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(ABSTRACT) 

The issue of national health care has actively plagued the 20th century 

political spectrum in both the U.S. and the United Kingdom. It has been an issue 

of astounding resilience and vexation, alluding almost all simple-quick answers 

while consuming an ever increasing amount of public resources. 

There have been three principal time periods when both the United States 

and Great Britain have actively addressed universal coverage: the 1910s; the 

1940s; and the 1990s. This dissertation extends John Kingdon’s theory on policy 

agenda formation by examining the aforementioned debates. 

The conclusions that come from this study are four fold. (1) 

Contemporaneous interactions can occur between nations. (2) Century-long 

longitudinal development of a single policy area is possible and is illustrated. (3) 

Kingdon’s policy streams approach can be utilized to conduct a comparative



analysis of the policy agenda formation process. (4) Kingdon’s conceptual model is 

more accurate at depicting the policy agenda formation process of the British 

parliamentary system than it is for the divided government structure of the US..
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CHAPTER ONE 

POLITICS AND HEALTH 

Greater than the tread of mighty armies is an idea whose 

time has come. 

Victor Hugo 

Health care has become an essential part of modern contemporary life; it has 

become the policy area where all the social forces converge to express themselves 

with great clarity and where societal norms and values are made manifest. It is a 

reflection of a nation’s people, its government, and its priorities. Hence, health care 

has become a kind of political mirror image of contemporary society. 

There is scarcely a country in the modern world where the subject of health 

care has not edged its way onto the political and social landscape. It has, for most 

countries, become the arena whereby the greatest of passions, expectations, and 

political foreplay reach their zenith. This is only quite natural, for the determination 

of a nation’s health care policy affects the grandest mansion and the humblest abode 

alike. In short, it affects every citizen in every capacity. 

Health care policy in the United States, as elsewhere in the world, is also no 

stranger to this type of political controversy. The debate over national health 

insurance in this country has extended over one third of our nation’s entire existence. 

Starting in 1912 with Teddy Roosevelt’s Bull Moose campaign, and then with varying



degrees of intensity, the issue of national health insurance has held a place in U.S. 

politics right up to and including today. 

When approaching the subject of national health insurance, England’s National 

Health Service (NHS) is always a logical starting place. It has long served as the 

model for health care distribution across the globe.’ Numerous countries such as 

Canada and Israel have used the NHS model in establishing and developing their 

own respective national health insurance programs. But this is not to say that the 

NHS model is the Rosetta Stone of national health insurance reform. Far from it, for 

while the development of the British National Health Service is often depicted as 

having emerged upon the national agenda very rapidly, the reality has been quite 

different. Like the United States, the issue of national health insurance first appeared 

on the British political landscape in the early 1910s. And similar to the United States, 

its development has been an evolutionary process, a succession of problem-solving 

attempts rather than a single revolutionary event. 

While the methods of health care delivery in the United States and Great 

Britain have been quite different, each country has enjoyed a rising standard of health 

care since World War II. In both countries, most citizens have been well satisfied 

with their respective health care systems and have seen little need for confrontation 

or dramatic change. But, after decades marked by general complacency, the issue of 

health care reform has once again become a point of intense political focus for both 

nations. Faced with increasing health care demands, aging populations, and ever



tightening budgets, both countries have begun to look seriously at reforming their 

current health care systems. 

The health care sector in Great Britain, as in the United States, has been 

growing at a remarkable pace. Both countries have experienced rapid increases in 

gross national expenditure rates, numbers of health professionals, and patient loads. 

Throughout the 1980s, both nations presided over unprecedented expansions of their 

health care sectors. Expensive new technology such as CAT scanners and lithotripsy 

units evolved from high-technology rarities to essential parts of the modern hospital 

setting. New types of pharmaceuticals and therapy treatments were also introduced, 

and the health care sector of both countries took on expanded roles as seen in the 

proliferation of cardiac rehabilitation centers and sports medicine clinics. In short, 

both the U.S. and Great Britain embarked on a road of no return. This is a road of 

increased services, expanded facilities, and augmented scopes of care. These new 

roles of medical services have started to raise some tough political issues. During the 

1980s, questions as to how to control costs within an environment of ever diminishing 

tax dollars, aging populations, and global competition, began to surface on both sides 

of the Atlantic. The once back-stage issue of health care delivery suddenly became 

a policy star of intense focus. 

Both Great Britain and the United States are standing at the political 

crossroads of health care reform. One system has looked towards the competitive 

forces of a free market system to solve its health care dilemma, while the other



system seems headed toward government intervention and control. And while these 

two nations are, seemingly, moving to the opposite sides of the ideological spectrum, 

both have the same goals. They want to control spiraling health care costs by 

reducing demand and increasing system efficiency. 

The bitter-sweet fruit of historical understanding teaches us that there are 

valuable lessons to be learned from the past. This is especially true of the untidy 

world of policy development. It is an arena where issues can move in and out of focus 

with little apparent logic or reason. The question as to why certain issues receive 

political attention and subsequently develop into governmental policies is as intriguing 

as it is difficult. It is also to be the focus of this dissertation. 

