selected by what is called a "real Federated 
'Union of Employers," by the whole body of insured employees, 
and by the Medical Association of Eire, respectively. 

The Central Board will be charged immediately or eventually 
with the administration of cash and ,medical benefits extending 
from what will correspond to home ttssistance to hospital treat
ment !nd including the types of benefit and assistance at present 
provided under the National Health Insurance Acts, the Widows' 
and Orphans' Pensions Act, the Children's .Allowances Act, 
the Workmen's Compensation Acts, the Unemployment Insur
ance and Unemployment Assistance Acts, the Old Age Pensions 
and Blind Persons Acts, the Public Assistance Act, 1939, and the 
various Acts dealing with specialised medical services. To these 
there will be certain additions, such as marriage loans and 
mortality benefits. This Report will deal only with the 
medical care benefits which under the plan appear to be confined 
to members of the Society. 

MEMBERSHIP OF NEW NATIONAL HEALTH INSURANCE 

SOOIETY. 
50. The membership of the n,ew Society will be compulsory 

for all those between the ages of 16 and 65 employed or engaged 
under a contract of service irrespective of their wages or salaries. 
In addition to those the Society may receive as voluntary con
tributors those who work on their o'Yn account. Farmers, 
shopkeepers, professional men, business people and the clergy 
are mentioned as examples of those .who might become voluntary 
members eligible for free medical care, but ineligible for other 
benefits unless they elect to contribute for such benefits. The 
potential membership of the Society is estimated in the plan 
at 1,370,000 persons. No forecast is attempted of the number 
of voluntary contributors who will come forward, but it is 
expected to be large. In all the new Society should benefit 
2,600,QOO persons. This figure represents roughly 90 per cent. 
of the population. The position of the class described as " poor 
and destitute" is not clear. The suggestion is made that the 
Society should take charge of them on payment of the contri
b'ution by the State or by local authorities until such time as the 
financial position of the Society would permit of undertaking 
their inclusion without charge. In the section of the plan 
relating to finance, hO'fever, it is assumed that such sums as are 
now provided 9Y the State and local authorities for the provision 
of the services which it is proposed to transfer to the Society 
will be made available to the Society for the continuance of 
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those servJces under the plan and this postulates a continuing 
subvention from taxes and from rates in respect of the main
temince of those classes whose care is now a charge on the State 
or local authorities. The poor and destitute would presumably 
become full members of the Society entitled to medical care and 
'cash ,allowances equivalent to th.e present home assistance 
allowapces. 

,HEALTH SERVICES SCHEME. 

51. The fi~alth services will be organised on a county or 
regional basis, the areas to be co-terminous with the functional 
areas of the Regional Committees or Boards mentioned in para
graph 49. The nealth services in each such area will be super
vised and co-ordinated by a medical of!icer who will also act !1s 
medical adviser to the regional committee. The services to be 
afforded to members will include :-

I. General practitioner service, 
II. A consultant-specialist service, 

III. Treatment at special clinics, 
IV. General and special hospital treatment, 
V. Convalescent Home service, 

VI. A nursing and midwifery service, 
VII. A supply of medicines and medical and surgical 

appliances, and 
VIII.. Certain, preventive measures. 

GENERAL PRACTITIO;NER SERVICE. 

52. Dr. Dignan intends that all doctors at present employed 
ItS dispensary medical officers and most other general practitioners 
should enter into arrangements with the Society for the treat
ment _and advice of the Society's members. Choice of doctor 
should be free for all members, but "in the first instance the 
head of the family would choose the family doctor." Nothing 
is said regarding the doctor's :fJ;eedom to accept or reject a patient 
as he sees fit. For his services the doctor will be remunerated 
in one or other of three way:s: 

~a) on a capitation basis, 
(b) on a case-fee basis on a simple scale, 
( c ) on a fixed salary basis. 

The treatment afforded by medical practitioners ,under this 
scheme is to be both in patients' homes and in clinics. The 
present dispensary will be abolished. It will be replaced by a 
system of health centres, clinics and travelling clinics designed 
to assist the general practitioner in affording a somewhat more 
advanced form of treatment than he could normally .give. 

There will be some system of promotion for the general 
practitioner. He" will be expected to keep in touch with the 
development of medIcal sci~nce and will be engaged for the 
'type of work for which he is particularly fitted or inclined, ard 
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special merit in these positions will be recognised in the selE;lction 
of those to- be advanced tp Jtigij.er posts" (page 22). On page 
24 we read that the method of paying doctors will be determined 
with an eye to affording "incentives to the general practitioner 
to aspire to employment at the health centre and, to acqUire the 
specialised sktll and knowledge which would fit him for engage
ment at the centre or any other field offering promotion." The 
last phrase may ({'efer to the District Hospitals; the medical 
staff of which will be composed of groups or panels of general 
practitioners. \ . 

The plan proposes to relieve dispensary doctors of clerical 
work and such other duties as he may have which are not wholly 
of a medical nature. 

HEALTH CENTRES AND THE GENERAL PRACTITIONER 

SERVICE. 
53. Considerable emphasis is laid on the impor.tant place to 

be occupied by health centres in the health services structure. 
These will, apparently, serve a dual purpose. They will-form 
adjuncts to the general practitioner semce, and will also serve 
as clini9s or groups of clinics at which specialist advice and 
treatment will be obtainable. There may J)ossibly be two- types 
of centre in contemplation,~ut the point is not gone into in the 
plan. 

On page 12 we read that" in place of the dispensaries it is 
proposeq to erect health or welfare centres in sufficient numbers 
to meet the needs of the community, where the doctors in 

• attendance will have every facility in treating the sick." This 
presumably refers to grouped general practice in. multiple clinics 
or dispensaries. ' 

On page 23 under the heading " Allocation of Doctors" the 
following' appears: "The geperal purpose sought is to have 
dispensary doctors and other general practitioners as close to 
the centres as local conditions will permit so as to allow them 
to share in. the work of the-centres," and a note adds that" the 
existing location of doctors would remain only until centJ;.es 
were provided." 

Doctors attached to the health centres would generally be 
whole-time salaried officers of the Society, but" in some instances 
it may be found desirable to combine a form of salary with case 
fee or capitation" (page 24). 

It is impossible to determine accurately to what extent 
health centres wil\ be erected ,under the plan. We learn from 
page 21, paragraph (c), that there will be area or travelling motor 
clinics" in remote districts not conveniently served by. the h~alth 
centres " but on the following page, in discussing the inability 
of the dispensary medical officer as at present circumstanc~d 
to afford a complete range of treatment for his patients (which 
of course it was never intended that he should 'do) Dr. Dignan 
states: "hence it was I sugg~sted that in country districts . 
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there might be area clinics or a travelling motor clinic which 
could visit remote districts . . . ." Since all country districts 
are not "remote " there is a good deal of contradiction in these 
statements. 

CONSULTAT;NT SPECIALIST SERVICE. 

54. Qn page 23 it is stated that the general practitioner will 
be provided with" consultative or specialised advice," and the 
Sbciety's members with" the most expert and skilled medical 
and s~rgicalltttention." It is inferred that the needs of members 
for specialist treatment will be met through the hospitals to 
which they will have the right of entry, and through the health 
centres associated with Regional, Auxiliary and District Hospitals, 
at which, we read on page 21, will be found" full facibties for 
consultative services and specialist treatments of all kinds." 
Specialist treatments will, apparep.tly, he av~ilable at such other 
health centres as may be erected, and at the extern departments 
of special hospitals, but we are left in doubt whether there will 
be any arrangement under which the general practitioner can 
call a specialist into consultation in a difficult case. 

SPECIAL CLINICS. 

55. The plan proposes the establishment of t.hree types of 
clinic :-

(a) Out-patients' departments in specialised hospitals . 
• (b) Clinics at health centres with" provision for radiology, 

ophthalmology, dentistry, massage and manipulation, 
electrical treatments, ambulance service, child welfare, 
pre-nata1 and post-natal care, 'etc." 

(c) Area and travelling clinics in rural or remote districts 
outside the scope of the health centre. The area and 
travelling clinics mayor may not be specialised clinics. 
Nothing is said of their staffing, their equipment or 
their size with the exception of the statement on page 
22 which may refer to these ,that all clinics will have 
"complete nursing staffS' and home nursing depart
ment/~ 

In, connection with the pmvision of specialised treatment for 
members the plan intends that the services of dentists, ophthalmic 
surgeons and presu,mably of other specialists and technicians 
should be freely available to the Society. The manner in which 
these services will be made available is left in doubt except th~t 
on pagc- 11 it is implied that these specialists would become 
employeeS' of the Society by transfer of their services. 

HOSPITALS AND INSTITUTIONS. 

56. The hbspital system sketched in the plan envisages 
1. ~egional hospitals in each county, 
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2. Auxiliary hospitals in towns with a population of 6,000 
or over, 

3. District H6spitals "in other selected towns and in the 
larger villages." 

These will presumably be general medical and surgical 
hospitals. The system is intended to absorb all the general 
hOspitals at present maintained by local authorities. These will 
" be leased to the Society at a nominal rent." Public voluntary, 
semi-voluntary a~d private hospi~ls will be expected to co
operate in the scheme by placing their resources at the disposal 
of the Society. They will, however, remain under their present 
managements and be free to accept uninsured private patients 
or insured persons who wish to be treated as such. Specialised 
hospitals will be " provided where necessary by the Central 
Insurance Board" which will have already acquired the Fever, 
Mental and other specialised hospitals now the property of local 
authorities, and will also expect to command the services of 
public voluntary, semi-voluntary and private hospitals w!J.ere 
its members will be treated by agreement without direct payment. 
How the Society's new powers are to be reconciled with the 
autonomy of the voluntary hospitals is not made clear. There 
is a special reference to the provision by the I Board o( 
hospitals for the treatment of rheumatisIfi. Regional hospitals 
will each employ a panel of specialist surgeons and physicians 
.on a salaried basis. They will become. training hospitals for 
both doctors and nurses as well as research centr.es. The 
auxiliary hospitals will have whole-time'medical and surgical 
staffs, employed on a salaried basis. The district hospitals win 
be staffed with a visiting Ranel of general practitioners. Each 
hospital will be supervised by a Medical Director whQse control 
will extend to the associated health centre or clinic. 

CONVALE~CENT HOME SERVICE. 

57. Convalescent Homes as well as phildren's Hospitals and 
Homes for the Aged will under the plan be distributed according 
to needs and at suitable centres. 

NURSING AND MIDWIFERY SERVICE. 

58. In connection with the nursing and midwifery services 
we r~ad on page 22 that "at all the hospitals, Iiealth centres 
and clinics there will be complete nursing staff.s and a home 
nursing department which will provide service for patients in 
their own homes." Members of the Society and their dependants 
will be entitled to a midwifery service as part of the medicaL 
care provided. The services of all nurses and, it is presumed, 
midwives will, according to a statement on page II, be 
transferred to the Society. 

37 

'. I • 



I 

. ~ 
{ 

-S~PL'Y" OF MEDICINES AND MEDICAL AND SURGICAL APPLIANCES. 

59. On the subject of the supply of medicines aJ:.ld medical 
and surgical applimlces to m~mbers, the plan envisages the 
attachment of pharmacies to all hospitals, health centres and 
clini(ls at which prescriptions will be made up and drugs supplied· 
gratiS' to members and their dependants, presumttbly on the 
order of' the medical practitioners. It is to be assumed that 
pharmacists will be employed for this purpose though this is not 
stated. There is a reference to the eventual establishment by 
the Society of.. 'a central laboratory for the .. manufacture of 
pharmaceutical ' supplies ' with a view to avoiding possible 
overcharges by private manufacturers. 

PREVENTIVE MEASURES. 

60. Thc Central Social Insurance Board will not only be 
entirely concerned with remedial or cu~ative medicine but wi}l 
interest itself also in such aspects of preventive medicine as :-

1. Health propaganda and education. 
2. Creation of a demand for " model;n sanitation, a good 

water supply, electric light and power .. recreation 
grounds, playing fields, swimming pools, etc." 

3. Prescribing housing standards. 
4. Obtaining a periodical medical report on the health of 

members, individually and collectively. . 
5. Equipment of health centres with what is called 

agencies of prevention. 
6. Research in~o illness causation. 

FINANCE. -
61. Expenditure on the complete range of benefits to be 

provid~d by the Society is to be met out of-
1. The monies now expended by the State and the local 

al'lthorities on the services' to be administered in 
future by the Central Social Insurance Board. 

2. If necessary the temporary financing of the Society's 
activities by the State through a scheme similar to 
that adop'ted in 1911 i~ the case of National Health 
Insurance. I 

3. ,Expected savings from the re-organisation and co
ordination of health and income-maintenance ser
vices. 

4. Increased rates of contribution fron;t the insureq. 
5. Expected savings in sickness and disablement pay-' 

menta from the more efficient control resulting from 
better certification and reduction in morbidity by 
better medical care. 

6. The raising of the yearly average of contributions 
consequent on the inclusion of the present excepted 
qlasses and a fall in unemployment figures which the 
plan pre-supposes . 
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7. Legacies and charitable bequests to the Societ~ 
8. Sweepstake monies. 
9. Interest on the present capital reserves in the Society. 

10. A continuance of the present emergency level of 
taxation. This involves a vastly increased St/!-te 
contribution towards the cost of health services. . 

In the paper as read before the Committee of Managemen\ 
there was a suggestion that the benefit funds held by trades 

'unions, companies, societies, and ol'ganisations should be trans- 1 

ferred to the new Society, but. this does not appear in the printed 
version 'of the plan. 

CHANGES IN RELATION TO HEALTH SERVICES wmCH THE 

ADOPTION OF THE DIGNAN PLAN WOULD BRING. AllOUT. 

62. The adoption of the plan will involve the transfer to an 
autonomous Central Social Insurance Board with an undefined 
responsibility to a Minister of Social Services of all the powers 
and duties relating to remedial medical services conferred by the 
Acts set out in the schedule to the Local Government (Dele
gation of Ministerial Functions) Order, 1944, together with 
those relating to certain preventive medical services. There 
would be transfers of staff from the Department of Local Govern- ( 
ment and Public Health either to the Ministry of Social Services 
or to the Central Board, The National 'Health Insurance 
Section, the Public Assistance and Public Health' Sections, the 
medical advisory staff and the engineering and architectural 
staff would be affected. The public assistance and- Dublic health 
functions of local authorities (in so far .as the latter, are con
cerned with remedial medicine and some forms of preventive 
medicine) will be taken over by the Central Board together with 
the staffs now employed to carry out those functions. The 
change will involve th~ transfer to the Bo~rd of all the institu
tiqns at present maintained by local authorities. The staffs, 
medical and otherwise, of, these .institutions will presumably 
also be"taken over by the Society. 'The adoption of the plan 
will make medical advice and treatment ,available without direct 
payment of fees to all those who choose to avail of them under 
the scheme, subject to the paYlP-ent of contributions by all except 
the I' poor a~d destitute" whose contributions would either 
be waived or paid by the State or local autho~ities. The Dis- . 
pensary Medical Officer will be absorbed into the )lew system, 
not, apparently, by compulsion or: immediately. We read on 
page 12 that" everything reasonable wi\! be done to \.lave the 
(dispensary) doctors accept the proposed change" and o~ page 
13, "in the new Society the doctors will be free agents actively 
co-operating with and working under the Regional a:nd District 
Committees . . . . on which they will have suitable representa
tion." The dispensary medical officer would apparently retain 
his status as Medical Officer of lfealth but whether as an em
ployee of the local authority or of the Central Insurance Board 
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or of th(t Regional Committee has not been made clear. He 
would form part of the general practitioner service on equal 
terms, so far as can be made out, with other general practitioners, 
though the pJan r~fers (page 23) to "dispensary doctors and 
other general practitioners" and (page 25) to "the doctors, 
,especially the District Medical Officers of Health" who would be 
expected to become family doctors. 

The dispensary is to be replaced by the health centre or l 
clinic.. There is, however, a good deal of uncertainty as to tlJe 
extent by which the present dispensaries will be substituted by 
health centres..or by clinics. The plan gives an impression of 
health centres in urban and some rural areas, clinics in .other 
rural areas and travelling clinics visiting remote districts at 
unspecified intervals. 

The transfer ,of Hospital Trust Funds to the Society and also 
future proceeds from sweepstakes would render the continued 
existence of the Hospitals Commission and National Hospital 
Trustees unnecessary. The State contribution to the funds 
of the Society will be considerably increased. Local authorities 
will contribute largely to the Society out of the rates. The 
membership of the present National Health Insurance Society 
will be greatly increased and the contribution rate in the case of 
individual members. Ministerial control of the working and 
finance of the Society will be considerably lessened if not 
abolished altogether. The Dublin Rheumatism Clinic AssQcia. 
tion would presumably be absorbed into thf;' Central Board 
together with the General Nursing Council, the Central Midwives 
Bo'ard and the voluntary nursing ~rganisations. The services 
of all or most dentists, ophthalmologists and other specialists 
and technicians in health matters will be placed at the disposal 
of the Board. . 

63. THE ApPARENT ADVANTAGES OF q'HE DIGN.~N PLAN. 

1. It will provide free or cheap domiciliary and institu
tional medical service for all in need of it. • 

2. The high standard of treatment and advice will be 
afforded irrespective of the economic status of the 
patient. This assumes. that the Society would be 
in a position to command the services of the whole 
medical professjon .and the resources of all the volun-

1 tary, semi-voluntary and private hospitals. 

- 3. There is no doubt that the erection and staffing of 
health centres on the scale proposed in the plan would, 
if it were at all feasible, bring a higher quality of 
medical advice and treatment within the reach of 
the general public. . 

4. The addition of medical care to the benefits afforded 
by the National Health Insurance Society is 
admittedly desirable froni an insurance point of view. 
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It would probably lead to a tightening up in certifi
cation and is designed to reduce to a minimum the 
call on the funds in respect of sickness and disability 
benefits. 

OBJECTIONS TO AND DEFECTS IN THE PLAN. 

64. The plan is described as a scheme of National Health 
Insurance; the Society is to retain the fitle of the. National 
Health Insurance Society, and the management is to be known 

.: 'as the Central Social Insurance Board. Emphasis is laid on 
insurance principles, the payment of benefit as of right arising 
out of contributions and the final removal of the taint of 
pauperism still alleged to remain in the existing services .. ' It 
appears to be suggested that the superior insurance principle 
as opposed to the assistance method of "means tests" and 
"red tickets" will be completely evident in the final develop
ment of the plan. This claim on behalf of the Plan is not justified. 

Approximately half of the population is to be compulsorily 
insured, that is , those persons and tneir dependants who are 
employed under a contract of service. The remainder of the . 
gainfully occupied mayor may not become members of the 
Society as they please and mayor may not pay contributions. 
The small farmer or the self-employed artisan who does not 
elect to be insured or who having elected fails to keep his 
contribution record up to a prescribed minimum and who falls 
ill cannot claim benefit as of right. If the insurance principle 
is to be maintained he must be refused t1].e medical attention 
he needs. Alternatively, he will be subjtlcted to a means test 
to discover· whether he is of the "poor and destitute" ~lass 
which the' Society is to adopt on charitable grounds, in which 
event, some new kind of " red ticket" will have to be devised. 

The plan" implies the total abolition of the Poor Law Services 
now called public assistance"; monies at present devated to 
those services are to be transferred to the Society. This means 
either that the payment of cash benefits and the provisi'on of 
medical treatment for persons in need are to be discontinued 
and given only on insurance records or that the benefit is to be 
provided by the Society instead of the local authority. It does 
not mean, as the plan appears to suggest, ~he supersession of 
the " bad " assistance method by the " good " insurance method. 
This is true also of the schemes of so.cial assistance, i.e., non
contributory widows, orphans ,and old age and blind pensions , 
and unemployment assistance which under the long term plan 
are to be transferred, with their finances, to the Society. If the 
payment of contributions is to be an essential pre-requisite of 
benefit then a very large section of the population will be 
deprj.ved df assistance which is at present available to them. 
If contributions are not essential for benefit in every case, and 
some persons are to get assistance in relation to needs, then the 
"\Yhole insurance structure falls to the ground and the contri
butions become merely a form of income tax similar to that by 
which the Social Sec;mrity Scheme in New Zealand is finapced. 
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The variation of contributiops with income, proposed in the 
plan, makes the analogy with income tax more complete, with, 
hQwever, the important exception that it is applied only td one 
class of the popUlation. • 

'65. If the system of graded contributions is to be regarded 
as a "tax on income for the purposes of a National Service, it is 
highly illogical so to fdelimit the incidence of the tax that the 
"voluntary contributor" class ,(fan, if it wishes, go scot free. 
We read on page 2'8 that" it is' almost essential for the success 
of the scheme, . . . that all or almost all in the State between 
the ages of 16 and 65 who come within the designation of 
voluntary contributors should be induced to enrol for, at the 
very lea;t, the full range of m.edical care for themselves and their 
dependants." It seems clear that the inducements offered will 
be the extent of the bene'fits, the removal of the /, red ticket 
reproach" in connection with the medical se,l:vices and partici
pation in the Society's capital reserye. But it is recognised that 
these inducements may not bring in a majority of the exempted 
class. In that event the only alternative to the failure of the 
plan is regimentation or, in other words, compulsory social 
insurance for everyone. The problem of universal compulsory 
social insurance in this country is not faced. With some general 
remarlrs that regimentation is out of harmony with the Irish 
character but that we must accustom .5urselves to it and accept 
it, the plan leaves this problem in the air. 

The plan advocates the transfer to the Society of all the 
monies at present prcwided by the State and local . authorities 
for social assistance and public assistance. It suggests propa
gtmda to secure additional incolne from legacies and charitable 
bequests. The profits of the Hospital Sweepstakes are to be 
taken over. It is not reasonable to hold that a plan of this 
kind, -whatever may be its nature', is an insurance plan. 

,66. If the new Society will not be in fact an Insurance Society 
there is no reason for its existence. There can be no good reason 
for forcing the greater part of the citizens of the State into a 
tax collecting association independent of the State. Membership 
will not be in effect compulso:ry even for those engagea. under a 
contract of service, for a large class of benefits cannot at least 
so far as the health services are concerned be limited to members 
and their dependants as the plan intends. There is no admini
strative necessity for the new Society since the machinery 

--. already exists for affording ' benefits of the kind though not of 
the amount which the plan proposes. 

67. It is urged in favour of the plan that most of th~ principles. 
underlying it are found in plans which have been adopted in 
other countries. Denmark, Czecho-Slovakia and New Zealand 
are cited as examples and the suggestion is that because parts 
of the plan have worked in other countries the entire plan will 
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be practicable in this. The plan is new, however, 'in its proposal 
to limit 'its benefits to the members of a Society independent of 
the State and at the same tiple to include all forms of insurance, 
assistance and health services in its scope. .In Denmark, for 
instance, the sy'stem of social insurance and assistance falls into 
thre,e compartments :-ther.e is a kind of insurance benefit for 
which full members of voluntary sickness funds are eligible, and 
side- by side with this public or social assistanc~ and poor relief 
are available for those who need them. Public Assistance is, 
generally speaking, for those in certain special conditions and for 
insured persons who become, through any reason, iheligible for 
benefit. Poor relief is reserved for (1) those who ,have been 
receiving public assistance for a long period and who are thought 
to be unwilling to make any effort for their own support; (2) 
persons who fail to support their families; (3) alcoholists; and 
(4) professional vagrants. Acceptance of poor reli.ef involves 
disenfranchisement. In Czecho-Slovakia there is a· sharp dis
tinction between the insured worker p.nd the destitute person. 
Sickness insurance is compulsory for most workers including 
public employees and the benefits include medical care for the 
insUl'ed worker and his dependa:q.ts. In 1938 about three million 
workers were insured out of a population of abQut four:teen 
millions. The total m1.mber of beneficiaries (i.e., including' 
dependants) is not certain but cannot have greatly exceeded 
eight million. For persons outside the scope of insurance who 
are' incapable of providing for their own needs or the needs of 
their families a system of poor relief existed administered by 
each commune. This relief included medical treatment. with 
medicines. In New Zealand there are certain residential and 
Qther restrictions on the payment of security l?enefits all of 
which except the universal superannuation benefit are subject 
to a means test. Those ineligible for benefit and in need must 

_ fall back on a system of relief administered by Hospital Boards. 
In these and in all other cases the characteristic feature is found 
that the insurance or security system is incapable of extension 
to include the whole population. A poor relief organisation is 
preserved for a residue of cases that cannot be dealt with 
Qtherwise. If, therefore" it is true that most of the principles 
underlying the plan are foun.d in the social schemes of the 
countries cited it is also true that the features of public assistance 
and poor law which are so strongly attacked appear to be 
essential features of these schemes. . 

68. The prominence given to the proposed Central Social 
Insurance Board shows that this feature of the plan is regarded 
as of prim~ry importance. The reasons for entrusting the 
administration of all the services relating to medical treatment, 
social insurance and social . assistance to a Board not directly 
under the control of a ·Minister of State responsible to the 
Oireachtas are not discussed at length. The reason) wl}.ether 
the principal reason or merely one of several reasons for this 
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form of administration is that the Society. is regarded as the 
nearest approach to vocational organisation in the country, and 
has been so 'successful in its working that in a re-organised and 
iinproved form it is the proper body to be entrusted with the 
admipistrati6n of the plan. 

69. The statement on page 31 that the present Committee of 
Managem~nt of the National Health Insurance Society" is 'he 
nearest approach to vocationai organisation in this country" 
misrepresents the position. There are obviously many bodies
medical and -nursing associations " to take instances-which are 
organised ll)'Ore strictly on a vocational basis. The Committee 
is according to the Report on Vocational Organisation (paragraph 
673) "elected or appointed on a broadly vocational basis by the 
three interests concerned in health insuranee and contributing to 
it, the Statel employers. and workers." ~ 

It is diffioult to accept the proposition that a body of this 
kind can be regarded as a vocational organisation as it exists at 
present and more difficult still in the expanded form proposed 
for it. The Report just quoted (~aragraph 9) defines vocational 
organisation as " a form of orgamsation of human beings based 
on their occupation or vocation and designed to enable them to 
fulfil some activity concerned with the occupation . . . it lays 
emphasis on the idea of calling, profession, trade or craft . . . 
When members of a vocation associate for some purpose concerned 
with their vocation and form an organic body with power to 
speak and act for the vocation we have a vocational organisation. " 
It is clear that the ess,ential common factor of identity or even 
similarity of vocation is altogether missing in the National 
Hea~th Insurance Society or in its Committee of Management. 
The Society includes agricultural workers, domestic servants, 
butchers, bakers, creamery worlters, workers in breweries, clerks, 
bank officials, shop assistants, builders' labourers, 'Carpenters and, 
In fact, representatives of every type of activity in the State in 
which persons are employed for remuneration. In the extended 
form of the Society proposed in the plan there would be an even 
greater range of crafts, trades, callings or professions. The 
replacing at the end of 1933 of the network 'of approved societies 
by a single unified society covering the whole country was not a ' 
development but an abandonment, of vocational organisation in 
the sphere of social insurance. 

70. The question of unifying or co-ordinating the present 
health services is one on which the plan lays considerable 
emphasis. The adoption of the plan will imply "that the new 
Society will have charge of tuberculosis, rheumatism and other 
incapacitating diseases with which separate and independent 
bodies are now entrusted" (page ll). On the same \page under 
the heading" Tuberculosis, Rheumatism, Nursing Organisations, 
etc., appears the following: "There are, I presume to state, 
too many independent unco-ordinated bodies. looking after these 

44 



and other health services." The references are presumably to 
the anti-tuberculosis section of the Irish Red Cross Society, to the 
Dublin .,Rheumatism Clinic Association, the General Nursing 
Council, the Central Midwives Board and the voluntary nursing 
agencies. The amount of co-ordination achieved by the ab
sorption of these bodies into the new Society, if that is intended, 
is hardly worth· considering and is more than balanced On the 
other side by the friction which will inevitably be ca:use~. The 
majority of these bodies are at present closely linked with the 
Department of Local Government and Public Health which is 
itself a far more complete and developed co-ordinating body than 
the proposed Society can become. 

71. The question of bringing the voluntary, semi-voluntary 
and private hospitals within the scope of a single He!1lth Services 
Scheme is touched on. As a measure of co-ordination these 
hospitals " are asked to pool their services in a National Scheme 
in a spirit of Christian Co-operation" (page 13), but they must 
nevertheless "be allowed to function as' in the past . . . under 
their own Boards of Management." The .presumption is that 
agreements may be entered into by the Boards with the new 
Society regarding the treatment of insured per~ons and their 
dependants. In such a system, however, there would be no more 
co-ordination than exists at present, when local authorities may 
and do agree with extern lnstitutions for the treatment of 
patients sent by them and the National Health Insurance Society 
also contracts undei'" its additional benefits scheme for the 
institutional treatment of its eligible members. 

72. A general impression is given in the plan that the present 
health services are highly centralised, that de-centralisation is an 
urgent necessity and that the plan will effect this. It is plain, 
however, that the plan is one for appropriation, centralisation 
and control, u~er the name of co-ordination, of services now 
de-centralised and for concentrating under one Board the powers 
now vested in many local and other bodies. ProviSIon is made 
in the plan for Regional Committees but these bodies are not 
essenti!11 to the plan and no details are given of their powers 
and duties. They would meet and visit hospitals occasionally 
but would have no control, certainly no financial control, of the 
affairs of the Society. 

73. The facade of co-ordination which conceals tli(( faulty 
construction of the ' plan is built up with phrases like the 
following: "this new Society will have charge of all the health 
services of the country and if it is thought feasible of all the 
kindred services ... " From the emphasis laid ~on the word 
" all" it might be assumed that the plan would give the new 
authority control not only of health services of a curative and 
remedial character but also of health services relating to sanitatioIt 
and the prevention of the spread of infectious diseases. These 
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include the clearance of slums 'and insanittry houses, the control 
M overcrowding; the regulation of new building construction 
from which the principles of town and country planning have 
now developed, the provision of water supplies and ,sewerage, 
the cleansing of streets, the supervision of the food supply, the 
safeguarding of the milk supply, the regulation of animal 
slaugR:ter, etc. In fact, hmyever, the functions we have listed 
are,not referred to in the plan and it must be assumed' that. they 
are not proposed to be taken over by the Central Board. The 
plan will therefore effect, an extensive and expensive duplication 
of central ,an~ local bodies dealing, inter alia, with matte:r:s 
affecting the public health. -At the centre the present Department 
of Local Government and Public Health will retain wide sanitary 
functions. Remedial medicine and a few of its preventive aspects 
will be the concern of the " Minister of Social Services" and the 
Central Board. At the, periphery there will be an anomalous 
position of two distinct classes of bodies functioning as health 
authorities, one working under 'a highly centralised but non
Governmental system. and the otheI: based on popular repre
sentation and subject to the slJpervision of a State Department, 
but with dimimshed revenues and attenuated functions. The 
plan ,is therefore actually a plan of disruption and not a scheme 
of co-ordination. 

