
  Introduction  

  In 1948 an animated public information fi lm called  Your Very Good 
Health  explained the benefi ts of Britain ’ s soon-to-be-introduced 
National Health Service (NHS). 1  It portrayed two diff erent categories 
of hospital patient. Th e central character, Charley, says he is ‘on the 
panel’ as he cycles through an optimistic impression of a new town. 2  
Th e narrator asks him to imagine that he fell off  his bike: ‘You ’ d be 
carted off  in an ambulance, which might cost a couple of quid. And then 
you ’ d have to pay the hospital, too.’ Aft er he is convinced the new 
service will benefi t him, Charley asks about ‘old George up the road’, 
who we fi rst see walking past, wearing a bowler hat and carrying a 
brolly. When Charley asks him what would happen if he fell off  a ladder 
he replies: ‘I should call my doctor and have a private ward at the local 
hospital.’ Aft er the narrator describes the possibility of a series of spe-
cialist referrals and mounting payments, George is relieved and con-
vinced that the new health service will benefi t him too. 

 Why or how Charley would need to pay the hospital did not need 
explaining to a 1940s audience. Nor did the diff erence with the system 
under which George might incur mounting costs. Perhaps it was so 
ingrained in the everyday tapestry of British social life that it simply 
went without saying. Th e problem is that, looking back from the best 
part of a century later, we do not really know what went without saying. 
It is all too easy for those of us who have grown up with the NHS to 
anachronistically impose our own assumptions, either that things were 
the same or that they were diff erent, onto the hospital system operating 
before 1948. We might assume that historians would be wise to this, 
but too oft en when they refer to payment in the pre-NHS hospitals they 
fall into precisely this trap. Although the abolition of payment became 
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the most distinctive and widely recognised feature of the NHS, we 
never ask, or else take for granted, what the predecessor of a health 
service  fr ee at the point of use  was, how it worked, or what it meant to 
hand over money to the doctor or the hospital. 

 For an explanation we can turn to Geoff rey Finlayson. Where Richard 
Titmuss observed that ‘welfare systems … refl ect the dominant cultural 
and political characteristics of their societies’, Finlayson added that so 
too do ‘studies of welfare systems’. 3  British historians living and writing 
in the era of the NHS have given questions of payment less att en-
tion than American historians, for whom payment and insurance are 
a daily reality. 4  Th e infl uence of a historian ’ s context on the focus of 
their studies also explains the fact that British historians have increas-
ingly started asking such questions since the turn of the century. By the 
time New Labour left  offi  ce in 2010 it was the new rule that a ‘patient ’ s 
entitlement to NHS care should not be withdrawn as a result of pur-
chasing additional care privately’. 5  Th is ‘quiet revolution’ meant that, 
in the words of a leader in  Th e Times , ‘the era of truly universal NHS 
care came to an end in principle as well as in practice’. 6  Th is direction 
of travel was followed apace under the Cameron governments. In 2013, 
the  British Medical Journal  reported that 89 per cent of NHS acute 
hospital trusts (119 out of 134) were off ering private or ‘self-funded’ 
services and that private work in NHS hospitals was expanding. 7  Ahead 
of the 2015 general election, Conservative pollster Lord Ashcroft  found 
mixed views on the NHS. Providing services free at the point of use 
was seen as its second most indispensable feature, aft er only emergency 
care, yet 50 per cent wanted the government to consider charging for 
some services. 8  What might those considerations be based upon? Frag-
mentation of NHS service provision has made it signifi cantly harder 
for the government (or anyone else) to gather information about the 
situation on the ground, which leaves abstract theory or international 
comparison as the only options available – unless we look to the past. 

 Th is book does just that by examining the payment systems operat-
ing in British hospitals before the NHS. An overview of the British situ-
ation is given in chapter  1 , locating the hospitals within both the 
domestic social and political context, before taking a wider interna-
tional view. Chapter  2  sets up the city of Bristol as a case study to 
explore the operation and meaning of hospital payments on the ground. 
It places the hospitals fi rmly within the local networks of care, charity 
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and public services, shaped by the economics and politics of a wealthy 
southern city. Th e options, obligations and experiences of Charley are 
considered in chapter  3  and then those of George in chapter  4 ; with 
particular att ention to how the hospital payment schemes they would 
have navigated were introduced in our case study city. Treating the two 
in separate chapters refl ects the distinction drawn between and separa-
tion of working-class and middle-class patients as a defi ning character-
istic of the system that emerged over the early twentieth century. 
Chapter  5  will then step back to consider the social meaning of payment 
in such a system. 

