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Health and Medicine in Britain since 1860

Medicine contributed in many ways to Britain’s war effort and

to her survival of the war, from the organisation of emer.gency
medical care, through the development of food strategy in the
later years of the war, to the elaboration‘of new treai:,rnents for
burns and crush injuries. The war saw the 1mple@entat10g of new;
medical technologies, such as the Blood Transfusion Service, Z;Irll
the application of recently discovered drugs on an extensive .sc e,
but it also revealed the dangers and drawbacks associated with the
introduction of new medical techniques and treatments ~ da}ngers
that were to become of increasing concern with the explosion oi
new therapeutic drugs and practices that followed the reu.'lr;"l 0,
peace. The Second World War was, in many respects, a Specia ists
war, in terms of both actual warfare and civil d‘efeflc.e. The
medical specialists played a significant part in maintaiing the
nation’s health and fitness between 1939 and 1945, but they a,lso
took every opportunity to use that experi‘en‘ce for political ends in
furthering the interests of their own disciplines.
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Introduction

The immediate postwar years saw a transformation in both the
organisation of medical services and the competence of medi-
cine to alleviate suffering and cure disease. At the heart of this
‘therapeutic révolution’ lay medicine’s growing ability to relieve
most patients of the minor ills that constitute a considerable part
of the perception of ‘health’ and well-being. This was not just a
British phenomenon. The immediate postwar years saw an accel-
eration of medical innovation in the developed world, especially
in the United States, and the emergence of a culture in which
new ideas and practices were swiftly diffused through medical
and scientific communities. The success of the new NHS must be
seen in the context of this therapeutic revolution, the continuing
long-term decline of the old infectious diseases and the great
social changes that followed on the war.

By 1960 the infectious diseases had virtually disappeared as a
cause of death and of serious disablement. The plans for national
regeneration formulated by Sir William Beveridge during the war
years, which enshrined his conviction that ‘the purpose of victory
is to live in a better world than the old world’, were being enacted
even before the conflict was over. The 1944 Education Act deliv-
ered education free to all children between the ages of five and
fifteen. The year 1945 saw the introduction of family allowances,
and in that year government for the first time accepted the prin-
ciple that every family should be able to live in a separate
dwelling. Three million houses were built over the next decade,
although, in the event, social change once again ensured that
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demand continued to outstrip supply.! Once rationinlg was finally
abandoned, in 1954, a much greater range and variety of food-
“stuffs and other consumer goods became available. .
Social change, postwar prosperity and techx.loi(')glcal develop-
ment:ransformed the daily routine of domestic life. By the l.ate
'1960s Thore than half of all British households owned a washing
machine ._émd a refrigerator, very nearly half owned a car, and
nearly a quarter had central heating. By the early 1970s ne;‘zlrly
every household owned a television; by 2000 a great many, not just
among the wealthy, owned two or more. In the 1990s the h(')l%se-
hold computer and the arrival of the Internet were promising
further transformations. These and other social changes brought
rising expectations and a rising standard of living, as well as estab-
lishing a much higher level of apparent health. They also le.d to a
change in the way in which health care was dehv‘ered anf:i.m the
public attitude towards orthodox medicine and its practitioners.
For medicine the years 1945-80 were a period of innovation,
excitement and the expectation of progress; in ’the last :decades of
the century, the rate of innovation slowed while }?1:1bilc expecta-
tions, and financial pressure, generated a more cnu’cal approach
to the delivery and practice of medicine, which qualified much of

the earlier optimism of the profession.

-

A National Health Service

The establishment of the NHS in 1948 in theory made medif:al
care available to the whole population of Britain, free at the pO{nt
of delivery. The intention behind the NHS was from the begin-
ning to provide an adequate health service for a.Il, but from the
beginning it failed to meet this objective. Des;?ue a very great
contribution to the welfare of individual patients, local and
regional disparities and inequalities, as well as more general Prob—
lems in the delivery of particular specialist ser\nces,. remam'ed.
From the earliest days there was apparent a continuing tension
between provision and financing that threat'ened 10 overwhelr’n
the original ideals behind the service. Nor did the government’s
assumption of responsibility for the financing and organisation of
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basic medical services imply any significant capital investment in
the reorgansation, updating and equalisation of services. The
old voluntary, municipal and specialist hospitals were taken over

as they stood; the GPs, employed on new contracts of capitation, - 7

remained in their old surgeries with their existing equipment.
The concept of an adequate, integrated system that had animated
the plans for the NHS was in practice implemented on a take-
over basis negotiated to accommodate various existing interests,
notably those of the hospital consultants. From the moment it
began operation, on 5 July 1948, the NHS was entangled in the
difficulty of matching reality to the ideals of politicians, medical
practitioners and patients.?

The new service was divided into three distinct component
paris: the hospitals, managed by regional hospital boards (except
for the teaching hospitals, which retained their local indepen-
dence); primary care, as provided by GPs and dentists, who
retained considerable independence in the management of their
practices; and the auxiliary services, such as ambulances,
maternal and infant welfare, and home helps, which were left in

~ the hands of the local authorities. Besides being inimical to the

concept of an integrated service, the division made for problems
of communication between the three different sectors, as well as
for local disparity in the nature and quality of services offered.

The principal innovation of the new system was the state-
owned and state-funded hospital sector.® As the wartime surveys
had revealed, a great many of the provincial hospitals in partic-
ular were woefully dilapidated and old fashioned, both in their
equipment and facilities, and in the range and type of services
they offered. The distribution of the very hospitals themselves
was unevemn, still on the pattern established by eighteenth- and
nineteenth-century philanthropic and municipal initiatives, rein-
forced by the financial realities of the country’s regional
economies. London, for example, was notoriously well provided
with hospitals. The south of England and the Midlands were
moderately well endowed, but in the north, east and west, espe-
cially in Fast Anglia and Wales, hospitals were mostly to be found
in the cities, and the smaller towns and COuntry areas were
poorly served.
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1t was also often the case that institutions established many
_decades previously with no thought for meeting general demand
had not attempted to accommodate increased local populations,
while hospital building, as a philanthropic and municipal
activity, had vanished with changing economic and cultural
conditions. Nor were the financial circumstances of postwar
governments favourable to major capital investment in hospital-
building. It was not until the 1960s that government began to
implement plans 1o modernise the hospitals, or to take steps (o
achieve a greater equality of provision between regions.* The
1962 Hospital Plan envisaged a national network of District
General Hospitals, which was to involve the building of ninety
new hospitals, and the rebuilding of 134 more, over the next ten
years. It was an over-ambitious programime in view of the finan-
cial problems encountered Dy Jocal authorities involved in the
undertaking, but some headway had been made before the oil
crisis of 1973 again placed a large question mark over major
demands for government capital investment and, more insidi-
ously, over the energy costs incurred in the running of modern,
open-plan hospitals.
In the primary care sector, {00, the NHS inherited an uneven
distribution of GPs nationwide, with a wide range of competen-
 ~ ces and facilities among them. In the early 1950s it was estimated
that 34 per cent of GPs were working from inadequate premises,
and that about a quarter of all GPs were themselves unsatisfac-
tory? For many practitioners, who had often had little opportu-
nity to keep up with such developments as there had been in
general medicine since they left medical school, practice
consisted largely of handing out sickness certificates and prescrip-
tions for unspecific medicines. The new availability of free care
meant a rising demand for attention from a number of patients,
putting family doctors under pressure. Surgery waiting times
Jengthened, and consultations were often reduced to a couple of
minutes. Like the hospital sector, the GP service was in need of
systematisation and modernisation. In 1952, however, the estab-
lishment of the Royal College of General Practitioners fulfilled a
long-held praciitioner ambition and heralded changes in medical
education and in the organisation of practices, which conferred a
new professional confidence and standing.®
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The therapeutic revolution, meanwhile, contributed signifi-
cantly to the doctors’ confidence by giving them unprecedented
means to alleviate and to cure, and a rising real income, espe-

cially after the negotiation of a new deal on GP pay in 1956, "+

Fenhanced their sense of standing within the wider community
T'he concept of the family doctor, entrenched in the GPs’ image.
of themselves and in the popular imagination, for a century,
perhaps reached its apogee in these years, even while waiting anci
consultation times remained problematic. Many patients received
a sub-standard service, and confidence at times turned to arro-
gance. Pagients had been trained to possess a low expectation of
their practitioners, but as general educational standards rose, and
as the popular expectation of the capabilities of medicine ,itself
changed under the impact of the therapeutic revolution, so stan-
dards of general practice became increasingly criticised., Charles
Webster.has noted this as the paradox of modern general prac-
tice, that on the one hand it is lauded as ‘economical, humane
and.versatile’, but that on the other it offers ‘an inferior,quality of
service, d.e]ivered by practitioners of limited competence, whose
deficiencies are disguised by the availability of hospital referral’.”

