The Welfare State in Britain

The Beveridge Report of 1942 proposed a system of National Insurance, based on three 'assumptions': 

· family allowances, 

· a national health service, and 

· full employment. 

This became a major propaganda weapon, with both major parties committed to its introduction. During the war, the coalition government also committed itself to full employment through Keynesian policies, free universal secondary education, and the introduction of family allowances. The Labour Government was elected in 1945, and introduced three key acts: 

· the 1946 National Insurance Act, which implemented the Beveridge scheme for social security; 

· the National Health Service Act 1946; and 

· the 1948 National Assistance Act, which abolished the Poor Law while making provision for welfare services. 

These Acts were timed to come into force on the same day, 7th June 1948. The 1948 Children Act was another important element.

 

The welfare state after 1948

The key elements of the "Welfare State" were understood as being 

· Social Security 

· Health 

· Housing 

· Education, and 

· Welfare and children (the 'personal social services'). 

Contemporary arguments emphasised the inter-related nature of these services, and the importance of each for the others. However, the administrative division between services was reinforced by reactions against the unifying and all-embracing nature of the Poor Law, which led to a strong distinction being made between income maintenance, health and welfare services.

The 'Welfare State' was not intended to respond to poverty; that was what the Poor Law had done. The main purpose was to encourage the provision of the social services on the same basis as the public services - roads, libraries and so forth - an 'institutional' model of welfare. Criticisms of the Welfare State in later years, however, were to concentrate increasingly on the problem of poverty, and debates in the UK are increasingly residual in tone.

Social security in the United Kingdom
The Beveridge scheme 

The details of the Beveridge report are concerned with National Insurance, which Beveridge planned to cover people 'from cradle to grave'. The scheme was based in six 'principles' of insurance:

· comprehensiveness 

· classes of insurance 

· flat rate benefits 

· flat rate contributions 

· adequacy 

· unified administration 

These objectives were never achieved; the inadequacy and poor coverage of the benefits meant that other benefits had to be filled in, and these systems were administered under different rules by different agencies.

Despite the deficiencies, National Insurance still accounts for over half of the expenditure on social security in the UK. But the failure of the scheme to cover the population led to increasing dependency on means-tested benefits, and in particular the basic benefit - National Assistance, later renamed Supplementary Benefit and then Income Support.

Income Support

Although Income Support disposes of only a limited proportion of all the money spent on social security, it is perhaps the most important benefit, because it guarantees a minimum level of income for many recipients. There are four basic elements to the Income Support scheme.

· The scale rates, or 'applicable amount'. These are supposed to cover all a claimant's normal needs - like food, fuel and clothing - apart from housing costs. 

· Extra weekly payments for people in particular situations, or 'premiums'. 

· 'Housing costs', mainly mortgage relief and insurance for owner-occupiers; rent is dealt with through the Housing Benefit scheme. 

· Deductions. People can have their benefit reduced for voluntary unemployment or striking; there may also be deductions made to cover past debts. 

The basic calculation of Income Support is based on the sum of these elements, minus the claimant's existing income.

The number of people dependent on this basic means-tested benefit has grown steadily over the years. The response of governments to the increasing numbers of claimants has been of two kinds. One has been to try to change other benefits to float people off the safety net; the number of pensioners claiming in the 1990s fell because of improved insurance-based pensions. The other response has been to try to adapt the system to its 'mass role', changing it from an individuated, complex benefit to a general system capable of coping with millions of claimants. 

Social security for unemployed people

Unemployment was initially provided for through the Beveridge scheme. National Insurance was intended to deal with a wide range of marginal employment, including casual labour, seasonal work and short-time working. It was never intended, however, to deal with long-term or mass unemployment. As long-term unemployment grew in the 1970s and early 1980s, unemployed people became increasingly dependent either on Income support or on alternative benefits, such as benefits for incapacity or single parenthood.

By the mid-1990s, the system had virtually ceased to apply, with only 8% of unemployed males receiving National Insurance. Unemployment Benefit was replaced by Job Seekers' Allowance, basically equivalent to Income Support for unemployed people. 

Throughout this period there was also an increasing emphasis on trying to engage people in the labour market as the main route out of poverty. The term "welfare to work" refers to a series of measures intended to encourage unemployed people into work, including advice, training and supervision.

Pensions

The Beveridge scheme provided for universal pensions at a low level. Pensioners were likely to be on low incomes, and in the 1970s more than half the people in the lowest 20% of the income distribution were elderly.