74. The point is stressed that the services administered by 
the Central Social Insurance Board will not be State services. 
We read on page 36 that" the Society i~ not a State Service-

~ that must be made quite plain to the public from the beginni.qg." 
While expressing no opinion as to the desirability or otherwise 
of State services we think that the implementation of the plan 
will set, up a system of health services which will be indis
tinguishable in ~he mind of the ordinary man from a Sta.te 
system.. The Central Board will be an autonomous body with 
immense powers over which the Minister of Social Ser,vices will 
have a minimum of control. The fact emphas~ed in the plan 
that the Central Board will be autonomous merely means that 
the managers of the Society will not be accountable to the 
Oireachtas for their stewardship and provides no automatic 
check on the bureaucracy and regimentation which are supposed 
to be chat'aeteristic of State services. "A full State medical 
service" it is said " would ll).eet the situation but . . . it would 
not be in accordance with the wishes or sentiments of our people 
a.nd would cut across m.any: vested interests." No evidence is 
brought forward to show that the plan is in accordance with the 
wishes or sentiments of the people and it will obviously cut across 
vested interests. It will, for instance, profoundly affect the 
organisation of the medical profession in this country. 

'" 
75. The plan would in effect abolish the present system of 

central health administr~ion, under which a Minister or Parlia
mentary Secretary responsible to the Oireachtas is charged with 
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the duty of initiating measures for the impr,ovement of public 
health and the supervision and financing of their execution by 
the local authorities. By inspection and audit a satisfactory 
check is maintained on the wQrk that is being carned out. The 
Minister reviews annually in the Dail the work that has been 
accomplished and supplies the Oireachtas by means of reports 

.' and answers to Dail questions with full information on all matters 
concerning the work of the local authorities. The removal of 
health administration from out of the political sphere has been 
advocated by the protagonists of partim:Al.r schools of social 
reform in other countries. Our Constitution gives no counten
ance to such a radical departure from the principles of democratic 
control. . ! 

76. In the sphere of local administration the plan will effect 
a. dismemberment of the functions of existing local authorities 
and a transference of a considerable part of their powers and 
duties to Regional or County Committees. The annual expendi
ture of local authorities on Public Health and Assistance services 
is roughly as follows :-

Maternity and Child Welfare 
Medical treatment of school children 
Treatment ,of tuberculosis : .. 
Treatment of Venereal Diseases 
Welfare of the Blind 
SChool Meals (Urban) 
School Meals ' (Gaeltacht) 
Free Milk 
Public Assistance (General and Medical) 
Hospitals other than those included in preceding 

item and medical charities 
Mental Hospitals 

£ 

50,900 
67,000 

277,500 
13,000 
74,000 
51,500 
19,000 
88,500 

2,187,000 

426,000 
1,238,000 

£4,491,500 

While the local au..thorities as: such will t4us be shorn of 
important powers in relation to these services they will still have 
to levy off ratepayers the considerable sums required for their 
maintenance and transfer these sums to th,e new Society. Th~ 
financial interest of the local authorities in the new Society will 
be substantial if not predominant. It seems unlikely that the 
insurance contributions of employees and employers Dan reach 
the same magnitude as that of the local authorities. In that 
case the representatives of the local authorities in the new Society 
will outnumber those of the insured persons and employers and 
the Society in its constitution will not then differ' from that of 
any other joint hQdy set up by local authorities in which the , 
representation of these authorities ptedominates. It is not 
clear, therefore, what justification there can be for breaking 
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away from the existing method of administration unless it be 
./ a desire to centralise what is at present decentralised. 

,/ 

77. The general practitioner service sketched, in the plan is 
a combination of the ideas of 'Panel practice and grouped practice 
on a salaried basis in health centres. Both ideas are to be found 
in the published British proposals. A scheme evolved to meet 
conditions in England will not necessarily suit Ireland. If there 
are to be health ce~res in rural areas can sufficient practitioners 
be found to staff tlrem 1 Will general practitioners consent to 
be moved sd as to bring them into proximity to tlie centres 1 
If they do, what will happen to patients in outlying districts 1 
The plan furnishes no answer to these questions. We read on 
page 23 that "The plan envisages a medical service in remote 
areas which would link up with the health centre and through 
the health centre to the hospital (district, auxiliary or regional) 
dependent upon the nature and degree of the incapacity, and so 
provide to the general practitioner the advantage of consultative 
or specialist 'advice or, to the m.ember where necessary, the most 
expert and skilled medical or surgical attention." No objection 
can be taken to envisaging an ideal system of medical care 'but 
the failure to show how that system can be realised in practice 
is a defect in the plan. 

78. It is stated on page 19 that" all members of the Society 
together with their dependants .... will be entitled to the various 
(medical) benefits . . . . There will be no taint of ' charity' 
about these benefits, the poorest will have the same right to them 
as the richest and the richest the same as the poorest." This 
might be taken to imply that medical assistance is at present 
given on a charitable basis, as an alms. The poor have had 
in fact a statutory right to medica~ assistance since 1851. That 
they will have any better right to medical assistance in the 
ptoposed scheme is very questionable. The new Society intends 
to "take charge of" the "poor and destitute" as a measure 
of christian charity and social justice. Their contributions 
will be paid by the State or hy local authorities until the Society's 
financial position permits of "their inclusion without charge." 
They will therefore be getting something for nothing as they do 
at present and that something will be given them either at th.e 
expense of the State or of local authorities or out of the surplus 
funds of the Society. The right which the insured person has 
to benefit by virtue of contributions is confused with the right 
to assistance which arises from need alone. 

79. It has been the constant aim of Public Assistance adminis
trators to remove any stigma formerly associated with the 
medical treapment they provide. That they have been very 
successful in "achieving this will be evident from a comparison 
of the numbers obtaining advice and treatment at dispensaries 
in the last 30 years. The following are the figures for the years 
1910-11 1 1930-31 and 1940-41:-
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Nwnber of Dispensary Cases. 

Year ended At Visited. T.otal. 
31st March. Dispensary. 

1911 373,836 II 1,285 485,121 
1931 573,149 139,188 71.2,337 
1941 781,879 158,278 940,157 

The adoption of the plan will not abolish the means test in 
connection with medical relief. Some standard will have to be 
fixed to assess the eligibility of persons who are to be considered 
«p,oor and destitute" and who will themselves not be liable to 
contribute to the funds of the SocJety before receiving benefit. 
We think that replacement of the present simple system of 
assessment of need by a warden, an assistance officer or a member 
of the local authority, by a highly complicated machinery of 
investigation by the Society's officials and subsequent certifi
cation of eligibility for inclusion in the "poor and destitute" 
class to either a State Department or the local authority extremely 
undesirable. It will most certa,inly be as severe on the appli
cant's self-respect as the existing arrangements are alleged to_ be. 

80. It. is not possible to. criticise adequately the part of the 
plan dealing with specialised clinics Qwing to the vagueness 
with whi~h the proposals for their provision have been presented. 
These special clinics will, it appears, be found in the out-patients' 
departments of specialised hospitals' and at every health centre. 
All the specialised hospitals are voluntary institutions and most 
of them have provision for extern treatment. If the plan pro
poses the "establishment of additional or larger plinics in these 
hospitals" considerable interference with as well 'as financial 
subventions to these voluntary institutions will be involved. 
Neither is apparently intended, or if it is intended the intention -
is not. explicitly stated. If no ~lteration in these clinics is 
envisaged there is no reason why the plan should claim credit~ 
for them as part of a system which it pr()poses to "establish." 

Since it is not possible to judge to what extent health centres 
will be provided nothing useful can be said about the clinics for 
radiology, ophthalmology) dentistry, massage and manipulation, 
electrical treatments, child· welfare, pre-natal and post-natal 
care, etc., which these centres will contain. 

The. clinics will apparently be something on, a higher level 
t;han the present dispensary. The latter building besides being 
described as "the core, the hub and heart of the degrading Pobr 
Law System" is accused of an inability to furnish· the entire 

- range of benefits which he proposes for membefs of ' his new 
Society. To remedy this state of affairs' we read (pages 22-23) 
th~t the local .practitioner will be assisted by " area clinics" in 
country diE?tricts or travelling clinics in remote districts, "\Yhich 
will aid him in affordjng specialis«:;d treatment to such patients 
as may need it . We must conclude then that , these area and 
travelling clinics will be speci~lly equipped and staffed _with 
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specialists. To replace the present dispensary network with 
numerous clinics of this kind in addition to health centres pre
sents difficulties, and, we think, would be quite unnecessary. 

81. We think it unnecessary to examine the plan's hospi
talisation scheme in any great detail. As outlined it ignores 
what 'has been done and what is being done by the Department 
of Local Government and Public Health and the Hospitals 
Commission in this sphere. 

A planned scheme of national hospitalisation has been 
steadily pushed forward by the Department in the last ten years. 
The genesis of this plan may be found in the county schemes 
adopted in the period 1920-1923. All new hospital buildings 
which it was found possible to undertake before the cessation 
of large-scale building have been related to a plan under the 
following clearly-defined and well-known headings: 

(a) The provision of Regional Hospitals catering for acute 
an.d obscure medical and surgical cases and pro
viding the services I of specialists such as bacterio
logists, ophthalmologists, etc., for a "region" i.e., 
area consisting of two or more counties, or portions 
of counties which could. be easily served from the 
Regional Centre, 

(b) The establishment in each county of a County Hospital 
catering for normal acute medical and major surgical 

cases, 
(c) District Hospitals serving as auxiliaries to the county 

hospitals and devoted to medical, maternity and 
minor surgical cases. 

The Regional Centres so far selected are Cork, Galway and 
Limerick and the planning of the proposed new Regional Hospitals 
in these centres is well advanced. The hospitalisation of the 
Dublin Region is, and will continue to be, related to the Volun
tai'y Hospitals for the improvement of which large schemes 
have reached an advanced stage of planning. 

It is stated that under the plan it is proposed .to establish 
a hospital system consisting of regional hospitals for each county, 
auxi1iary hospitals in towns having 5,000 population or over and 
district hospitals in other selected towns and larger villages. 

There is no indication of the distribution of functions as 
between the "regional," the "auxiliary" and the "district" 
hospital centres. A" panel of specialists" would be engaged 
in "Regional Hospitals " in addition to the normal hospital 
staff. A" regional" hospital under the plan, will serve each 
county. A panel of presumably part-time specialists would be 
unable to obtain a livelihood in some of our small towns.· 

The "auxiliary hospitals" would be located "in towns of 
population of 5,000 or over." These would have" a whole
time competent medical and surgical staff on a salary basis. " 
Excluding county towns or other existing county hospital centres 

50 



this would only mean the provision of "auxiliary hospitals" 
in Ballinasloe and Bray. 

The provision of " district hospitals" in other selected towns 
and large villages would mean dotting the country with institu
tions which would be largely unused, the establishment and 
maintenance costs of 'which would be quite uneconomic in 
relation to the population to be served. If, for instance, it is 
proposed to furnish each village or town, having a populati6n of 
500 or over and which has not a hospital already, with a district 
hospital, ah additional 123 of such institutions would be required. 
There are at present 87 County and District Hospitals and it is. 
proposed in effect to increase the number of these institutions 
by abo~t one-hundred-and-fifty per cent. An,increase in institu
tions to this extent is. unnecessary and impracticable. 

82. The wholesale absorption of the present nursing and 
midwifery services into the Society which is apparently intended 
(page 11) is obviously not feasible if it is not proposed to staff 
the voluntary and private hospitals with employees ot the 
Society . . 

83. The preventive measures in which the Society will engage· 
form a small part only of the province of preventive medi.cine .. 
The question of the so-called environmental services :-for 
example, housing, slum clearance, water supply, will remain the 
responsibility of local sanitary authorities. The Society will, 
however, by propaganda create demands and prescribe standards 
in regard to some of these matters: This cleavage which adoption 
of the plan will effeet between preventive medical services on the 
one hand and clinical medicine on the other would be a retrograde 
step. 

84. The question of finance is one which ·has received very 
cursory treatment in the plan. Sources of income have been 
listed but no effort whatever has been made to relate income to 
expenditure. It is stated " very emphatically that the country 
can bear the cost" (page 4). This assertion is made although 
the cost of the plan is not stated. To estimate the cost accurately 
would not be possible on account of the vagueness and lack of 
precision in the plan. It:is clear, however, that in health services 
alone. capital and current costs would be high. There are over 
one thousand dispensaries (including depots) in the country and 
it is apparently proposed to replace the whole of them by health 
centres and clinics. In addition over 120 district hospitals may 
be erected. Everyone of the hospitals both new and old will 
have its health centre elaborately equipped and staffed with 
general practitioners, specialists, masseurs, dentists, pharmacists, 
nurses and clerical ·personnel. It is doubtful if a scheme of 
services of this range and scope could be provided at less than 
£8,000,000 a year. 
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85. It is stated (pages 33-34) tha,t present expenditure on 
sociaJ services is about £19,000,000, made up as "follows :-

£ 
Health Services ... ... 4,508,000 
Social Insurance and Assistance Schemes (other 

, than health) \ ... 1l,093,000 
Other Social Services ,3,458,000 

This seems to be an overstatement. The correct figures are, 
approximately :-

£ 
Health Services ... 3,500,{)00 
Social Insurance and Assistance 10,650,000 

\ Other Social Services 3,4()0,000 
The revised figure for "other social sevices" includes such 
items as housing expenditure, outlay in connection with the 
supply of fuel and footwear to necessitous persons and persons 
in'low-income groups, expenses of public libraries, etc.; these 
are services with which the prop~sed Central Social Insurance 
Board would not concern itself. For comparison purposes, 
therefore, the first two figures only should be taken into account. 
The sum of these is £14,150,000. 

The figure of £19 millions is, therefore~ an exaggeration. The 
object of placing the cost of the present services at such a high 
level is, of course, to giv~ the impression that the public is not 
getting value for money spent; the impression is also given that, 
with this £19 millions, the Central Social Insurance Board could 
finance the great~r part, if not the whole, of the proposed services. 
It has, for instance, been stated in the press that the cost of the 
entire plan would be in the neighbourhood of £20 millions. It 
might be supposed, on this basis, that very little extra expenditure 
would suffice for the full implementation of the plan and that 
the major part of the financial re-adjustment which would take 
place would consist in putting an existin,g fund to better use. 
This is not so. Even if the annual cost of the plan were as low 
as £20 millions considerable extra taxation would ~e involved. 

86. On the question of Finance, the plan makes several 
references to the" accumulated funds of the National H~alth 
Insurance Scheme," stated to be about £51 milliqns. In Section 
IV, ,this Fund is used as a bait to attract voluntary contributors 
and excepted 'persons whose rate of. contribution is to have 
regard to the existence of this Fund; in heading 9 of Section VI 
it is to be liquidated so as to finance, socially beneficial works; 
in heading 2 of Section VI the possibility that capital assets 
may be required is envisaged. Of this Fund of £5,750,000 about 
£1,650,000 ,is in the hands of the Trustees of the Society and 
may be invested in trust funds, or in any stocks, mortages or 
other securities issued by any local authority within the meaning 
of the Local Loans Acts and charged on any rates levied by or 
on the order' or precept of such authority, or in any other 
securities for the time being approved by the Minister for Local 
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Government and Public Health. The balance 'of about £4,100,000 
is held by the Minister fpr Finance. About two-thirds of the 
Fund is loaned to the Government or local authorities. It is 
not, as the plan seems to suggest, idle money; it is being or has 
been used to promote those SQcia.lly beneficial objects undertaken 
by the' State or local authorities which the paper enumerates. 
It is not . new money, hitherto unused, or used to promote the 
undertakings of private . enterprise in objects which may be 
socially undesirable. The implication in the plan is that the 
Society, but not the Government or local authorities, can be 
trusted to determine how acchmulated savings may best be used 
to the general advantage. It is, in fact, the-interest income on 
that money that is providing additional benefits. If the money 
were devoted to any other purpose either additional benefits 
would have to cease or contributions would have to be increased 
to make up the resulting deficiency. in interest income. The 
suggestion in heading 2 of Section VI to provide a capita.l 
subvention in the form of the Reserve Value system of the 
original Act of 1911 is to advocate a method of finance 
(appropriate and necessary in'the case of separate societies subject 
to the" capitalisation method," of finance and actuarial valuat~on 
on, the same principle), which ceased to have any meaning or 
necessity in a national scheme operated through one Society. 
Capital reserves on the long-term actuarial basis are no longer 
required to be built up and, in fact, the Society has ceased to 
build them' up on this basis. The intention is that existing 
assets should be stabilised at about their existing level. Methods 
of finance under-a Unified Scheme would show the income from 
contributions and the expenditure on benefits over a.-futurc series 
of years, .and the excess of benefits over contributions in any 
one year would be a measure of the State contribution in that 
year. That emerging .State liability might be exptessed as a 
capital sum, for the information of the Minister for Finance, 
but there would be no necessity to express this as a paper credit 
to the Society to be liquidated by setting aside annual reserves 
from the contributions. The suggestion shows a misunder
standing of the financial basis of the system of National Health 
Insurance as it was prior to the Act of 1942 and as it is now, 
and as it would be under a scheme of unified Social Insurance. 

\ 

87. Portion of the cost of putting this plan into practice • 
would be met from savings resulting from the re-organisation 
and co-ordination of the health ,and other services. We think 
we have shown that in the sphere of health services atdeast the 
amount of co-otdination which' will be effected will be negligible 
and more than counterbalanced by the disl~uption and duplication 

. which it is bound to cause. As regards savings in 'the admini
stration of the income-maintenance services resulting from 
co-ordination it is probably true that some such savings woll,ld 
result but it :would appear reasonable to expect a more precise 
estimate of these economies. Savings in the,-amounts payable in 
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respect of benefits are purely notional as a considerable increase 
in such benefits IS inevitable. 

CONCLUSION. 

88. In the 'sphere of health services the object of the plan 
is to provide medical care for ~he majority of the population on 
an insura~lce basis in pursuance of the idea that services provided 
on this basis would be better and 'more in accord with the wishes 
of the beneficiaries than those provided by the local authorities 
and the State as public services. The insurance principle is 
regarded as so valuable thiit it is extended to all classes of the 
community in the form either of a compulsony or a voluntary 
scheme according to the nature of the individual's occupation 
but not his income. Within a single group rich and poor, 
workers and idlers, the healthy and the chronic invalid-all will 
have a title as of right to a .complete range of medical care in 
the same way as the insured person has a right to insurance 
benefit. For the reasOns we have given we believe the plan is 
impracticable and can neither be financed nor administered on 
insurance principles. Every true scheme of social insurance must 
restrict benefit to those who contribute to the insurance fund. 
This restriction is only nominally preserved in the plan; in fact, 
it is absent. Behind any social security system there should be 
a system of assistance or relief to succour those who for any 
reason do "not come within the scheme. This provision for a 
residue that cannot be dealt with is not in the plan and is 
omitted to secure a uniformity and comprehensiveness in the 
theoretical structure of the plan as it appears on paper. It 
would, we believe, be soon found if the plan were put into 
operation that in practice public assistance could not be wholly 
dispensed ·with. 

Even if the plan were not fundamentally defective as an 
insurance plan the objections to it would still be so numerous. 
and of such force that its adoption could not be recommended. 
An essential feature of the plan is that its administration is 
entrusted to the governing board of an autonomous body 
representing ninety per cent. of the population. No justification 
is offered for removing from the Oil'eachtas the responsibility 
for the operation through a responsible Minister of a scheme of 

• social insurance which would largely depend on public funds 
for its income. 

As has been, shown the plan does not propose to build the 
new health osganisation on the existing foundations. The 
l'easons given for this are inadequate. The' existing health 
organisation has been built up over a long period. There are 
no grounds for the establishment of new organisations which 
would involve a break in the natural development of the existing 
system. The position of the voluntary hospitals. in the new 
organisation is uncertain. The health centre pl~ns have very 
little relation to actuality. The plan, whilst claiming to be a 
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scheme of decentralisation, is a scheme of centralisation. The 
difficulty of reconciling the interests of the local authorities and 
the medical profession with the plan are not faced. The dis
paragement of the dispensary system is extravagant. That 
system is held up to public odium as infamous notwithstanding 
tIie great services it still renders to the poor. Admittedly, public 
opinion has reached a point which demands its improvement 
but this can be effected without removing it from the control 
of the local authorities. The plan demands the abolition of the 
" red ticket" and yet it carries within itself a continuation of 
the means test. 

(b) The Irish Medical Association's Scheme for a National 
Medical Service. 

INTRODUCTORY. 

89. This scheme has for its object the improvement of the 
health services through a re-organisation of administration and 
other means. The value of the dispensary system as it operates 
in rural districts is recognised but it is regarded as unsuited to 
urban conditions. Advances in medicine have in the Association's 
view rendered the system no longer sufficient . The Association's 
propositts have their origin in the conviction that the time has 
come to review the health services as a' whole. 

MINISTRY OF HEALTH. 

90. The scheme proposes the establishment of a Ministry of 
Health which will be concerned wholly·with questions of medicine 
and the public health. Other matters such as road maintenance 
and housing will be outside the functions of the new Ministry. 
Where any matters administered by other Departments have a 
bearing on public health" there ~would be the necessary liaisons 
established with the other Departments." 

The Minister would control ma jor policy and have all the 
usual rights and duties of a member of the Government. He 
would act as Chairman of a Central Health Council. 

. 
CENTRAL HEALTH COUNCIL. 

91. The Central Health Council will be a statutory body which 
will act under the Minister in both an advisory and an,executive 
capacity. The number of its members is not stated but not 
less than two-thirds of these must be l'egistered medical prac
titioners . These doctors will be representative of the public 
health service, the hospitals, general practitioners including 
dispensary medical officers, the .medical associations and " other 
bodies concerned with medicine and health ." The medical 
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members will be elected by doctors throughout the country. 
The remaining members (one-third) will be n?minated by the 
Minister. All members will hold office for a period of from 
three to five yeals and will be reimbursed their expenses and 
re(leive an honorarium fo.r attendance but no salary. A medical 
com~issioner with four assistant medical commissioners, all 
whole-time and salaried, will act as executive officers to the 
Council. They will be appointed by the Minister in consultation 
with the Council. The COUlicil will advise the Minister on major 
matters of health ; will make contracts with doctors employed 
under the health services scheme; will take over the functions 
of the present .Minister fpr Local Government arid Public Health 
in relation to National Health Insurap.ce together with those of 
the Hospitals Commission and other bodies having functions 
relating to medicine or health; will issue reports. It will also 
be charged with the duty of grading hospitals and co-ordinating 

. voluntary and other hospitals. 
The main reason for establishing the Council is to ensure 

a vocational as opposed . to what is called a bureaucratic organi
sation of the new National Health Service. 

REGIONA;L COUNCILS. 

92. Regional Councils may be appointed by the Central 
Council if the latter sees, fit. Four Regions are ·suggested : 
(1) Dublin City and County; (2) the remainder of Leinster with 
Cavan and Monaghan; (3) Munster; and (4) Connaught with 
Donegal. The powers and duties of these regional bodies art~ 
not specified. 

HEALTH'SERVICES. 

93. The proposed reformed health services include: (1) a 
general·practitioner service; (2) a consultant service; (3) certain 
special services; (4) general and ,specialised hospital treatment; 
(5) narsing and midwifery services; (6) supply of medicines 
and medical -and surgical applianyes. The scheme is mainly 
concerned with the provision of a general practitioner and 
ancillary services . for the present dispensary classes together 
with that part of the population earning. less than £400 per 
annum. , 

The medical services in' each county may be supervised and 
correlated by the oounty medical officer of health who would be 
vested with additional powers for the purpose. 

GENERAL PRACTITIONER SERVICE. 

94. The general practitioner service is regarded as the most 
important feature of the scheme. The service will not be a 
uniform one throughout the country but will be adapted to the 
specill-l circumstances of (a) Dublin ~nd the larger urban areas 
which may mean the other county boroughs and Dun Laoghaire 
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or possibly these and other large towns; and (b) the remainder 
of the country, urban and rural. 

SCHEME FOR GENERAL PRACTITIONER (AND OTHER) 

SERVICES IN LARGER URBAN AREAS. 

95. The sch~me for the larger urban areas is designed with 
a view to providing a complete range of medical attention (with 
the exception of midwifery service) on a contributory basis for 
every person with an income of less than £400 a year with their 
dependants, as well as an "indemnity" for unemployed bene
ficiaries. It will incidentally remedy the present overcrowging 
at dispensaries and the out-patient departments of the voluntary 
hospitals: It is .described as a "comprehensive insurance 
scheme." Under the scheme every person with an income of 
less than £400 a year will be insured compulsorily for medical 
benefit for himself and his dependants with, in~addition, a cash 
payment during sickness. No distinction is drawn between 
persons employed under a contract of service and persons working 
on their own accoullt. Medical practitioners will contract, 
presumably with the Central Council, to attend, without.charge 
for treatment, groups (restricted to a maximum number) of 
insured persons and their dep~ndants. . 

Grouped practice in health centres will form an integral 
part of the scheme. It is not clear whether it ,~ill be the oruy form 
of practice permitted. The doctors employed will be pension
able. Selling of practices will be forbidden. Contributions will 

, be paid by worker and employer: The local authority will be 
responsible for the contributions of the unemployed which may 
mean persons in receipt of unemployment insurance benefit and 
unemployment assistance or possibly everyone not gainfully 
employed. 

A service of almoners may be introduced by the Central 
Council. 

RURAL AREAS. 

96. In rural areas the dispensary system will continue. 
basicall¥ unch~nged for the present dispensary classes. For 
those however in rural areas and smaller urban areas whose 
incomes, while less than £400 a year, are not low enough to 
entitle them to free medical relief a con~ributory system is 
proposed with benefit for the contributor and his dependants. 
It is not clear whether insurance for medical bene.fit will be 
compulsory or Not for this class. The personal contribution 
will vary with rate of income and part of the cost of th~ service 
may be met by the State and by Local authorities. Medical 
practitioners whether dispensary medical officers or otherwise 
may contract (at £1 per insured person) to attend limited num-

. bers of the insured and their dependants. Where the panel 
doctor is also a dispensary medical officer, '~the number of his 
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patients would be reduced by a propor,tionate ,amount." The 
reduction will presumably be carried out by the Central Health 
Council. • 

Grouped practice, otherwis~ apparently than in health centres, 
will be encouraged': Grouped health centre practice will be 
advised "where possible" under the contributory scheme. 

The dispensary service will continue basically in its present 
form but with modifications. Health centres will be provided 
apparently by altering or rebuilding existing dispensaries, and 
these centres will comprise waiting and consulting rooms, 
laboratories and X-ray or fluoroscopic units. The staff will 
include' in each case one or more nurses, a compounder and a 
clerk-typist in addition to the dispensary medical officer. The 
numbers of the latter will be increased and their salaries raised. 

The dispensary medical officer will continue to be registrar 
of births, deaths and marriag~s and will continue as certifier 
under the National Health Insurance Acts where he is such 
already, but he will receive no, payment for the last mentioned 
work. He will carry out the duties of medical officer of health 
and perform immunisation work (including vaccination, 
apparently) without additional remuneration. 

SMALLER URBAN AREAS: 

97: Provision is made for a retention of a system of non
contributory medical assistance in rural areas and there will in 
addition be a contributory scheme for those ineligible for dis
pensary relief but earning less than £400 a year. The con
tributory sclieme extends also to the smaller urban areas but it • 
has apparently been overlooked that provision will have to be 
made in these areas for the present dispensary classes. It is 
inferred that the dispensary system will contip.ue to operate in 
the smaller urban. areas. 

'Sanitary officers or almoners would replace the present 
wardens. 

REMo~~E RURAL AREAS. • 
98. The contributory scheme is intended to apply" with the 

necessary local modifications . . . . to most rural and smaller 
urban areas." The scheme states that special consideration 
would have to be given in the case of " certain very poor dis
tricts on the western, seaboard" (page 122). This matteris not 
elaborated in the scheme. Presumably what is meant is that the 
contributory scheme will be found to be unworkable ip certain 
areas and that the inhabitants will continue "to rely on an un
modified dispensary system. 

EX'l'ERN DEPAR'l'MEN'l'S A'l' VOLUN'l'ARY HOSPI'l'ALS. 

99. Reduction of overcrowding at the out-patient departments 
of the voluntary' hospitals, which is designed to follow the 
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adoption of the medical scheme for thc larger urban areas, "(ill 
be accompanied by a projected re-organisation of these depart
ments. The lines which this re-organisation will follow arc 
indicated in a memorandum submitted in 1940 to the then 
Irish Free State Medical Union by the Voluntary Hospitals 
Group. Briefly, the proposed re-organisation consists of a 
transformation of the out-patient departments at all voluntary 
hospitals into clinics for consultant specialist advice and treat
ment. There would be a considerable weeding-out'of the classes 
which attend these departments at present, by refusing treatment 
to anyone presenting himself without a recommendation from a 
medical practitioner either within or without the hospital or 
from a subscriber to the hospital. Urgent cases would be dealt 
with in a separate casualty department. The organisation of the 
new departments, so far as teaching hospitals are concerned, is 
gone into in considerable detail and provision is made for a 
section to be known as the Social Service-Department, for the 
efficient carrying out of almonry duties. This latter department 
would presumably- become redundant under the scheme for the 
larger urban areas which provides for frec specialist advice and 
treatment for all beneficiaries. 

SPECIALIST CONSULTANT SERVICE. 

100. Specialist and consultant services will be free to a'U 
insured persons and their dependants under contributory schemes 
and to beneficiaries of the non-contributory rural and urban 
service. The scheme for the re-organisation of the out-patient 
departments at the voluntary hospitals provides for the trans
formation of these into clinics at which specialist advice and 
treatment may be obtained. There will be "a graded scale of 
fees for these voluntary hospital physicians, surgeons and other 
specialists serving the region" (page 122) but what this scale would 
be is not indicated. An adequate consultant obstetric service 
in "the different counties or regions" will be necessary (page 
126), and a consultant paediatric service and a consultant 
ophthalmic surgeon in suitable groups of counties. There is no 
indication o~ how obstetric consultants will be provided except 
a vague allusion to the Highlands and Islands Medical Service. 