It was, nonetheless, through GP surgeries, and through the
de.ntlsts and opticians associated with family doctors in the
primary care sector, that the real benefits of the NHS and the
therapeutic revolution reached ordinary people and improved
the quality of their lives. For women in particular, for so many of
whom couditions such as varicose veins and prolapsed wombs
untreated through poverty, had made life a misery, the service,
provfed a special boon; among children minor ailments, such as
ear infections, began to be treated before they did lasting
damage; and for the elderly problems of eyesight and hearing
became remediable, while new drug ireatments offered relief
from rheumatism and arthrits.

In the early years of the NHS, there was an enormous demancd
for false teeth and spectacles: in 1949-51, 7.5 million pairs of
spectacles were supplied in England and Wales alone, and in”
195(_)—51, 65.6 million artificial teeth.? The alarming cost of these
services led to the introduction of charges to help to cover the
material costs of frames and dentures in 1951, Patient demand
together with the new availability of effective drugs, had, mean:
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while, sent the cost of GP-prescribed drugs soaring: between 1949
.and 1953 the cost of pharmaceutical services rose from £35 to £53
‘million’* As a result the 1/- prescription charge was levied from
~1952, although with exemption for a significant range of social
groups, including children, pregnant women and old age
‘pensioners. There is little evidence that the new charge deterred
demand from either patients or doctors, and the cost of supplying
drugs under the NHS continued to rise exponentially.'®
The structure of medical provision under the NHS was organ-
ised to meet the general needs of the ordinary population rather
than special needs of those for whom general provision was not
sufficient. Shortcomings in health provision under the NHS can
be argued for almost all social groups, but after 1950 they became
increasingly evident in respect of particular minority groups,
notably the elderly and the mentally ill, and the ethnic minorities,
who entered Britain in increasing number from the 1960s."! Even
before the advent of the NHS, the elderly were becoming a
problem population for local government health services. Increas-
ingly, small modern families with no more than two-or three
children, with a rising standard of living and rising expectations of
quality of life, were reluctant to undertake the care of elderly rela-
tives in their homes. Medical services for the elderly were generally
depressing, and frequently inadequate, and between 1929 and
1948 an increasing number of frail eiderly people spent the latter
end of their lives in municipal hospitals. In the immediate after-
math of the war, this problem became increasingly acute as a result
of the housing shortage. By 1948 local MOHs were worried about
the prospects for these patients under the NHS, when hospital
admissions policies would no longer be controlled by local inter-
ests and seemed likely to become more exclusively medical.'?
Worries about the care of frail elderly people were
compounded by demographic factors: the number of people
aged over 65 had been rising steadily in Britain since 1900. At the
turn of the century, 5 per cent of the population were aged over
65, by 1951 11 per cent. In 1991 the proportion reached 16 per
cent, of whom more than a quarter were aged over 80. Yet the
new health service failed to engage with this growing problem,
and the prospect for action was disproportionately affected by the
general financial stringency that engulfed the NHS.'?
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T . .
Offe:nvgddevelopment:s in social and medical thinking meanwhile
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regime was constantly open to question, yet spcial and ﬁn‘anaall
. pressure. ensured that the institutions survived, and x.mtht')ut
sigﬁiﬁéant-remedial action. The concept of cqmmumty care
begén to. be extended to the mentally ili following the recox??—
mendationis of the Royal Commission on Mental Iliness of 19§ ,
ihitially} ioei‘ng envisaged to be provided by loc_al commumt);
services under Jocal authority supervision.!” As‘w1th the care o
the elderly, many of whom had found their way into mental inst-
tutions before 1948, the implementation of chh a programme
was gradually subverted by financial considerations: by the 1980s
community care had essentially been redefined to mean ca{rﬁ
provided by family and neighbours, supported by the 'hlea L :
services.!8 It was a redefinition facilitated by the availability o
increasingly effective drug therapy, but by the 19905' .l.t had
become clear, following several tragic murders co‘m.rmu‘ed by
mental patients released into the community, that clinical Judgei
ment continued to be an indispensible adjunct to the successfu
implementation of community care for the mentally ill. N

In the effort to keep the overall cost of the health services
within bounds, central government generally sought to delegate
‘peripheral’ health concerns — those which lay beyond converll—
tional hospital medicine and which could not be .aldeq}xcz;te y
- “catered for by GPs - to local authorities, whc:se spending di nlot
impinge on general taxation. ‘Special needs cases, fc.ar example,
whether of individuals or social groups, fell into this category.
Local authortties, however, also had budgets, and became mcreis-
ingly subjected to central control in the effort to keep ‘down the
overall level of taxation: at local level there l“fas been little spare

velop specialised health care services. .

mﬁilﬁoige&fe Fgﬁ%s immigrants from Britain’s former ({olonial
possessions began to arrive in large numbers from ﬂ)e’Canbl?e?r;
former African dependencies and the Indian‘subcontment, it fe
to the local authorities to cater for their medl.cal problf‘exnns. Oftex(‘i
beginning their new lives in poor _matenal condmo}];s ?nh
frequently, especially for women, with little or no spoken nlgl ish,
these minority groups manifested patterns oi_health and illness
different from those of the indigenous population and often f.r.om
each other. They presented special problems (?f health provision
and education as they adjusted to their new environments. Rickets,
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for example, re-emerged as a problem among Asian children in
the northern counties in the 1970s, while the IMR of the immi-
grant communities remained twice as high as that of the rest of the

population into the 1990s.' By 1991 minority groups constituted -~ - * |

some O per cent of the population, but their special health needs
were far from receiving consistent professional attention.

The implementation of the NHS therefore by no means
resolved the problem of delivering adequate health care to
Britain’s people, although it did offer a considerable improve-
ment over the combination of private and surance medicine
that had preceded it. How far the NHS in fact contributed to
improving the country’s health by accelerating the downward
trend of mortality and reducing morbidity is a large question.
The medical services offered under the 1948 Act were pre-
eninently providers of treatment for existing illness rather than
agents for preventing its development.

Between 193640 and 1976-80, the classic years of the imple-
mentation of the health service and of the therapeutic revolution,
the average death-rate per thousand population fell from 12.5 to
Just under 12, a decline achieved through a slight fall in male
mortality, the death-rate for women remaining steady at around
11.6 per thousand.*” By the 1990s comparative international
mortality statistics showed Britain to be lagging behind other
developed countries in key health indicators such as infant
mortality and heart disease, while comparative local death-rates
revealed that the outcome of medical treatment offered for, for
example, breast cancer varied significantly depending on the local
presence of specialist facilities. The provision of free medical

services was not, apparently, a critical factor in achieving a measur-
able improvement in the nation’s health, nor did it encompass
equality of provision between regions and social groups.