From the 1950s on, numerous schemes were proposed to offer higher pensions through earnings-related contributions and benefits. This was the subject of bi-partisan agreement in the 1970s, and led to the introduction of the State Earnings-Related Pensions Scheme (SERPS). Subsequently, however, governments came to feel that this represented too large a commitment to state pensions: the Conservative government argued that "it would be an abdication of responsibility to hand down obligations to our children which we believe they cannot fulfil." They arranged for SERPS to phase out gradually and sought instead to encourage more private and occupational pension provision. From April 2002 SERPS was replaced by the Second State Pension, which makes more generous provision for people on lower incomes and those whose contributions are incomplete. The final income of pensioners relies increasingly on individual and independent provision. 

The Pensions Credit has now replaced the previous means-tested support. The "Guarantee Credit", replacing Income Support and the Minimum Income Guarantee, offers a basic means-tested minimum. The Savings Credit allows extra income to be retained for people within a narrow band of income. It is complicated, and take-up is uncertain; the government thinks that half all pensioners should qualify. 

Child Benefit

Tax allowances for children were first introduced in 1909, and Family Allowances in 1945. Titmuss, in 1955, made the important argument that tax allowances and benefits were really two aspects of the same thing, a principle which has gradually gained acceptance since then. Child Benefit, combining the two, was passed into law in 1975 (though, because it was controversial, it was not implemented for two years after that).

Child Benefit is flat-rate, not age-related. The case for age relation is that children become more expensive as they grow older. The case against is that poorer families tend to be those with younger children, mainly because the woman in the family is unable to work; and it is simpler not to relate the benefit to age. The basic arguments for Child Benefit are:

- it is paid to the mother, who may have no other income
- it is not means-tested and takeup is very high (perhaps 99%)
- it is simple to administer
- it avoids problems like the poverty trap and stigma
- it helps to protect the position of the working poor.

The arguments against are:

- it is not well targeted. Poorer families tend to be smaller and younger, but Child Benefit gives most to larger families.
- the redistribution is horizontal - from people without children to people with children - rather than vertical, from rich to poor. Child Benefit may redistribute from a poor single person to a better-off family.

One of the most important objections to Child Benefit has recently been removed. Until recently, Child Benefit was deducted directly from means-tested benefits, leaving it without value to the poorest families. The system has now been revised so that support for children is now distinct from the rest of the benefit system; it now comes largely from a combination of Child Benefit and Child Tax Credit. 

Health care
Health
There are many definitions of 'health'. They include:

· cultural definitions: health is a standard of physical and mental well being appropriate to a particular society. 

· normative definitions: health as an fixed level, or an ideal physical and mental state 

· functional definitions: health is a state of being necessary to perform certain physical and mental activities 

Health depends on a number of factors, including biological factors, environmental factors, nutrition, and the standard of living. In other words, health can be seen as a function of welfare. Few of the issues which cause ill health are dealt with directly by 'health services'; they are, rather, issues in the 'welfare state' as a whole. When, in the 19th century, Chadwick identified poor health as a major cause of pauperism, his response was to improve sanitation, not to introduce more extensive medical care. Most of the world's diseases are attributable to poor water supply or nutrition. 'Health services' are better described as medical services.

Inequalities in health

There are clear differences in the incidence of ill health by social class. Figures from the UK show that people in lower social classes, including children, are more likely to suffer from infective and parasitic diseases, pneumonia, poisonings or violence. Adults in lower social classes are more likely, in addition, to suffer from cancer, heart disease and respiratory disease. 

There are several possible explanations for these inequalities.

· artefact explanations. Both 'health' and 'social class' are artificial categories constructed to reflect social organisation. 

· natural and social selection. This would depend on the view that people who are fittest are most likely to succeed in society, and classes reflect this degree of selection. 

· poverty leads to ill health, through nutrition, housing and environment. 

· cultural and behavioural explanations. There are differences in the diet and fitness of different social classes, and in certain habits like smoking. 

There are often major inequalities in access to health care according to social class. The problem becomes what Tudor Hart once called an 'inverse care law'; that those people in the worst health receive the least services. 
Health care

Health care can be divided into a number of different branches. Conventionally these include

· hospital care . Hospitals can be distinguished between acute and long-stay care. Acute care covers the full range of medical specialties: long stay care has principally been used for psychiatric care and continuing nursing care. The current trend is for long stay to be minimised and for acute hospitals to offer a full range of care. 

· primary care . Primary care refers to basic medical treatment and non-hospital care, including general or family practitioners, professions ancillary to medicine (including dentistry, optics and pharmacy) and domiciliary health care (home nursing, occupational therapy, etc.). In some countries, the preferred distinction falls between hospital and "ambulatory" care. Ambulatory care includes primary care and most day care in hospital. 

· public health . This field includes not only preventive medicine (e.g. screening , inoculation or health education) but also several areas not necessarily linked with conventional health services, including housing, water supplies, sewerage and food hygiene. 