SPECIAL SERVICES. 

101. The scheme states that "considerable re'-organisation 
and expansion of the ... specialised branches of medicine would 
form an import!lont work of the Health Council" (page 126). 
Briefly, this will include a revision of the procedure for admission 
of patients to mental hospitals, the provision of a consultant 
obstetric service and more dispensary midwives, "expansion in 
paediatric services" and more frequent medical. inspection of 
elementary school children, an increase in both "Salaries and 
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_duties of county medical officers of 'health, overhaul of the 
.{ tuberculosis service, the appoin~ent of ophthalmologists to each 

county and consulting ophthalmic surgeons -to suitable groups 
of 'counties, establishment of a dental service, and expansion 
and iinprovement of the nursing services. 

HOSPITALS. 

102., Treatment in special and general hospitals will be avail
able free to beneficiaries under both contributory and non
contributory s~eme~ . There is no indication of the procedure 
by which patients requiring treatment will be admitted to the 
h?spitals ",~propriate to the~r c~ses. The sch~me merely stat:es 
that "consIderable re-orgamsatlOn and expansIOn of the speCIa
lised hospital services ... would form an important part of the 
work of the Health Council" (page ~126). In pursuance of this 
intention maternity homes will be provided in each county and 
some mental hospitals will be "greatly improved ,and equipped 
and some rebuilt. " The staffs of mental hospitals may be.. 
increased. There is a vague reference to the provision of 
hospitals for infectious diseases "in each county or regional 
area" and to the necessity for sanatoria "with adequate 
medical and surgical staffs" in each county. 

It will be the duty of the Central Health Council to evolve 
a scheme of co"ordination of both voluntary and rate-supporteq. 
hospitals. They ,will also grade hospitals into (1) teaching 
hospitals, (2) County Hospitals, and (3~ District Hospitals. The 
medical staffs of the County Hospitals will be larger and better 
paid. District Hospitals will be staffed with general-practitionern 
and will undert,ake the treatment of minor, surgical and certain 
medical conditions only. 

The independence of the voluntary hospitals will be preserved. 

NURSING AND MIDWIFERY SERVICES. 

103. The scheme states that. "the services of fully trained 
nurses with, in addition,. a knowledge of child welfare would be 
available to each district in which the health centr~s operate. 
The general expansion and improvement of the nursing serviceI'> 
would require to be carefully considered in consultation with thc 
nursing associations." 

Beneficiaries of ~he contributory scheme il1 the rural and 
small urball areas would be entitled to a free nursing service, 
at the request of the general practitioner. 

It is not, apparently, intended to provide a midwifery service 
under the contributory schemes. The present dispensary mid
wives will continue' to attend cases where the non-contributory 
system of medical assistance remains in operation. It is stat~d 
that these midwives " would have their conditions of employment 
considerably improved and their numbers increased (1 to 1,000 
of the population)" (page 126). 
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SUPPLY OF MEDICINES AND MEDICAL AND SURGICAL ApPLIANCES. 

104. No change is apparently proposed in the present 
.arrangements for the supply of medicines and medical and 
~urgical appliances to dispensary patients. In the case of the 
contributory schemes, medicines and ordinary appliances would, 
presumably, be supplied by private retailers. The contribution 
payable by persons insured under the scheme would include a 
sum sufficient to cover outlay under this head. 

FINANCE. 

105. The scheme in larger urban areas will be financed through 
(lontributions in respect of insured persons but the proportion, 
if any, which will be paid by employers or the State is not 
indicated. The contributions of the "unemployed" will pe 
paid out of rates. 

The contributory scheme in rural and smaller urban ,areas 
will be financed out of contributions in re;'lpect of insured persons. 
The scheme states that "the cost of the services could be met 
from central funds, local rates, personal contributions or ins1ll'ance 
or preferably by a combination of these different sources" (page 
122). If the cost.were wholly met out of State funds or the rates 
it would not of course be a contributory service. We are 
assuming that beneficiaries must contribute, especially as, ip. 
this case, there seems to be no question of including tpe present 
fairly wide dispensary classes within the scope of the scheme. 
It is not clear on this assumption why the local authority will 
bg expected to pay anything towards the cost of tliis service. 
The scheme does not make it clear whether ,the system will be 
compulsory or voluntary, Personal contributions, if paid, will 
vary with rate of income. 

A "capitation rate" of 50s·. per annum per insured person 
is suggested under the contributory scheme for that part of the 
country outside the larger urban areas. This payment which is 
intended to cover the cost of medical care in the case of both 
the insured person and his dependants, if any, is stated to be in 
respect of "the cost of medical treatment, consultants' and 
specialists' fees, nursing, drugs, ordinary appliances, hospital 
charges and also graded scale of fees fot those voluntary hospital 
,physicians, surgeons, and other specialist~ serving the region." 
No cqrr~sponding <figure ..seems to have been suggested in 
connection with the larger urban areas. 

No change is'apparently proposed in the method of financing 
the improved dispensary system foreshadowed. The greatly 
increased cost will fall on the rates and its effect1will be-mitigated 
only by the present limited grant. 

The increased charges will arise inter alia from propos~ls to 
raise the salary scale of dispensary medical officers (who would 
still remain part-time) to £600-£25-£850 a year; to increase 
their numbers so as " to provide that the maximum number of 
patients coming under the care of anyone doctor woula not. 
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I, E;.lxceed that to which he could reasonably give the necessary 
care and attention"; to have a maximum limit to the hours 
of attendance; to increase the salaries of dispensary midwives 
and bring their numbers up to/a point where there will be one 
such officer for every 1,000 of the population. 

CHANGES WHICH WILL FOLLOW ADOPTION OF THE SCHEME. 

106. A Cen~ral Health Council with both advisory and 
executive functions will be set up to assist the Minister for 
Health in the discharge of his duties. ;. 

Parts of the present public assistance and public health 
sections will be detached from the Department of Local 
Government and Public Health to form a Ministry of Health. 

The National Health Insurance Section will be absorbed into 
the Central Health Council. The Hospitals Commission, the 
Pharmaceutical Society of Ireland and other bodies dealing with 
health matters such as }mssibly'the Central Midwives Board, the 
General Nursing Council and the Dental Association, will 
reappear in an altered shape as. sub-committees of the Central 
Health Council. 

The dispensary service of the larger urban areas will be 
replaced by an insurance panel systerp. for all whose incomes are 
less than £400 a year. Elsewhere the dispensary service will be 
improved and supplemented with a contributory panel system 
for all (excluding the present dispensary classes) with incomes 
less than £400 a year. The present dispensaries will be replaced 
by health centres served either by a single dispensary doctor or 
by a number of practitioners i):l grouped practice. The salaries 
and numbers of dispensary medical officers, where these survive, 
will be increased. The salaries and numbers of-- dispensary 
midwi\':es will also be increased. 

The s~heme contemplates a ro-organisation of the out-patients' 
departments of the voluntary hospitals. 

COMMENTS ON THE SCHEME. 

107. With regard to the proposal to establish a Ministry of 
Health in this country: the Ministry of Health Act, 1919, 
conferred the title of Minister of Health for Ireland on tpe then 
Chief Secretary and charged him with the duty of taking all 
necessary steps to promote and safeguara the health of the 
people. Under that. Act a Public Health Council was set up to 
assist the Minister in carrying .out his duties. The Minister 
acted as co-ordinating medium between the Local Government 
Board, the National Health Insurance Commission, the Office of 
the Registrar General and that of the Inspector of Lunatic 
Asylums. The Public Health Council in a report presented in 
1920 recommended the establishment of a Ministry of Health 
which should amalgamate the several departments mentioned 
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and take over, at the same time, certain medical functiQns then 
exercised by the Chief Secretary's Office. The proposal to set 
up a Central Authority which "would be concerned only with 
the administration of purely health and medical matters, a!:! 
distinct from· those of an engineering nature such as lighting. 
water supplies, sewerage schemes, etc.," was rejected on the 
ground that it would be difficult, if. not impossible, to separate 
the medical and public health functions of the Local Government 
Board from the whole body of its powers and duties;. 

A Ministry of Local Government was established in April, 
1922. At first, this Ministry had no functions in relation to 
roads and bridges but in October, 1922, these functions were 
transferred to it from the Ministry of Economic Affairs. In 
1924 the Department of Local Government and Public Health 
was created for the administration of public services in connection 
with local government, public health, relief of the poor, care of 
the insane (including i~sane criminals), health insurance, elections, 
maintenance 'of public roads, registration of births, deaths and 
marriages, and vital statistics. 

108. The prototype of the Central Health Council may be 
found in the Health Council whose establishment is suggested 
in the report of the Irish Public Health Council (paragraphs 
27-29) of 192"0. Ip the form in which it is in the scheme, 
however, it is an amalgam of the Central Health Services Council 
and the Central Medical Board whose formation is proposed in 
the British White Paper of February, 1944, on a National ;Health 
Service. In the British Plan the Central Health Services Council 
is to be an advisory'body solely and will be principally but not 
wholly medical in its make up. Its memb"s will be appointed 
by the Minister of Health in consultation with . the interests 
represented and it will elect its own chairman. The ,Central 
Medical Board on the other hand is to be an executive body to 
act as contracting party in the proposed general practitioner 
service and to control the distribution of public medical practice. 
It is to be a small body mainly professional with some lay 
members and a regular chair;man and its constitution is to be 
fixed by the Minister. In the scheme these bodies have been 
c6mbined and form a Central Health Council which would be 
vested with the present fun<:tions of the Ministry in relation to 
National Health Insurance, with those of the Hospitals Com
mission and with certain not very well defined functions with 
regard to dentistry, nursing and pharmacy. Its accumulation of 
powers and duties will be in the hands of a body, two-thirds of 
whose members will be elected by the medi?al profession, working 
through a medical commissioner aided by four assistant medical 
commissioners and a secretariat. The Minister's "sanction 
would be necessary for' all major policies" but the extent of his 
powers in relation to the Council will, so far as can be seen, be 
exceedingly small. The Members of the Council will not be 
tl.ppointed or controlled by the Minister. The Council will have 
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~ quasi-independent existence within the Department and it is 
-< presumed that the Minister will cQntinue to deal ,direct with the 

local authorities with regard to such portions of the health 
servi.ces as are left to them. The Council will organise the 
contribupory medica1 service, contract with general practitioners 
and presumably with ,consultants and hospitals, fix remuneration 
and fees for doctors and specialists and determine hospital 
charges. In effect the doctors would control their own remune
ration through their preponderance on the Council. It is even 
conceivable that the majority of the members might be 
practitioners employed by the Council. 

109. The Central Health Council bears some resemblance to 
the Council of Health which the Commission on Vocational 
Organisation recommends for establishment as an extra
departmental body to advise on matters of public health and 
medicine, co-ordinate the work of the present agencies concerned 
with health matters, plan future health services, and encourage 
research into various matters. The two differ, however, in that 
the latter has no executive functions (unless its co-ordinating 
duties should imply these) and that its members are intended to 
be drawn from a much wider field . 

1l0. The raison d'etre of the Council outlined in the scheme 
is stated to be (page 119) to ensure the vocational as opposed to 
the bureaucratic nature of the proposed health service. What it 
achieves, of course, is that a large measure of executive control' 
of the country's .health services and health insurance will pass 
into the hands of the medical profession. This is going further 
than the Commission on. Vocational Organisation. The functions 
{)f the Public Health Council ~ecommended by the Commission 
are" to devise, to co-ordinate and to plan" and of its twenty 
,members, six only are supposed to be representative of the 
medical profession. The remainder are drawn from State 
Departments, local authorities, dentists, veterinary surgeons, 
nurses, engineers or architects, chemists and pharmacists and 
from certain other non-mEjdical groups. To place a body 
constituted as the scheme intends in control of services which 
concern not ~he medical profession alone but a large part of the 
lay population runs direqtly counter. to the idea of vocational 
organisation. There is no mention of appointing to the Council 
any representatives of beneficiaries under the contributory schemes 
for County Borough and other areas. Local authorities mayor 
may not be represented. The dental and nursing professions 
will have no effective voice on the Council. It will be for all 
practical purpose& a -council of doctors empowered to regulate 
members of other professions and callings. 

Ill. The Regional Councils cannot- be properly commented 
on as no details have been :furnished regarding them . They may 
be advisory bodies on the model of the local health service!! 
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councils sketched in the British Plan. They' may possibly be 
planning authorities. The entrustment of ~ny executive duties 
to them w~)Uld mean mer.ely the subtraction of similar duties 
from local authorities and their transference to non-representative 

,regional bodies appointed .by the Central Authority. 

112. Control of National Health Insurance by the medical 
profession is open to the obvious objection that as matters stand 
~t present the system of insurance has only an accidental 
connection with medicine. Medical benefit is not a statutory 
benefit and the scheme does not propose to make it one'. The 
contri butory scheme of medical services in rural and urban areas 
appears to have nothing to do with the present insurance of 
certain employees against sickness and disability risks. No 
attempt is made to bring the scheme into alignment with the 
insurance services as they now exist or as they might be expected 
to develop. This is such a -striking defect in the scheme that it 
might be supposed that its authors intended the assimilation of 
the existing system of health insurance with the proposed schemes 
of medical benefit but if they did they have omitted to mention 
it. As the scheme stands National Health Insurance will continue 
as a separate service and if this is so there is no reason why the 
Central Health Council should control it. 

113. The establishment of a new compulsory insurance system 
for medioal benefits confined to the larger urban areas would be 
very costly, and would present very considerable difficulties. 
The scheme would extend to employees, small employers and 
independent workers. No person would be excluded, unless he 
or she could prove receipt of an income i.n excess of £400 a year, 
or was a dependan~ of some insured person. 

Insurance of employees for , medical benefits could be fairly 
easily effected by raising the income-limit for National Health 
and Pensions Insurance to £400 a year, and adding an appropriate 
sum to t"lie weekly contribution. This would be, in effect, a 
scheme of medical benefits for insured persons and their 
dependants. Such a scheme does not, however, appear to be 
what the Association has in mind. 

114. The new scheme w~uld extend to some employers and 
UlOst independent workers. The cost and-difficulty of bringing 
these classes, or parts of them, into insurance is dealt with in 
Appendix B to this Report . When the purpose is a limited one, 
such. as' the present, the cost is more disproportion..ate to the 
object to be attained than it might otherwise be. A v.ery con
siderable. fraction of the total incomings would be expended both 

'on administration and other ,personnel with a corresponding 
lessening in the amouht devoted to the treatment of the 
beneficiary. , , 

It is unne.cessary to dwell at any length. on the difficulties 
attending enforcement of compliance. These could be overcome, 
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given a sufficiently large inspectorate, but the point again arises 
that the objective to be gained is too narrow to justify such 
an inspectorate. 

There would necessarily be demands for exemption from 
liability to contribute. The" City purse " it is said (page 125) 
would pay the contributions of the "unemployed section of the 
community." But this is merely a facile and loosely worded 
·evasion of the problem which would obviously face any organi
sation attempting to insure the entire low-income section of the 
population. The income-returns and means-investigations which 
would follow s!lch an attempt would be both irritating and costly. 

115. If, as is suggested, phe rate of contribution should vary 
with the income of the individual, further means investigations 
will be unavoidable. The rate of benefit-medical benefits with 
some cash payment-will be a flat one or capable of only very 
slight variation, since the same type of treatment must be 
accorded all beneficiaries without exception. It would, therefore, 
be in the interest of the contributor to pay as little as possible 
towardl'l the cost of the service, since persons paying the minimum 
contribution, or none at all, would receive the same benefit. 
This would necessitate a constant watchfulness on the part of 
the central administration against evasion of liability to contribute 
at a rate appropriate to income-group. The machinery for 
maintaining this watch would have to be not less complicated. 
and thorough than the existing income-tax organisation. Since 
there seems to be no possibility that the present income-tax 
machine can be used for this purpose, the duplication of that 
machine for medical insurance purposes would be necessary. We 
are, ~herefore, driven ~nto the position that the efficient working 
of the medical insurance scheme postulates a vast organisation 
for income and means assessment in the case of all insurable 
persons in the country. Such an i'nnovation is unthinkable. 

116. The task of those responsible for the enforcement of 
contribution-payment would be made more difficult when it 
would appear that non-payment of contribution did not debar 
an insurable person from benefit. The disappearance of the 
dispensary system in the larger urban areas would mean the 
absence of any source of medical assistance to which a non
payer could turn. The pressure of public opinion would, 
however, render impossible the exclusion of such a person or his 
dependants from participation in the scheme. Non-payers might, 
however, be re~used cash sickD.ess benefit. 

117. The proposal to pay ·cash sickness benefit to beneficiaries 
during illness is open to several objections. The only class for 
which this type of benefit is an urgent necessity is the employee 
class, which is already insured against loss of income through 
illness. The new scheme would therefore be compellesl to 
confine sickness benefit to employers and independent workers. 
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This would mean (if the new scheme were not integrated with', . 
National Health 'Insurance) that two rates of.contribution would 
be payable-the larger, covering m~dical s~rvi!les and cash 
sickness benefit, by the self-employed, and the lesser by 
employees, for medical services only. The. insurance organi
sation would thereby- be further complicated. Moreover, if it 
is proposed to pay sickness and disability benefits to the self
employed, not only will difficult questions 'of administration 
arise, but the contribution exacted will have to be so high that 
it will be beyond the capacity of a large part of the class. 

This part of the scheme's proposed benefits might be varied 
according to the income and contribution rate of the beneficiary. 
Such variations would, however, be of little benefit to the 
recipient unless other circumstances-particularly the number 
of his dependants-were taken into 'account, Since this is not 
suggested in the scheme, the only purpose to be served by the 
elaborate machinery for contribution-adjustment would be the 
variation of cash benefit by a few shillings either way each week 
for different grades of ·contributors. 

US. For country and smaller urban districts it is intended 
that the contributory and non-contributory systems will exist 
side by side. The position will ,approximate roughly to that 
obtaining in Northern Ireland at the present day where the 
dispensary and panel systems interlock and provide medical 
assistance for uninsured poor persons and medical benefit under 
tlie National Health Insurance Acts for the insured (which, 
briefly, comprise all wage earners engaged in manual work and 
non-manual workers earning less than £420 a year). There is 
this difference, however, that in Northern Ireland a considerable 
volume of dispensary work was transferred to the panels with 
the introduction of medical benefit, whereas under the scheme 
only those above the dispensary level will be insured. This 
will result in a position in which numbers of w~rkers insured under 
the National Health Insurance Acts will not be insured under 
the scheme and wiII continue to rely on dispensary doctors and 
midwives for free medical assistance. I 

What has been said above with regard to the medical insur
ance system in the larger urban areas applies equally to the 
contributory scheme in the rural and smaller urban areas. All 
the difficulties encountered in the implementation of the former 
scheme would be met with in the latter :- enforcement of compli
ance would be, if anything, more costly in the rural community; 
assessment of means as widespread, and much more difficult; 

I claims for exemption far more numerous, owing to the survival 
of the dispensary system; and adjustment of contribution I'ate 
to income so difficult '(in the case of farmers) as to be almost 
impossible. ' 

U9. There would of necessity have to be some definition 
of the classes entitled to n'on-contributory medical assistance. 
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!,he upper income limit is fixed at £400 a year and an equally 
definite lower level must be determined. How this is to be 
done is not touched on. in 'the scheme. Under the heading 
" Contributory Service" it is stated: "above the lower income 
gr!;mps in urban' and rural areas is the large section of the popu
la:tion whose income does not exceed £~OO per annum." The 
'expression" lower income groups" presumably refers to persons 
entitled to dispensary relief but this is not specifically stated 
nor is the pnrase explained. The variation in the circumstances 
of any group of cases is so wide that it would be impossible 
without unfair~ess to fix any level of income below which -an 
applicant might be exempted from insurance and above which 
he would be liable to contrihuti9n. The matter might be dealt 
with in the way in which eligibility for unemployment assistance 
is now determined through a staff of investigation officers, but 
there is no correspondence between the class which may receive 
unemployment assistance and those eligible for free medical 
relief. The whole question bristles with anomalies arid diffi
culties, son1;$l of which have been pointed out in' Appendix B 
to this Report. Their solution would occupy the time and 
energies of a large staff of officials, and entail very great expense. 
The organisation would also have to be' adapted to deal with 
the adjustment of contributi(m-rate to income in the case of 
individual insured persons. The expense this would involve 
would not be justified when it is c(illsidered that the object of 
the very complex' organisation necessary would be to insure a 
very small class of persons against a single risk. 

120. We think it unnecessary to stress the ~vident fact that 
the scheme will not simplify th~ structure of the health services. 
On the contrary by setting up an elective Central Health Council 
within the Health Ministry; by covering the country with a 
patchwork of different insurance systems at the same time 
preserving the dispensary system in one place and superseding 
it in another, it will accentuate such anomalies as have grown 
up under -the present system. 

As regards existing, health insurance it is obviously undesir
able that there should be divergence between the classes to which 
the new and old compulsory insurance schemes will apply even 
though the beneficiaries may ge insured for different purposes. 
If medical services on an insurance basis are contemplated, they 
should be closely linked with health insurance. 

121. The removal of the voluntary hospitals out-patient' 
service from the general practitioner to the consultant specialist 
sphere would, if feasible, be an improvement on the present 
arrangements. There are, however, numerous objections on the 
plane of practicability. Such a reform would necessitate a con
siderable increase in the facilities for treatment of cases requiring 
non-specialist care only. The figures given in the scheme SLlOW 

attendances at the Dublin dispensaries amounting to about 
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250,000 a year and at the out-patient departments of the volun
tary hospitals, to about 500,000 a year. Therefore a very 
capacious filter would have to be provided through which to 
strain material for the reconstituted out-patients depar.tments. 
This filter might be fUl:nished under the scheme for the Dublin 
medical services, if ·that scheme were workable; but in our 
opinion it is not a workable plan and another 'solutibn must 
therefore be sought. Again the scheme is careful to stress 
"that the independent status of voluntary hospitals would be 
maintained .... " (page 126). If no more interference is intended 
with the voluntary hospitals than at present it is difficult to see 
what success can attend the efforts of the Minister for Health 
or the Central IIealth Council in the matter .. Reform of their 
out-patient departments will apparently be in the future as it 
has hitherto been a matter solely for the mamigements of the 
voluntary.hospitals who have so far shown 'themselves opposed 
to any measures of reorganisation. There is no reason discover
able in the scheme why these bodies, who have 'not thought fit 
to fall in with the views of the medical profession, />hould conform 
with the views of either the Minister or the Health Council. 

122. Th~ replacing of all dispensaries by elaborately equipped 
and 'staffed health centres as is apparently in,tended is quite im
practicable. The authors of the scheme seem to have been 
influenced by the reference in the British Plan to health centre 
practice and to have decided in defiance of all reason to have it 
in this country at any cost and however unsuitable 
it may be ·to an agricultural community. It must be 
emphasised that the British Health Centre Scheme was 
originally an experimental one and that since the publication 
of the White Paper of February, 1944, it has .receded farther 
still from the practical sphere and may be incapable of general 
application in Great Britain. ~It is doubtful if the 'authors of' 
the scheme have fully grasped the British proposals. There 
"the idea of the health centre ... . " is" the conception of grouped· 
practice .. ' .. , and (of) cQnducting practice in specially designed 
and equipped premises where the group can collaborate and 
share up-to-date resources .... " The enlarged single-doctor 
dispensaries which the scheme suggests cannot be called health 
centr~s in this sense. Such dispensaries with their elaborate 
equipment and staffs are of course. quite unsuited to rural areas 
in the numbers proposed, whether one calls them health centres 
ocn~. . . 

123. There is no indication as to how ~pecialist advice will 
be made available to beneficiaries under the schemes in areas 
other than Dublin. There it is presumed that sueh advice will 
be obtained a,t the reformed out-patient 9,epartments of the 
voluntary hospitals. The allusion in· the case of obstetric con
sultants to the Scottish Highlands and Islands Medical Service 
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possibly arises from the statement on page 74 of the British 
White Paper (Appendix A) that" additional subsidised servic()s 
include a medical consultant at Inverness .... " but the. con
sultant at Inverness is an integral part of a uniform plan of sub
sidised privat~ practice in the western counties of Scotland. 
To graft a..8cottish scheme of. consultants on to a totally different 
scheme of health services in Irish counties is not likely to succeed. 
The proposed provision of specialist'consultant advice and treat
ment at the out-patient departments of voluntary hospitals is 
intrinsically so~d at least in case of a majority of the hospitals 
but a mere statement of a desirable reform does not go far to 
solve the difficulties attending its implementation. 

124. The rema-rks on pages 126 and 127 on the variou&, special 
health services are not an organic part of the scheme, and have 
been appended to it with a view to lending it an air of compre
hensiveness. They take the form in some cases·of general recom
mendations for overhaul or expansion of this or that service. 
They suffer as a whole from the defect that they take no account 
of what has been done or is being done in the various spheres of!
which they touch. 

The first service dealt with is called the mtmtal service which 
means apparently the district and auxiliary mental hospitals. 
This is disposed of summarily in five lines, which reveal no par
ticular knowledge of the nature of the problems which must 
face anyone attempting to raise the standard of treatment of 
mental disorder or deficiency. They express for instance no 
views on the question of psychiatric departments of general 
hospitals, or the nature of the provision that should be made 
for incipient mental disorder or what should be done for mental 
defectives . The recommendations are perfunctory and of little 
value and what has been said about the remftrks on the mental 
services applies equally to the remarks on the rest of the special 
services mentioned on pages 126 and 127. 

The remarks on what,is called" Public Health Service" are 
confined to statements that the present sallj,ries of county medical 
officers of health are too small for the duties they have to perform 
and that both salaries and duties may be increased under the 
new administration. The county medical officer of 4ealth is 
under the scheme to co .. ordinate all medical" services in each 
county. What that may mean is not clear. What will his duties 
be in relation to the. contributory services? Will he supervise 
County and District Hospitals and dispensaries and if so what 
from will this supervision take? In the larger urban areas 
will the medical superintendent officer of 'health be in a position 
to supervise the working of the general practitioner service 
serving an area greater than his ·functional district ? 

1~5. Provision of a dental service is contemplated in con
sultation witly the Irish Dental Association. It is clearly stated 
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on page 120 that the Central Health Council will carryon thb 
Iun~tions of the Dental Association through a special sub-com
mittee. Apart from this, the dental service is not related to any 
part of either the contributory or non-contributory schemes 
and it is impossible to make out from the scheme whether the 
dentists will be employed locally or centrally, on what terms they 
will be engaged or whether they will attach to the health centres 
or otherwise. No account is taken of the existing arrangements 
for dental treatment in public assistance and public health 
legislation . 

126. As regards treatment in hospitals no indication is given 
of the procedure or machinery by which this may be made avail
able easily and without delay to all applicants for medical assist
ance or benefit whose cases require institutional care. The 
problem of achieving co-ordination between voluntary and local 
authority hospitals is shelved by transferring the onus of its 
solution to the projected Health Council. The proposal to ,provide 
maternity homes in each county ignores the existing facilities for 
institutional maternity care. There is, excluding 202 gynaeco
logical beds, a total of 2,078 beds for maternity cases in the 
country of which 233 are tn county hospitals, 174 in district 
hospitals and 312 in county homes, most of the remainder being 
in voluntary lying-in and general hospitals and in'private mater
nity homes. Some counties are,admittedly worse served than 
others-Leitrim for instance having a total of 7 beds for this 
type of case-but a proposal to erect ,homes in every county 
without reference to existing accommodation is obviously an 
irresponsible one. " 

The same observation applies to the proposal (page 127) that 
"hospitals for infectious diseases would be pr~ided in each 
county or regional area, properly built, etc." Such a statement 
has little meaning in present circumst8.nces. As regards sana
toria the suggestion madc is directly opposed to the recomlpenda
tions of the anti-tuberculosis section of the Irish Red Cross 
Society, which are in favour of regional rather than county 
sanatoria. These recom'mendations have been embodied in 
principle in the Tuberculosis (Establishment of Sanatoria) Act, 
1945. It is widely recognised that it is not economic to provide 
the highly specialised equipment and staff required for the active 
combat of this disease in sn;tall scattered local institutions. 

The scheme stated (page 125 under the heading" hospitals " ) 
that out-patient departments should be maintained at county 
hospitals. There is no indication whether the type of service to 
be afforded at these depa.rtments is to be specialist' or non
specialist. There is of course no point in constituting such 
departments if they are to be mere adjuncts to the general 
practitioner service. 

127. It is stated that...(page 126) "District midwives would 
have their conditions of employment considerably improved 
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~nd their numbers increased '(1-1,000 of the population)." 
,{ Improvement of the conditions of employment of dispensary 

midwives doubtless refers to incre3.lsing their salaries but the 
schep1e is not so specific on this point as it is in the case of doctors. 
If one dispensary midwife is to be appointed ~or every 1,000 of 
the population we shall have about 3,000 of these officers in place 
of the present 688, and if each of these is paid £100 a year the 
cost of this service alone will be almost equal to the entire present 
expenditure on dispensary medical assistance. Dispensary mid
wives at the present day are not overworked. The average 
number of dispensary cases attended by each is 20 per annum. 
As no provision f01: midwifery is apparently made under the con
tributory medical schemes it is impossible to make out why the 
number of dispensary midwives should be increased to such a 
fantastic figure. 

Reference to the ".general expansion and improvement 
of the nursing services·" being "carefully considered in con
sultation with· the NUJ,'sing Association" overlooks the point 
made in an earlier part of the scheme (page 120) that the Central 
Health Council will take over the functions of the Nursing 
Associations. 

128. As regards medical education nothing more is, apparently, 
intended than that ,the Central lIealth Council should make 
its influence felt. The Medical Registration Council will surVive, 
but a (", liaison" will be established between it and the Colincil. 

129. References to the financing of the various schemes 
are not enlightening. Neither contribution nor capitation 
rate is indicated in the case of the contributory scheme for 
county borough9. In this connection, however, writing of the 

,unemployment indemnity which would be a feature of the 
scheme the authors stated, "in fact, generally speaking, the 
scheme ,would resolve itself more into a matter of redistribution 
than of actual increase in expenditure." This conclusion is 
based on the obviously incorrect statement that the Dublin 
Board of. Assistance shoulders at present the whole burden 
of maintaining the unemployed in Dublin. Even if medical 
care only is in question it is clear that great numbers of the 
unemployed in Dublin are looked after by the voluntary hospitals 
and not by the medical officers employed by the Board. In 
any case the conclusion does not follow. The fact is that the 
scheme would plainly cost considerably more than the present 
system of medical services. 