 Essentially this book looks at four new arrivals in British hospitals 
from the late nineteenth century, each of which became commonplace 
in the interwar years. Th ese were: patient payments, hospital almoners, 
hospital contributory schemes and middle-class patients. None of these 
were small changes, and the impact they had upon the philosophy of 
the hospitals is here recognised and characterised as a shift  from a moral 
to an economic code of conduct. Yet it is argued that new systems of 
class division merely replaced old ones, ensuring such distinctions 
remained at the heart of the hospital system and serving to mitigate and 
mediate the rise of universalism in British healthcare. 

  Charity and change 

 Th ere have only been three decades in British history (at the time of 
writing) when it was the norm for hospital patients to make some 
payment to the institution where they received treatment, those 
between the end of the First World War and the establishment of the 
National Health Service. Although fever hospitals and specialists were 
already admitt ing patients from across the classes in the fi nal decades 
of the nineteenth century, many of those who could avoid hospitalisa-
tion did so at almost any cost. While some institutions may have asked 
their non-pauper patients for a contribution and others may have pro-
vided some services for a fee, the fact that most patients were poor 
ensured that payment was far from the norm until the 1920s. 9  Payment 
was then ended as standard practice in 1948 when admission and treat-
ment mostly free at the point of delivery was guaranteed to all under 
the NHS. 10  In between we fi nd the short history of commonplace hos-
pital payments, which can be understood both as an eff ort to manage 
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the transition from caring for the poor to treating the whole commu-
nity, as well as an abandoned alternative to socialised medicine. 

 Institutional medical care before the NHS was provided by a complex 
and constantly evolving mixed economy of healthcare. Th is included 
various categories of public hospital, each for specifi c groups. Poor law 
infi rmaries gradually broke away from the workhouse, while sanatoria 
were set up to quarantine and treat those with a range of infectious 
diseases. Although these public institutions provided most of the 
nation ’ s hospital beds, and dominated those for the chronic and aged 
sick, it was only in the interwar years that local initiatives by the most 
progressive authorities gave way to a conversion of poor law infi rmaries 
into community hospitals on a much wider scale. 11  Th e old practice of 
stripping voting rights away from those admitt ed to a workhouse on 
medical grounds was abolished in 1885 and poor law infi rmaries became 
important providers of maternity care, which Lara Marks suggests had 
done much to lessen the stigma att ached to them by the 1920s. 12  Yet, 
when taking over those same infi rmaries in the 1930s, local politicians 
were all too aware that one of the big tasks facing them was to end the 
signifi cant stigma that remained. 13  Alongside these public hospitals, 
most acute medical care was instead delivered in voluntary hospitals, 
despite the fact they accounted for only approximately one-quarter of 
hospital beds, with many of these clustered in the large teaching hospi-
tals. 14  Th e voluntary hospitals were charities, oft en established in the 
eighteenth and nineteenth centuries, to care for the sick poor. Th ey 
were ‘voluntary’ in the sense they were founded and supported by 
philanthropic donations, though funding from other sources including 
public grants was growing in the early twentieth century. 15  Th ey were 
also entirely independent of the state as well as of each other. Th ey 
ranged from elite and grand institutions linked to medical schools, 
where the pioneering treatments of the day were oft en tested, to small 
cott age hospitals, where local doctors dabbled in minor surgery. Across 
this diversity, the voluntary hospitals can only be understood on their 
own terms if they are understood as charities. 