Public health is probably the most important issue for the health of a population; primary care is the main focus of medical care in practice. Medicine in hospitals is probably the least important in terms of its impact on health or illness, but it costs the most, has the highest status and is the focus of most political attention.
Health care in Britain
The development of health care in Britain
Medical care in the nineteenth century was principally private or voluntary. However, sickness was a primary cause of pauperism, and the Poor Law authorities began to develop 'infirmaries' for sick people. The number of infirmaries grew very rapidly after the foundation of the Local Government Board, because of the influence centrally of doctors. 

The demand for the infirmaries was at first resisted by a deliberate emphasis on the stigma of pauperism, of which the main legal consequence was the loss of the vote. Few people who became paupers had the vote, but after the extension of the franchise in 1867 and 1884, the numbers increased dramatically. In 1885, the law requiring people to be paupers before using the infirmaries was abolished.

Prior to 1948, health services were mainly based on three sources:

· Charity and the voluntary sector. 

· Private health care. Hospitals were fee paying or voluntary; primary care was mainly fee-paying or insurance-based. 

· The Poor Law and local government. Poor Law hospitals were transferred to local government by the 1930 Poor Law Act. 

These were unified when the NHS was formed in 1948.
The NHS in principle
The right to welfare. The NHS is seen by many people as the core of the 'welfare state'. People receive health care as a right. There is no right to health care on demand. The principal rights are a right to be registered with a general practitioner, and the right to be medically examined. This generally means that a g.p. must visit a patient on the list who makes a request, though it has been accepted that examination at a distance may be feasible. There is no formal right to receive any treatment. This is within the discretion, or 'clinical judgment', of the doctor.

Comprehensiveness. The NHS is held to protect all citizens. Access to health services depends on registration with a general practitioner. Homeless people in particular have great difficulty gaining access to primary care, because without an address it is generally impossible to register.
The service itself has never been comprehensive. The NHS does ration resources according to priorities. Not only are there not regular checkups for everyone, but there are long waiting lists, and people with quite serious needs - like those from the 1950s onwards needing renal dialysis - may die, because the cost of treatment is greater than the NHS is ready to bear.

A free service at the point of delivery. The initial idea was that no-one should be deterred from seeking health services by a lack of resources. Charges were first introduced by the Labour government in 1950. They were substantially increased by the Conservative government after 1979. The 1988 Act removed free eye tests. 

The NHS and the hospitals

Throughout its history, the NHS has been dominated by the hospital services, in particular by the high-status university hospitals. The bulk of expenditure on the NHS (over 70%) goes on hospitals. General practice, though it deals with the vast majority of reported illness - probably over 95% - accounts for less than 10% of spending.

The NHS inherited a maldistribution of resources, especially in London. where the main hospitals were concentrated in the centre of the city. London's lack of adequate primary care coverage and over-reliance on hospitals for treatment have created recurring problems. The Labour government in the 1970s attempted to redress the balance by transferring resources from hospital care to primary care, limiting the growth of better served regions, and favouring the development of some underfunded specialties, like medicine for the elderly. This led to hospital closures. The policy was continued by the Conservatives in the 1980s.

Complaints about the NHS tend to focus on the problems of hospitals: waiting lists, lack of spare capacity, and 'shroud-waving' in response to spending controls. The severity of the problems is possibly exaggerated. Enoch Powell, a former Minister for Health, commented on "the continual, deafening chorus of complaint " which characterises the NHS. By contrast with the private sector, where people always pretend that things are better than they are, the system of finance in the NHS "endows everyone providing as well as using it with a vested interest in denigrating it. " 

The organisation of the NHS
Initially, the NHS had a tripartite (three-part) structure, with three branches - hospitals, primary care and local authority health services. In 1974, a 'unified' structure was introduced, with three main levels of management, at Regional, Area and District level. The 1974 reorganisation led to a great deal of disruption, and was heavily criticised. Following political disagreements, Area Health Authorities were abolished in 1982 - throwing out of the window ideas like local integration of services and co-ordination with social services authorities. 

In the 1980s, Enthoven, an American economist, made an influential criticism of the NHS, arguing that it was inefficient, riddled with perverse incentives and resistance to change. The reforms which followed were based in the belief that the NHS would be more efficient if it was organised on something more like market principles. Enthoven argued for a split between purchaser and provider, so that Health Authorities could exercise more effective control over costs and production. The NHS administration was broken up into quasi-autonomous trusts from which authorities bought services. The role of Regional Health Authorities was taken over by 8 regional offices of the NHS management executive. For the first time, Klein comments, the NHS became truly a nationally administered, centralised service. 

In principle, the Labour government has now removed the internal market. In practice, it has retained its main elements - the purchasing role of health authorities, the provider trusts and GP commissioning. The reform of services in 2002 replaces the English Regional Health Authorities and District Health Authorities with 28 new Strategic Health Authorities and 310 Primary Care Trusts.
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