Th~ scheme is precise with regard to the necessity for in
creased salaries for county surgeons (up to £2.,000 a Yl?ar), 
\Jounty medical officers of health (starting from £1,200 a year), 
dispensary medical officers (£600-£25-£850 a year), and dispensary 
midwives. These and corresponding increases for other grades 
will have the effect of more than doubling .expenditure on the 
salaries of medical personnel. 
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The proposal to transform all dispensaries into health centres 
:is one involving considerable expenditure . If one such centre 
were erected in each one of 500 aisp~nsary districts the establish
ment c'osts would be in the neighbourhood of £2,500,000. 

. . CONCLUSION. 

130. The scheme is, in the main. an effort to combine the 
present medical assistance services with a system of i~sul'ance' 
medical benefit for the classes above the poor but under the 
£400 income limit. In the larger urban areas the dispensary 
service will be absorbed into the insurance structure, but else
where it will survive, and will, even in remote rural districts. 
remain the only form of medical service available 'to the in
habitants. 

It is not clear whether such special services as the_Maternity 
-Child Welfare, School, Tuberculosis and other services will be 
similarW aealt with. In general, the scheme neglects to integrate 
these services with either the' modified dispensary or the insur~nce 
system. No effort is made to weld the existing or proposed 
medical services into' a coherent wuole. 

Though all forms of medical care are intended to be included 
in the contributory service, the details of that service, and tlie 
Bcheme as a whole, have been plainly drawn up ' from the point 
()f view of the gEmex:al practitioner. The comments on the 
hospital and other services are mor~ in the nature of addenda 
than serious contributions'to the ,scheme. 

This failure to provide an organic link between general 
practice and the other services is the outstapding defect of 
the scheme as a project. Its insurance provisions, if capable 
of being put into practice, would merely further diversify and 
{;onfuse the health services structure. 

Apart from questions of principle, the scheme, as it stand'3, 
js not workable, and no attempt is, made to show how it could 
be made to work. Obstacles are ignored, and the end presented 
as if the mere mention of it resolved the complications and 
contradictions inherent in the scheme designEld to achieve it. 

The Central Health Council embodies the idea of the medical 
profession in control of the administration of the health services. 
This might be justified on practical grounds if the benefits to 
follow were such as to outweigh Qbjections in principle, but 
these benefits even as outlined in the scheme are so meagre 
that an argument on these lines cannot be sustained. The 
belief that it will ensure the "vocational " nature of the new 
health service does not bear examination. 

The scheme is carelessly thrown together. Borrowings are 
made from British but from no other foreign sources, and an 
attempt is made to fit these into the other parts of the scheme. 
It is not the product of a clear realisation of existing deficiencies, 
and a g~nuine desire to remedy them by mea-ns adapted to 
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conditions in this country. There is far too much emphasis 
on the working conditions of the general practitioner. 

Adoption of the scheme could not be recommended. It 
could, if practicable, effect no co-ordination and little, if any, 
improvement in the medical services. Its principal feature
the 'iQsurance service-is, however, quite Ultworkable within 
l'easonable limits of expenditure. The scheme, as 'a whole, 
is therefoz:,e neither ' desirable nor practicable. 

A COMPARSION OF DR. DIGNAN'S PLAN AND THE IRISH MEDICAL 
ASSOCIATION'S -SCHEME. ' 

l~n. Dr. Dignan proposes to expand the National Health 
Insurance Society until it includes about half of the population 
as -contributing members, and almost the entire population as 
beneficiaries. The Medical Association wants what amounts 
to a Department of curative medicine controlled by the medical 
profession. The plan is a proposal to exalt a Commit\ee of 
Management into what would amoUllt to a State Department 
without responsibility to Parliament. The scheme has more 
modest ambitions. The Miliister for Health will have all the 
"rights and d,uties" of a member of the Government except 
that of appointing all the members of his own Department . 
The Health Council will function as a Department within a 
Department with its own executive staff and secretariat. 

The expanded Committee of Management will enjoy un
limited patronage, and be relieved fol' all practical purposes of 
the troubre of balancing contributions with benefits, or even of 
keeping a fixed relative proportion between them. The Associa
tion on the other hand ,will ensure that the unprofitable classes 
of the population are organised on a paying basis while the 
upper i~come field is reserved for private practice. 

An iInprovement in the services is promised in each case 
but the improvement is not a necessary consequence of the 
changes in organisation nor is it propOltionate to the extent 
to which the plan will revolutionise the basis of administration 
of the health services and the schem~ will improve the conditions 
under which doctors work. For instance the scheme proposes 
to more than double the salaries of dispensary medical officers , 
who will still remain part-time, bJlt there is no ground for thinking 
that the dispensary patient will be twice as well served in future. 

Both plan and scheme place co-ordination of the health and 
medical services in the forefront of their objectives. On exami
nation, it has been found that neither would achieve this end. 
Each would, in fact, in its different way, bring about a confusion 
and disruption of the existing organisation. Both propose, to a 
greater or lesser extent, the divorce of the environmental and 
preventiv:e health services from the administration of curative 
medicine. 

The plan and the scheme propose to provide medi~al C'l.re as 
an insurance benefit-the plan for 90 per ·cent. of the population, 
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in every part of the country, and the scheme for that part of the 
population under the £400 a year income level, with the 
modification that outside the larger urban areas medical 
assistance will still be available to the poor. The plan proposes 
tD root out the dispensary system as an infamous thing, while 
the Association, which at least has a more intimate knowledge 
Df the system's, working, will have it remain for the present 
dispensary classes throughout the greater part of the country. 

The plan is much more drastic in its approach. to health 
services reform than the scheme. It proposes an entirely new 
start, involving the 'virt1.lal abandonment of the intricate structure· 
built up laboriously by successive administrations during the past 
century. Portions of the old structure would, however, without 
regard to the interdependence of all its parts, be wrenched away 
<Lnd incorporated in the new. The scheme, on the other hand, 
proposes to build on .existing foundations , or merely tQ add a 
new storey to the present building. It is unfortUnate that the 
addition 'Should be so carelessly constructed as to invalidate the 
entire scheme. 

Both plan and scheme are open to the accusation that spade 
work is scamped, problems and difficulties are neither adequately 
Tealised nor squarely faced; their objects and the means of 
securing them are stated with vagueness with a view to escaping 
'as long as possible from indictment on the ground of impractic
<Lbility. Neither is what it purports to be. They bqth show 
what the objective is but not how it is to -be reached. 

IV. OFFICIAL PROPOSALS. 

INTRODUCTION. 

132. With the gradual improvement in the condition of our 
people in education and standards of living there is a tendency 
to look for something better than the present health services 
<Lnd developments or proposals for development in other 
countries have suggested the possibility of similar advances here. 
Studies have been undertaken by various agencies Qut the 
proposals advanced as f.!, result have not ·seemed attractive or 
practicable. 

If a change is to be made it must be something planned to 
meet oUF own particular requirements and problems, since 
Ireland should not simply copy something which works in 
another country. To qut away the existing services root and 
branch merely to clear the ground for completely new services 
is wllOlly unnecessary- and almost unthinkable. 

133. The existing arrangements are capable of development 
and with re-organisation and enlightened administratiQn can be 
improved so as to provide an excellent health service. 
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In considering reform of the medical services the following 
points should be borne in mind :-

(1) A closer integration ofthe various medical organisations 
is essential. 

(2) The existing medical services are largely curative 
< agencies and 'their preventive aspect has not been 

sufficitmtly developed. Greater efforts to promote 
both the health of the individual and of the community 
are required. 

(3) The sen:ices of m.edical specialists should be more 
readily available to the ordinary public. 

(4;) The idea of the "family doctor" should be preserved 
and encouraged. It is desirable that, medical services 
based on the family doctor should be locally 
administered as at present. 

(5) Hospitals and the specialist services on- the other 
hand should be organised on a wider basis. 

1. 
134. There is a lack of common purpose and interest amongst 

the constituents of the present medical system, due to differences 
_ in training, outlook, method of approach and organisation. The 
Public Health services, the voluntary hospitals and the public 
assistance ~edical organisation and the National Health Insurance 
Additional Benefits Scheme work jndependently of each other. 
There is a general failure to realise the possibility of greater 
achievement by , impr~ved co-operation. 

An tmdesirable development' found in many countries is 
occurring here: the public health services tend to establish 
therapeutic agencies of their own (orthopaedic, ophthalmic, etc.) 
while the voluntary hospitals tend to develop social services 
and undertake work which should rightly be the charge of the 
public health authorities. Agdin there are many features which 
require development but which do not receive attention because 
they cannot be regarded as the responsibility of public health, 
voluntary hospitals or any other branch of the medical service. 

Each section of the medical service has its distinctive quality: 
there is the social and preventive approach of the public health 
officer, the family influence and interest of the general practitioner 
and the high standard of, scientific medicine in the modern 
hospital. Unfortunately, each quality tends to exercise its 
influence in isolation. It is desirable that any future develop
ment should be accompanied by closer co-ordination to secure 
wide~' diffusion of those influences. Such co-ordinatipn need not 

, ID<:lan a dull, blank uniformity nor a rigid regimented organisation 
but rather a grouping of agencies' with a common interest into 
a team, each preserving all that is best in its own approach to 

.. the problem. 

II. 
135. In recent years the social implications of medipine are 

being more appreciated and' greater ' achievement in detecting 
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and arresting disease at the first onset is now possible. The 
family . doctor. of the future in, addition to his interest ilJ. the 
mental and physical health and social welfa~e of his patients 
will, by regular routJne examinations, say, .once a year, endeavour 
to detect disease in its early and curable ·stages. Mass radio
graphy is .a good example of such work. By ante-natal 
examinations, immunisation, the regular examination and 
treatment -pf defects in school children, and by a general 
programme of hygiene and health pro~otion, the doctor will 
influence community health to a greaten extent than by the 
meI:e treatment of disease. 

III. 
In the services hitherto available, the provision of specialised 

treatment has for many reasons been inadequate. While it is 
possible for a person with an illness requiring investigation to 
progress from the dispensary doctor, through the · district .and 
county hospitals to a large city hospital ~ under the -care of 
specialists, this range of treatment is confined to serious or 
obscure cases. Specialist services are not readily available to 
the ordinary patient although it is obvious that they shou~d be 
accessible even for many common· ailments. With advances in 
medical training, the possibilities of securing equipment, and 
improved organisation, full specialist facilities should be provided. 
It might be suggested that this is ambitious and even un
necessary, but the public appreciate the advantages conferred 
by the improved treatment resulting from specialised work and 
would certainly regard a service which did not provide the 
necessary specialist care as inadequate. Both practitioner and 
specialist are required, the one for early diagnosis and a certain 
proportion of tQe treatment an,d the other for more specialised 
work, and both should work together and be complementary, the 
one to the other. 

IV. 
136. In considering th~ part played by the general medical 

practitioner or family doctor in this country it is necessary to 
appreciate the strong personal element characteristic of Irish 
medicine. This shows itself by the faith of the people in their 
doctors and their attachment to them. Local · medical men 
possess enormous power to do good by reason of this faith and 
it is essential to preserve and utilise. this personal relationship. 
The family doctor cannot be superseded or replaced by any other 
agency. He should be regarded not only as the family doctor 
but as being responsible for the community health of the district. 

Just as there is a personal health so thf,lre is a. family health 
and a community health; environmental influences may affect 
all three. In this respect there is an extensive field for· scientific 

. advance by the family doctor. For example, in .recent years 
the number of cases of neurosis requiring medical acttention has 
greatly increased. These nervous conditions, evidences of-
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psychological ill-health, may ,be either the cause of disease or its 
~a'Ccompaniment. The family doctor 'by reason of his personal 
relationship can play- a tremendous part in improving the 
physical and psycMcal well-being of, persons so affeqted. He 
should also be expected to influence community health, by 
eduQatingpeople in hygiene and clean living, and by studying 
and eradicating the social and environmental causes of ill-health. 

The practice of family medicine, and its development in 
association with the School Medical and Maternity and Child 
Welfare Services as projected under the Public Health Bill, 1945, 
is a service which should ge administered by as small a local 
organisation as may be consistent with efficiency and uniformity. 
We consider that it might best be linked, as at present, with 
county and county borough_ administration. 

V. 
137. Many counties cannot individually provide adequate 

hospitals, institutions or specialist services; and county organi
sation is, also, inflexible in that staffing cannot be closely related 
to the incidence of disease. For certain medical services a larger 
administrative area than the county is necessary, particularly for 
the hospital portion of the medical system, tuberculosis (including 
sanatoria), ophthalmic, ear, nose and throat, orthopaedic, 
laboratory and other specialist organisations. The regions c8uld 
be most suitably related to the three large medical centres at 
Dublin, Cork and Galway, whose University medical staffs would 
act as the central focus of each region for specialist services. 

Bearing the foregoing essentials in mind and having regard 
f01 the existing medical services we wish to suggest a scheme 'of 
medical development. In this section no reference is made to 
the financing or administration of the scheme, the medical 
organisation alone is considered. The service can be grouped 
into two sections, a local or family medical service with a county 
organisation and a regional organisation administering hospitals 
,and specialised services. 

COUNTY SERVICES. 

138. In the following outline prop6sals for the refo:rm of the 
health services, we propose to deal first with those which are to 
be administered on It county basis. In each county the size of 
the medical unit should be related to the population which can be 
served by one doctor, assisted by a general trained nurse and a 
midwife. This unit we suggest should be about 700 households. 
At the outset it will probably be convenient to have districts 
corresponding approximately to the existing dispensary districts. 
These should not be rigidly fixed however, but should be 
capable of alter~tion with changes in the population. 

139. Each area will be in the medical charge of a District 
Medical Officer, who, with his staff, cpnsisting of a general nurse 
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and a midwife (the latter with additional qualifications in infant 
welfare and extended duties), should reside in the district. In 
generl1l, his duty will be to promote good health and prevent 
and treat disease afuongst the people of his. area, and will include 
the following :~ 

(i) provision of an ante-natal and maternity service; 
(ii) welfare of infants and children under school age; 

(iii) periodic inspection and treatment of school children 
of the area; 

(iv) immunisation of children; 
(v) annual medical survey of the members of each family; 

(vi) investigation of matters ~ffecti'ng health, and vital 
statistics in his district, and reporting on these to the 
~unty Medical Officer of Health; 

(vii) familiarising himself with the family circumstances, 
habits, heredity and disease-reactions of the people 
of his district ; 

(viii) assisting in the case-finding of tuberculosis, yenereal 
disease, and other conditions and generally con
cerning himself with the source and control Qf in
fection; 

(ix) assisting in the education of th,e people in the pro
motion and maintenance of health; 

(x) correlating and assisting in the administration of 
the various social services in his district insofar' as 
they concern the public health; 

(xi) superintending the work of the district, nurse and 
midwife; 

(xii) medical certification for National Health Insurance 
purposes. 

140. In places where it is possible the choice of doctor should 
be on a family or household basis as this promotes the family 
doctor relationship. It is suggested -that the number of house
holds for which a doctor ordinarily should be responsible should 
be between 700 and 1,000. It will still be possible for 
any person to make his own arrangements and for doctors 
to undertake a certain amount of private practice. This wIll 
depend however upon the amount of their public health duties. 
Further a doctor may engage solely in private practice and not 
be associated with the Scheme. A patient will be enabled to 
choose freely the medical practitioner from whom he desires 
attention should such choice be possible. 

141. Doctors will carryon their duties in public health 
clinics which will be situated at the most suitable points in th~ir 
areas and be properly equipped. The clinics might be related 
to cultural activities and form part of a community centre. 
They should provide accommodation for medical examination 
and consultation, X-ray examination, hygiene instruction, 
waiting rooms, etc., etc.; they can be used as maternity and 
infant welfare or tuberculosis or other specialist centres. 

79 

I 
1" 

I 
I 
! ~ 

I 
! 
I 

f 
I 
t 

i 



I 

I 
t 

It is desirable that where possible two or more District; 
Medical Officers should operate together in a common health 
centre, each caring for his own patients; this will enable them 
to deputise for one another thereby improving conditions of 
duty and leave. In addition to the District Medical Officers, 
a further grade of practitioner can, in certain areas, participate 
in the general practitioner servic~. Medical Officers of this 
grade would be responsible for the health and welfare of a certain 
number of families in a di!'}trict but need not be responsiQle for 
public health activities;' they may, however, act as Medical 
Officers of the sm.aller District Hospitals or other local in
stitutions or engage in private practice. 

142. Each county will thus have general practitioner, 
maternity, child health, and public health services integrated 
into a unified machine providing complete local family care
with special emphasis on child health, maternal care, the control 
of social and environmental causes of illness and the promotion 
of good health; it will be seen that this is related entirely to 
the local community and that a maximum amount of de-
centralization ha~ been preserved. " 

The county ~ervices will also include (a) a dental service 
availa:ble to the public generally and (b) a venereal diseases 
service. 

A new scheme for the treatment and control of venereal 
diseases is being organised. This scheme proposes to utilise the 
services of practitioners' who will be encouraged to gain special 
experience in tre~ting persops suffering from these diseases. 
Case-finding will be carried out by district medical officers as 
part of their duties. 

~t is also proposed that the county organisations shoul<l 
retain control of some of the smaller sanatoria, in which patients 
might be treated by the. County Medical Officer of Health or 
his assistant. , 

COUNTY MEDICAL OFFICER OF HEALTH. 

143. Responsibility for the performance of the e.xecutive 
functions of the County Welfare Services Committee will rest 
with the County Manager under whom will act the County Medical 
Officer of Healtli in the capacity of Assistant Manager. The 
District Medical Officer should be supervised in all the various 
features of his work by the County Medical Officer of Health 

, and his Assistants and act as the agent of the County Medical 
Officer of Health when so instructed. The County Medical 

; Officer of Health and his assistants should cease to carry out 
clinical work except in the case of the treatment of certain 
tuberculous patients in local tuberculosis dispensaries,' and 
in some small local sanatoria; their work should be mainly 
administrative, epidemiological and preventive. The County 
Medical Officer of ~ealth should also sl.lpervise the dental services 
ana the performance of his duties by the County Veterifary 
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Officer insofar as they relate to the control of disease transmissible 
from animals. A county.nursing superintendent acting under 
the County Medical Officer of Health will supervise the nursing 
services. The County Medical Officer of Health should also 
correlate the statistical health data relating to his arep., paying 
special attention to such features as growth and. nutrition of 
school ch~ldren, and morbidity and mortality figures, and 
generally concern himself with the health and welfare of the 
people of his county. 

REGIONAL SERVICES. 

144. While we consider that the family health services may 
best be related to a county organisation we are of opinion that 
a wider area of administration is essential for the hospital and' 
specialist services. . _As already suggested Regional Authorities 
should be established in each province with headquarters in 
the respective provincial capitals. Each provincial organisation 
should deal with the following services : 

(a) Hospitals, which it is proposed to grade as follows: 
(1) Regional Hospitals with university associations at 

Dublin, Cork and Galway and auxiliary regional 
hospitals at Limerick, Waterford and Sligo; 

(2) Secondary hospitals, voluntary or otherwise, in large 
,centres; 

(3) County Hospitals which should be staffed by a 
physician, a surgeon and an obstetrician; they will 
also see, as out-patients, persons referred by District 
Medical Officers; 

(4) District Hospitals staffed by general practitioners. 
(b) Obstetrical Service: 

The obstetrical specialist in each county centre, in 
addition to duties in the County Hospital, should be 
available for consultation in ante-natal cases and in 
cases of difficult labour. Many deaths from haemorrhage 
or shock could be prevented if an obstetrician with proper 
equipment and transport were immediately available 
to assist in dealing with such emergencies. An endeavour 
should therefore be made .to provide an obstetricial ' 
" flying s.quad" service in each county. The obstetrician 
should have a special knowledge of the care of infants 
and child health. Each obstetrical specialist will be 
in close contact with the District Medical Officers and 
will advise and assist the County Medical Officer of 
Health in his supervision of the maternity and infant 
welfare. He will also supervise the maternity work 
of the district hospitals in the county. 

(c) Ophthalmic Service: 
As an improvement on the present ophthalmic arrange

. ments it is desirable that each County Hospital should 
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maintain a small number of beds reserved for ophthalmic 
and ear, nose and throat cases. To limit an ophthalmic 
surgeon to routine refraction work is to fail to make full 

. use of his capabilities and it is suggested that two grades. 
of ~phthalmologists be appointed: 
(1) A Junior, who would carry out school inspection, 

refractions and tr:eatment for children and adults 
and possibly undertake minor operations, and 

(2) A Senior, who would, be on the staff of the eye de-
partment at the regional hospital catering for all 

. difficult and obscure cases and who would also 
regularly perform a range of ophthalmic and ear, 
nose and throat operations at county centres. 

The Junior might hope to succeed to the Senior post 
and should be given an opportunity to obtain surgical 
experience in order to qualify for this advancement . 
The ophthalmic service as a whole will be admirustered 
by the regional authorities and centred upon the large 
regional hospitals where the more advanced work would 
be done. Ortlfoptic and other' services ancillary to 
ophthalmic and ear, nose and throat practice should be 
developed at the larger centres as soon as suitable personnel 
is obtainable. 

(d) Other Specialist Services : 
In relation to the general medical service it would be 

necessary to establish a range of specialist services at 
the Regional Hospitals, which cannot readily be provided 
in County Hospitals, but which are essential in a ·com
prehe~sive health organisation; these include the 
institutional and specialist treatment of venereal diseases, 
orthopaedics, dermatology, advanced radiology, chest 
surgery, brain surgery, etc. Specialists in these and 
other branches on the staff of the Regional Ho~pital 
should visit local hospitals as required. Certain voluntary 
or other institutions -interested in special work such as 
chest or brain surgery may be developed to deal with. 
these specialities within · the Regional Scheme. 

(e) Tuberculosis Service: 
A more flexible organisation of the tuberculosis service 

is advised. Apart from the fact that the three new Regional 
Sanatoria should be administered on a regional basis it 
is desirable to have a more flexible arrangement for field 
work than one Tuberculosis Officer to each county. County 
Medical Officers of Health and District Medical Officers 
will undertake dispensary and domiciliary care of tuber
culous persons, the discovery of contacts and other forms 
of case-finding. Cases on the tuberculosis register should 
be reviewed periodically by such Officer in consultation 
where necessary with the regional tuberculosis specialists. 
It is suggested that a higher standard might be attained 
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in such county institutions as may be retained if an officer 
of the Regional Tuberculo~is Service were available for 
frequent consultations. 

(j) Fever Hospitals: 
A policy of rationalization may have to be considered. 

The County Medical Officer of Health, while not respon
sible for treatment, should be afforded powers in relation 
to the admission or discharge of patients. 

(g) Venereal Diseases : 
~gional Committees will be responsible for the organi

sation 'of a specialist Venereal Disease Service at suitable 
centres with provision of b~d accommodation. 

(h) Mental H08pitals: 
These might be brought into relation with the county 

and regional schemes. Medical officers of m_ental hospitals 
should be enabled to hold clinics at the county hospitals 
and elsewhere to which patients suffering from incipient 
or minor mental <Jisorders should be referred for advice 
and treatment and to which discharged patients of lllental 
hospitals might also resort for examination. 

(i) The Chronic. Sick: 
.In Ireland the care of the chronic sick while reasonably' 

adequate has not been sufficiently progressive. It has 
been found that with modern methods of intensive treat
ment and flhabilitation, excellent results can be obtained; 
many persons formerly condemned to a bed-ridden 
existence can be enabled at the least to look after them
selves and get about. It is 'desirable to establish local 
institutions where persons can have prolonged rest under 
pleasant conditions 'and at the same time receive the 
proper medical care. To those suffering from heart Qr 
kidney disease or iersons with chronic respiratory con-

. ditions who throughout the winter are· incapacitated or 
those with chronic varicose diseases, such institutions are 
particularly desirable. This would necessitate either a 
functional subdivision of county homes and tl\e improve
ment of medical services therein, or the provisic;m of special 
local institutions. Hospitals for ' chronic illness should be 
administered by the Regional Authorities, while county 
homes proper would remain under county administratioI! .. 

(j) Laboratory Service: j / 
The Regional Scheme to include arrangem!=lnts for a 

bacteriological, pathological and biochemical laboratory 
service which will be available to institutions and practi
tioners included in the scheme. 

(k) Cancer: 
A central Cancer Institute with radium. and other forms 

of therapy to be established in Dublin. This will be a 
centre for Research into the problems associated with 
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cancer. ,Facilities will be available in the Regional'and 
other Hpspitals and special Departments or clinics may be 
established to assist early diagnosis or provide special 
treatment for the disease. • 

(l) Rheumatism: 
Special clinics for rheumatic conditions to be established 

as require~ at Regional or other centres. 
(m) Special attention to be paid to the medical care of children 

handicapped in life by deformities and physical Qr !Dental 
defects. Regional author~ties may provide or assist in the 
provision of special educational facilities for such children 
or adults. 

SPECIAL ARRANGEMENTS FOR DUBLIN AREA. 

145. For many reasons 'it would not be possible to organise 
the health services of Dublin County B<;>rough and Dublin 
County in accordance with the fore.,going scheme and alternative 
arrangements will be required. Dublin Fill be the centre for 
the Eastern Region and in re~ation to this region will function 
in the same way as the other provincial centres, with a Regional 
Authority. 

The great majority of r>ublin people have for generations 
been accustomed to obtaining their medical attention from 
institutions and the doctor-patient relationship, to which so 
much attention has been paid in this Report, does not exist here 
to the same extent as elsewhere in Ireland. -

146. The large number of voluntary general hospitals, .each 
with a. complete staff and maintaining an out-patients' depart
ment is ~ feature peculiar to Dublin. They are to a large extent 
independent of control, and are not associated with any organised 
common health effort. The state of the local authorities' health 
services is such that re-organisation ill urgently necessary and 
a large expenditure is required on equipment and buildings but 
such re-organisation would merely result i~ further overlapping. 
The voluntary hospitals and the public assistance dispensaries 
are both independent of the public health services of the Cor
poration, which is now proposing to develop such specialist 
services (in relation to the school ,medical and tuberculosis 
departments) as orthopaedic, ophthalmic, ear, nose and throat, 
etc. It would be obviously uneconomic to allow these three 
major consitituents of the City's health·.service to develop inde
pendently. It is suggested that· the time is ripe for rationalisa
tion and it is' proposed that a unified ~ervice for the City and 
County be established linking together tRe public health services 
run by the Corporation, the voluntary hospital and the private 
praptitioner group, and the public assistance dispensaries and 
hospitals. 

147. A series of polyclinics or health centres should be built 
it). the City, Dun Laoghaire and the new suburbs, etc. These 
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clinics would provide a medical service comparable to that givelJ 
in a hospital .out-patients' department but should also accom
modate the medical services hitherto operated by the Corporation, 
i.e., tuberculosis, school services, maternity and child welfare, 
,etc. The clinics would have almoners and be connected with the 
social services of the district they serve. It is suggested that the 
clinics should be staffed partly by public health officers, by 
general practitioners and part.ly by members of the Junior 
Staffs of the voluntary hospitals who would afford a degree of 
specialist care for those cases which required specialised 
treatment but which do not require admission to a hospital 
and can be dealt with adequately in a clinic. The clinics 
would be closely linked with a parent hospital to which cases 
would be referred for investigation or admission. Cases would 
only be seen at the hospitals when referred there by the clinics 
or by a private :(>ractitioner. It is considered that the link with 
the hospital is at:J.in~ispensable feature of this development and 
necessary if the clinics are to attain a high standard of scientific 
medicine. 

Since 80% of all the births occurring in the City take place 
under the care of the three Maternity Hospitals, in order to 
maintain continuity the ante-natal services should be .carried 
on by the staffs of these hospitals. Sessions might be held in 
the polyclinics by members of the staffs of the Maternity 
Hospitals. Further, the care of the infant for at least the first 
nine months of life should be the responsibility of the lying-in 
hospitals which should be assisted to provide the necessary 
infant 9.epartments In relation to the hospitals. Visiting and 
supervision of infants should be based on the three hospitals 
and associated with post-natal care of mothers. The continuity 
and improvement in the care of infants would be likely to reduce 
the infant mortality which has continued so high as to be a 
reproach to the City. It is suggested that this arrangement might 
also be established in Cork and Galway and perhaps some of 
the other large centres. 

The re-organisation proposed for Dublin would provide under 
one authority a unified comprehensive service, in which the 
voluntary hospitals would be encouraged to develop and extend 
their scope. Public Health and preventive medicine would be 
properly integrated to curative medicine and full opportunities 
for case-finding and social work provided. The general practitioner 
service would be brought up-to-date and by blending with other 
elements complete co-ordination would be secured. 

CENTRAL CONTROL AND DIRECTION. 

148. The entire machinery, regional and local, will be under 
-the control of a Minister for Public Health .. It will be the'responsi
bility of the Minister to superivse the evolution over a perioa of 
years of the health services scheme which may be approved by 
the Government and the lepslature and for this purpose his 
Department should maintain a staff of experts in social medicine, 
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epidemiology, nutrition, tuberculosis, hospitals services, public 
~ealth, and industrial hygiene. The administration of the Medical 
,.tteferee Service would continue to be carried on by the Depart
ment. 

'.I~ will also be essential to establish a special administrative 
section to deal with the detailed formulation and application 
of the scheme and to co-ordinate all departmental activities 
affected by its scope. The Minister, through his Department, 
will also endeavour to maintain a high standard of efficiency 
through the ser:yices by constant assistance and inspection, the 
collection of information bearing on the health of the people, 
the preparation of memoranda and scientific articles containing 
statistica,.l data, and the results of the examination of the public 
health problems constantly arising. The central Department 
should also contain a special research section which would 
undertake investigations and surv.eys either dir:ectly or with the 
assistance of outside scientific agencies. It should also concern 
itself with post-graduate medical education in relati~n to the 
iervice, since the value of. any health service depends ultimately 
on the quality of its personnel. The control of patent medicines, 
the organisation of a central blood bank, serum institute amI 
Bureau of Standards, it is suggested, should be a responsibility 
of the Central Department .. 

PART V. 

REVIEW OF THE FINANCIAL AND ADMINISTRATIVE 
CHANGES REQUIRED TO GIVE EFFECT TO REFORMS 
PROPOSED IN PART IV. 

1. INTRODUCTORY. 

149. It is estimated that the programme o~ reform set out 
in the preceding part of this Report would bring the annual 
expenditure from public funds on medical and allied services 
from the p:resent figure of approximately £3t millions up to 
about. £7 millions, excluding capital outlay. 