 At the turn of the century there was only rarely any need for anyone 
who could aff ord their own treatment to enter either public or volun-
tary hospitals. Yet this was changing. When the Ministry of Health 
was established in 1919, a committ ee was set up to examine the 
changes taking place and what medical system would be needed as a 
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consequence. Th e interim report the following year explained that the 
change was essentially down to advances in medical science and 
technology:

  In days gone by such conditions as appendicitis were treated with poul-
tices and drugs in the patient ’ s home. Now they are treated by operation, 
which is more eff ective, but requires more equipment, a team of workers, 
and a larger expenditure. Such conditions as diseases of the lungs for-
merly received clinical examination and treatment by drugs. Th ey may 
now require, in addition, the att ention of the pathologist and the radiolo-
gist. Th is means greater effi  ciency, but more organisation and higher 
cost. 16   

  Th e early twentieth century was a time when medicine simply became 
able to do more and became far more dependent upon the technologi-
cal capacity of the hospital. It saw considerable increases in demand 
for hospital admission, especially at the voluntary hospitals with their 
higher reputation. Yet hopes the new Ministry of Health would build 
a national network of new facilities to meet that demand were short-
lived. Lloyd George ’ s wartime coalition had been extended into peace-
time, but became far less ambitious in domestic policy as Conservative 
voices calling for retrenchment came to dominate. 17  Instead, it was 
left  to local health committ ees and individual institutions up and 
down the country to respond to and embrace the new era of hospital 
medicine. Th e four new arrivals in the hospitals can all be understood 
as the hospitals themselves seeking to adapt to and manage these 
changes. 

  Patient payments 
 One of the ways voluntary hospitals sought to diversify their funding, 
in the hope of increasing income to meet the challenges of the coming 
era of mass medicine, was by bringing in patient payment schemes. 18  
Th is was not entirely new. Th e precedent had been set with the admis-
sion of private patients in London and occasionally elsewhere in the 
late nineteenth century, but the interwar years saw the establishment of 
payments for all categories of patient rolled out far more widely. 19  Th eir 
introduction may appear, upon fi rst glance, to have ensured the volun-
tary hospitals at least were operating a system of private healthcare in 
the interwar years. However, we should not assume, simply because 
payment was involved, that this was a commercial arrangement. It is 
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important to consider what payment actually meant in practice. 
Although the schemes varied from hospital to hospital, we can discern 
some typical features; three of which are especially relevant here. First, 
rather than covering medical services payment went towards the cost 
of maintenance, while the doctors continued to off er their services 
gratuitously. Rather than a ‘medical fee’, therefore, this should be under-
stood more as a ‘hospital boarding charge’. Second, at a typical rate of 
around one guinea per week (twenty-one shillings) for inpatients, 
payment covered less than one-third of the actual cost. 20  Far from being 
‘for profi t’ this was still heavily subsidised care. Th ird, a system of 
exemptions and reductions ensured payments were not a barrier to 
access. Pre-NHS hospital payments were less private medical fees and 
more a system of means-tested medical charity.  

  Th e Lady Almoner 
 Th e fi gure appointed to administer the new payment schemes was the 
Lady Almoner. Gradually between the 1930s and the 1960s the almoner 
would be rebranded as the medical social worker, but the original name 
is an allusion to dealing with money in the sense of distributing alms. 
Th e fi rst hospital almoners were co-opted from the Charity Organisa-
tion Society, which sought to instil discipline in the Victorian world of 
philanthropy. 21  By the time of the NHS, the almoner was dealing with 
various aspects of aft er-care and social support that would fall into the 
fi elds today of not only social work, but also occupational health. 
However, the fi rst appointment at the Royal Free Hospital in 1895, and 
others across the capital at the turn of the century, were focused on 
preventing abuse. In this case, ‘abuse’ meant the free admission and care 
of those who could aff ord to pay, and were not the intended recipients 
of medical charity. 22  Her job (as hospital almoners were almost always 
women) was not to decide who should receive treatment, but to deter-
mine the terms of admission. She could recommend people be sent 
instead to the workhouse if their circumstance was primarily one of 
poverty rather than sickness, or exclude those not poor enough for the 
hospital ’ s charity, but usually her task was one of deciding what rate of 
payment to ask for. Even while at times resented, there is no real evi-
dence the decision of the almoner or the request for fi nancial contribu-
tion was resisted.  
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  Hospital contributory schemes 
 Th ere was an alternative to the almoner ’ s assessment, with the ques-
tioning of a middle-class social worker and possibly a signifi cant lump 
sum asked. Hospital contributory schemes were mutual societies which 
operated by taking a deduction of typically two or three pence per week 
from their members’ wages; in return they paid any hospital fees for 
them if they were admitt ed. 23  Further defi nition can be somewhat 
elusive, not least because of their varied origins. Some developed out 
of charitable Hospital Saturday and Sunday collection funds, others 
were rooted in workplace collections, and in some cases one or more 
hospitals actually established schemes directly. 24  Schemes in diff erent 
areas also adopted a wide variety of policies. For example, some schemes 
such as those in Newcastle and Glasgow pushed for an ‘open door’ 
policy, whereby once they had provided the funding, access was uni-
versal and treatment was free at the point of use. Th ey bypassed the 
almoner system at an institutional rather than individual level and have 
thus oft en been seen as forerunners of the NHS. 25  Meanwhile, others 
adopted a style more like that of commercial insurance, including a 
range of additional benefi ts in either cash or kind. 26  While both con-
tributory schemes and the almoner ’ s assessment provided ways for 
working-class patients to make a fi nancial contribution to the hospital, 
membership of a scheme did allow a degree of empowerment in how 
that contribution was managed.  