Beyond the NHS: Government Health Policies
and Preventive Medicine

The concerns, techniques and organisation of public health and

preventive medicine changed significantly in the twentieth
century. As the major infectious diseases retreated, and as, in the
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interwar period, local authorities became involved ifl the de‘livery
of hospital and welfare services, so the emphasis on disease
ﬁféﬁénti’dn"- decreased.?! In the 1950s, however, a new type of
preventive ethos emerged with the development of the new
medical specialty of statistical epidemiology‘in both E‘ngland' afld
America.?? By studying long-term trends in mortz%hty statistics
using new. methodologies such as the _prospective study oj
mortality rates for particular medical conditions within a :%elected
popu]ation, épidemio]ogists were able to rt?ach star_thng :an
navel conclusions about the causative factors involved in various
diseases. (Such techniques are currently used to exce§s, often in
population samples too small to offer a sound conclusaqn.)
The first such study to make an impact on public health
~ thinking was-published in 1950, coincide.ntl’y at much t.he same
tinee as an American study reaching a similar conclusion. The
English study had been commissioned by the MRC, who had
become concerned by the rising level of lung cancer among
British men. Various causative factors, including ai:m(.:rspher‘lc
pollution, had been proposed, but the investigations of Sir Austin
Bradford Hill and Richard (later Sir Richard) Doll c%emonstrated
conclusively that the rising mortality from this particular cancer
was linked to cigarette smoking.?? . ‘
-~ This was the beginning of a curious relationship be.t“ieen the
science of epidemiology, government healt‘h p011c1es. a’nd
informal methods of health education, epidemiology prow.dmg
information on which policies for the improvement‘ r:)f national
health could be based, and government generally failing to take
effective action. Successive governments proved reiuct.ant to
intervene directly where medicine demonstrated_ the risks or
benefits of particular types of environmental action or social
behaviour. In various disputed areas, where centrally- directed
action for prevention was a possibility — cigarette smokmg, clean
air, alcohol consumption, the fluoridation of water sgpphes and
the national diet — financial and political considerations, vested
interests and vocal pressure groups, and issues of person‘al
freedom and administrative practicality proved more influential
than considerations of health and mortality. In these postwar
years health education, most often th'r(_)ugh reports in thfe
popular press and admonitions to the individual to take responsi-
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bility for his or her own health, replaced intervention as the stan-
dard political strategies for the promotion of preventive
medicine. The proliferation of health-related pressure groups was
one indication of a deepening public interest in issues of health
and medicine.

The power of economic interests to influence health policy was
demonstrated by one exception to the general inertia during the
1950s. Air pollution had been a significant environmental
problem in Britain since at least Victorian times, heing almost as
obtrusive in the 1940s and 50s as it had been when Charles
Dickens described the London particular in graphic detail.2* By
the 1870s heavy fogs were known to cause a sharp rise in the
death-rate from respiratory disease, but Victorian attempts to
curb air pollution resulted, in the words of Anthony Wohl, in little
more than turning Britain’s skies from gritty black to dull grey.

The ‘massive discomfort’ from smarting eyes, foul smells and

closed windows, which Wohl assessed as possibly the greatest
health consequence of air pollution, lingered well into the twen-
tieth century.® In the 1920s it was calculated that 2.5 million tons
of soot escaped into the atmosphere every year from domestic
fires alone, and the yearly deposit of soot in urban areas could be
as high as 650 tons per square mile.?® Disastrous fogs continued
to occur in London and elsewhere during the earlier twentieth
century. In December 1952 London again fell victim to a five-day
fog “of catastrophic proportions’, as a direct result of which some
4,000 people died. Persistent agitation by the National Smoke
Abatement Society, public health men and the media followed,
the Clean Air Act, which introduced smokeless zones and the
control of domestic smoke emission, eventually being passed in
1956. Public pressure was, however, significantly underpinned by
economic incerntive: the productivity of the British coal industry
had begun to decline in 1952, and political concern to conserve
the national coal supply and the jobs of coal miners undoubtedly
eased the path towards legislation,?”

If the effect of public pressure for cleaner air was perhaps not
quite as influential as it might have appeared, the negative power
of the pressure group was, in contrast, clearly demonstrated by
the history of attempts to introduce the fluoridation of the water
supply between the mid-1950s and the early 1980s. The effective-
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ness of fluoride in the water supply as a preventive .facl;or in tootg}é
decay had first been noted in the United States in the 1930s.

“ Althoughi- scientific studies confirmed the_beneﬁt qf the proce-
dure as an inexpensive measure that promjsed 2 major saving on
dental ‘treatment {the cost of which was runmng at about .£4p
millio%itfé'jyear in 1955), legal ambiguilties and voc1.fer0us opposi-
tion by local pressure groups, notably in Conse.rvatlve consttuen-
cies, deterred most health authorities from‘lmplementmg‘ the
measure until government eventually regularised the legal situa-
tion with the Water (Fluoridisation) Act 1985.%9 o

Perhaps the clearest illustration of the negative mﬂue.nce of
vested financial and political interests on government action on
health issues lies in the case of smoking and tobacco. Hill and
Doll, and the American researchers E. L. Wynder and_ E..A.
Graham, published their first sets of independent r‘esultzf. llnk.mg1
cigarette smoking and lung cancer in 1950. Tbe (?pldemmlog.lcal
evidence of the link was widely accepted within the med}ca
community, but, despite rising pressu.rt.a from _th(le profession,
entrenched economic interests and polluca} anxieties surrounc‘l-
ing intervention with regard to an established popu'lar hE’Lblt
served both to delay and to minimise government action. C1’ga-
rette smoking had become ubiquitous sinc§ the Great War, b;lemg

_~vigorously promoted by advertisers as a hberate.d and sop isti-

. cated activity. The many and various Interests m?rolved. in the

consumption of tobacco inhibited government. action. C1ga1§;;e

advertising on television was not ban_n.ed until JlFebruary 1965,

health warnings were added to advertising ano! cigarette Packets

only in 1971, and health education on the perils of smoking was
delegated to the local authorities.

Meanwhile, the death-rate from lung canc_:er ampng men
continued to rise inexorably until 1973, reaching at its peak a
total of 26,000 deaths a year, and the death-rate 'amon'g wm‘nen
also began to rise.?® This was by any account a major eP1dem1c of
a chronic disease causing distressing and expensive Lllntf:ss and
premature death: cigaretterelated deaths, which ‘also include
many arising from coronary heart d‘isease, were estlmate(‘i to Ee
costing the NHS £165 million a year in the m1c}-1?805. Bel:und t g
government’s dilatory performance on public information an
prevention, however, lay an annual revenue from tobacco tax of
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£4 billion, thousands of jobs in associated industries, a healthy
balance of payments, and important economic investment and
political goodwill in developing countries where tobacco was

grown.®! Substantive efforts at education were finally initiated in- . ~.

the 1970s following the formation in 1971 of the pressure group
Action on Smoking and Health, these becoming by the 1980s
increasingly, if partially, effective. Publicity for the effects of
passive smoking added weight to the argument, and during the
1980s smoking in public places, offices, educational establish-
ments, public transport and so on gradually became unaccepi-
able to non-smokers. The deathrate from smoking-related
diseases began to decline among men, although it continued to
rise among women into the 1990s.%% At the turn of the century,
however, government was still delaying the implementation of a
full advertising ban on tobacco products.

Similar economic and political interests underpinned govern-
ment inertia on other issues in which the health benefit was less
clear cut, but in which health activists thought action desirable,
such as alcohol consumption, the airborne lead level, food addi-
tives, pesticides and the encouragement of healthy eating. In all
these areas, powerful economic interests, including commercial
and government revenues, were in operation, as were such voter-
sensitive issues as employment, the cost of living and personal
liberty. Action proved easier to achieve where health issues could
be related to the welfare of the wider environment, and where
the area in question did not directly touch on individual choice.
The regulation of pesticide composition, the introduction of
lead-free petrol and the labelling of foodstuffs to indicate their
content and additives had all been achieved by 1990. The ques-
tion of inducing ‘desired behaviour’ with regard to the individual
choice of food and drink proved more difficult, especially where
government was reluctant ¢o interfere with powerful and lucra-
tive vested interests. Attempts originating with the medical profes-
sion from the later 1960s onwards to alert people to the danger of

cxcess alcohol consumption, and to change the rising natonal

trend of increased consumiption, made Iittle headway in a context
in which government was not prepared to act.?®

Popular taste in food also proved somewhat intransigent in the
face of medically endorsed efforts to improve public health by
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improving the national diet. By the mid-1970s epidemiologists
_studying the causation of heart disease had concluded that the
Western diet, with its heavy emphasis on saturated fat and sugar,
together with smoking habit and a lack of exercise, was respor-
sible for: the continuing high level of heart disease. In 1976 the
Depart’rhént.rof ‘Health and Social Security published the report
Preveniion and Health: Everybody’s Business, which marked renewed
overnment interest in the national diet and publicised the new
medical thinking on heart disease.