This programme represents the optimum objective to which 
our financial and administrativE! proposals should be directed. 
Its implementation by legislative and administrative action 
must necessarily represent a fairly lengthy process of detailed' 
coristructive work. It will necessitate changes in the law, the 
central and local administrative organisations and staffs, and 
possibly in the basis of central subvention of local expenditure" 
.It must also invelve an extensive programme of building, re.
construction and improvement of local hospitals and clinics. 
The first desideratum is the adoption of a comprehensive policy 

(to govern all Departmental refor1ns. 
150. We originally.contemplated that the proposed free and 

extended medical services should be available to the whole 
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population and in those circumstances there appeared ample 
justification for raising the entire cost by way of rattls and taxes . 

. A large part if not the whole of the extra burden is already horne 
by the tax and ra.te payers in the form of payments to private 
practitioners, hospitals and other agencies for what is at best 
an incomplete and haphazard seI;vice. The ideal method of solving 
the complex problems presented by multiple health and curative 
agencies and multiple subdivisions of the classes of beneficiaries 
and participants, and of rationalising the intricate system by 
which these agencies are financed, would be to make the services 
provi~ed by the local authorities, including specialist treatment 
provided by extern practitioners and institutions, available 
free of charge to all applica.nts, the administration and cost of 
the service to be undertaken by local authorities under central 
superivision and with the aid of State grants. This would involve, 
for instance, the cessation, as such, of the Additional Benefits 
Scheme introduced in recent years by the National Health 
Insurance Society, as soon as equivalent benefits were available 
to all in the comprehensive scheme of the local authorities. 
In view of the vital nature of the service, all tax and rate payers, 
might well be expected to meet the' total cost of the scheme 
according to their relative liability for rates and taxes. 

The incidence of the cost amongst different classes of the 
community would thus follow that of the existing system, of 
rating and taxation and would be equitable or not to the same 
extent as is that system; granted the equity of th,e present 
system, the method of merging in it the cost of the new scheme 
would be a c9mplete f:\ubstitution for any ~ethod of direct 
contribution as well as for all means tests whether designed. to 
exempt from contribution or to qualif))' for. benefit, 

151. The distribution of the burden as between the State 
and the local authority would involve a~ imme~ate examination 
of the incidence 'of central and local taxation generally, but such 
an examination whether carried out with specific reference to the 
cost of medical services only, or to that of all local services 
would be a matter outside the scope of our present task. 

The services would embrace a potential 100% of the popu
lation, and, as a consequence, a potential 100% of the curative 
agencies, whether by direct management or by agreement. In 
fact, however, a consi,derable' number of persons would be 'found 
unwilling to :1vail themselves of the service on eqnal terms with 
other participants. Such. persons could still obtain such 
privileges as private rooms in hospitals, by special payments. 
As a corollary, private hospitals, private wards in public hospitals, 
and private practitioners would continue ~utside the service, 
so long as the demand for them remaine,d, 

We fel~ that the advantages which such a schem~ 
would offer to the life of the individual and of the community 
should attract public support for the programme, onerous. as its 
financial burden might appea,r. 
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At this point t ,he question of the relation of the National 
Health Insurance system to a unified income-maintenance 
service was raised and it became apparent that a co,mprehensive 
-medical service finance(i wholly out of rates and taxes would be 
inconsistent with a policy which required the integration of the 
National Health Insurance system in the new scheme. This 
meant that the scheme to be formulated should derive as much 
as possible of its cost· from personal contributions of bene
ficiaries as distinct from contributions through rates and taxes. 
In these circumstances the wider utilisation of social insurance 
became the first factor for consideration. 

2. CONTRIBUTORY SERVICE: POSSIBLE SCOPE. 

152. Introduction of the social insurance principle into a 
scheme of t;nedical services involves limitation of the scope of 
the service to a contributory class. Only if that class extends 
to the entire popUlation may the scheme be regarded as com
prehensive. In this country the existing insured classes com
prise briefly all manual workers employed for wages and non
manual employees earning less than £250 a year. Of these 
there are about 600,000. The very large class of independent 
workers is outside the scope of compulsory insurance, as are 

--non-manual wage-earners whose incomes are in excess of £250 a 
year. A ~edical services scheme limited to insm;cd persons 
would a,pply, therefore, to a relatively small section of thc popu
lation. . It would not be comprehensive . 

• 
Methods of Extending Scope. 

153. It became necessary, in consequence, to consider how the 
scope of the. scheme might b~ widened without at the same time 
severing its connection with social insurance. Several methods 
of achieving this end were examined. 

(i) Dependant,s of Insured. _ 
The first and most obvio.us step towards comprehensiveness 

is the inclusion of dependants of insured persons among bene
ficiaries of the scheme. By dependants we mean relatives 
residing with insured persons and wholly dependent on them. 

(ii) .Persons over Age 70. 
A second additional group may be··brought within its scope 

by continuing medical benefit after the cessation of other insur
ance benefits at age 70. 

(iii) Non-Manual Workers. 
A further small group can be included by raising the present 

income-level in the case of non-manual workers. 
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We take it that it is unnecessary to adduce. arguments in 
favour of the inclusion of dependants and the continuation of 
medical benefit a;fter age 70. With regard to non-manual 
workers, the present limitation of National Health Insurance 
to persons earning not more than £250 a year is probably no 
longer justified owing to the greatly altered value of money. 
An extension of the limit to say £500 would have the effect of 
bringing into compulsory insurance a group of persons for whom 
the burden qf the cost of medical treatment is probably 'as 
serious as for those' in the lower income groups. There is a class 
of persons at present within the insurable limit of £250 who are 
neverthelells excepted from compulsory Health Insurance, 
because the conditions of their employment in the service of the 
State or of local authorities or railways or other statutory bodies 
or companies guarantee them benefits at least equivalent to 
those of the Health Insurance scheme. These persons are, 
however, compulsorily insured for Widows' and Orphanl:/ ' Pen
sions. To raise the present remuneration limit from £250 to 
£500 would bring into compulsory insurance for Widows.' and 
Orphans' Pensions all persons in the employments mentioned, 
in the. £250 to £500 rangfil, while excepting them from compulsory 
He~lth Insurance for cash benefits. This exception from com
pulsory Health Insurance should not, however, have the effect 
of excepting them from insurance for medical benefits. 

(iv) Insurance of Employers and Independent Workers. 
154. The question of extending social insurance for medical 

benefit to cover employers and independent workers is dealt 
with in Appendix B to this Report, from which it appears that 
securing contributions by the usual method (the stamped card) 
from such persons is not practicable in this context . 

We therefore considered the question of securing cont~i
butions from these classes through the medium of direct taxation. 

While a special health tax might easily be l~ied by means 
of the income tax machine, through thc addition of a fixed sum 
to the rate in the pound determined each .year by the Finance 
Act, the collection of insurance contributions by this method 
would hardly be feasible. It would involve among other things 
the inspection of inC'ome tax records by the organisation charged 
with the collection of contributions generally. 

It is understood that it is not the practice of the Revenue 
Commissioners to permit such inspection in the case of any 
outside body. Since, therefore, there would appear 'to be no 
possibility of the income tax machinery being availed of for 
the purpose, we were compelled to fall back on rating as a means 
of exacting special contributions for medical ser,vices. 

155. After a full consideration of the whole question, we 
reached the conclusion that the only group of employers and 
self-employed to which this method could be applied with any 
accuracy was that comprised in the farming community. Occu
piers or rateable property other than agricultu.ral land are not 
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distin~ished in the rating lists as independent workers or other
wise, and an addition to the rates by way of a special levy would 
'fall equally on persons otherwise insured, and the u{linsured. 
Occupation of agricultural land, on the other hand, broadly 
identifies the farming community as a distinct u,nit for taxing 
purposes, and the f~rmingcommunity contains the great bulk 
of those who remain outside compulsory insurance. The further 
difficulty remains, however, that all occupiers of agricultural 
land are not f~rniers. An all-round addition to the rates pay
able on this type of property would not therefore be equivalent 
to contributions' paid by il)dividual farmers for insurance for 
medical benefit. 

156. If it is sought, however, to identify farmers . as such, 
and to exact a Jiat rate of contribution roughly .equal to that 
pa.id by insured persons, further difficulties arise. It would 
in the fi17st· instance be necessary to equate roughly a section 
of the farming community with the insured population; and 
to confine the incidence of the contribution to that section. 
Individual farmers within the section would then have to b6 
identified and a 'demand for contribution made by way of distinct 
document explicitly referable to the purpose of the' levy. 

157. The question of a separate rate for health 01' welfare 
~ervices was considered. 

At present the demand note gives the details of the total 
rate showing the rate in the £ l<;lvied ~or each head of service. 
It does not show the amount demanded for each head, but 
that c~n be easily calculated by the ratepayer from the in
formation on the demand note. 

I 

. It would of course be possible to ,recast the estimates and 
the demand note and bring any particular items under a new 
head of service and show the rate in the £ to be raised for that 
service. 

The I.;ocal Government Bill which will appear in the autumn 
will provide for the final step in ra1& consolidation by abolishing 
the town' and poor rates in urban districts and substituting 
for them a single municipal rate. If this proposal is adopted 
there will be one rate-the county rate-in the counties and 
one rate-the muni.cipal rate-in the boroughs and urban 
districts. The only ,other levy will be a contract water rate 
which is not a true rate but a rent or charge for water supplied. 
It would be difficult to defend consolidation if at the same time 
'the l)epartmen~ proposed a new separate rate, the amount to 
be sho~ on the demand note for health or welfare service. 

There is a further consideration: the cost of apploting a 
separate rate. in order to show ,.the amount to be levied from 
a ratepayer for a particular service would be almost as great 
as the cost of apploting the wliole rate. 

90 



158. After a careful consideration of all aspects of this 
question, we have concluded that insurance contributions in 
the ordinary sense cannot readily be secured from the farming 
community. They might, however, be I,l.dmitted to free 
participation in the medical services scheme on some other 
basis-that, for instance, of a bulk contribution on their behalf 
withdrawn from the Agricultural Grant. This method is not 
completely satisfactory,; it assumes that rates will contlnue 
to be levied off agricultural land and that any deficien:cy due 
to a reduction of the (Jrant will be made good by an equivalent 
sum raised by rates off agricultural land. But the method 
has the advantage of si:rnplicity while being at the same time 
reasonably effective as a levy on the agricultural community 
in respect of the cost of the expanded service. We recommend 
therefore, that a sum of about £50,000 be withdrawn from the 
Agricultural Grant for application in reli'ef' of expenditure on 
medical services; the primary allowance for each county should 
be reduced accordingly. 

A grant of this order would justify the inclusion as beneficiaries 
of the scheme all occupiers of agricultural holdings valued at 
between £10 and £20. There are about 53,000 such. 

159. With regard to the small-holders occupying land valued 
at less than £10, most of these are already entitled to free medical 
assistance and there appear to be no good grounds for exacting 
a contribution on their behalf. If such a contribution is proposed, 
however, ,it should not · be drawn from the Agricultural Grant, 
but should be paid by the State as a direct grant in ai9 of medica] 
expenditure. There are about 137,000 such small-holders and 
a sum of £100,000, a year in their behalf would be roughly 
equivalent to the amount which is proposed to be exa.cted as 
a special contribution from an e.qual number of insured persons. 
A total of ,190,000 farmers would thus be ·brought within the 

' scheme. These, with their dependants (475,000) make up 
some 75% of the total agricultural population. 

(v) Subvention. 
160. Another method considered with a view to widening 

the scope of a contributory serviqe was that of heavily sub
sidising the service from some, outside source, so that the con
tribution would be reduced to a nominal. sum. This, however, 
would effect little in the way of widening the scope of the con
tributory class. It would not bring in the independent worker 
without the establishment of as large an administrative,machine 
as would be required for the exaction of a normal contribution. 
Experience has shown that it is the fact of payment of any 
contribution at all which presents the difficulty and that its' 
size '(within reasonable limits) is a relatively minor matter. 

(vi) Assistance in paying contributions. 
170. Finally, we considered the suggestion (made by Dr. 

Dignan at p. 28 of his Plan of National Hej1lth Insurance and 
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.by' the Medical Association of Eire in their Scheme for a, 

National Medical Service-po 125) that the contributions of those 
unable to pay them should be borne in whole or in part by the 
State or by local authorities. This suggestion has meaning 
only in relation to a service administered by an insurance body 
on insurance lines. Since the proposals put forward in Part IV 
of this Report wiIlleave the management of the medical services 
in the hands of the State and the local authorities, it follows 
·that the State and the various local bodies will be the arbiters 
of eligibility to participate in them. There would be no point 
in the local authority's. paying anyone's contributions towards 
the .cost of its own service. The only logical answer to inability 
to contribute is free participation. 

Conclusion. 
171. \-Ve are therefore forced to conclude that the insurance 

scheme must be limited to a slightly extended class of insured 
persons, with dependants ranking as beneficiarie~. The exaction 
of insurance contributions from' employers and the self-employed 
for medical benefit is not practicable'. The bulk of the farming 
community may, however, be brought into the scheme. by virtue 
of a block contribution made on their behalf, portion to be paid 
by increased assessments on agricultural holdings, and portion 
by the State. 

Recommendati&n8. 
172. In: accordance with the foregoing we recommend :

(a) the addition of compulsory contributions for medical 
benefits to the National Health. Insurance Scheme; 

(b) that medical benefit should extend to the dependants 
of the insured, and that the contributions should be 
calculated accordingly; 

(c) that medical benefit should continue after the cessation 
of other cash benefits at age 70; 

(~) the extension of National Health Insurance by raising 
the income limit to £500 a year, and the application 
of the compulsory medical scheme to those persons 
under £500 who would be excepted under the National 
Health Insurance Acts on account of the nature of 
their employment; 

(e) the withdrawal of £50,000 a year from thc Agricultural 
Grant for payment towards the cost of the service 
as a· bulk contribution in respect of occupiers of 
agricultural holdings of between £10 and £20 valua
tion; 

(f) the payment by the State of a grant of £100,000 
towards the cost of the service in respect of occupiers 
of agricultural holdings under £10 in valuation. 
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3. IMPLEMENTATION OF PART IV. 

173. The plan outlined in Part IV of this Report will 'neces
sitate not only a combinatjon of the contributory with existing 
services, but the building-up of the unit thus formed into a service 
which will include, or be capable of including, all classes of the 
population .. This ideal compr~hensiveness is, however, a long
term objective; it will have to be approached gradually, by 
addition to and development of the present organisation. . The 
iminediate objective should be the shaping of the present structure 
into an instrument which will be capable of adaptation by easy. 
and natural stages to deal with the population as a whole. The 
whole process might be divided into three stages :-

(a) formation of a service to deal with the farming com
munity, insured persons and persons at present . 
eligible for medical relief; \ 

(b) extension of this service to include specially designated 
classes; and finally, 

(c) throwing open the service to the whole population. 

MEDICAL SERVICE FOR THE FARMING COMMUNITY, 

INSURED PERSONS AND PERSONS ~LIGIBLE FOR 

MEDICAL RELIEF. 

174. Integration of insurance medical benefit with the dis
pensary system could best be achieved through the Welfare 
Services Committees referred to below, one' of which would, with 
certain exceptions, function in each county and county borough. 

We recommend that each such committee should be charged 
with the duty of providing the full "local" medical services as 
described in Part IV for: (a) occupiers of agricultural holdings 
valued at less than £20; (b) insured persons (including. persons 
who have passed age 70, and all non-manual workers earning 
up to £500 a year); and (c) persons unable bYI their own industry 
or, other lawful means to provide this service for themselves; 
and for the dependants of all of. these. 

175. The machinery for assessing eligibility would necessarily 
be more c.omplex than the present system of medical assistance 
tickets issuable as the need for treatment arises, on compliance 
with a simple means-test. It would inv<;llve the identification, 
by the Committee so far as that is possible of all persons in its 
area in the three classes referred to above. In the case of small
holders and insured persons, no great difficulty would arise. 
The former could be identified from the rating lists, and as to the 
iatter it could be made tlie responsibility of the National Health 
Insurance Society (and in the case of non-manual ,workers 
insured for Pensions and Medical Services only, the State Depart
ment, local authority or statutory company) to furnish each 
Committee with a list of insured persons in its area to be brought 
up-to-date once a year. With regaf(~ .to cla$s (c)" Assistance 
Officers or (if such are employed) almoners should be charged with 
the duty of preparing lists' of persons who, in thei~ opinion, are 
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eligible for free medical treatment. The list might be drawn 
. up with the help and advice of the local Investigation officer. 

The final composition of the lists should be a matter for the' 
Committee. The lists should be brought up-to-date once a year 

• and r,eviewed in the light of alterations in' the circumstances of 
the. persons included in them. 

According as beneficiaries are ascertained, they should be 
issued with medical cards-by households· or, if necessary, 
individually-and assigned to doctors employed by the Com
mittee.. Clinical cards would at the same time be issued to the 
doctors in resHect of beneficiaries assigned to them. Two forms 
of card would be necessary-multiple in the case of households, 
and simple. in the case of individuals, or households cont.!tining 
only one person. A card in respect of each beneficiary would 
also be retained in the offices, of the County C?mmittee. 

. 

176. Benefici~ries would generally be assigned to doctors 
from year to year. The period of effectiveness 'Of each assignment 
might el}.d on the 31st March following its date. Entrants to 
insurance during the course of the year could be added to a 
doctor's list as their .. names became known. Persons going out of 
insurance during the year should continue to receive benefit 
'until the end of the year, when their cases should be reviewed 
~nd their names,either retained as eligible for free medical benefit, 
or struck 'off, according to the circumstances. 

Unallocated persons should, in cases of urgericy, be attended 
by the doctor to whom they apply, who should afterwards report 
the circumstances to the Committee. The Committee should 
then vake up the question of assigning the unallocated person, 
or '!?is dependants, to the appropriate medical officer . 

177. Free choice of doctor by :patient would not, as a general 
rule, be feasible under this arrangement. The plan outlined in 
Part IY is grounded on a system of meq.ical districts, each served 
bya general practitioner, nurse and midwife. This would mean, 
in effect, that residence would determine the selection of doctOl' 
in the vast majority of cases. in t4e county boroughs, however, 
where organisation of the .service on a rigid district basis may be 
neither possible nor desirable, free choice of doctor could be 
pr~served to beneficiaries. If desired, this principle might, 

, with a little adjustment, be extended to most urban areas. 
Care must be taken in these cases, however, to avoid a 'cleavage 
between the family doctor service proper and the social and 
'environmental activities, which it will be the duty of each district 
medical officer to supervise and ,conduct in his district. This 
point might best be met by a fiexiblesystem of assistants to 
district medical officers, with sub-division of work as between 
principal and assistant, the former exercising a general super
vision over his colleague's work. 

178. With regarq. to the dental service, the Committee ,might 
discharge its duties either through a system of salaried whole-
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time or part-time deptists or by contract with independent 
dentists. / 

179. The total number of persons who might be expected to 
share in a service such as we have outlined is estimated at 
approximately 2,000,000, of which some 660,000 would he" 
.small-holders and their dependants, 1,200,000 insured persons, 
or the dependants of insured persons, and the remainder a' 
residuum of persons eligible for free medical assistance. 

It is estimated that the full working of the plan outlined in 
Part IV will involve the employment of about 1,000 general 
practitioners. 'rbis. staff would not however be required to 
operate the preliminary sche,me now under discussion. To cater 
for the estimated total of beneficiaries, we consider that very 

'little addition, if any, will require to be made to the number of 
district medical officers in rural areas. In urban areas, and 
especially in the 'county boroughs, some expansion of staff will 
be necessary, but should not prove excessive. If the present 
number of dispensary medical officers '(645) were increased to 
750 it should suffice, for 'the initial stages of the scheme at least. 
This figure would give an average of about 700 households to 
each doctor, and the cost of the family doctor and dental services 
would be, approximately, £l,~50,OOO a year. The present 
approximate cost of the disvensary service is £360,000 a year. 
The increase in expenditure would therefore be somewhat more 
than £1,000,000. 

180. This increase would be met by: 
(a) increased State grants. The greater part ofthe expendi

ture on the family doctor seryice would be referable 
to maternity, infant welfare and school activities, and 
would rank for, percentage grants which would increase 
proportiona~ly with expenditure under these heads ; 

(b) increased insurance contributions. A sum of £500,000 
a year might be counted on from this source ; 

(c) a contribution of £105,000 annually out of insurance 
and State Funds in respect of dental benefit; 

(d) certification outlay, at present amounting to about 
£50,000 a year; 

(e) grant in respect of small-holders under £10 valuation; 
(f) rates. 

The following table shows how the increased outlay may be met: 
EXPENDITURE REVENUE 

Head I Source 
£ £ I 

Family Doctor.Service 1,450,000 60,000 Local Tax\\tion Account. 
Other expenditure on (say) 300,060 Percentage Grants. , 

Maternity, Infant 
Welfare and School ,100,000 500,000 Insurance & State FU1d8. 
Service. 

105,000 do. 
50,000 .do, 

100,DOO Grant (smallholders under 
£10). 

\ 435,000 Rates, 
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The foregoing calculation is based on the assumption that the 
-promised percentage grants in respect·of the expanded maternity, 
child welfare and school medical service will not be reduced on 
account of the influx of insurance monies. 

It will be noted that the additional sum to be drawn from 
rates, is comparatively' slight. The present rates expen'diture 
on the dispensary, maternity, child welfare and school medical 
services is, roughly, £380,000 a year. An extra charge of £55,000 
a year will, therefore, fall on the rates. This assumes, however, 
that the grant in resp,ect of small-holders under the £10 valuation 
level will be forthcoming. 

181. The incidence of this £55,000 could be confined mainly 
to agricultural holdings by withdrawing, as we have recommended 
in paragraph 172, a sum of £50,000 from the Agricultural Grant, 
for application in relief of medical expenditure. 

The following table shows the distribution of £150,000 in 
proportion to the" number of agricultural holdings under £20 
valuat~on in each county: 

I 
Total Number of Distribution 

AREA Agricultural holdings under of 
holdings £20 valuation £150,000 

£ 
Carlow ... ... 4,701 2,856 1,541 
Cavan ... ... 16,163 12,730 6,868 
ClBl"e ... ... 15,731 q,882 6,411 
Cork ... r '" 36,181 23,272 12,556 
Donegal ... I ... 25,954 . 23,245 12,542 -Dublin ... ... 7,879 4,355 2,250 
Galway ... ... 28,520 23,717 12,796 

Kerry ... ... 21,338 17,869 ( 9,642 
Kildare ... ... 7,361 .4,623 2,494 
Kilkenny ... ... 9,823 5,309 2,865 
Laoighis ... .. , 8,751 5,730 3,092 
Leitrim ... ... 11,743 10,656 5,750 
Limerick .... ... 16,857 10,578 5,707 
Longford ... ... 7,527 5,747 3,101 
Louth ... ... 6,666 4,645 2,506 

Mayo .... ... 31,256 29,281 15,799 
Meath ... ... 12,407 7,177 3,872 
Monaghan 12,169 8,596 

. 
4,638 ... ... , 

Offaly ... ... 8,620 5,565 3,002 
Roscommon ... 17,891 14,419 7,780 
Sligo ... ... 13,026 1l,065 5,970 

Tipperary N.R. '" } 20,268 ll,892 6,416 
Tipperary S.R. ... 
Waterford .. , ... 7,883 4,869 2,627 
\Vestmeath ... ... 9,435 5,884 3,175 
Wexford ... ... 12,810 7,839 4,230 
Wicklow ... ... 6,901 4,205 2,270 

TOTALS ... 37{861 278,006 150,000 
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Contribution from insured persons. .. 
182. The sum of £500,000 to be drawn from increased insurarfee 

contributions is necessarily somewhat arbitrary bl}Jt in suggesting 
it we have been guided ' by the following considerations : 

(a) the increased contribution should, for the present 
be confined to providing a sum which wf'uld cover,. 
approximately, . the cost of general practitioner 
treatment and medicines for the population of 
insured persons, as proposed to be enlarged, and 
their o.ependants. The present additional benefits 
scheme provides for hospital specialist and optical 
treatment, though owing to shortage' of funds, not 
to all insured persons and not for the whole of any 
year; neither does it apply to the dependants of 
insured persons ; 

(b) the actual cost of such treatment for insured persons 
and their dependants would depend on. many factors 
on which we have no information, but it is thought 
that it would be about £800,000 per annum; 

(c) the dispensary service is believed to cater for a 
considerable part of the insured population and 
the cost of a scheme of ' medical benefit should tliere
fore oe offset by the present cost of the treatment 
of insured persons and their. dependants as dispensary 
patients. No information is available as t<;> what 
proportion of the COl?t of the dispensary system is 
attributable to insured persons and their dependants, 
but it is probably greater than half. We, think, 
however, that for present purposes it would be 
sufficient to sep off half the present costs, i .e. about 
£180,000; a further sum of £50,000 might be set 
off in respect of the maternity and child welfare, 
and schools service. 

pnder the National Health Insurance Acts 7/ 9ths of the 
expenditure on benefits is derived from contributions and 2/9ths. 
from State Grants and it is assumed that this will also apply 
to expenditure on medical benefits. At present the cost of 
medical . certification is borne as to ~ths by contributions 
and as to 2/9ths by State Grant; it is presumed that this amount 
will be made available for the new benefits. On the other hand 
there will be no justification for the separate State Grant under 
Sectio~ 81 (10) of the Act of 1911, which was given because 
of the absence of medical benefit. Making these adjustments 
it is estimated that a sum of £560,000 will require to -be raised 
from National Health Ipsurance sources' of which £440,000 will 
be derived from contributions and £120;000 from State grant. 

The resulting increased contribution will be about 5d. per 
week. The allocation of this eql,lally between employer and 
e.mployee would be in accordance with present practice in the 
case of other insurance contributions. 
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183,. The following table shows the amount which would 
be made available from insurance sources in each county and 
county borol!-gh, towards the cost of the medical services 
schemes: 

Medical Charities Estima ted Distribution 
AUTHORITY Expenditure Insured of 

(·1941-42) Population £655,000 

County Councils ; £ £ 
Carlow ... ... 4,570 7,200 7;860 
Cavan .. , ... ll,005 9,000 9,825 
Clare .. . ... 12,423 13,300 14,519 
Cork .. . .. . 33,026. 48,500 59,946 
Donegal ... . .. 17,75§ 21,500 23,471 
Dublin .. ,'"- ... ll,426 27,200 29,693 
Galway ... ... 20,906 25,8QO 28,165 
Kerry ... . .. 17,332 2~ , 500 25,654 
Kildare .. . . .. 10,223 15,9'00 17,357 
Kilkenny ... ... 10,883 . 13,800 15,065 
Laoighis ... .,. 8,932 9,000 9,825 
Leitrim .,. . .. 6,033 4,800 5,240 
Limerick ... . .. 15,763 19,000 20,742 
Longford ... .. . 4,466 5,600 6,113 
Louth ... . .. 7,287 16,.900 18,449 
Mayo ... . .. 16,909 20,700 22,598 
Meath ... . .. 11,849 13,200 14,410 
Monaghan ... , 5,912 7,800 .8,515 

OjTaly .. . . .. 8,362 10,800 11,790 
Roscommon .. . 9,028 ll,200 12,227 

Sligo ... .., '7,502 8,900 9,716 
TippeI;ary, N.R. .. . 10,537 ll,400 12,445 
Tipperary, S.R. ... 10;994 15,500 16.921 
Waterford ... 7,403 10,200 11,135 
Westmeath .. . 8,391 8,700 9,497 
Wexford .. , ... 12,496 20,000 21,833 
Wicklow ... . .. 10,340 15,400 16,812 

County Boroughs; 
Cork ... ... 11,000 22,600 24,672 

Dublin ... .. . 30,000 144,000 157,200 
LimeEick ... . .. 2,132 11,200 12,227 

Waterford ... 3,700 7,400 8,078 

- TOTALS ... 358,425 600,000 I 655,000 

It will be observed that large sums would become available 
in the county boroughs where the existing arrangements are 
most in need of development. 

OTHER CONTRIBUTIONS FROM BENEFICIARIES. 

184. It is suggested that power should be given to welfare 
services committees, even during the operation of the preliminary 
scheme, to admit persons other than small-holders, insured 
persons or persons eligible for free medical relief as participants 
in the service, with the proviso that in dealing with any applica
tions made to them from such persons the committees should 
t ake into consideration the financial circumstances of the 
applicant and request the payment of an agreed yearly sum 
towards the cost of the service. 

PRIVATE MEDICAL SCHEMES. 

185. The position of workers whose employers have made 
arrangements for medical care, or who have combined to make 
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fmch arrangements themselves has been carefully considered. 
Such:workers should not, we think, be excepted from compulsory 
contributions for medical benefit. If it is desired to preserve 
the existing schemes of medical care the Minister might take 
power to subsidise these funds on a capitation basis out of the 
produce of the extra contribution for medical benefit. The 
question of refund should not, however, arise dU);ing the operation 

. of the preliminary scheme, since it is not proposed for the present 
to revise the existing arrangements in respect of .payment for 
~hospital services. 

ROLE OF REGIONAL. AUTHORITIES UNDER THE PRELIMINARY 

SCHEME. 

186. It should be the function of the local regional authorities 
to provide all types of medical care other than those referred 
to above for beneficiaries of the county services. HosJ,lital and 
Specialist Services should not, however, be completely free to 
all beneficiaries. The existing arrangements for the admission 
and treatment of paying patients should continue, and there 
should be no change for the present in the arrangements entered 
into under the National Health Insurance Society's Additional 
Benefits Scheme, and with various official and voluntary funds, 
in respect of hospital and specialist services. Adjustments in the 
rates payable under these arrangements ,might, however, be made. 

We recognise that it would have been better if such services 
could be at once made available free to all beneficiaries, but 
the expense involved, and the fact that the task of organising 
the hospitals and the specialist services on a regional basis wilr 
necessarily be a protracted one forced us to make the proposed 
compromise. . 

COST OF PRELIMINARY SCHEME. 

187. The following table represents a tentative fGrecast 
of the cost of the first stage of implementation: 

EXPENDITURE 

I 
REVENUE 

Head Source 

Family 'noctor 
£ £ 

and allied 460,000 State Grants. 
Services. 1,550,000 655,000 Insurance & State Funds. 