  Middle-class patients 
 A system of income limits barred middle-class patients from admission 
to the ordinary wards of the hospitals, but increasingly over the early 
twentieth century the voluntary hospitals and some public hospitals set 
aside space for those who could aff ord to pay, usually in a private room. 
Th e far higher charges for these private patients were compulsory and 
not adjusted in keeping with their circumstances, and an additional a 
fee would need to be negotiated with the doctor or surgeon. Th is is 
perhaps the area of hospital provision where we might expect the most 
growth, given the advances of medical science that increasingly made 
treatment in the home evermore unrealistic and the fact that, in diffi  cult 
fi nancial times, this was the only way in which hospitals could actually 
turn a profi t. However, it appears that the voluntary hospitals were 
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either unwilling or unable to exploit this att ractive new market, with the 
medical profession oft en in favour of maintaining a division between 
private and hospital work. On the eve of the NHS, private beds only 
accounted for 7.2 per cent of those across Britain ’ s voluntary hospitals. 
Th e lower level of private provision in the public hospitals, where there 
were more beds overall, is not so easy to identify. However, based on 
fragmentary statistical evidence discussed further in chapter  4 , we can 
estimate that only 3 to 4 per cent of all hospital beds in Britain before 
the NHS were private beds for middle-class patients. As well as being 
limited in scale, private provision was heavily concentrated in the south 
of England. In the work of the hospitals, especially further away from 
London, middle-class patients remained marginal throughout the period.  

  Organising principles 
 Two core principles will be discussed as underpinning these four new 
arrivals in British hospitals. Th e fi rst will be termed  economic reciprocal-
ism . Th is is essentially the notion that payment can be incorporated into 
the social dynamics of philanthropy, where there is always a social hier-
archy of expectations involved. Th e gift  can never be returned exactly, 
but demonstrations of religiosity, sobriety or deference might be elic-
ited by way of reciprocity. 27  What is peculiar about the brand of reci-
procity we fi nd in the hospitals during this short period of three decades 
is that a patient ’ s deservingness to receive free or philanthropically sub-
sidised care could be demonstrated by means of paying their way, or at 
least being prepared to pay. Th ere was a new fi nancial focus, but the 
same dynamics of deference. Willingness to make a fi nancial contribu-
tion became not only the mark of an appropriate recipient for medical 
charity, but in an age of mass hospitalisation it became the mark of a 
good citizen. 

 A combination of change and continuity also characterised the 
second principle of  class diff erentiation . Where the hospital was previ-
ously a space for the middle and upper classes to fund and provide care 
for the sick poor, they too now might require hospital treatment. Th is 
might be expected to open up a new democratic era of in the social life 
of the hospital, but it did not. Instead, the separation of the classes and 
the provision of diff erent services to each on a diff erent basis became 
an internal event. Th e old divisions and distinctions were not so much 
brushed aside as brought within the hospital. Working-class and 
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middle-class patients may have been more oft en treated within the 
same hospital, but it was only their medical or surgical treatment 
that was the same. Th ey were accommodated in separate and very 
diff erent sett ings, with their admission governed by very diff erent 
arrangements. 

 All of this amounts to a period of dramatic change, yet those changes 
were based on a reformulation of the traditional philanthropic princi-
ples underpinning the voluntary hospitals. Payment was crucial to a 
reformulated brand of medical charity, but not its abandonment.    
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