Government, however, remained committed to the indirect
route of health education as the means of achieving the desired
end. This was to some extent effective: the 1980s saw an explosion
of media interest in ‘healthy eating’, people began to eat less
sugar, and there was a decline in the consumption of saturated fags
such as butter and lard (although the overall level of fat consump-
tion did not change). In general, however, food preferences were
slow to change. Despite strenuous promaotion by government and
health professionals in the 1990s, health education initiatives
designed to encourage the eating of less fat and more fruit-and
vegetables faltered over the ohstacle of decided consumer prefer-
ence. Although women, for example, showed themselves suscep-
tible to dietary advice, they gave priority to family preferences in

- the food they bought and the meals they prepared.®

The Therapeutic Revolution

The second half of the twentieth century was, for Britain as for
other developed countries, a period in which medicine appeared
to have achieved an astonishing victory over the ancient scourges
of infection, and to be making equally astonishing strides towards
the alleviation of a great many other pathological conditions. The
virtual disappearance in the 1960s of death from the common
infectious diseases such as measles, diphtheria and whooping
cough produced a general confidence that lethal infections were a
thing of the past. This confidence survived the 1970s, to be rudely
shaken, for a time at least, by the emergence of the human
immunodeficiency (HIV) viruses and acquired immune deficiency

syndrome (AIDS) in the early 1980s. The failure of HIV to spread
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as rapidly in the West as had initially been feared restored a
measure of that previous confidence, however groundlessly, to the
general public, although medical scientists and health or, anisa-
tions thr.oughout the world continued to worry about HIV afd also
;\}4113 possible global spread of other emerging infections such as the
d.a‘a;)ur‘g and Ebola viruses.-??’ The period 1945-2000 effectively
vl es‘ in 1980, with the realisation that new problems will always
occur in medicine, and with a recognition that, despite years Zf
res?arch, there had been little real advance in prospects for
patients with many serious diseases, most notably cancer, but also
othe{“ conditions less frequently seen, such as muscular 6: stroph
multiple sclerosis, Parkinson’s disease and Alzheimer’s disﬁase -
. Between 1945 and 1980, however, modern scientific bion;edi—
cinte appeared to have come into its own. The horizons of thera
were greatly extended for general medicine and psychiatry by nfwz
drug trealtment, and for surgery by developments in antibiotics
anae_sthesm, immunology and technology. Medical research madé
possibie revolutionary breakthroughs in the regulation of fertili
al‘ld’ the‘management of the biological consequences of fn:ernti)i
-ninity, with farreaching implications for individual women. The
apparent miracie of two particular therapeutic innovations; the
antibiotic and steroid drugs, which in Britain were delivered tt’) the
general population through the agency of the NHS, and which
helpe‘d to alleviate a great range of acute and chronic, conditions
contributed substantially to the perception of dramatic medicai,
progress alnd a notable improvement in heatth in these years
Yet the impact of the therapeutic revolution on health was: vari-
able, and medic:’al observers in the 1990s were reticent about the
;}{;teﬂt of the improvement in general health since 194530
odern mor‘l.:ﬂdlty surveys repeatedly demonstrate a significant
p}fesence of 1l§;health’, mortality statistics suggesting essentially
the same story.>” The substantial improvements in death-rate and
life expectancy achieved in the first half of the twentieth centur
were not sustained at the same rate after 1945. The standardisegi]
death-rate fell from 16 to 12.5 per thousand between 1900 and
1936-40, but only fractionally after that.?® Against this statistical
pattern étands that of a radical alteration in the nature of life-
threatening disease: death from infectious disease constituted 25
per cent of all deaths in 1900 but less than 1 per cent by 1990
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The apparent stagnation in the health lfavel.reclo'rded in the
statistics and the surveys suggests both the inevitability of loccur—
.\réﬁcé‘."of"fﬁﬁth minor illness and the inevitability of .ﬂ.‘LC dlse.ase‘s
of ageing, and the importance, as well as the m‘u’tablhty, of 1I:1dli
vidual perceptions of heaith. As with the provision of medica
services 'u’n'd.er the NHS, the enormous exiension 11t ‘the compe-.
tence of modern medicine to alleviate and cure has laid 'bare onl‘y

the continuing nature of ili-health, both real and p?rf:ewed. This
does not mean that the new competence of medu:m(.e has not
altered the experience and nature of ill-health, or that it has not
achieved some notable successes over some of the hea,lth—‘related
causes of human misery. The so-called therapeutic revo‘lgtlf:m wa.ds
a very real one, beginning with the discf)very Of peniciilin ar:1
continuing through a range of distinctive innovations that greatly
extended the range of both medicine and surgery. o
The discovery of penicillin, which was released for civilian use
in Britain in 1945, marked the beginning of a new era of phgr—
maceutical research in which international drug compaqles;
competed in an extensive search among n_atuml and‘c.htlamzca
compounds for new drugs of use aganst disease. Perual]lm w}ils
quickly followed by other antibiotics, 51..1ch as strep.tomycm, tte
first drug effective against tuberculosis, and rapidly came to
_ include whole new groups of drugs, such as the broad-spectrum
antibiotics and cephalosporins® The chemical structure of peni-
cillin itself was established by Dorothy Hodgkin in 1945, and this
led to the development of synthetic penicillins, many elaborated
with a view to specific medical problems. Whi%e the'se dru_gs had
an important impact on a number of serio.us {f{fecuous dlseasfls,
such as puerperal fever and bacterial m.emngfms, and l_ed to the
disappearance of such minor inff:cuous mfzonvemencfes ;1;
impetigo, they were also important n the achlevement.o sund
major surgical innovations such as organ tjoansplamanon a
heart surgery, and in the treatment of burns.

As with the sulphonamides, however, it was ngt .lcl’ng b.efore
drug resistance became a problem. The first pemcﬂlm-resmtanc;
strain of staphylococcus aureus (the MOSt COMMOL CAUSE of woun
infections) was identified in 1942, and the first signs of resmtant:t}
to streptomycin were noted in 1946. By 1948 nearl}f 60 per cendtl v,
the staphylococci isolated at Hammersmith Hospital in London
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were penicillin resistant. After about 1950 the drug companies
were engaged in a continuous struggle to maintain the crucial
centrality of antibiotics in modern medical practice against the
rapid evolution of drug-resistant bacteria. The problems of resis-
tance were compounded by the tendency first of doctors to
prescribe, and later of patients to demand, the prescription of
antiblotics for a whole range of conditions against which they are
useless (the common cold being the most notorious example),
and by the extensive use of these drugs to support intensive
modern industrial farming of animals for food. By the 1990s
maity scientists were predicting imminent defeat for the pharma-
ceutical effort to stay ahead of drug resistance.*!

In the 1940s, however, the arrival of the antibiotics laid the
foundations of confidence in the powers of modern medicine.
Nonetheless, it was by no means clear in late 1940s and carly
1950s that any kind of watershed in the history of the infectious
diseases had been reached. Poliomyelitis is a disease that has
almost been forgotten in Britain except by its survivors, but in the
immediate postwar years it appeared as the most significant
epidemic threat seen since the beginning of the century.*?
Although the disease had caused repeated epidemics in America
and Scandinavia since around 1900, the first serious cutbreak
occurred in Britain in the autumn of 1947. Further outbreaks
followed in 1950, 1952 and 1957,

In the early 1950s polio looked like the new infectious scourge
of the later twentieth century. The Americans had been working
fruitlessly at the problem since 1910, but it was only in 1953 that
Jonas Salk finally developed the first vaccine against the disease.
Countered finally in the midst of the upsurge in new treatmenis
and vaccines that followed the Second War, the experience of
polio did little to dent the developing confidence of the new
medicine. The polio vaccine joined those against diphtheria,
tetanus, whooping cough, and the later additions of rubella,
measles, mumps and eventually chicken pox, in what became a
comprehensive protective package against the major childhood
infections. In the 1960s the cycle of infection experienced by
generations of children in the past, and with it the attendant
miseries of fever and the possibility of damaging complications,