H08pitala ; 
Local Authorities .. . 800,000 15,000 State Grant. 
Extern Institutions ... 150,000 
Deficits in voluntary 

hospitals' accounts ... • 210,000 210,000 Hospitals Trust Fund • 
Mental Hospitals ... 1,200,000 170,000 State Grant. 
Tuberculosis ... . .. 500,000 263,500 Do. 
Venereal Diseases ... 15,000 11 ,250 Do. 
School Meals .. . . .. 75,000 37,750 D(1. 
Milk Supply .. . . .. 9Q,000 90,000 Do. 
Blind Welfare .. . ... 60,000 - -
Miscellaneous ... ... 12,000 12,000 { £8,000 from Ho~pitals 'l"llst 

Fund. 
£4,OOO .from State Grant. 

Part of Additional Benefits I Scheme ... ... 70,000 

I 
70,000 Insurance & State Funds. . 

2,737,500 Rates and Miscellaneous 

1 
Receipts. 

TOTALS .. . 4,732,000 4,732,000 . 
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The total extra cost, on this basis, ,vould be approximately 
"£1,200,000. 

This increase would be met by extra sums of: 
£240,000 ftom rates. 
£560,000 from State grants. 
£400,000 from Insurance contributions. 

£1,200,000 

In accordance with the recommendations in paragraph 172. 
portion of the extra charge o~ the rates might be limited in 
incidence to agricultural ' holdings, by: withdrawing £50,000 
from the Agricultural Grant for application in relief of medic~l 
expenditute generally. 

EXTENSION OF THE SERVICE TO INCLUDE OTHER SPECIALLY 

DESIGNATED CLASSES. 

188. We recommend that, when the preliminary stage of 
the scheme is in full operation, the Minister should. take power 
to declare by reg~lation or otherwise that certain classes of 
persons other than those already included should be entitled 
to free participation in the medical, services scheme. ,This will 

,in effect have been done with regard to children under 16 years 
of age, and nothing more is contemplated in connection with 
the intermediate stage of implementation than an extension 
of that principle to other classes. 

We hav~ in mind particularly sufferers from. certain disea~es, 
e.g., tuberculosis. The Minister might declare all sufferers from 
this and other specified diseases, whatever their economic status, 
to be eligible for free treatment. 

This would involve both county and regional services. It 
is assumed that regional authorities would by this time have been 
fully organised. This step would therefore mark the first break
away on the part of these authorities from the existing paying
patient basis, ' and their re-orientation towards the goal of a freo 
service for the whole popUlation. 

This intermediate stage should also be 'characterised l;>y a 
full integration of the remaining parts of the Additional Benefits 
Scheme in the regional service, with, jf necessary, the imposition 
of a small extra contribution on insured persons in respect of 
the extension of the service to their dependants. 

EXTENSI-ON OF SCHEME TO THE WHOLE POPULATION. 

189. The final stage in the implementation of the plan out
lined in Part IV would be its extension to include the whole 
population as free beneficiaries. The practical objections to 
such a course are considerable, but its merits so far outweigh its 
demerits that we recommend its adoption as the ultimate aim 
towards which all future developments of the health services 
should tend. 
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It will be objected that the introduction of a contributory 
element into the, financing of the scheme has had a limiting 

,effect on its scope. If social insurance .were universal in this 
country all would pay an extra contribution for medical benefit, 
and all might participate on equal terms in the service. As 
matters stand, however, social insurance is restricted to the 
low-income class: medical benefit contributions' will ,be equally 
restricted, and the equity of throwing open to everyone a scheme 
financed even partly from insurance contributions may be easily 
called into question. 

We have entered as fully as possible into all the implications 
of this question, and have carefully weighed all the alternatives 
to a comprehensive service. We have finally agreed to recom-
1l1end that when the county and .regional authorities have made 
fujI arrangements for the classes included under the preliminary 
and intermediate schemes, they should be directed to afford 
free family doctor,' hospital and special services ,to all persons 
applying to them for that purpose. This end will have to be 
kept in view in the working-out of the preliminary and inter
mediate stages of implementation, and care will have to be faken 
that the new service does not become identified with this or that 
economic group. The ideal to be aimed at is a national health 
service embracing an classes within its scope, recognising no 
1imitation of effectiveness on mere economic grounds, and treat
ing the people, from the health point of view, as a unit. 

190. We have estimated that the- cost of the sClJ'eme when 
in full operation will be about £7 millions annually. Practically 
the whole of the extra cost involved (£3t millions) will have to 
be drawn from gene,ral taxation. It will hardly be possible, 
for much more to be secured from the insured population than 
is proposed under the .preliminal~y scheme, and the rates cannot 
be called on to bear a charge for a purpose so much wider than 
the usual objects of local taxation. The general ground for the 
payment of State grants in aid of local medical services is the 
relaxation of the means test in regard to those services. The 
total abolition of the means test would therefore mean either 
a large increase in the percentage grants (both in actual amount 

- and the percentage ratio with local monies) or the abandon. 
ment of the percentage grant system in connection with medical 
services, for the di~tribution of a variable bloc~ grant on a 
capitation or .other basis. 

ADMINISTRATION. 

COUNTY SERVICES .. 

191. We recommend that a Welfare Service Committee 
should be set·up in each county and county borough subject to 
the following :-

(a) a single Committee should be !Set up for Dublin County 
and County Borough ; 
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(b) a single Committee should be set up for Waterford 
County and County Borough. . 

. In general, these Committees should consist of from 15 to 21 
members, of whom not less than two-thirds should be members 
of the county or county borough council. The larger Joint 
Com~ittees should draw the majority of their members from 
the coh'stituent rating bodies, in proportion to the valuation of 
the districts to be served. 

The expenses of .the Committees will be met from ;-
(a) insurance monies, distributed by the Department in 

proportion to the number of insured persons in each 
Committee's district; 

(b) State grants in respect of medical services; 

( 
I (c) monies supplied on demand by the county and county 
\ borough councils. -. 
In the case of .Joint Committees, the demands should be 

made on the constituent rating authorities in propor~ion to 
valuation. 

Legislation will be necessary for the establishment of the 
Committees and the transfer to them of the appropriate functions 
of public assistance authorities, sanitary authorities and county 
councils. 

192. The functions of the Committees in relation to the duties 
recozp.mended to be ass~ned to them in Part IV of this Report 
should be generally on the lines of the reserved functions of county 
councils, subject to the recommendations made hereafter in 
connection with the proposed Regional Authorities. 

The County Manager would be generally responsible for the 
performance of the functions of the Medical Committees which 
are not reserved functions. 

The County Medical Officer of Health or the Medical Super~ 
intendent Officer of Health would act as Medical Assistant 
Manager. The latter,' as an officer of the Medical Committee 
would aet (more or less as a County Engineer acts) under the 
general authority of the County Manager with specific delegated 
functions in relation to medical administration. It is suggested 
that his delegated functions might be exercised within the ambit 
of an Annual Medical Services Scheme which would be the 
basis of the demand of the Committee on the rating authority 
and approved by them as such. 

Local functions relating to staff, salaries and ultimate con
trol of and disciplinary action in relation to the staff of theCom
mittee would be regarded as executive functions. 

Each Welfare Service Committee should be charged with 
the' duty of providing certain services (family doctor and allied 
services, dental service, etc,) for designated classes. The details 
of the services to be afforded, the classes eligible for free par
ticipation, and the staff which should be employed, ~hould be 
fixed by regulation. 
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193. The salaries of the medic~l officers employed under the 
scheme might, it is suggested, be calculated ac"cOl'ding to a 
formula providing for :-

(a) a fixed salary as district medical officer; 
(b) a capitation rate in respect of households or persons 

assigned by the Committees; 
'(c) a mileage rate in remote and scattered areas. 

The actual salaries and capitation ahd mileage rates are matters 
for Departmental decision. 

The alternative to the foregoing arrangement is an inclusive 
salary, variable, if necessary, from county to county. 

REGIONAL SERVICES. 

194. It is recommended that joint regional committees should 
be constituted for the following regions :-

(a) Eastern Region:-Dublin County, Dublin County 
Borough, Carlow, Cavan,. Kildare, Kilkenny, Laoighis, 
Longford, Louth, Meath, Monaghan, o ffaly , West
meath, Wexford and ·Wicklow. 

(b) Southern Region:-Cork City and County, Limerick 
City and County, Waterford City and CO)1nty, Clare, 
Kerry, Tipperary (North and South Ridings). 

(c) Western Region.-Galway, Mayo, Roscommon, Sligo, 
Leitrim and Donegal. 

The Committees should consist of :-
(a) two members drawn from each county, county borough 

or joint medical servicE\B committee in the region, and 
(b) repreRentatives of the managements of voluntary' 

hospitals and other health agencies in the region, 
to be appointed by .co-option or otherwise, in accor
dance with regulations. 

195. The functions of the regional committees should be 
generally those set out as appropriate te them in Part 'IV of this 
J;'{.eport . The allocation of functions therein indicated need not, 
however, be rigidly adhered to. It should be made the responsi
bility of each regional committee to prepare and submi"b, as soon 
as possible after it is set up, a plum of the medical services in the 
region. This plan should contain precise details of the division 
of functions between the regional and the county, county borough 
and joint committees . . 

196. The regional scheme or plan should aim at exploiting 
to the full, in the interests of the people in the region, every 
medical resource of that region, and, if necessary, outside it. 
It ~hould not be confined to the hospitals, and specialist services, 
with which the Committee will be directly concerned, but should 
embrace all aspects of medical, dental and nursing care. Hospitals, 
however, and the services which will be centred in them will form 
the major portion of any such scheme, since it is within this 
sphere that planning-especially planning on a regional basis-" 
is most urgently required, and it is in this connection that the 
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most difficult problems will arise. We refer to the proper utilisa
tion of the voluntary hospitals, to securing co-operation from 
,their managements, and to"the necessity for bringing their. efforts 
in the fight against disease into harmony with those of other 
ageJfcies. \ 

Th~ Regional Committees should also be empowered to 
exercise a general supervision of the aspects of local medical 
administration (in counties and county boroughs) which affect 
the regional services directly or indirectly. It should be the duty 
of the regional committees to submit their recommendations 
t.o tl1e Minister Jor approval. 

EXPENSES. 

197. The expenses of regional authorities should, we think, 
be apportioned among the constituent county and county 
borough councils on a valuation basis. We have considered the 
question of drawing a distinetion between establishment ana 
maintenance charges, and calculating each comity's share of 
the latter on a capitation basis, while adhering to valuation in 
the case of the former; but the variety of services which the 
regional committees would undertake would render calculation 
of 9harges on a fee or capitation basis a very complex and 
difficult matter, and it could hardly be held that the amount 
of book:keeping involved would justify the small variation III 

incidence of cost in the case of particular c'ounties. 

REGIONAL HEALTH ADMINISTRATOR. 

J 98. The Junctions of regional com"mittees should be divided 
(as those of county and other councils now are) into reserved 
and non-reserved. The latter should be performed by a manager, 
who might be styled Regional Health Administrator. The quali
fications for this post should include" experience in hospital and 
health administration, although the holder need not be a medical 
practitioner. 

Each region should have, in addition, either (a) a r~gional 
medical adviser or (b) a resident medical officer who would be 
an official of the Department of Public Health. 

GENERAL. 
199. We recommend that an advisory council should be 

constituted to assist the Minister in matters relating to medicine 
and health. The council should be a small one.;· its membership 
should not exceed ten or twelve. Members might be appointed 
by the Minister after consultation with the medical corporations, 
the universities, the¥edical Research Coimcil, the Medica!_ 
Association of Eire, and the Dental Association. The member
ship should be mainly, but not exclusively, medical. A veterinary 
surgeon might with advantage be added to the Council. 

200. The advice of the Hospitals Commission is at present 
av~ilable to the bepartment on all questions affecting hospitals, 
a~d particularly in relatjon to disburstlments from the Hospitals 

104 



'Trust Fund to voluntary ~managements and local authorities. 
If the scheme of regional organisation is adopted, it is plain 
that payments out of tne Fund will be made in l;Lcqordance wit.h 
regional requirements, assessed by the regional committees and 
.approved by the Minister. In that event neither the central 
nor the local organisation would stand in need of detailed advice 
in hospitals matters from an extraneous authority. We recom
mend therefore that the Commission should be abolished; that 

, ;some 'of its members should be appointed to the proposed con
,sultative council; and that its executive should be absorbed 
into the Department of Public Health, to form a separate 
planning section. 

201. We desire in conclusion to record our appreciation of 
the excellent service rendered by Mr. D. Roche who acted as 
-our Secretary. ,Bynis wide reading in and special knowledge 
-of the complicated subject-matter of our deliberations and by 
his painstaking industry he has contributed materially to the 
-documentation and expeditious preparatioh of this Report. 

(Signed) D. P. E. ROCHE, 
Secretary. 

;September, 1945. 

(Signed) JAMES DEENY, M.D. 
J. COLLINS, 
J .. GARVIN, 
P. J. KEADY. 

Alternative outline draft for paragraphs 194-197 prepared 
by Mr. Garvin but not fully considered a~ date of presentation 
<of Report. 

REGIONAL SERVICES. 

194. it is recommended that three joint regional committees 
'should be constituted for the regions detailed hereunder and 
that local regional committees should be established for the 
,several local regions ihto which the regions are sub-divided. 

I. -Dublin /legion. 
(a-) Dublin City and County; 
(b) Cavan, Monaghan, Louth, Lon~ford, Westmeath, 

Meath; 
(c) Offaly, Laoighis, Kildll,re; Carlow, Wic~ow, 

Wexford. 
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II. Cork Region. 
(a) Cork 9ity, Cork County, Kerry; 
(b) Limerick, City and County, Clare; 
(c) Waterford, City and County, Kilkenny, . Tipperary 

N.R., Tipperary S.R. 

,III. Galway. Region. 
(a) Galway, Mayo, Roscommon; 

. (b) S~go, Leitrim, Donegal. 

195. All the local regions comprised in the Dublin Region 
would rely on the specialist facilities in Dublin Cityahd County. 
These facilities a~ afforded by the several hospitals in the metro
polissh<;mld be organised functionally and territorially so as 
to provide a rationalised service for each of the three local regions. 

The principal regional hospital for the Cork RegIon would 
be in Cork, but in addition auxiliary regional hospitals at Limerick 
and Waterford would serve the sub-divisions of the region 
indicated at II (b) and II (c). ' 

The Galway Regional Hospital would be the principal regional 
institution for the Galway Region but in addition an auxiliary 
regional institution at Sligo would serve that County a\ld Donegal 
and Leitrim as well. 

\ 

196. The corresponding 
would be as follows : 

1. Dublin Region. 
Grangegormau 
Mullingar 
Monaghan 
Carlow 
Portlaoighise 
Ardee 
Enniscorthy 

II. Cork Region 
, Cork 
Killarney 
Limerick 
Ennis 
Clonmel 
Waterford 
Kilkenny 

III .. Galway Region 
Ballinasloe 
Castleba.r 
Sligo 
Letterkenny. 

Mental Hospital Regionalisation 

I 

197. In the regions and sub-divisioIl..<; of regions herein 
recommended the areas of the several joint mental hospital 
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<iistricts are kept intact (save in the case of Wicklow) and the 
several sets of counties etc., where there is one Mam'tger for 
-each group are also kept intact. 

Although the main Joint Regional Committees will be the 
authorities of primary importance in the regional organisation, 
it is suggested that their personnel should be built up from 
the local regional committees. The latter might consist of: 

(a) two members drawn from each county, county 
borough or joint welfare service committee in the 
local region, and 

(b) representatives of the managements of voluntary 
hospitals and other health agencies in the local 
region to be appointed by co-option rand ex-officio 
nomination. 

The three Joint Regional Committees would be appointed 
from nominati()ns of the local regional comll).i:ttees. 

The functions of the local regional committees and their 
principal officers should be in the main administrative and 
executive; those of the joint regional committees should be 
planning and directive. 
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Nature"', 
of 

Service 

Dispensary Service. 

Legal Basis 

Public Assistance 
Act, 19'39. 

District I .nstitutioDS. Public Assistance 

Extern Institutions 
(including County 
Infirmaries and 
Fever Hospitals). 

]I{ental Hospipals. 

Tuberculosis 
vice. 

Ser· 

Venereal Diseases 
Service. 

Act, 1939. 

Public Assistance 
Act, 1939, Public 
Health Acts, - and 
County Inflrm
aries Act, etc. 

Lunacy Acts, 1821-
1901. 

Tuberculosis Pre· 
ventionActs,1908 
to 1945. 

Public Health (Pre
vention and treat
ment of Disease) 
Act, 1917. 

APPENDIX. 

PUBLIC MEDICAL 

Scope 

"Benefits are generally 
free to 'all those who 
are unable to pay 
for them out of their 
own resource13. 

Administration 

Public Assistance 
Authorities - 26 
county councils, :I 
joint public assistance 
bodies, and one 
county borough 
council. 

Maintenance and treat- . Public Assistance 
ment are free to' I Authoriti!)s. 
those unable to pay 
for them. Paying 
patients may be 
admitted in certain 
cases. 

Cost of maintenance 
and treatment borne 
by public assistartce 
authorities in the 
case of necessitous 
persons. (See Note 
A.). 

Maintenance and treat
nlent free to necessi. 
tous persons. Pay
ing patients may be 
admitted. . 

The service is intended 
to apply to the whole 
popUlation. A means I 
test is enforced, how
ever though not 
strictly. 

The service is free to 
. all classes. 
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G County councils and 
12 joint committee!> 
of, management. 

County councils and 
county borough 
councils. 

County and county 
borough councils . 
The Act is. au 
adoptive one. Not 
all county councill! 
have formulated 
treatment schemes. 



"A" 
SERVICES, 1941/42. 

Benefit,s 

(1) A general practitioner 
Service, with medicines and 
appliances. 

(21 Attendance on maternity 
cases, by midwife or doctor. 

(3) Consultant service. 
(4) Dental and optical treat

ment and appliances. 

Maintenance and medical and 
surgical treatment at need. 

Maintenance and medical and 
\ surgical treatment at need. 

Maintenance and treatment 
at need . 

(I) A dispensary and diag
nostic service. 

(2) Domiciliary visiting. 
(3) Maintenance and treat

ment in institutions. 
(4) Follow-up of contacts. 
(5) G:rant of food allowances, 

bedding and clothing to 
necessitous patients in 
certain circumstances. 

Examination, diagnosis and 
treatment of persons suffer
ing from venereal diseases. 

Statistics 

870,335 new cases were 
attended by Medical 
Omcers in 1941-42. 
Dispensary midwives 
attended 12,705 cases. 

10,930 persons out of a 
total of 16,712, in institu
tions were receiving 
medical Or nursing .. care 
in district institutions on 
31 Maroh, 1942. • 

2,049 persons out of a 
total of 2,990 were receiv
ing medical or nursing 
care on 31 March. 1942. 

On the 31st December, 
1941, there were 18,746 
persons in District 
and Auxiliary Mental 
Hospitals. 

21,864 cases woro treated 
in 1941' under approved 
schemes. 

2,554 patients were treated 
at the Dublin centres 
during 1941-2. 

\' 
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Amount of 
expenditure' 

by local 
authorities 

19,41,-42 

£ 
358,425 

(including 
vaccination 

costs). 

685,859 

140,102 

1,237,962 

10,500 
(estimated) . 

Grant-in-aid 
of expenditure 
• from rates. 

£ 
74,058 

(A portion of 
this is referable 

to District 
Institutions) 

See above_ 

170,890 

154,226 

8,037 

't 
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Nature 
• of 

Service 

Maternity and C,hild 
W elfare SerVlC!? 

School Medical 
Service. 

. 
Milk Supply. 

Blind Welfare. 

Legal Basis 

Notification of Births 
(Extension) Act, 
1915. 

Public Health (Medi
cal Treatment of 
Chpdren) Act, 1919. 

Education (Provision 
of Meals) Acts, 
1914 to 1930_ The 
Act relating to 
urban districts is 
an adoptive one. 

None. A non-
statutory Ex
chequer Grant of 
£90,000 annnally 
is made. 

Scope 

Expectant and nursing 
mothers, andchildren 
up to' 5 years of age. 
No means test is 
imposed in regard 
to this Service, 
except in connection 
with appliances or 
nutritive foods sup
plied to beneficiaries. 

Children attending ele
~entary schools. 

Children attenqing 
National Schools in 
certain urban and 
Gaeltacht areas. 

Parents eligible for 
Home Assistance, or 
who are unable to 
provide sufficient 
milk for their children 
out of their own 
resources. The allow
ance is granted only 
in respect of children 
under '5 years of age. 

Administration 

(a) County and county 
borough councils, and 
the councils ' of 
boroughs and urba.n 
districts. 

(b) Voluntary agencieit
mainly district 
nursing association8_ 

County and county 
borough councils. 

County borough. 
borough and urban 
district councils and 
town commissioners .. 
Cork, Donegal. 
Galway, Kerry and 
Mayo county councils, 
Administration i8 .. 
usually in the hands 
of school meals 
committees . 

County and county 
bOl'oughcounciIs,and 
the councils of 
boroughs and urban 
districts. 

Blind Persons Act, Necessitous 
1920. persons. 

blind County and county 
borough councils. 

NOTE A :-With regard to extern institutions, it is not true that financial responsibility 
public health authorities. In Dublin, for instance, poor persons from the City area admitted 
maintained and treated at the hospitals' expense, thereby increasing the deficits charge which 
nnd public health authorities in Dublin with responsibility for some part of the charges in 
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Benefits 

(I) Health visiting. 
(2) Ante-natal and child 

welfare clinics. 
(3) Supply of nutrients to 

necessitous children. 
(4) Free meals for expectant 

mothers. 
(5) Dental treatment for ex

pectant mothers. 
(4) and (5) apply to the 

Dublin County Borough II 

Scheme only. 

(l) Triennial inspection of 
children by school medical 
officers. 

(2) Medical and dental treat
ment of eye, ear, nose, 
throat and teeth defects, 
diseased tonsils and aden
oids. 

Free meals .• 

A daily allowance of milk 
amounting to I pint for the 
first child and ! pint each 
for the next two children. 
The maximum allow~ce 

per family is 2 pints. 

Monetary assistance, educa
tion. industrial training, 
employment and main
tenjUlce of blind persons in 
institutions. 

I 

Statistics 

60,1\04 mothers and 117,963 
children were visited 
during 1941-2. 

71,855 mothers and 87,368 
children attended clinics. 

108,335 children were 
examined in 1941. 

95,240 were treated for eye, 
nose, throat and dental 
defects, and diseased 
tonsils and adenoids. 

311S urban and 3Q8 Gael. 
tacht schools participated. 
On an average 45,934 
children were given meals 

I each day in urban areas, 
~nd 15,22() in Gaeltacht 
districts. 

983,377 gallons of milk 
were distributed in 
1941-2. 

On 31 March, 1941, 2,672 
blind persons were being 
assisted in their own 
home~, and 317 main
tained in institutions. 

Amount of 
expenditure 

by local 
authorities 

1941-42 

£ 

26,148 

60,603 

73,018 

92,785 

04,216 

Grant-in-aid 
of expenditute 

from rates 

£ 

12,666 
(in addition 

£11,976 were 
paid to volun
tary agencies). 

32,872 

33,128 

82.361 

£7,341 were 
paid to the 
authorities 
of voluntary 
ins ti.tution 
maintaining 
blind persons 

for all necessitous persons maintained in th~se institutions is borne by public assistance or 
to public voluntary hospitals through the Hospitals Bureau or otherwise Q.re generally 
falls annually on the Hospitals Trust Fund. The question of saddling the public assistanc"" 
retipect of these persons has been under consideration in the Department. 
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Nature I ~ 

of Legal Basis Scope AdminIstration 
Service , , 

Cork' Stroot Fevor Dublin "Fever Hospi. - Dublin Fever Hospital 
HospitaL tal Act, 1936. Board. 

~ , ( 

Cork Sanatorium Tuberculosis Pre· \" Joint Committe" of 
(Heatherside). ;vontion Acts, 1908 Managem"nt. 

to 1945. 

~estmorelandLock I Dhblin Hospitals - -
HospitaL Act, 1856. 

Voluntary Hospitals Public Hospitals - I -
Defioits., Act, 1933. 

Grants to nursing .. - -
institutions and 
medical. research 
an'! other councils. . 

National Health National Health Members of the Committee of Manage-
Insumnc.e Society Insurance Act, National Health 'ment of the National 
Additional Bene· 1942. Society who have: Health Insurance.. 
fits Scheme (See (a) been such con~ Societ.y. 
Note B.). tinuously for at 

least 3 years; 
(b) paid at least 104 . 

contributions; 
(e) not fallen into 

arrears ; 
(d) not left the State. 

I 

Medical certification National Health In· I - -
for National surance Acts, 1911 I 
Health Insurance to 1942. 
Purposes. 

Miscellaneous. - - -

NOTE B. :-The National Health Insurance Society has recently instituted a system 
£5,000) will be paid annually to the Queen's Institute of District Nursing in respect of free. 
the amounts paid are considered as part of the Society's sickness benefits. 

SUMlIIARY OF 
Local authorities (out of rates and miscellaneo\lll rec"ipts~ 
Stat" (grants tb local authorities) 
State (other grants) 
National Health Insurance Contributions 
Hospitals Trust F~nd .... 

NOTE C. :-The actual yearly sum set aside for National Health Insurance additional 
" the services included 
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Benefits Statistics Expenditure 

. 
£ 

::'vlaintenance and treatment - -49,451 
of Fever cases. • (Mainly Rates). 

:i\Iaintenance and treatment of - 12,991 
tuberculous cases. (Mainly Rates). 

- - 2,600 
(Exchequer Grant). 

- - 210,259 
(1942) , 

(Hospitals Trust Fund) 

.' 
- - 8,196 

" . (1942) 

(1) Dental treatment and 1942 1942-£597 (2/9ths or £13;1; 

appliances. Claims received 12,645 met by State). 
(2) Maintenance and treat· Claims authorised 6,117. 

ment in hospitals and (The Bohelne was in 
convalescent homes. operation for 5 weeks only 

(3) Medical and surgical in this year). 
appliances (part cost). 

(4) Optical treatment and 1943 1943-£195,549. 
appliances. Claims received 101,149 

(5) Specialist medical and Claims autp.orised· 89,131 
surgical, treatments. 

1944 1944-£194,672. 
Claims authorised 70,260 

1942-£53,996 (2/9th or 
£11,999 met by State). 

Vaccine Lymph Supply, '- £1,657 
Therape~tic Substances (State Grant). 
Acts, and training of Irish· 
speaking Nurses. I 

of " nursing benefit" for its members. A grant of £3,000 (which may be increased later ta 
attendance on insured persons. The grant is made under Section 21 of the Act of 1911, and , 
EXPENDITURE. £ 

2,498,150 
568,238 

35,706 
42,495 

218,455 

£3,363,044 
benefits is £175,00.0. Assuming expenditure up to this amount tile tot .. l outlay O!~ 
herein would be £3,537,447. 
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ApPENDIX B. 

INSURANCE OF INDEPENDENT WORKERS AND 
OTHER~ FOR MEDICAL BENEFITS: 

' \ Social insurance for medical benefit involves of necessity 
the principle that when the benefit is sought its grant will depend 
on the cohtribution record of the applicant. If this principle 
is not adopted, the payment of contril;mtions will not be insurance 
but taxation. 1£ public medical care is made to depend -on 
insurance status the criterion of medical need, which should 
be paramount, 'will have J:ielQ.ed first place to criteria which 
are medically irrelevant, i.e., insurability, or stamps on a card. 
While this is objectionable, it seems inherent in an insurance 
scheme, unless, as in the proposed British scheme, the whole 
population is concerllEld in compulsory social insurance, in 
which case it merely becomes a convenient method of tax 
collection, and is no longer insurance. 

PRESENT SCOPE OF SOCIAL INSU:RANCE. 

2. Compulsory social insuraIJ.ce is at present confined to> 
persons working for an employer, and does not i'nelude independent 
workers, e.g ., farmers, shopkeepers, independent artisans. Non
manual employees whose re~uneration exceeds £250 per year 
are also excluded. Some 600,000 persons all of whom are 
employees between the ~ages of 16 and 70 are organised into 
the National Health Insurance Society and pay combined 
contributions for insurance a,gainSt loss of income during sickness, 
and for -widows' pensions. Though the 'insurance contract 
for pensions is with the State and not with the Society both 
schemes of insurance are elose~y interlocked in their administra
tibri .- Some 60% of these· insured persons pay, in additipn, 
separate contributions for Unemployment Insurance, and have 
their Insurance contract with the Department of Industry and 
Commerce. In addition, there are some 20,000 employees of 
the State, local authorities, railways and certain other statutory 
companies, who are oompulsorily insured for widows' pensions 
only and who have their insurance contract direct with the 
Department of Local Government and Public Health (Widows' 
and Orphans' Pensions Section) .\ 

3. The insurance of these elasses for medical benefit would 
present • little difficulty. It would mean merely an addition 
to the amount of the weekly contribution in their cases; no 
new principle would be involved, nor would new ground have 
to be broken except to the extent of establishing and keeping 
up to date of such registers of persons entitled to benefit, either 
in geographical areas or for individual medical practitioners 
as would have to be determined. 
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UNINSURED CLASSES. 

4. Apart from those excluded under the income limit, the 
main groups remaining outside the present scope of socjal 
insurance ,are :-

(a) professional mel). and women; 
(b) employers of alF kinds, including farmer-employers; 
(c) self-emplo~d persons on agricultural holdings; 
(d) relatives assisting on agricultural holdings; 
(e) non-agricultural inp.ependent workers, such as shop-

keepers, artisans, hawkers and vendors. 
If the income limit in the case of non-manual employees were 
retained, something corre,sponding to it would, no doubt, have 
to be evolved in the case of both E;lmployers and self-employed. 
The effect of this 'would be (assuming the limit to be £250 a 
year or thereabouts) to exclude categories (a) and (b) alm()st I 
in their entirety. 

In what follow3, therefore, the classes at (c), (d) and (i) above 
will be kept principally in minq. 

EXTENSION OF COMPULSORY INSURANCE. 

5. Extension of compulsory insurance for medical benefits 
to these classes would involve the establishment of a new central 
organisation, or the expansion of an existing organisation 
providing for, principally, ' 

(a) issue of cards and keeping records; 
(b) enforcement of compliance; 
(c) issue of exemption certificates. 

With regard to the last myntioned activity, the right to exemption 
from liability to pay cdntributions would have to lie granted 
to meet the difficulty of exacting contributions from persons 
whose means, or whose cl;Lsh incomes; may' be insuffi.cient to 
pay them. This difficulty is met with in dealing with workers 
in the classes referred to at (c), (d) ./Y1d (e) of paragraph 4. It 
does not normally atise in the case of wage-earners, where the 
amount of the income and therefore the ··fact of insurability 
can be readily ascertained , and the contribution easily collected 
as a deduction from wages. In dealing with independent workers, 
or relatives assisting on farms, we enter a field where cash income 
may be inf.initesimal, the .holding of the farmer uneconomic, 
or the small busin~s~ ' gradually failing. It would therefore 
be.imperative to determine some level of income under wQ.ich 
there would be no liability for contribution. 

CARD-ISSUE AND RECORDS. 

6. Since none of the classes enumerated in paragraph 3 has 
at present any contact with social insurance, collection of 
contributions by the stamp card method would involve the 
issue to them of medical insurance 'cards to be stamped with a 
new kind Of stamp. A central register of insurable persons, 
involving considerable 'administrative cost, would be necessary 
for this purpo~e. 
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COMPLIANCE. 

7. Enforcement of compliance with the compulsory' provisions 
of the ~ational Health, Pensions, and Unemployment Insurance 
Acts is at present carried out through the National Health 
Insurance inspectorate . The methods adopted are :-

'-. (a) Peri!>~icahlUrveys in each district, covering factories, 
shops, farms, and private houses; 

(b) Investigation of reports from the National Health 
Insurance Society on the non-receipt of stamped 
cards; and 

(c) Investigation of complaints from insured persons. 
8. At present, the inspectorate need not, in making surveys, 

visit places in which it is known, or it is obvious, that there are 
no employees. In the new scheme, all persons would have to be 
visited and required to produce either a current stamped card or 
an exemption certificate. This would mean a considerable increase 
in the inspectorate.staff of the National Health Insurance Section 
of the Department of Local Government and Public Health. 

9. The third factor in enforcement of compliance-that of 
complaints by employees against their employers for failure to 
purchase stamps would, of course, be absent in the case of 
independent workers, and ther~ IS nothing with which it can be 
replaced. 

10. Given compliance in principle, a minor but yet considerable 
difficulty remains-that of ensuring that a stamp is affixed for 
each week for which it is due. For the ordinary employee a 
contribution is not due for a week during which he is ill, and the 
fact. and duration of illness is easily verifiable from his record of 
sickness· claims. Similarlj, no contributions under the Un
employment Insurance Acts are exacted while he is unemployed, 
and the fact of his unemployment is likewise verifiable from his 
claims for benefit. Indep'endent workers, on the other hand, 
would be insured for medical benefit only. No such ready check 
would, therefore, be available in their cases. 

11. A high proportion of the new insurable class would be 
farmers, who are notably difficult in the ·matter of compliance 
at present. 

12. Certificates of exemption would have to be issued ~o 
persons whose income or resources were below the liznit decided 
on. This procedure would give rise to very great administrative 
cost and difficulties. 

13. In the case of small-holders or farmers; who would form 
the largest group coveted by the new scheme, exemption might 
be 'secured either by proof of low income or by some 'other means, 
e-.g., demonstration that' the valuation or size of the holding 
occupied did not exceed some arbitrary limit. In the former 
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~se, returns of income and detailed m~ans investigations would, 
be unavoidable. These would have to be carried out annually, 
the exemption applying to, say, the following twelve months. 
Such activity would be both expensive to the State and irritating 
to the persons whose circumstances were being inquired into. 
It is not, Of course,' without precedent. Investigations of this 
.kind are made into the means o~ applicants for certificates of 
qualification for ,unemployment assistance, and old-age pensions 
but the scope of the inquiry under the new scheme would e4tend 
to a much wider class and would be compulsory. 

14. In the case of the other self-employed classes, e.g., shop
~eepers ?-nd artizans, no arbitrary valuation or other standard 
is possible, and the test applied would have to he the direct 
means test. , 

15. Determination of ability to pay contributions on the 
oasis of the size or value of the property occupied would not, 
even in the case of small-holders, be a· completely satisfactorY.' 
method. Neither size nor valuation of holding, nor any other 
conceivable standard of this kind, is ail accurate criterion of 
economic productivity. Individual claims for exemption would, 
therefore, still be found to be necessary from amongst occupiers 
of property in excess of the fixed minimum. 

16. Not only would the segregation of the self-employed class 
into "payers" and "non-payers" be of great administrative 
difficulty, and correspondingly expensive, but it appears wrong 
~n principle, unless the same segregation is applied to employees. 
Persons at present compulsorily insured for widows' penElions,: 
and. sickness and unemployment benefit, include low-wage 
earners, e.g., young persons in their early years of emplo.yment, 
agricultural workers, and domestic servants (the two last. 
mentioned for widows' pensions and s~lmess benefit only). It 
seems inequitable to exempt the low-income group in the self
employed class but not in the employee class. If, however, the 
employee class is similarly .divided into "payers " and "non
payers," this further sub-division of that class will increase the 
administrative complexity of social insurance, whose simpli
fication and co-ordination has been the subject of inquiry, 
both here and alsewhere. 

17. Certificates of exemption would also have to be issued t.o 
persons whose incomes exceeded an upper limit (if such were 
fixed) corresponding to that. for the employee class. It 'is true 
that at present such certificates are not issued in respect of 
employees who are outside the income limit but the' fact that 
they are employees and that the amount of the income is readily 
ascertainable renders this procedure unnecessary. In the case of 
self-employed persons the amount of the income is not im
mediately evident, and some kind of means investigation and 
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certified exemption would be essential. This would be a difficult' 
and costly task. 

GENERAL. 

~8. A decision to apply compulsory insurance for medical 
benefits to the present population insured under the National 
Health Insurance Acts but excluding low-wage earners and 
adding all perso.liS not insured under those Acts whose incomes 
Jay between defined upper and lower limits would aqd further 
complications' to the already confused and complex pattern of 
our social inscl:-ance scli.~mes. There would be the following 
different classes of persons insured for :-

; 

(i) sickness, etc., benefits pensions .at non-agricultural 

(ii ) 
" 

(iii) 
" " 

(iv-) 
" " 

(v) 
" " 

(vi) 
" " 

" 

" 

" 

" 

" 

rates, unemployment benefit 
and medical services ; 
pensions at non-agricultural· 
rates and medical services; 
pensions at agric-qltural rates 
and medica~ services; 
pensions at non-agricultural 
rates and unemployment 
benefit; 
pensions at non -agricultural 
rates; 

. pensions at agricultural 
rates; 

(vii) pensions and medical services; 
(viii) medical ' services ouly; 

and, in addition a new class of persons holding certificates of 
exemption. 

CONCLUSION. 

19. While it is by no means impossible or even impracticable 
to bring the bulk of employers an~ independent workers within 
the net of 'social insurance, the expense involved in the creation 
of central record-keeping and administrative machinery, the 
securing of compliance and the determination of yearly exemp
tions would be disproportionate to the nalTow: purpose (insurance 
for medical benefit) for which these activities would be under
taken. The extension of social insurance for' medical benefit 
alone should not therefore be attempted for these classes . 

ApPENDIX C . 

SCHEME FOR A NATIONAL MEDICAL SERVICE 
SUBMITTED BY IRISH MEDICAL ASSOCIATION. 

In the past our health services have gro.wn up gradually, and 
without a central plan, from two main sources-from charitable 
foundations into general voluntary hospitals, and from poor 
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law wOl'khouses into county hospitals, asylums, and tuber- ' 
<Qulosis hospitals under State control. 1'he dispensary system 
which came comparatively late was intonded to provide the poor 
with the services of a family doctor. It. may be said to have 
succeeded to some degree in the. rural districts" but it was never 
suited to urban life as is now generally agreed. The time hail 
come when it is necessary to review the whole subject especially 
as the recent advances in scientific and preventive medicine 
have been so remarkable that our present medical services are 
lIlO longer sufficient, The proposals which follow are, therefore, 
presented by the Council of The Medical Association, of Eire, 
after much discussion and careful consid,eration, in the earnest 
hope that the standard of health of the community will be raised 
and that the best traditions of Irish Medicine will be maintained 
and iltrengthened by their adoption. 

It. has been ,s~id that happiness depends more on good health 
than on any other material factor. If this is so it· may seem 
strange that here in Ireland-we have no Minister of Stat~ whose 
sole responsibility is the Health of the Nation, though we have, 
and of. course properly and necessarily so, Ministers for 'Supply, 
Posts and Tetegraphs, Defence, etc. The cause of this omission 
no doubt is due to the fact that in the past the State concerned 
itself mainly with the administration of the Poor Law and little 
else in the field of medicine. However, with the coming of the 
County Medical Officers of Health, the School Medical' Service, 
etc., and also the part the State has played in the control of 
monies collected by the Hospitals Sweepstakes, the position of 
that section of the Department of Local Government and Public 
Health dealing with health has become of the greatest impOltance. 
Our first proposal therefore is the immediate establishment of 
a Minister of Health. 

MINISTRY OF HEALTH: 

A Minister of Health to be appointed. He would of course 
be not only the parliamentary head of the Department, but 
also the executive authority whose sanction ~ould be necessary 
for all major policies. He would have all the rights and duties 
properly appertaining to the office of a Cabinet Minister: His 
Department would concern itseH wholly with all matters bearing' 
.on Medicine and the Public Health. It would be completely 
divorced from such extraneous questions as the upkeep of roads; 
transport, or even the building of houses v although where these 
.or other activities would relate to the public health there would 
be the necessary liaisons established with the other responsible 
Departme'hts. 

Upon ~he organisation of this proposed new Ministry of 
Health will turn the question as to whether the new National 
Health Service is to be vocational or bureaucratic. To ensure 
its vocational l~ature the establishment of a Central Health 
Council is proposed. 
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THE HEALTH' COUNCIL. 

, The Council, not less than two thirds of whose membqrs would 
be registered medical practitioners, to be representative of all 
major interests and aspects of medicine; Public Health, Hospi-

.. tals, ,,General Practitioners, private and dispensary, Medical 
Schools\ and other bodies concerned with medicine and health. 
The medicalmem bers of the Council would be elected by the 
registered medical practitioners of the countri-who would be 
divided into specific groups for the purpose of voting. The 
remaini.ng members would be nominated by the Minister. The 
members of the Council would act in a voluntary capacity, but 
be paid travelling expenses, and an agreed honorarium for 
attendance at meetings of the Council or any Committees thereof 

.. which might be formed. Such members to be appointed for 
periods of three to five years. The Minister would be Chairman 
of the Health Council. 

CHIEF. FUNCTIONS OF THE HEALTH COUNCIL. 

1. To advise the Minister on all major health policies. 
2. To be the statutory employing body making the 

necessary contracts with all doctors employed under 
the scheme. 

3. To qarry on the functions of the National Health 
Insurance Commission and the Hospitals Commission 
by means of special committees upon whom these 
bodies would be fully represented. The same 
principle would be applied to all other similar bodies 
i,n the State dealing with Health matters such as thc 
Dental and Nursing Associations and the Pharmaceu
tical Society. 

4. To have the right to issue annual or' other reports. 

EXECUTIVE OFFICERS. 

The chief executive officer of the Council to be a Medical 
Commissioner, appointed by the Minister in consultation with 
the Council. He would be whole-~ime and would be paid a 
salary commensurate with the importance of his position. He 
would have the aid of four Assistant Commissioners, also whole
time and paid proportionate salaries. These to be similarly 
appointed. 

REGIONAL COUNCILS. 

These ma,y be appointed if thought fit by the Health Council. 
The country might be divided into the follOwing regions for 
this purpose :-

(I) Dublin-City and County. 
(2) Eastern-the remainder of Leinster with the countier:: 

of Cavan "and Monaghan . . 
(3)" Southern-the counties of Munster. 
(4) VVestern- the counties of Connaught with Donegal. 
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GENERAL PRACTITIONER SERVICE. 

The general practitioner or family doctor must be the founda
tion upon which any satisfactory service should be built. We 
have heard this statement so often that when we near it again 
we are inclined to ignore its vital importance. We cannot over 
emphasise the importance of the following paragraphs which 
deal with this aspect of our proposed scheme. 

Few people realise the immense diffic~llties under which 
general practitioners work in Eire to-day. No other worker 
j l> so continuously on duty, has less free time or has greater 
responsibility. If our proposed service is to be efficient and 
generally satisfactory it will be necessary to provide better 
working conditions for our family doctors, more assistance, 
medical and otherwise (see below), more leisure, more opportuni
ties for post-graduate . study, better remuneration for public 
service, better scientific equipment and better premises. 

In considering re-organisation for the general practitioner. it 
is necessary to deal separately with rural and urban areas, 
Dublin, and perhaps other of the larger urban .arcas r~quire 
individual consid~ration. 

RURAL MEDICAL -SERVIC~. 
The dispensary service wol1ld continue basically as at present 

:in rural areas, but with considerable modificat.ions. Persons. 
and their dependents in the lower income grades would be entitled 
to completely free medical attendance, specialist and consultant 
services, medicines and appliances and hospital treatment where 
required. The dispensary premises would be altered or rebuilt 
to provide health centres adequately staffed with one or more 
nurses, compounder, secretarial assistance. and equipped with 
comfortable waiting room, consulting room, laboratory, and 
X-ray or fluoroscopic unit. It is desirable. that the present 
wardens be replaced by properly trained sanitary officers or 
almoners. Sufficient dispensary doctors would be appointed to 
provide that the maximum number of patients coming und~ 
the care of anyone doctor would not cxceed that to which fle 
could reasonably give the necessary care and attention. The 
position of dispensary doctor would be part-time and the hours 
for dispensary work would not individually exceed approximately 
48 p~r week, consistent of course with the interests of his patients. 
Rotas would be provided for Sundays, holidays, and night duty . 
The dispensary doctor's salary would be £600-£850 pel' annum 
:rising by annual increments of £25. He would be Registrar 
of Births, Deaths, and Marriages, and although he would continue 
to act as medical certifier under the Health Insurance system 
he \vould not be paid for this work. He would also carry out 
the present duties of dil)trict medical officer of health and the 
immunisation procedures against diphtheria, typhoid and small
pox without additional remuneration. All non-medical Poor
la-\v activities would be completely divorced from the health 
centres. Dispensary positions would be pensionable. 
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CONTRIBUTORY SERVICE . 

. Above the lower income grades in urban and rural areas is 
the large section of the population whose income <;loes not exceed 
£400- per annum. A complete and efficient .medical service. 
includ~ng consultant specialist and hospital treatment would 
similarly be provided for persons and their dependents in this 
section. The cost of the service could be met from central 
funds, local rates, personal contributions or insurance, or pre
ferably by a combination \of these different sources. The personal 
contribution would be on a . sliding scale for different income 
groups. The rate of pay to the doctor would be £1 per head 
per annum. The IIfaximum number of potential patients that 
would' come under the ca~e of anyone doctor would be limited 
to a suitable figure . Where the practitioner was also the dis
pensary doctor the number of his insured patients would be 
reduced .by a . proportionate amount. An adeq~ate nursing 
service for his patients in their homes would be available on 
the request of the doctor. 

Group practice would be encouraged and where possible the 
combination of two or more doctors working together in suitable 
health centres would be advised. Thus mutual assistance and 
advice would be easily obtainable. Tn both the dispensary and 
the contributory sections consultant services would be available 
free to the patient at the request of the doctor. 

A capitation rate (embracing dependents) of approximately 
50s. would, it is estimated, cover the cost of medical treatment. 
consultant's and specialist's fees, nursing, drugs, ord'nary 
appliances, hospital charges, and also a graded scale of fees. 
for those voluntary hospital physicians, surgeons, and other 
specialists serving the.region. This estimate is, however, merely 
provisional and would of course require to qe submitted' to 
actuarial investigation. The confidential nature of the ooctor
patient relationship would be preserved. 

Persons with incomes above £400 would be private patients 
who would be wholly responsible for the cost of their own medical 
treatment. Doctors either in the dispensary or· contributory 
services could accept such private patients. It would, of course, 
be .open to' any doctor to undertake private practice only, with-

• out inclusion in the dispensary or contributory services. 
With the necessar:v local modifications the above scheme 

could be made.applicable to most rural and smaller urban areas. 
Special consideration would, however, be required in the case 
of certain very poor districts on the western seaboard. 

MEDICAL PRACTICE IN DUBLIN 

WITH SPECIAL REFERENCE TO 'l'HE DISPENSARY SYS'l'EM. 

Dublin beca~se of its large population and special problems is 
dealt with at some length. Many of the considerations put forward 
here will possibly apply to some of the larger towns. 

Medical practice in Dublin has reached a point where reform 
is urgently necessary. 'Neither the dispensary system designed 
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for the poor, nor private, ~!,actice for the regular \Y.age earner 
with a reasonable wage, tM· minor official and the clerk, can 
be said to be in the smalLes1( degree satisfactory; 

In the metropolitan arei there are 29 dispensary districts 
served by 43 doctors with approximately 6,220 persons per 
doctor. In 1941 there were 238,000 attendances at these dis
pensaries. In many dispensaries medical treatment, certainly 
modern scientific medical treatment, is impossible owing to th'e 
large crowds attending and to the number of other duties which 
the doctor performs (registration of births, deaths, marriages and 
National Health Insurance Certification). It;tdeed. it is not too 
much to say that real medioal practice embracing up-to-date 
methods of diagnosis and treatment is well-nigh impossible in 
the majority of Dublin dispensaries at present. Hence it is not 
surprising that other forms of medical attendance are resorted 
to by the-- populace. We refer to contract practice and the out
patient departments of the hospitals, both general and speciaL 
Contract practice is seen at its best when a large group of workers 
join together and employ a doctor to look after their members 
and their dependents or where a large firm provides' some degree 
of medical benefit for its employees, and at its worst where a 
small club or group ask for tenders from doctors for medical 
benefit of a kind. The former is usually quite satisfactory if the 
firm is exceedingly well-to-do but in general the principle is 
unsatisfactory. 

The state of affairs existing in the out-patient departments of 
the hospitals is most illustrative. of the general situation. We 
have stated that in one year there were 238,000 attendances 
at the public dispensaries. In a similar period ~here were 236,000 
attendances at the out-patient departments qf two Dublin 
general hospitals alone. And in' that year (1937) nearly half a 
million attendances at the out-patient departments of all the 
hospitals. What has happened is that the ancient charitable 
charters of the hospitals which laid down that all sick poor who 
come to their doors should be treated free have been exploited 
so that a great part of the medical work in the city is now carried 
on in their out-patient departments. In many instances, these 
resemble poor law dispensaries where diagnosis and treatment 
must peIforce be perfun~tory and really consultative specialist 
work is all but crowded out in a welter of persons with. chronic 
and minor ailments. Many beside the poor use these out-patient 
departments, including tradesmen and. their dependents and 
even persons who are comparatively wealthy. The whole medical 
system has become chaotic, disliked by doctors, nurses and 
intelligent patients, the former frustrated from giving -their "best. 
medical attention, and the patiel~ts prevented from obtaining 

. satisfactory medical treatment. ' 
In regard to the reform of general practice including the 

present dispepsary system, threaalternatives present themselves: 
(1) An in~rease in the numbeI; of dispensary doctors and 

general improvement in their ' remuneration and-
. facilities. 
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(2) The introduction of a 1l'hole-time medical service 
for the poor (whOle-timf)' dispensary sys~m). 

(3) A comp!.eh~nsive insu~a~¢>ystem to cover the entire 
populatIOn'up to an mc6tue·level of, say, £400 a year, 
replacing the present mixed system of dispensary and: 
contract, and, to some e?Ctent, private practice. 

Solution (1) is merely an attempt to improve the present 
fundamentally bad system and cannot be recommended to-day. 
It would be a hindrance to any possible advance in the future 
and so condem:q Irish medicine to the second rate for many 
years to come. 

Solution (2) has certain things to recommend it. A similar 
scheme has been worked, not altogether unsuccessfully, in 
Glasgow. Under it the doctor would at least have time to look 
after his poor patientS'. But these advantages do not outweigh 
its fundamental flaws. First, it creates a whole-time salaried 
medical service under the municipality, open to aU the inhibitory 
influences that such authority implies. Secondly, it arbitrarily 
divides society into classes and while providing the lowest 
income level (those at present in receipt of assistance), with a 
medical service on a pauper basis, makes no provision for the 
class jmmediately above it in income level, and thirdly instead 
of trying-to bring the whole of medical practice into one general 
health service still further divides it up by creating a new 
distinct municipal service. If solutions (1) and (2) are, therefore, 
considered to be undesirable we are left with solution (3), a 
comprehensive insurance scheme. 

A comprehensive insurance scheme would mean that every 
person under a given income (£400 a year might be suggested) 
together with his dependents, would be insured compulsorily. 
Such a scheme would be comprehensive so that it would not only 
cover sickness benefit but an unemployment cash indemnity 
also. The latter is an integral part of any health scheme because 
unless the worker knows when he goes sick that, not only will 
he receive treatment but that his dependents will be looked 
after as well, he is apt to struggle on and put off reporting to 
his doctor until it may be too late for treatment to be effective. 

The medical' benefits would be absolutely comprehensive 
and without distinction so that. all insured persons would have 
available the best treatment, both general and specialised, 
for themselves and their dependents. To visualise how such 
a scheme would function, one of the new built-up areas, such 
as Crumlin, might be taken as an example. This area, about 
the size of Limerick, is served at present by dispensary doctor~ 
and private general practition~rs. Nearly all the inhabitants. 
since they belong to the under £400 a year income level would 
bec01ne insured under the scheme. Rigid rules as to the number 
of insured persons that anyone doctor could take on would 
be made. A doctor could apply. to be eleCted an insurance 
doctor. To begin with. preference ,vould be given to doctors 
with already established practices in a district but in future 
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new applicants would be expected to produce evidence of post
graduate experience and other qualifications would be taken 
into account. Health centres would be set lIP in such ~ district 
and group practice, the latter both for the sake of the patients 
and for the purpose of providing consultations and mutual help 
as well as a reasonable degree of leisure and off-duty time for 
the doctors. Selling of practices would not be permitted. A 
pension and superannuation scheme would be an essential. 
Specialist consultation would be available free to the patient 
where required by the general practitioner for every insured 
person and his dependents. Cases could be referred to the 
1l0spitals direct or seen in their homes in consultation under 
certain circumstances. 

Midwifery is not included in the above service and would 
reqUire to be separately provided for. 

At present it may be remarked that the ordinary social 
insurance contribution here is less than 2% of the workers 
wage. In another small State, Austria, between the wars, it 
was as high as 28% . Without going as high as the latter figure, 
it is clearly possible to produce a satisfactory contribution 
for worker and ,employer. As far as the unemployed section of 
the community is concerned, their qontribution would have 
to be made by the City purse. This is already done in: different 
way, through.the Board of Assistance. In fact, generally speaking, 
the plan would resolve itself more into a matter of ·redistribution 
than of an actual increase in expenditure. 

The necessary checks to prevent abuses wop.ld be devised 
by the Health Council, such as the introduction of a widespread 
almoner system. The working of the plan would, however,' 
be flexible and free from any elements of arbitrariness. 

THE HOSPITALS. 

At the present moment the hospitals are completely un-co
ordinated, each voluntary hospital working independently and 
without any correlation with the State run county hospitals . 
One of the first duties of the proposed new, Health Council would 
be to evolve a scheme of general co-ordination without in
fringing the charters of the different institutions, or interfering 
with their internal administration. It would be necessary 
to divide the hospitals into three Grades: Grade I would 
ordinarily consist of the hospitals (general or special) where 
teaching takes place and which contain a complete consultant 
specialist staff. Grade II hospitals would be the present County 
Hospitals, the staffing of which would, where necessary, be 
increased at the discret,ion of the Health Council. In addition 
to other staff particular attention would be paid to pathologists 
and bacteriologists. The conditions of service would be made 
sufficiently attractive to inducJ highly qualified men to accept 
positions on the County Hospitals. These hospitals would provide 
out-patient departments on suitable days. If private. practice 
he not allowed, the salary for a cQunty surgeon should rise to 
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£2,000 per annutp. Grade III hospitals would be small district 
hospitals, established where considered desirable by the Health 
Qouncil. They should be staffed by general practitioners in 
'the areas serve~ by them. They would be used only for the 
treatment of mino~. surgical and certain medical conditiohs. 

The liason between the voluntary hospitals, county hospitals, 
and sp'ecial institutions with ,each other and with the general 
practitioner,' especially as regards insuring to the latter easy 
hospital tre-atmlfut for his patients, would be planned by the 
Council. 

The question of the r~-o~ganisatton of the out-patient 
departments of the hospitals (particularly in Dublin) will follow 
the lines recommended by the Association in their 1940 report 
(see report attached), particular attention being paid to in
forming the patient's doctor 'of the diag~osis and treatment 
carried out and further recommended, where necessary, on 
the discharge Qf the pati!')nt. 

The proviso-is again made here that the independent status 
of the voluntary hospitals would. be maintained, and that the 
voluntary system which has so very much to its credit would 
be preserved. 

ConsUlerable re-organisation and expansion of the specialised 
hospital services and specialised branches of medicine would 
form an important work of the Heu.lth Council. 

MENTAL SERVICES. 

The present Mental Hospital service would continue, but 
many of the mental hospitals would require to be greatly improved 
equipped and some rebuilt. In many cases their staffs would 
require augmentation. The procedure for the admission of 
patients to Mental Hospitals wopld require to be reformed. 

MATERNITY SERVICE. 

It wbuld be unwise to create large maternity hospitals outside 
the main teaching centres. But Maternity Homes in each 
county would be provided. In the different counties or regions 
special provision for an adequate consultant obstetric service 
would be necessary, possibly somewhat along the lines already 
elaborated by the Department of He~lth for. Scotland for the 
Western Seaboard. 

District Midwives would have their conditions of employment 
considerably improved and their numbers increased (1-1,000 
of population). 

CHILD HEALTH. 

Great expansion in paediatric services are necessary -both 
in regard to the' probJ.em of the neo-natal period and for the 
later periods of infancy and childhood. A consultant service 
for the country in all the branches of paediatrics is. urgently 
needed as one third of the popUlation of the country fall into 
these early age groups. The whole question of the school medical 
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service needs careful examination. It is questionable whether 
the best results are obtained by inspection by whole-time' 
inspectors alone at nec,essarily infrequent intervals. It is possible 
that a completely new approach should be recommended
viz. the inspection of school children by the local practising 
doctors at much more frequent intervals. 

INFECTIOUS DISEASES. 

Hospitals for infectious diseases would be provided in each 
county or regional area, properly built, equipped and adequately 
staffed. ' 

PUBLIC HEALTH SERVICE. 

The present. generally very efficient and admirable services 
Qperated by the different County Medical Officers of Health 
would continue. The salaries of these officers are, however, 
even now quite inadequate for the greatly increased and important 
duties which they have to perform and would be raised to a 
minimum of £1,200 per annum so that the best type of practit
ioner might be induced to apply for these positions. In.:(uture 
we visualise their playing an even more important role than at 
present-in short acting as the general correlating agents in 
their districts of all medical efforts. . 

TUBERCULOSIS SERVICE. 

The ,tuberculosi,s service requires radical overhaul. Properly 
built and equipped sanatoria, with adequate medical and surgical 
sta.ffs are necessary in each county area providing at least double 
the present available total bed complement. In this connection 
the anti-Tuberculosis Section of 'the Irish Red Cross Society iij
making detailed plans and considerable help' in dealing with the 
tuberc.ulosis problem is likely to be forthcoming from this source. 

OPHTHALMIC SERVICE. 

The present ophthalmic scheme would require also to be 
greatly expanded. Ophthalmologists would be appointed to 
-each county and consulting ophthalmic surgeons to suitable 
groups of counties. 

DENTAL SERVICE. 

A dental service would be, established in agreement with the 
Dental Association. In this connection a dentist member should 
he added to the. Health Council. 

NURSING SERVICE. 

The services of fully trained nurse§", with in , addition a 
knowledge of Child Welfare, would ' be available to each district 
in which the Health Centres operate. The general expansion 
and improvement of the nursing services would require to be 
carefully considered in consultation with tlfe Nursing Association,fi. I / .... 
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MEDICAL EDUCATION. 

While the pr.esent Medical Registration Council would r;emain, 
an effective' liaison would be established between it and the 
Health Council. The latter being statutorily concerned with 
all 'questions affecting medicine and public health its influence 
sh6uld be felt in regard to such matters as the standard of medical 
educlttion, number 0:1' students permitted, and the conditions 
to be fulfilled before entering the medical schools. 

CONCLUSION. 

The above scheme for the re-organisation of the Medical 
services is an earnest attempt on the part of the Council of the 
Medical Association of Eire for the improvement of the nati<mal 
health. It is submitted to the Minister of Local Government 
and Public Health for his consideration and advice. It does 
not claim to be completely conclusive but it is 'hoped, however,. 
that it will serve at least as a basis for discussion with the Minister 
and hi~'advisors and that both the public welfare and the practicl'l 
of medicine will be advanced by it. 

[Copy] 

DR. J. C. MARTIN, 

Medical Secretary, 
Executive Committee, 
Irish Free State Medical Union, 
95' Merrion Square, 
Dublin. 

DEAR DR. MARTIN, 

57 MERRION SQUARE, 

DUBLIN, C.17. 

27th November, 1940. 

I am directed by the Chairman of the Voluntary Hospitals 
Group to submit the following report, which was approved of 
at a meeting of the Group held in the Royal College of Surgeons 
in Ireland on November ~3th, 1940, for the consideration and 
approbation of the Executive Council. 

I also enclose ,observations submitted by the Dispensary 
Medical Officers Grol.lP on the memor.andum. 

Yours faithfully, 

(Signed) L. K. MALLEY. 
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DUBLIN CITY POOR LAW DISPENSARIES AND 
HOSPITAL OUT-PATIENTS DEPARTMENTS. 

SUGGESTIONS AND COMMENTS FROM DISPENSARY GROUP. 
\ 

1. The dispensary group has considered the memorandum from 
the hospital group and approve of it, in general. 

2. While aware of the disab"ilities 01 the present out-patients 
departments, this group is of opinion that reform of any 
medicai service should start with the poor-law dispensary 
service. We believe that this reform is very urgent and 
would, if carried out, considerably help to solve 'the hospital 
problem._ 

3. The dispensary doc~ors are willing'to recommend, ~on a sUi~
able form, patients to the hospital. It is understood that 
only those who need more detailed investigation and treat
nlent than can be carried out at the dispensaries, will be 
recommended. 

4,. With regard to the present overcrowding of the out-patient 
departments, this group does liot agree that most df it is 
q.ue to people who shoula. attend the poor-law dispensary. 
It therefore deprecates any suggestion that th~se. patients 
shduld be referred to their dispensary doctor. It would l)~ 
tnore advisable to refer tliem to their oWIi medical attendant. 
''the group would suggest ~hat the use of the words "p06r
law 'medical officer" or "dispensary doctor" shduld be 
avoided by the hospital authorities iIi. this connection. 