was broken by mass immunisation programmes. While new
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generations of parents subsequently prcf)ved susceptﬂ;ﬁa to S:é‘l;is_
about the effects of these different vaccines, the over hcon il :
thI; of ‘¢hildhood immunisation to safeguard the s ol;"t- ane
1on.ger-tefh1 health of chilc(];lren and the adults they becam
:riot be underestimated.
Sh?fl;:g %icAQnd great pharmacological discovery f)f the 194{)sf, ti)l_e
almost accidental realisation of tk}e therapeuic powers ob uet
naturally occurring hormone cortisone (a steroid), came 2112 13Ci_
as a result of the interwar interest in hormonal deﬁaen(gi‘ luck
dated by Philip Hench and FEdward Kendall at the Mayfa llmc i
New York State, cortisone was initially heralded as a mlrail e cu;e
for rheumatoid arthri¢is. It quickly becan‘“Le apparent that :) 12
drug provoked such severe side effects th:at it was almost }mu;; e
in the treatment of arthritis, although it ]Elad its uses 1fnfs o
lating pharmaceutical interest in ‘developmg more .Si-itls ac ndiyi
treatments for that widespread, painful and demoralising c:(z1 45
tion.® There was, however, an unexp?ected t_:orollary. Medica
researchers and practitioners in the immediate postwar ?ﬁ.ars
continued o experiment widely Witl.fl new drlugs, anc{ were wi 1r:)gf
to ry out pharmaceutical innovations aganst a wide llranlge
different conditions in the hope of extending thelT" app 1cat10n.1
At almost the same thime as the rheum‘atologlsts reh‘lctafnty
~shandoned the use of cortisone, experimental apphca'tfons
| revealed its usefulness against a wit‘ie range of other cont:l.mo.rés
from allergy (used externally and in srpall doses) to cxlnenlng1os%
and multiple sclerosis. Within a short time Lh(le sterol gtrro?[;)le
drugs, to which cortisone belonged, had acquired a centra o
in modern therapeutics, and transft‘:n’"med .t.he. prospectsd. c;]
treatment of a whole range of conditions within the mellc
specialties of rheumatology, op.thalmology,’ gastrgentflerci gggg;
dermatology and renal and respiratory medicine. By the 990
more than eighty separate disorders were known to be respof v
to steroid therapy.** Far less hyped tha.n the dlSCF)VCI‘Y o dF e
antibiotics, the steroids were at least as 1mportz}nt in e.xteln 1%%
the competence of modern medi?ine and enabling pla)tlle?? wi
a range of chronic conditions to live a more comfortable i c(f .
The great transformation in the power of mo‘dem }Ilne 1cd oe
with respect to physical illness was also extenclled into the :m e
world of mental iliness by this postwar surge in pharmacologica
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research. Once again the initial breakthrough occurred in an
almost accidental fashion, to be picked up and developed by the
nternational drug companies on a comumercial basis, -

Progress in the treatment of mental illness had been slow in Lo

the years since the Great War. The adoption of techniques of
Freudian psychoanalysis after 1918, although usefu] for patients
depressed and unsettled by events in their own lives, offered little
prospect of cure to those suffering extreme psychiatric illness.
For the latter the outlook remained dreary: psychoanalysis for the
well-todo (in an era of private medicine, such treatment being
expensive) and confinement for the poor. As the number
confined in mental hospitals continued to swell in the 1920s and
30s, asylum doctors experimented with a number of dramatic and
unpleasant treatments in the search for a measure of therapeutic
success. Such treatments included the use of insulin to obtain a
deep coma, barbiturate-induced deep sleep, electro-convulsive
therapy, and psychosurgical techniques such as lobotomy and
leucotomy.®” These treatments did not always secure patients any
significant improvement in their condition, and the nature of

- many were suich as to induce further acute mental and physical

misery. They remain controversial to this day.

In the early 1920s research into the chemistry of the brain
resulted in the jsolation of the first neurotransmitter, the chem-
ical acetylcholine, which mediates the transmission of nerve
impulses. This discovery turned the attention of psychiatrists to
the potential of pharmaceutical interventon, and widespread
experimentation with drug treatment for mental illness followed,
with little initial success. In fact the breakthrough to reach drugs
that mfluenced the chemistry of the brain occurred only after the
Second World War, and was as fortuitous as the other major
breakthroughs for innovative drug therapies had been.

A French naval surgeon, Henri Laborit, had been studying
the treatment of shock using the antihistamine promethiazine.
He noted that the administration of the drug produced a
‘euphoric quietude’ in his patients, and persuaded psychiatric
colleagues at the Val-de-Gréce military hospital that it might be
worth trying in the management of restless psychiatric cases.
Over a period of weeks, the drug worked a spectacular improve-
ment in the condition of a manic patient. Follow-up research
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under the auspices of the drug company Rhéne-Poulenc

_resulted in the discovery of chlorpromazine, a drug with a
“dramatic effect on hitherto incurable schizophrenic patients.
‘It'was a discovery that opened the way for the mass screening of
chérnical compounds characteristic of drug companies anxious
to improve their profit, and led to the production of a range of
drugs suitable for use across the whole spectrum of psychiatric
illness. It was a development that significantly underpinned the
British movement towards implementing community care
schemes for the mentally ill after 1970.

The appearance of drugs for use in psychiatric medicine had
an effect that reached far beyond the walls of the mental hospi-
tals. In particular, the introduction of tranquillisers in the 1950s
opened up a whole new dimension of popular, patientdriven
illness as the threshold of tolerance towards stress and sadness
plummeted with the prospect of instant relief in a tablet.?
Valium, first marketed in 1963, became the single most successful
drug in pharmaceutical history until it was in the 1990s
supplanted by Prozac, thought o be effective for mood disorders
in general and depression in particular. While the new
psychopharmacology undoubtedly offered real relief to many
thousands of people who suffered from many problems of
sadness and desperation, there is litile doubt that it also vastly
increased the number of people more or less dependent on
medication who considered themselves to be, in one sense or
another, unwell or at least not attaining a ‘normal’ degree of
mental well-being.

The major innovations in medical treatment represen ted by the
antibiotics, steroids and psychiatric drugs was complemented by a
great extension in the number and effectiveness of other drug
treatments in the years after 1950. Hypertensjon, asthma, peptic
ulcers and Parkinson’s disease were among the many conditions
for which new and more effective treatments were found.*® The
growth in therapeutic competence initiated by the drug revolu-
tion in medicine was paralleled by a similar expansion in the
surgeon’s ability to correct, reconstruct and repair the body. In
1939 it had been thought that surgery had reached the Hmits of
the possible, but the introduction of the antibiotics, of new anaes-
thetics and of the immunosuppressive drugs, together with tech-
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nical ‘innovations such as renal dialysis and the heart-lung
rflachme, allowed surgeons to develop expertise in types of opera-
tion that had previously existed in the realms of fantasy.

Classic examples of such new operations include organ trans-

plantation and open heart surgery. By the 1990s these had
bec?me commonplace, but the path by which these operations
achieved the routine was far from smooth. For both patients and
their families, as well as for the surgeons, there were many
tragedies in the early stages of their elaboration. Open heart
procedures were initially developed by paediatric surgeons, who
were faced with the immediate family tragedy of babies born with
congenital heart defects. Because the life expectation of so many
of these infants was very limited, and because their hearts were so
small,‘ it was both ethically and technically easier to practise
ex‘p'enmental surgery on them than on adult heart padents. The
critical breakthrough to routine success came with the develop-
ment of an effective heart-lung machine, which supported the
patient’s breathing and blood flow during the operation. By the
19l605 surgeons were able to repair all operable heart defects in
children. In the 1970s they moved on to explore the possibilities
of replacing diseased heart valves in adults. The medical
ch.’fdlenge that this development presented should not be under-
fastlmated — James Le Fanu has called these operations ‘stagger-
ingly difficult’ — but by the 1990s the heart bypass operation had
become a routine slot in the surgeon’s diary, 4

Medical concern at the pitiful wastage of young lives was also

- central to the development of organ transplantation. As with

blcl)od transfusion, organ transplant had been attempted in
animals without success by a number of experimentalists since the
sleventeenth century. The fundamental problem with transplanta-
tion was that of rejection: the patient’s immune system recognises
and repels tissue originating in other bodies.* Yet for some
conditions, replacement seemed the only ultimate solution. This
was especially true of patients with defective kidneys, often young
peoPle in their teens and early twenties who were condemned to
a painful, lingering death with their lives still before them.
Although renal dialysis had been possible since 1943, it was
r.arely used, it then being considered unethical to prolong the
lives of patients with chronic disease, for whom it could only delay
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inevitable death.5! It was, in any case, a trying procedure and an
. especially - wearisome prospect for otherwise healthy young
patients whose only problem was their defective kidney function.
Technically, the replacement operation was possible n the 1950s,
the first successful transplant being carried out between identical
twins in 1953. Subsequent operations between siblings, and even
between twins, nonetheless continued to show a high failure rate,
and it was only-with the discovery of the right combination of
immunosuppressive drugs that the kidney transplant became a
surgical reality.®? It was not until 1963 that the use of the drug
azathioprine in combination with steroids was shown to be the
key to preventing rejection. The subsequent introduction of
cyclosporin in the late 1970s reduced the need for steroids and
placed the whole science of immunosuppression on a firmer
basis. By this time dialysis had been accepted in the treatment of
kidney patients, and the two treatments together offered a consid-
erably better prospect for those afflicted with renal disease.?