5. As a step towards the improvement 'of tlie voluntary hospital 
'out-patient departments, this group would urge on the 
hospital authorities to press for a modified scheme of medical 
benefit under National Health Insurance. We feel that 
extension of medical benefits w0t'lld considerably lessen the 
overcrowding that afflicts at present the hospital and poor
law dispensaries. 

6. In 'making these suggestions and'recommendations, the Dis
pensary 'Group points out that they theniselves are under 
tlie control of the Local Government Board, and, tlierefore, 
cannot enter into any definite agreement outside the' Medical 
'Charities Acts. . 

ARRANGEMENT OF THE REPORT TO BE PRE
'SENTED BY THE SPECIAL SUB~COMMITTEE OJ!' 
THE VOLUNTARY HOSPITALS GROUP.. ' 

1. Preamble. 

2. Classification of patients attending the Out-Patient Depart: 
ment of the Voluntary Hospitals. 
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3. General Proposals for the re-organisation of the Out-Patient 
Department .• 

4. Discussion of proposals. 

PREAMBLE. 

I. 

in the First 'General Report of the Hospitals Commission, 
covering the period September, 1933, to -the end of 1934, the 
following extract from the Section dealing with the Out-Patient 
Departments is worthy of attention:-

" ... . The absence of an almonary system, whereby all 
applicants for extern hospital treatment are seen and they social 
conditions al';certained conduces to considerable abuse of the 
Out-Patient Departments of most Irish Hospitals. A factor 
that tends to contribute as muc,h, if not more, to this abuse, is 
the general absence of any guiding rule in hospitals regarding 
the admission of Out-Patients. The practice in other coup.tries 
of refusing admission to all patients, except street and other 
casualties, unless they produce a letter from their own doctor, 
does not obtain in Irish Hospitals. There are two classes of 
Out-Patients which in the main contribute to hospital abuse, 
namely the patients who can afford to pay· for treatment either 
to their own, doctor or to a member of the hospital staff in his 
private practice,~ and the non-paying class of patient who really 
does not require treatment, but who, having nothing better to 
do, attends at the Out-Patient Departmen~ regularly, mainly 
for a conversation with kindred spirits, incidentally relieving 
the hospital of a bottle of medicine and increasing the strain on 
the medicaI, nursing, and administrative staffs . The result of 
this abuse is usually the overcrowding of the extern departments 
of hospitals, and the consequent inability of the staff to devote 
the. time necessary for c9rrect diagnosis and treatment of genuine 
cases . As there is no lack of evidellce "that the number of Out
Patients attendances tends to increase enormously each year it is 
evident that if hospitals do not adopt strict measures to curb 
abuse, it will be extremely difficult to maintain efficiency in their 
extern departments . . . ." 

The abuses and difficulties referred to at the time of this 
report have increased in the past seven years, as can be seen 
by the appended Table. 
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------- - ----------------- --- - --
1937 

Sir Patrick Dun's •. .. 86,577 10,814 4,548 t 1,866 8,711 4,413. 
, 

1,441 4,642 2,645 2,150 2,267 8,019 43,772 

St. Vincent's ... ... 54,232 27,749 5,529 < 155 714 547 538 1,380 2,466 360 2,508 1,864 - 10,568 

Steevens' .. . .. . 64,978 .3,716 ' 2,147 t 2,040 1,995 3,720 694 1,988 + 1,550 1,703 21,654 t 
Mater Mi8er~cordjro ... 93,584 10,468 21,338 836 1,019 1,742 2, 708 2,164 4,676 1 ,7~8 2,282 6,228 - 38,343 

, 
--------- --- - --

1038 
Sir Patrick Dun's ... 90,9 13 9,364 3,762 1,550 1,865 10,1 26 5,422 1,219 '3,703 2,265 2,403 2,380 7,04> 44,652 

St. Vince~t's ' ... ... 54,707 30,314 4,918 272 874 707 616 1,137 2,424 275 1,683 1;633 - 10,126 

StOOvens' ... ... 65,308 3,168 1,629 t 3,540 2,034 4;548 612 1,711 + 1,435 1,820 21,751 t , 
Mater Misericordiro ... 113,233 12,430 , 23,321 949 1,693 3,319 2,059 2,449 4, 705 2,697 2,693 6,305 - 50,613 

I • , 
1--1-----'---.-- - -- . 

1939 • 5,114 1,271 2,601 1,663 1,862 2,227 6,595 39,923 

Sir Patrick Dun's ... 98,570 11,023 4,105 1,819 1,639 15,784 • 409 1,367 '3,226 322 2,558 1,788 - 12,825 

St. Vincent's ... ... 62,327 32,516 5,174 176 796 1,046 4,884 125 1,463 + 1,499 2,163 17,443 t + 
Steevens' .. . ... 58,153 2,991 1,891 t 3,720 2,006 2,929 2,061 3,717 I 1,578 2,334 5,653 - 53,780 

Mater Misericordiro "'r 136,980 19,313 35,505 1,167 3,290 5,653 
I 

-----_._ - - -- . 
t No figures given. ~ Incl~inTotal Attendance. 
§ Other includes accident room, dressings, repeat medicine, pneumothorax, heart cases, radium, etc. 
~OT.~ :-Tho8~ four .instances were selected at random {rom the general hospital,/'in the city and our investigations show that a similar tendency e::det&oin 

t he ChIldren's Hosilltala. ,. 
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Sporadic articles which have appeared in the Medical Press 
indicate that the Out-Patient Departments of the General' 
Hospitals ar~ not being utilised to the advantage of the public 
or tb the satisfaction of the Medical men concerned therein. In 
this:'latter connection it ~ust be remembered that these depart
ments are usually managed by the Junior Staff of the hospitals, 
who are." inarticulate- in matters of hospital administration and 
can 'do ndthi~g towards reformil}g -the system. There is no doubt 
that if the Senior Hospital Staffs had to meet the problem, a 
solution would 'have been attempted long ago. A meeting of the 
Voluntary H9~pitals Group of the Irish Medical Union was held 
on the 23rd May, 1940, and a discussion on this subject took 
place. Many of the members present were workers in these 
departmen~s and the general opinion was that the Hospital 
Out-Patient Departl1lents w~re out of date and not in conformity 
with present needs; thlft they were not providing the specialised 
service which is within their capacity to provide; that they were 
exploited by the public; that they were uneconomic; and that 
there was insufficient co-operation between the hospital depart
ments and the general medica~ practitioner. 

It is recognised by the public that the very great majority 
of patients tl;tat ~re admitted to the hospital beds are unsuitable 
for domiciliary treatrp.ent and must ent~r the hospital. for 
specialised investigation or treatment which can only be provided 
within the Institution. It is not sufficiently recognised, how!3ver. 
that there are Il}.any diseases which need technical cont!,ol that 
is beyond 'the scope of the general practitioner, and that onIy th~ 
hospi~l departments can supply the necessary radiographic and 
other laboratory facilities required for diagn.osis. 

It is generally agreed that every hospital should possess a 
Casualty Service, where all injuries or accidents can be attended 
to immediately, and that this should be a twenty-four hour 
service. Large number13 of dressing, both in the General Hospitals 
and ,the Children's Hospitals are necessary and can be better 
carried out in a Casualty Department than in the surgeries of 
private doctors or in Poor-Law Dispensaries. We are not satisfied, 
however, that these departments at present are carefully enough 
supervised by the Senior Staffs, and we are of the opinion that 
often unqualified .dressers are left to, deal with quite serious 
conditions, such as ' burns or infections of the hand, greatly 
to the detriment of the patients. No casualty department ought 
to function unless it has at 'least one qualified and reasonably 
experienced Officer on full time duty. The hospital Out.:Patient 
Department is quite distinct from this service; it is, unfortu
nately, called the Hospital Dispensary, but if it is desired to 
make complete use of the technical facilities available, this 
Department should be essentially a service for the specialised 
investigation and treatment of disease.. It is only in this way 

" that recent advances in diagnosis and treatment can be rendered 
available for the poorer community who do not require admission 
to hospital. . 

132 



" .... The British Medical AssociatioIJ.. has l!lpg Gonte:ode~ 
that the primary o,Qject, of the but-P(l,tient D~partll).ent 
should be for consultation. and.. that such depl1rtments 
should undertake only such treatment all cannot in t,he 
best interest of the patient be obtained elsewhere under 
the usual arr~ngements as between private Pfa.ctitioner 
and privat~ patient." 

The general niedical practitioner cannot provide ra.di~
graphic or laboratory investigation or be expected to utilise 
the diagnostic methods of the specialists. For ex;aIhI?le, in 
Ophthalmology or :Laryngology. Labora.tory examinations
Biochemical, Bacteriologiqal, or RadiQlogical·and ~he Ufle of 
special apparatus, are all necessary in diagnosis and treatment 
to-day. These facilities can only be provided' by the hospital 
and should be accessible to the working classes ·and poorer, 
citizen without, as at present, requiring his admission to hospital. 
Some of the most important advances in treatmep,t need the. 
special facilities of the hospital for their diagnosis and control 
if the general practitioner is to be able to continue treRtmen( 
satisfactorily; for ex:a,mple, the early diagnosis' of pulmonary 
tuberculosis, the managem~t of diabetes mellitus, Addisonian 
Pernicious Anaemia, gastrd5htestinal' and rheumatic diagnosis. 
In most up-to-date Out-Patient Departments ih other countries 
the tendency of late has been the creation of specialised clinics 
for such conditions as diseases of the heart and' lungs, diabetes 
mellitus, diseases of the blood, allergy, diseases of the gastro
intestinal tract, fractures, etc. 

In this repo:r;t an attempt is made to discuss the causes which 
here render the ideal unattainable; 

CLASSIFICATION OF PATIENTS ATTENDING THE 
OUT-PATI;ENTS ljEPARTMENTS. . 

II. 
P~tients attending the Out-Patient Departments of the 

general specialised Voluntary Hos'pit&ls faJl into five groups :-
(a) Casualty Cases. 
(6) Chronic Ordinary Cases. 
(c) Discharged In-Patients. 
(d) "Certificate Patients." 
(e) Consultation Cases. 

(a) Casualty Cases.-These include accidents and sudden 
emergencies. Although these patients are not admitted to tht( 
Hospital, they should continue to attend the Casualty Depart
ment until their wounds or fractures are healed or until they are 
fit to resume work. .,' 

(b) Chronic Ordinary Cases.-The Out-Patient Departments 
were originally intended for the destitute poor when no oth.er 
medical'service was available for them. The public now flood to 
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. them in ever increasing numbers, and this public is no longer 
confined to the poor or destitute, but comprises artisans; motor 
fuivers, small shopkeepers, railway workers, small traders and 
minor public servants, many of whom ~re substantial wage 
earnttrs and should not be an obligatory charge on the charitable 
service of the Voluntary Hospitals. The number is so immense 
that it is obvious that the efficiency ofthe departments is seriously 
hampered and that the doctors attending these departments 
are unable to give each patient the individual attention to which 
he is entitled. Under the present system it is not unusual for 
one medical specialist to attempt to investigate and treat forty 
to sixty patients at one dispensary session. 

(c) Discharged In-Patients.-The discharged In-Patient is a 
person who, having been discharged from the hospital ward, 
requires per~odical inspection or treatment of a kind which may 
be continued at the Out-Patient Department. The majority of 
such pati!3nts should be referred ;with a medical report to their 
~ocal practitioner or Poor-Law Dispensary medical officer, while
the remainder will require referring to the specialised clinics of 
~he hospital, if such are available. At present many such 
patients attend the Out-Patient Department for years without 
any justification. ~ e 

(d) "Certificate Patients."-This group consists of patients 
~ttending the Out-Patient Departments for National Health 
Insurance Certificates and, usually, for no other reason, they 
constitute one of the main causes of overcrowding at the Out
Patient Department. 

(e) Consultation Cases.-In this group each case is referred 
by private medical practitioners, Poor-law dispensary medical 
officers; or other hospital departments' for specialised investiga
tion or treatment. This type of case demands much time of the 
specialist and should form the basis of his clinic. It is regrettable, 
under the existing system, that consultation cases are the 
exception. 

GENERAL PROPOSALS FOR THE RE-ORGANISATION 
OF THE OUT-PA'TIENT DEPARTMENT. 

III. 
The available figures at present show that most of the hospital 

Out-Patient Departments are hopelessly overcrowded (Matel' 
Misericordire Hospital over 136,000. Children's Hospital, Temple 
Street, 50,000). This means that each visiting doctor has to 
see fifty to a hundred patients each morning. From this it is 
clear that a reduction of the attendances by two-thirds in certain 
hospitals is necessary if the hospital Out-Patient Departments 
are to become the centres for specialised coIjsultation and treat
ment outlined in this memorandum. To ensure such a reduction, 
the, following methods are suggested; 
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PROJECTED SCHEME. 

A.-No patient should be a,dmi~ted to any medical service 
of the Out-Patient Department unless he possesses a written 
recommendation from :-

(1) A medical practitioner, or a medical institution. A 
printed form should be available ~o Practitioners for 
this purpose. 

(2) A 'subscriber to the hospital. (It is understoqd that 
only what may be called the hospital patient is 
eligible for such recommendation). 

(3) Other specialist medical servIce of the hospital Out
Patient Department. 

(4) Patients who have been investigated in the wards of 
the Hospital and are referred to the Out-Patient 
Department for medical observation or treatment. 

(5) A medical practitioner receiving a salary from a firm 
or institution, etc. Cases referred from such firm or' 
institution should arrange with the Almoner's Depart
ment to subscribe according to their means. 

(6) A patient referred by a school medical officer. Many 
cases now referred to a specialist' department of a 
Childrens' or General Hospital should be referred 
to the child's doctor. Such cases as are suitable 
for reference to a Voluntary Hospital should be 
paid for by the State. 

B.-The number of patients seen at anyone session of a 
medical unit should not exceed a certain figure which is within 
the capacity of the particular unit. This figure will vary con
siderably with different medical units, depending upon the 
nature of the service, the equipment and the personnel. 
Priority should be given to cases referred by doctors . Any 
surplus should be seen by the House Doctor, who will separate 
urgent cases requiring immediate attention and advise the 
remainder to attend on subsequent days. It is hoped that an 
~fficient appointment flystem for patients attending specialised 
Out-Patient Departments will be developed. 

C.-Each new patient should be submitted to a full clinical 
investigation, including tests when required. The doctor in 
charge of the unit will then decide: 

(a) whether the case is suitable for, or requires admission 
to the hospital w'\Lrd; 

(b) whether further investigation or follow-up keatment 
at the Out-Patient Department is necessary; 

(c) if the diagnosis has been established and the proper 
treatment can be obtained elsewhere from his personal 
Doctor (in which case he is referred back to his doctor) . 

Patients who are discharged should be supplied with a written 
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r~port and sent back to their referring practitioners. In cases 
~'e£erred by other sources (e.g. subscribers) they should. be 
instructed to return to anyone of the ,medical practitione,l'8 all 
they. may elect in their district. 

:f>.-Prescriptions for medicines supplied by the Ovt-Patient 
Pharmacy should 'not be issued unless it has been decided to 
retain the patient for further observation or specialised treatment. 
Instead, appropriate therapeutic suggestions should be included 
~n the'mediqal report to the referring doctor. 

E.-No substantial reduction in the Out-Patient Department 
will be achieved unless the reprehensible policy of issuing National 
Health Insurance Certificates over long periods of time is dis
continued. Medical Certificates should only be issued under 
two circu,mstances. Firstly, when a new patient presents himself 
and on examination is found to be unfit , for work-then he is 
given a first medical certificate.' All subsequent certificates 
should be given by his referring doctor. Secondly, if it is found 
necessary to retain the patient' for a longer period of observation 
or tr~atment in the Out-Patient Department, he should tle 
supplied with weekly certifioates until he is discharged. Irr 
alL ea·ses, and to prevent abuse, medical certificates should be 
issued in the medical unit at which thc patient attends, and 
the patient should not be referred to special" Certificate Days." 

(This change may be unpopular with the resident medical 
staff of ~he hospitals who often derive a very considerable addition 
to their meagre incoII}e from this source. Unforijunately, it is 
such an important cause of overcrowding that the adoption 
of the plan should be insisted upon). 

GENERAL LAY-OUT AND ORGANISATION OF OUT
PATIENT DEPARTMENTS. 

It must be assumed thl:!-t the recommendations given here 
are intend~d only for what may be described as first grad!,} 
hospitals; that is to say, hospitals with a specialist staff an.d 
which form part of one of the medical schools where QliniolJ.l 
instruction, particularly in diagnosis, may be given to students. 
Out-Patient Departments in such hospitals should be organised 
olinics with speciaijsts ip. charge, where cases may be referrtld, 
by outside doctors for such diagnosis, advice and treatment, 
'that ca~l only be provided in hospitals. If this point of view 
is accepted (and it is clear that it would benefit all concerned, 
1I!ost of all the patients), it will be seen that careful organisatio{l 
is essential. For instance it is useless to insist on extern doctors 
sending all patients with letters unless provision is made for 
answering these letters by the unit. The number of personnel 
will depend upon the size of the Out-Patient Department and 
the number of special. clinics proceeding at any ,one time. The 
fonowing general lay-out is recommended: 
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GENERAL LAy-OUT. 

'\ 
(a) Casualty Department. 
. It is necessary to, e~phasize at the out&et that a Casualty 

Department is essential in all general and children's hospitals. 
Such a department is open continuously night and day. It 
deals with emergencies, particularly accidents, and sltould be 
sufficiently large to accommodate (l. dressing-rooUl and a theatre 
fol' minor operations. It must b~ &~parate · from the main Out
'Patient Departments and, if possible, it should \lp.ve a different 
-entrance and exit. There sh,.ould be a resident medical officer 
~ oharge of this department with no other duties to ensure 
pt;ompt attention and prevent the delay which at present · is 
<>ften inexcusable. 

(b) General Out-Patient Department. 
This should consist of: 

(1) An admitting-han. . 
(2) A record dep~rtment with secretarial staff. 
(3) A central waiting-hall. 
(4) Special clinics. 
(5) An Almoner or Social Service. 
(6) A Pharmacy with separate waiting-room. 
(7) Facilities for laboratory tests and X-ray for Out

Patients. 
(8) In Children's Hqspitals, isolation rooms for inf(lctious 

cases. 

(c) Personnel (general). 
For the proper functioning of the whole Out-Patient Depart

ment it is essential to have: 
(1) An Out-Patient Registrar ot Resident Medical Officer. 
(2) An Out-Patient Sister In charge of all nurses in the 

Department. 
(3) An Almoner. 
(4) An admitting clerk. 

Personnel (special). 
The nUfllber of visiting physicians and surgeons, and their 

assistants, will vary in each hospital with the available 
accommodation. 

ORGANISATION IN OPERATION. 

(a) Out-Patient Departments should open a.t 9.0 a.m. 
and close for all but cases with appointment at 
10.30 a.m. 

(b) As new patients enter, they should be seen by the 
Out-Patient Registrar and Admitting Clerk and 
referred to correct departments. If seriously ill, 
special arrangements to avoid delay should be " 
available. 
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(c) The organisation of each clinic will vary to some 
extent, but the following main }ines should be 
adopted: 

As the ~ead of each clinic (medi~al , surgical, 
etc.) is a specialist; he will need a consulting-room 
fitted with sufficient exllt:mination cubicles. The 
room must be large, so as to accoJ1?mQdate 
students. The patients enter with their letters 
of introduction and their notes recorded. Their 

• examination follows; special tests are taken; 
X-rays may be ordered, and a subsequent visit 
arranged. It is obvious that the specialist must 
have assistance if he is to diagnose, teach and 
deal with the, correspondence in each case. He 
will need a qualified clinical assistant (who may 

tbe a :resident medical officer. of the hospital 01' 

an extern clinical assistant), a nurse, and a steno
grapher who will take down notes on each 9ase 
and later type them out and answer the doctors' 
letters. The number of new patients seen in 
this way will necessarily be limited to the time 
available and therefore the adoption of an appoint
ment syst~m would appear the !Dore practicaL 
The specialist may not have time to see any but 
first attendances and special cases that he is 
following up. All other cases will be seen by 
clinical assistants. It ~hould 'be made clear, how
ever, that all cases when fully investigated will be 
referred back to their private or Poor Law doctors 
unless specialised treatment IS necessary. The 
practice of encouraging the attendance of large 
numbers of " chronics " who get " bottles " repeated 
week after week, or who attend to get National 
Health Insurance Certificates should be stopped ,/ 

The Almoner should see all new cases. She should :-
(1) Investigate their means, so that cases who can pay' 

consultation fee do not gain admission to these free 
clinics. 

(2) Assess patients' payments towards tho cost of their 
treatment and maintenance, 'X-ray' and other exami
nations. 

(3) Investigate home conditions and make arrangements 
for convalescent treatment, etc., and control appoint
ments. 

(4) .Facilitate in any way the carrying out of prescribed 
treatment. 

(5) Give advice regarding the purchase of surgical 
appliances, e.g., trusses, etc. 

(6) Co-operate with the Public Health Authorities in 
medical matters m cases of Tuberculosis and in 
Mat~rnity cases. 
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The Almoner's Department is' always a large one in any 
efficient hospital but it largely pays for itself. 
NOTE :-

(a) The term Social Service Department is preferable to 
Almoner's Department. 

(b) A private Booklet should be prepared by the Voluntary 
Hospitals for the information of the General Medi.cal 
Practitioner and the Dispensary Medical Officer in 
order to inform them concerning the time of the 
various Out-Patient services. 

(c) It is desirable that a twenty-four hours laboratory 
service, covering the week-ends especially, should be 
made available possibly on a rotational basis. • 

DISCUSSION OF PROPOSALS. 

IV. 

It may be contended that the scheme set out in this memoran
dum is contrary to the tradition and spirit of the charitable 
hospital. It must, however,.be remembered that when hospitals 
were developed, social conditions were worse than they are at 
present. Squalor and disease were the heritage of t.he working 
classes and Insurance schemeR, Unemployment Benefit and 
pensions were not dreamt of. The wounded and crippled were 
in abject poverty and hospitals were organised to deal with a 
class that had become destitute and degraded. In comparison 
today, it may be said that no destitute poor exist. In addition 
to better housing, sanitation and education, Public Health and 
Dispensary services have been provided for the poor and the 
neal' poor. The whole conception of medical practice has changed 
and the old idca of hospitals being simply charitable tnstitutions 
has been substituteq. by one where the 1,1Ospitai is regarded al' 
part of the health serv;ices of the COUlltl'y, where specialised 
diagnosis and treatment may be given. 

It .qlay be objected that hospitals covered by charter have 
certain ,obligations and that the projected organisation would be 
contrary to the objects of their charter. This contention seems 
unlikely, for an examination of one chttrter of a Dublin Hospital 
revealed that instead of obligations to the poor and needy, 
the only specific object of the charter was for the purpose of 
receiving and managing the funds and compelling the ob8ervance 

. of regulations. 

FINANCE. 

The Out-Patient Departments are a larg~ drain on the 
financial resources of the hospitals. Our figures show that there 
is an increasing charge year by year. The cost of providing 
medicines alone is a great drain on the hospital finances, and, 
with the increasing complexity of 'drugs , the cost ,is likely to 
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Increase rather than to diminish. The annual hospit.al deficits, 
which have been'referred to publicly on more than one occasion, 
&;re probably in a great pa,rt due to this one cause. 

NUMBER Oll' PATIENTS . 

Tue present high number are a disadvantage to the patients 
themselves. Doctors have,flot sufficient time to examine each 
-individuaf comple~ely and prescribe effective treatment. Hence, 
diagnosis is liable to be missed, while the tendency to "'spot 
diagnosis" and empiric~l treatment is paramount. No single 
olinical unit can 'reasonably be expected to deal with more than 
twenty individual patients a~ one session. It is obvious that. 
the "respect for numbers" shown in appeals to the. public for 
support, bears no relation to the efficiency of the service offered·, 
to the public. 

TEACHING. 

It might be suggested that the reduction of numbers, which 
is a corollary to the establ~shment of an efficient hospital Out
Patients' ServIce, will militate against the t~aching of students. 
In the Out-Patient Department visualised in this scheme, students 
will be taught the importance of complete examination ana 
investigation. It is obvious that a student will learn more from 
observing a thorough investigation of one case than from a 
superficial examination of a dozen. At present, only too often 
do they see Out-Patients' clinioians giving the patients a brief 
and cursory examination which leads inevitably to their acquiring 
" slipshod" .methods in their examination. The Out-Patient 
Department forms the greatest ,field for clinical teaching if it 
were possible to utilise it properly, and we believe that, as a. 
result of our suggestions, these departments will become a 
potent anq valuable sphere for clinical instruction. 
. It must be recognised that these proposal~ will cause a revolu
tionin the whole question of the treatment of what may be ~ferred 
to as the dispensary class of patient . The want of control of 
admission of patients to the Out-Patient Department has per
mitted an unjustifiable exploitation- of the Voluntary Hospital 
by the State. The administration of the poor law dispensary 
system is seriously hampered because the dispensaries are in
adequately equipped and lack' sufficient accommodation and 
facilities for clinical examination and investig~tion of the very 
large number of patients attending. The Sta;te does not provide 
sufficient dispensaries or medical officers to ,meet the needs. of 
the City, but contributes IJ-othing to the upkeep of the Out
Patient Departments. The overcrowding of these departments 
is partly due to this failure of the State Medical Service 

We are a,\vare that these proposals, effecting as they do some 
hundreds of thousands of patients per annum, may caus~ alarm 
in certain quarters. Refor~ however, is long overdue and we 
feel confident that the profession as a whole will .welcome the 
<>pportunity to co-operate in an up-to-date Out-Patient system. . , 
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APPENDIX D. 

Extract from" British Medical Journal" of August 11th, 1Y45. 

IN NEW ZEALAND To-DAY. 

Some harsh comments on the working of the health services 
in New Zealand are contained in an article by Dr. J!ouglas Robb, 
of Auckland, N.Z., in the Canadian Medical Association Journal. 
Readers of the Supplement are aware of the general structure 
of the health services in New Zealand from the account in these 
columns on Nov. 18 last (p. 115). According to Dr. Robb, niost 
of the methods of paying G.P.s-salary, capitation fee, fee-for
service, and the refqnd system-are open to abuses by both 
doctor and patient. No one knmys the cost to the Government, 
except that it is high, but the result, so far as doctors' incomes 
are concerned, is that mediocre practitioners are doing well and 
may make £3,000 to £4,000 a year each. Many young and 
inexperienced doctors already have become convinced that they 
are worth these sums, though a professor of medicine gets £2,000. 
It is said that the more business-like doctors through organiza
tion can earn £8,000 to £10,000. As in Great Britain, much of" 
these earnings is returned to 'the Government -in income tax; 
but, acc6I'ding to Dr. Robb, after a while doctors tend to ease 
up and to refuse night calls, earning 1s. 6d. (which is the fee
-for-service payment) by completing certific!ttes, repeat VIsits, 
etc., while passing on the more difficult cases to hospitals. The 
latter" are thus flooded with work the G.P. is paid to do out 
evades." Dr. Robb sums up his criticisms of the medical benefit 
section of the Social Security Act by saying that no new medical 
service has been provided; merely a new method of paying for 
the old article,' which is now retailed under more difficult con
ditions. 

Specialists, on the other hand, would appear to have been 
hard ,hit financially by the present scheme. A refund of 7s. 6d. 
per service rendered-whether that service is a consultation, 
an operation, or a post-operation visit-is available, whatever 
fee the specialist asks. Dr. Robb !3ays this is thought by some 
to 'be a gesture to the people because no specialist service has 
been arranged, and by others to be a device to corrlpel specialists 
to give receipts for money received and so be liable for income 
tax. At any rate specialists now have to keep records of all 
their daily vi13its to private patients in hospital, as each visit 
means another 7s. 6d. off the bin. It has been known for 
specialists to make assiduous visits to a patient on whom appen
dicectQmy had been performed in a private hospital, "as a 
means of beating up a sizable fee for themselves in the case of 
a patient who would otherwise go to a public' hospital." 

The maternity, radiology, physiotherapy, and pharmacy 
servic~s under the Act seem to be w.Qrking well, ,and, what is 
more, appear to satisfy maternity hospitals, the radiologists, /' 
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the medical physiotherapist, and the chemi~t. In assessing 
the value of the hospital benefits (a free-for-all system of hospital 
care has been in operation since 1939) Dr. Robb says it has to be 
remembered that, particularly ,in some of the b~g citie~, the public 
hospitals have lagged far behind modern standards, and are 
fearea by a proportion of the public. There is often no out
patient department, or if there is it is inadequately staffed, whiie 
pressure on hospital beds generally makes the service illusory. 
In some instances the best medical talent in the town is absent 
from the hospital' staff, and the public knows this. Building 
programmes anI-years behind requirements and there are many 
instances of improvised accommodation. The article in the 
Supplement last November noted the fact that with the intro
duction of a free hospital service the honorary staffs of hospitals 
had disappeared. The part-time staff now receive varying 
sum"S-£500 for a senior and £250 for an assistant physician or 
surgeon-for their work. The New Zealand Government pays 
hospitals, private ones included., 9s. per patient per day, apart 
from extra sums for out-patients attendances, X -ray exami
hations, and physiotherapy: 

In some final notes on the whole position in New Zealand, 
Dr. Robb is not optimistic. He says that, while the principle 
of .universal free' service on the basis of a social security tax 
has been accepted, he doubts whether the finance of the scheme 
is sound. The present tax of a shilling in the £ is too small to do 
all that has been ·promised. That the Government's motive 
in introducing the present service was political is confirmed, 
in his opinion, by the fact· that neither the men nor the material 
were available at the time and will not be for some time to come . 
The scope of the service falls very s40rt of what is desirable. 
There has never been any suggestion that sOple of the money 
should be devoted to post-graduate teaching and research, to 
refresher courses for doctors, to the establishment of an institute 
f6r standardization of, and also perhaps preparation of, hor
mones, vitamins, and chemotherapeutic substances, or to clinical 
research departments in hospitals or to hospital reform generally. 
In 'all that has been done it has been assumed that past 'standards 
and methods left nothing to be desired. Dr. Robb hopes, how
ever, that the, planning for a National Health Service which is 
going on in Britain to-day will make all parties in New Zealand, 
including doctors, realise that such a service is both desirable 
and inevitable in that country. 
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