Once the problem of rejection in kidney transplantation had
been successfully resolved, surgeons quickly moved on to attempt
other types of transplant. Within four years of the mastering of
the technique of immunosuppression, the South African surgeon
Christian Barnaard performed the first heart transplant, to the
- “accompaniment of worldwide publicity. It was an operation that
had a disastrous early history. Barnaard’s first patient died within
days, but the incentive had been given to surgeons the world over
to try the operation on selected patients. Within a year fatalities
among transplant patients had reached such a level that the oper-
ation was abandoned for a time; yet surgeons are persistent, and
by the 1980s they had achieved a survival rate in the region of 80
per cent. Although heart transplant operations remain a tech-
nique of last resort, there were by the 1990s many hundreds of
patients whose lives had been prolonged for many years in a
condition of much greater comfort and fitness than they could
have hoped to achieve before 1970.

Less emotive in its appeal than organ transplantation, but at
least as important to a great many older patients, was the develop-
ment of techniques to replace osteoarthritic or worn-out joints
such as hips, fingers and knees. Hip replacements were pioneered
by the Manchester surgeon John Charnley in the early 1960s, init-
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ating a series of procedures that transformed the lives of many

eldeI_"ly. patients, restoring them to an active and pain-ree life.

Physmal activity and enjoyment of life by the elderly could also be

serlou.sly curtailed by impaired vision, and the introduction of

techniques of corneal replacement using a plastic lens as a substi-
t.ute for the natural cornea obscured by cataracts was another
liberating medical contribution to the welfare of the elderly.5*

By the 1970s the ability of medicine to alter and to repair the
I:?ody, together with rising standards of living and expectations of
h'fe among ordinary people, and growing media interest in medi-
cine and personal health, was beginning to foster a new approach
to medical treatment. This is the so-called ‘lifestyle medicine’, in
which medical intervention is required less for the reso]ution’ of
the causes of ill-health than to confer a perceived improvement
on the quality of patients’ everyday lives. Such medicine is essen-
tially social in its intentions, often accommodating patients’ own
percePtions of the improvements needed in their lives. Many
suchl Interventions were originally designed to meet specific
med.lcal needs within a social context, but they have had their

-application extended by popular demand for the enhancement
of life. Recent examples include Prozac and the anti4mpotence
drug Viagra (1998).

‘The original lifestyle drug was perhaps the oral contraceptive
pill, developed in the 1950s by the American endocrinologist
Gregory Pincus, with the support of leading American birth
control reformer Margaret Sanger. Although it did not, as has
sometimes been suggested, inaugurate the modern revolution in

sexual behaviour, the pill did initiate a change in the

doctor—patient relationship that subsequently extended across the
spectrum of medical practice. Whereas in the past patients had
waited for the doctor’s diagnosis and prescription, the advent of
the pill encouraged women to identify their own medical
problem (fertility) and to ask their medical practitioner to
prescribe a specific treatment.® While the pill undoubtedly
contributed to the health of those women whose health had been,
or was imminenily about to be, undermined by too-frequent preg-
nancies, it also freed many more women to enjoy sexual activity
outside the bounds of marriage.
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Despite periodic scares about health problems associated with
_using the. pill,.oral contraception quickly became the most
popular method of birth control in Britain. By the mid-1970s,
when free family planning services were made available, it was
used by 58 per cent of married couples in England and Wales,
and. by .an ‘estimated 2.25 million women, both married and
unmarried% Despite the scares, the health risk associated with
the pill appeared to be very small indeed, while its health benefit
for many women lay not only in the avoidance of unwanted and
debilitating pregnancies, but also in a monthly reduction of the
physical discomforts of mensiruation.

The introduction of the oral contraceptive did not, however,
put an end (o abortion, that ancient and controversial method of
avoiding an unwanted pregnancy. In the nineteenth century, the
medical profession had acted to tighten the legal con trol on abor-
tion, but in the twentieth century doctors began gradually to
extend the application of the law as they recognised that there
were mental and well as physical justifications for the operation.
In the years after 1950, as the social pressure for abortion in
certain circumstances began to be recognised, reform of the
restrictive abortion laws began to be considered. The issue
became increasingly contentious, as the women’s rights move-
. “ment adopted the cause of reform, and anti-abortion pressure
groups took action to resist it. The medical profession, however,
was anxious to retain control over the performance of the opera-
tion and proved influential in effecting both the passage and the
scope of the revised law. The Abortion Act 1967 legalised thera-
peutic abortion and extended possible justifications to include
social considerations such as existing family circumstances and
the possibility that the child might be seriously handicapped.””

While the medical prescription of oral contraception and
the medical supervision of abortion both had implications for
women’s health as regards childbirth, which been a medical
concern since at least the eighteenth century, it was only in the
1960s that medicine began to enter the related field of infer-
tility. Here again the identification of infertility as a medical
problem, and role of infertile couples in their own diagnosis
and their requirements of the doctor, formed part of the shift
towards lifestyle medicine so clearly demonstrated by the
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demand for the oral contraceptive pill. Ferdlity drugs to stj
la%e ovulation were introduced in the 1960s, but theg pr mziu-
n’.uxed- blessing in their tendency to induce,multiplg Pr::“'e -
cies. I.n the wake of the women’s rights movemenls afganl;
changmg popular expectations of medicine infertility beca X
a major social issue in that decade.5 , e
The identification of infertility as a medical condition and
a healtft‘l and lifestyle issue encouraged researchers to investli] ?S
the various types of infertility and to explore methods of ogxié:
coming them. By 1977 Patrick Steptoe and Bob Edwards hag
d'eveloped a technique enabling them to fertilise human eggs |
vitro before returning a fertilised single egg to the mcf]%i l’n
womb. In July 1978 the first baby conceived as a result of tl:'s
process, Louise Brown, was born. Steptoe and Edwards’ teclis
nique proved applicable to several other types of infertili anc[
by the 1990s, although the problem of infertility was t{)’ n
m;ansdtotally resolved, many thousands of couples had geer(;
relie i
inter‘zngi;};jadness of childlessness through specific medical
Medicine also produced an improvement in quality of life for
women at the end of their reproductive lives. For a great number
of women the menopause is a time of both physical and mental
suffering, and the introduction of long-term hormone repla .
ment therapy in the 1980s was greeted by many with ilici-
Besides modifying the symptoms of menopause hormoflc:
rlePIacement therapy was reported by many users’ to restore
l1b1dcl>, and was considered to have medical benefits in reduci
the risk of osteoporosis and heart disease — benefits that wal,l]“g
thought to outweigh an increased incidence of breast cancer and
thrombosis. By the early 1990s around a tenth of women in the
relevant age group were using the therapy, and among w
doctors the proportion was closer to half.t° s romen
Da?spite the great improvements, even transformations, that
medl:::l.ne wrought in the lives of patients with many diff’erent
conditions and diseases, the diseases of ageing remained a gener
ally prctb]ematic area, continuing to elude the best efforts a% thei"
resolution. Mental frailty, osteoporosis, arthritis, heart diseaser
cancer and others remained largely resistant to successful lon y
term treatment. With the growing number of elderly peopl§
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i j ing its
cancer became an increasingly h1gh-proﬁ1_e d.lS(?aSC, generzlt]t;r;igties
own specialist consultants, specialist epldemlologtlﬁts, cminued
and s poit networks. The number of cancer deaths clo tnued

N . i i [ ove
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apparent since the late nineteenth century but wals adz:do ‘
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more common conditions includes, as well as various carncers,
child abuse, autism, dyslexia and drug abuse; bulimia and
anorexia nervosa; obesity; suicide in young males; infertjlity in
women; and teenage pregnancy. In contrast the diseases that have
become less common have a large infectious, congenital or envi-
ronmental component: tuberculosis and the common infections
of childhood; minor infections such as impetigo, ringworm and
scabies; spina bifida and hydrocephalus; stillbirth; chronic bron-
chitis, bronchiectasis and childhood anaemia. The list of diseases
less common because of such medical interventions as immunisa-
tion, the screening of target populations, therapy and improved
clinical care is considerable and impressive. 5
Despite the very real achievement of modern medicine in
improving health by removing many of the older afflictions, the
range of disorders for which medical assistance was sought
increased. With the decline in the acute infectious diseases and
growing public attention to matters of health, the failures and
shortcomings of medicine became more apparent, acting as a
source of tension between patients and the profession. 5 Following
reports that linked the combined measles, mumps and rubella
vaccine with autism in a very small number of cases, for ex
parents began in the late 1990s to demand single-shot, or
measies/mumps vaccine only for their children, to the consterna-
tion of the British medical profession.

In this decade also, new developments in medical science
promised the genetic modification of individuals as a remedy for
many diseases, but the initial application of similar methods to
improve the quality and yield of food crops was met with suspi-
cion and hostility by consumer groups. Public sensitivity towards
foodstuffs had undoubtedly been heightened by the long-running
crisis over the epidemic of bovine spongiform encephalopathy in
Britain’s cattle herds, but the outcry over genetically modified
foodstuffs was characteristic of the newly critical public attitude
towards medical and scientific innovation. 6 By the 1990s popular
perceptions of risk and responsibility had shifted significantly
away from unquestioning trust in the doctor’s Pprescription and
from an uncritical acceptance of scientific innovation.

ample,
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Reaction

T'hé";;api'd' intensification of the search for new Fhex;apu;;ii fti}tlse
years after 1945 created problems as well as brmgmgt hen thi;
althoughisocieties across the world were slow to a{:;epze hat s
could bé ‘the case. Before the Secr:md World War, Wes 1r n meds
cine was subjected to very little in the way of cIontlgo_tain -
research activities and therape}ltlc pracu(:és: 111 ‘:1ti0ns e
Cruelty to Animals Act of 1?76 1mpflsed ;iﬁ:lée:lf;a? fons on
se of animals in medical research, an : :
g]t:uii:ililad existed since 1858 to supell“\fise the social ;m{ji e‘fgllga{
behaviour of registered medical pracutioners, but t e :;: dmp
ment, iesting and introducﬁiop ofl n;:lwntgsea;ntiztsr :sr;amhergs
ies remained essentially in the al )
;};i;iiactitioners ihemselves.5 Thel situation begz;n todcigzlnsg{:tzz
the 1940s, when Austin BradforIdJ Hilll, prgfiscs;zf C;ft;l{(; iene an
tics and epidemiology at the London Sche ene and
ical Medicine, pioneered the random}sed contro .e C
;1;:;13;;1 after whicE the statistical evaluation .of tl;e Zns:iﬁmads
benefits .of treatment bgsgan to permeate clinical a
i i ical practice. |
ep'llfil'?:l :‘ch%lgor I:Jrcd;)ity and rigour in the ’testing of newu ;rzal.lt;
ments especially in the field of pharmac_eutmals,lbeca}me u g;) o
 with the rapid expansion of the chemical ex5p To;z:taui?lzdequacy
drugs by the pharmaceuazical industr;satfl}:;iizﬁy .demonstramd R
' national medical systems w: ]
toifemyc:;rs around 1960. Between 1956, when the drugt kiﬁ::ﬁ
mide was released in Germany, and 1961, when it was wi " icai
thousands of babies were born with more or less sege;"; p ;sthe
malformations of the hands, imbs ar.ld Ot.esoph.ag.us. 0 oveneral
counter in Germany (on prescription in 'Bntaln) das a Ead e
tranquilliser and morning sickgess prevefitwe;h the Hll‘il;sgion Lot
been subjected to sufficiently rigorous tr}z%ls, 59(;(5)& ission of 1t
effects in pregnant animals being a key failing. : ducti,on §
Western nations introduced controls over the infro
ne;\rldg?igtiin the process followed the characteljisuc Izattex; Oﬁi
adoptive legislation, with sub§equent more stm"{g(i:rf;:fe o
stemming from the old political reluctance to in
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private enterprise and the free market. A supervisory body, the
Committee on the Safety of Drugs, chaired by Sir Derrick
Dunlop, was set up in 1962, but the drug companies’ siibmissions
were to be made voluntarily, The Dunlop Committee imple-
mented a three-stage assessment through laboratory toxicity
trials, clinical trials and surveillance. The fatter was supplemented
by the yellow card system, under which doctors were supplied
with forms for reporting adverse drug reactions, but practitioner
feedback proved unreliable. As was almost inevitable, the
arrangement for voluntary drug submission proved unsatisfac-
tory as the pressures of commerce and competition remained,
especially for the smaller companies.

In 1968 the Medicines Act extended external control over the
industry, but in practice close co-operation between the drug
companies and regulators, the frequent interchange of personnel
between regulator and industry, and government reluctance to
damage the industry’s profitability allowed considerable leeway
within the regulatory system. Drug-testing through full-scale clin-
ical trials proved an expensive procedure and was not always
effective in predicting side effects that became apparent with
long-term clinical use. In 1981 the Conservative government
introduced a scheme under which companies could be exempted
from the full programme of conwrolled chinical trials required by
law, which effectively reduced the extent of safety regulation
within the industry.” The intention was to establish an early
warning system that would enabile government o issue warnings
or to withdraw drugs from the market if necessary, thus main-
taining the principle that even if drugs do not positively
contribute to health, they should at least not harm the patient,”!

The thalidomide tragedy was one among a number of factors
that helped to shape a more critical public attitude towards medi-
¢ine and medical practitioners during the 1960s. Postwar social
change, with the great expansion in the number of the middle
classes and the relatively well educated, the emergence of envi-
ronmental awareness, and mass means of communication (espe-
cially, perhaps, television) all-contributed to the development of a

society increasingly able and willing to question and criticise
established institutions and long-accepted standards. Thalido-
mide, and the long struggle for compensation on the part of the
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affected British families, which was not resolved untii 1973,
. sqe_med to demonstrate that the good faith of governments and

commercial companies could not be depended on.” The prolif
eration of popular pressure groups and self-help groups from the
1960s onwards helped to raise public awareness of single, sepa-
rate medical issues, and reinforced a growing impression of the
inadequacy:of organised medicine to meet all medical needs. At
the same timé, new voices began to criticise the achievements and
attitudes of modern medicine.
In 1961 Thomas Szasz put forward the idea that mental illness
was ‘manufactured’ by psychiatrists and {sometimes) the state,
and by the 1970s Archie Cochrane had questioned the effective-
ness of most therapeutic interventions, with Thomas McKeown
arguing that an improving standard of living rather than medical
innovation had initiated the great decline in the death-rate since
1870.7 There was increasing criticism of the medical profession
for its assumption of authority over patienis: in 1971 an American
organisation, the Boston Women's Health Collective, published
Our Bodies Our Selves, which empbhasised the importance to women
of an informed response on issues concerning their own personal
well-being. In 1976 Ivan Illich argued more broadly that modern
medicine made people ill, and in 1981 lan Kennedy's Reith
. Fectures condemned modern medicine for its exclusive focus on
the disease process rather than the needs of the patient. Indeed,
Kennedy went so far as to recommend that patients take greater
responsibility for their own health, to the extent of questioning
the power exercised by doctors.™
Such criticism helped to change the public attitude towards the
modern practice of medicine, as it was filtered through to
the general population by television and the popular press.
Already in 1972, for example, a BBC documentary on the history
of Charing Cross Hospital, London, ended by contrasting the
humanity of the interwar hospital, where little could be done io
cure the disease but the consolation and comfort of the patient
was a priority, with the isolating experience of treatment in the
modern high-technology hospital.”® A sharp reminder of the
power of television to shape public opinion came in October
1980, when Panorama broadcast a programme on brain death,
highlighting the cases of four individuals declared brain dead by
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gmerlc,an phys?cians, who later recovered. The removal, with
dzncci)r; or relatives’ consent, of organs from those deeined brain
ad 1or transplant purposes had by this time become a not

un i R
usual procedure, and public consternation at the Panoramg =~ - B

ro i
Eong;zr:lnrg:;;rgs reflected in a two-year stagnatton in transplanta-
Th‘e efﬂlact of social and intellectual developments on th
publlclattltude towards modern medicine and the medicai
profession itself was complex. On the one hand, people generall
became .much more sensitive towards their own health a%ld morz
demelmdmg of lfhe health services: in 1987 it was calculated that
gubhc expectations of the NHS were rising at 5 per cent a year,
eca}lse of, among other things, an awareness of what could be,
pI'O\:’lded, advances in medical treatment and a reduced toleranc
of dlSC.OmeI"t.W On the other hand, the public also began to taltg
more independent action in preserving its own health, Member-
ship of the Vegetarian Society soared from the later 19’7.05 and i
the 19§Os attendance at swimming pools and gymnasia, st ni}i
cantly m(':reased. Non-smoking became an issue in restau%ants
-and lpu}:‘th(: places. The later 1980s and the 1990s were beset b
continuing crises over the epidemic of bovine spor ;f;:)rn)ll
encephalopathy among British cattle, and public anxietygabo t
the possible transmission of the disease to consumiers. In tl:e
1990s supermarkets began stocking organic produce ;md the
year 199? was distinguished by a public outcry ag’ainst the
ntroduction of genetically modified foods. In the meantime
non-orthodox medicine became increasingly popular. By 1981’
GPs 'had been outnumbered by alternative therapists in Britain
an in the 1990s several of the more prominent alternative thera:
pies, such as homeopathy and chiropractic, were brought withi
the provisions of the NHS, ’ g
BY. the end of the twentieth century, public confidence in the
altrglsnlrl of doctors and the competence of modern medicine was
beglmlung to fragment. While government attempts to control
:spendmg on health were generally blamed for deteriorating facil-
ities a‘nd services within the NHS, the periodic uncover;gn £
scientific shortcomings in services, for example, repeated l% 01
breakdowns in the cervical cancer screening prog,ramme hel (21
to undermine general confidence in the judgement of’doc{‘jors
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and medical scientists. In 1998 publicity surrOL.mding, the hl.ghl
failuge rate of heart operations at the Bristol Children’s Hosp;t:r
“led 1o the syspension of three surgeons and the call for toug —
control over medical practice. In the follc{mng year similar a(:‘(:l:t
sations” {subsequently unproven) of medical m?ghgenc'e agsllllzr '
child heatt patients were levelled at thelcountry s premlcir ce] N
for cardiac surgery, the Brompton Hospital. In that y’ear also, ei !
sanction was sought for parents to over-rule doci}ors d.ecxsz(‘)lrclls
the treatment of severely handicapped and t{?rmmally H Chl‘l G{*en.
Tt was increasingly apparent that, espec‘lally \.»v]‘.lere Chll ren
were involved, the professional authority of .medlane no ontge;
went unquestioned by families concerned in th.e tream;en 1 Of
one of their number. It was a development thgt ra}sed the Eve oh
stress and anxiety within the medical profession itself. Althoug :
the situation had by no means reached the extreme then cume:fmI
in the United States, where the likelihood of a successtu
‘outcome of a medical procedure had becorr{e_ almost.a ldeter:
mining factor in whether it was undertaken, British medlf:zft pljzcl)(rll
tice in the 1990s was increasingly aware of the threat of litigat
inical negligence. ’
fo%i?;i«dng pgt,jblic unease over real or percei.ved sh(?rtconpﬁigs
in medical tfreatment, organisation and preventive services wit o
.tHe NHS occurred alongside a rising concern among hfea%
| professionals from the later 1970s over continuing mquahty m'
heaith between different regions of the country a‘nq dlfferen(;
social classes. Comparative international health statisucs (s,glowee
that, in key indicators such as infant death and heart ;Se;fe;
British mortality rates had not improved as fast as thosefo é) ner
wealthy Western societies. In 1977 thfa Secretary of State‘ 01'_r) 0 -
Services appointed a Research Working Group under Sir Doug
Black to investigate inequalities in health across_the ccmntry.Bl )
Published amid heated political controw‘ersy. in 1980, the 1 acd
Report demonstrated the existence of a significant f:lass-r::e1 atfh :
disparity in health, the poorest (social jzlass V) suffering a f;: "
rate twice as high as the wealthiest (social cl.ass D). It was a paf i
that held good for a wide range of medical candmoni,:1 r{I)11
obesity through arthritis to accidenis. The group coud Hi)ati
explain these differences as being the result of poverty an | mate
rial deprivation. They called for a comprehensive strategy

170

A Golden Age? 1945-2000

eliminate poverty, a radical redistribution of resources to include
measures aimed at reforming the lifestyle and living conditions of
the poor, as well as the provision of medical services, and for

these measures to be targeted particularly at children.” The .- =

government, however, balked at the perceived expense of imple-
menting such a programime, despite reinforcement of the Black
Report findings on health and social class by a second investiga-
tion, Margaret Whitchead’s The Health Divide, published in 1987,
The emphasis of general government policy on health continued
to be on individual responsibility and on a change in lifestyle to
fit the emergent model of healthy living: the consumption of
plenty of fresh fruit and vegetables, no smoking, little or no
alcohol and regular exercise.

The achievement of a common level of health for all became
an issue not only in Britain, but also in the world community in
the late 1970s. In 1978 the World Health Organization declared
its aim of Health For All by the Year 2000, 2 programme based on
the social relations of health rather than on medical in tervention,
on housing, education and health promotion rather than on the
provision of medical services. In the years that followed, several
countries, including the United States, began to publish health
strategies of their own, based on the World Health Organization
blueprint. It was not until 1992, however, that Britain’s Conserva-
tive government (in power since 1979) produced its own such
document, the White Paper The Health of the Nation. It adopted an
individual approach, framing strategy in terms of specific prob-

- lems rather than in terms of broad social improvement. Key areas

for action were identified as coronary heart disease and stroke,
cancer, HIV/AIDS and sexual health, mental illness and acci-
dents. The desired results were set in line with existing trends, a
decision that blurred any obvious impact of subsequent govern-
ment action.®?® Interested researchers, meanwhile, were begin-
ning to develop more radical and democratic solutions, for
example that better health is directly related to the degree of
equality and social cohesion present within a given society.®!
When the Labour Party came to power in 1997, the issue of
inequality in health assumed a more prominent place in govern-
ment pronouncements on future health policy, in line with the
party’s long-standing commitment to social equality and an
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improvement in living standards for working people and the poor.
_}njuly. 1999 the then Health Secretary, Frank Dobson, announced
a £96 million plan for reducing the number of deaths from heart

disease, cancer, suicide and accidents, with a view to saving
300,000 lives over ten years. Following the example of the Black
Report and The Health Divide, Dobson’s White Paper, Saving Lves,
again stressed- that the poorest social groups had a life expectancy
five years less than that of the well-to-do, and that they were more
likely to die from heart disease and cancer. Twentysix Heaith
Action Zones were to be established in the country’s poorest
areas, offering such socially based strategies as first aid training
for 11—16—yea:r—olds, and ‘Expert Patients’ programmes to help
people te manage their own illnesses. A few weeks later, the BMA
published a report of its own, which argued that the children of
Britain’s poor were among the unhealthiest in the developed
world and were destined to become illness-prone adules.%?

Conclusion

At the turn of the twentieth century, British medical and social
observers were agreed that, despite the achievements of modern
' rfedicine, and despite fifty years of largely free medical provision,
the health of the nation’s poorest classes remained unsatisfactory.
One survey published in 1998 emphasised the continuing rele-
vance of the old mortality and morbidity division along the
north/south divide and the urban/rural axis. Twenty-seven
British communities were identified as having a ‘high and rising’
mortality ratio, of which twenty were urban, including Oldham,
Salford, Manchester, Liverpool and Edinburgh. Five London
boroughs, with Hackney in the lead, and the rural counties of
Stirling, Durham (a former mining county) and Perth, also
featured in the list. The authors noted an increasing polarisation
of deathrate by area in Britain, an inequality of mortality so
striking that ‘if the Registrar General of 1851 were to repeat the
study of mortality carried out then, he would no doubt be
shocked by the extent, persistence and widening of the basic
divided British society’ .3 Despite the 1978 World Health Organ-
jzation declaration, Britain had not achieved health for all by the
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year 2000. Yet in general health i
) e and life expect .
ulr]lproved significantly since 1945, partly as a rfsucltagf? yso}(l:?e{lfll
;} ez;‘ng:i:. and pfa;tly as a result of the contributions of biomedicine
mitions of both health and poverty had th ‘
‘ Ives changed
since the Second World War with th e in o
‘ Al e general rise in expectatio
Zzlcn:ldm thc;a standard_ of living. While these changing culft)ura] starrll1E
‘ s and expectations altered the concept of health itself over
me, the statistical accounts provided a continuing reminder of

~ the very real ways in which health and life expectancy had

improved since 1860.
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