THIS STUDY 

Public policy making is a subject which is as complex as it is diverse. The 

concept of who decides and who gets heard has long intrigued the policy and political 

science community. Over the years, several theories have emerged which attempt to 

unravel the policy process and unearth its decision making mechanisms. One of the 

more celebrated schools of this line of inquiry is that of agenda formation. 

Policy agenda formation is concerned with what problems or issues get put on 

the public agenda and which ones do not. It seeks to understand why an issue 

becomes a national focus and what makes it fade from view. There are always more 

problems than a single government or administration can address. The study of policy



agenda formation seeks to understand how this indeterminable list is narrowed to a 

definable set of addressable issues and solutions. 

One of the more popular works in the field of agenda formation is John 

Kingdon’s 1984 book Agendas, Alternatives, and Public Policies.” Kingdon explains 

the policy agenda formation process by using the metaphorical example of three 

policy streams: (1) problems; (2) politics; and (3) policies. He hypothesizes that for 

any Presidential or legislative action to take place on a particular problem or issue, 

the aforementioned policy streams must first come together, couple, and then 

proceed through a window of opportunity. Kingdon characterizes this process as an 

untidy amalgamation of values, economics, and politics. 

This dissertation extends Kingdon’s theory of policy agenda formation in 

several different ways. First, it applies the theory to a comparative study, showing that 

Kingdon’s theory is valid in political systems outside of the United States. Secondly, 

this work refines Kingdon’s theory by emphasizing its applicability to an extremely 

lengthy, century-long, longitudinal analysis of a single policy area. And finally, this 

study demonstrates that Kingdon’s model of agenda formation can be used to 

examine the contemporaneous interactions between nations. 

The conceptual framework of this study is Kingdon’s agenda formation theory. 

The agenda-building perspective allows for the synthesis of a wide ranging number 

of inputs, and recognizes the importance of studying the agenda formation process 

at the macro level.’ It is a theory specifically designed for examining why previously



dormant issues can become overnight political sensations. Kingdon’s mode] takes into 

account the variety of forces that effect health care policy formation and allows us 

to trace the development of these same forces over time. 

This study will examine the great public deliberations of Twentieth Century 

U.S. and British national health care. These deliberations are where politics and 

values become manifest and collective postures hammered out. Political discourse is 

a reflection of a nation’s priorities, interests, and government tradition. In democratic 

polities the public aspects of this discourse, that is the deliberations and debate, are 

particularly important. Hence it is the coagulation or latter phase of Kingdon’s policy 

streams that I focus upon, not their origins.’ 

The three streams of policy formation--problems, policies, and politics--will be 

followed throughout the early, middle, and late century debate periods. The author’s 

concept of a policy window will be employed to illustrate the various windows of 

opportunity and the timing of policy initiatives. And finally, Kingdon’s 

conceptualization of the policy entrepreneur will be used to illustrate how solution 

advocates couple their ideas to policy problems. 

There are however, several aspects of Kingdon’s theory that this study will not 

utilize. Because the role of political appointees varies so widely between Great 

Britain and the U.S., their impact on the policy formation process was not included. 

Compared to the US., top level British political appointments are relatively few. And



the role of the British Ministerial head in public policy formation is often superseded 

by a very powerful civil service and the Government’s own policy making unit. 

Two other excluded aspects of Kingdon’s theory are the garbage can model 

of decision making and the policy primeval soup. The prevailing literature on health 

care policy formation has largely discounted the exclusivity of chance. It recognizes 

that chance is but one component of the process, not the whole of it. Kingdon’s 

concept of the policy primeval soup requires a deeper level of analysis than this study 

employs. The mutating and recombining of various policy solutions entail a detailed 

examination of the generation of policy alternatives, which is not the primary focus 

of this dissertation. 

The dominant concern of this study is to add to the understanding of the 

policy agenda formation as manifested by the public deliberation process. It is in 

public deliberation that the democratic polity responds to policy alternatives 

germinated by non-public actions and policy advocate elites. The phenomena of 

public policy making is central to the comprehension of policy outcomes and issue 

resolution. Past patterns of policy agenda formation are the contours on which future 

policy debates will be fought. An erudition of the policy agenda formation process 

will help us to discern our present policies and allow us to avoid the numerous pitfalls 

of the past. 

This study seeks to provide a clearer depiction of how issues develop and why 

they get, or do not get, resolved. It provides unique insight into the USS.



Constitutional system of public policy making and offers a format to compare policy 

formation between different nations, cultures, and legislative systems. In short, this 

analysis allows us to gain a better understanding of our policy process and the forces 

which influence it. 

Kingdon’s treatment of the policy streams and subsystems makes it uniquely 

suited for this type of comparative analysis. Other major works on agenda setting 

theory such as Cobb and Elder’s Participation in American Politics do not develop 

their theories to the extent that the emergence of problems and solutions can be 

separately analyzed. The comparative focus of this study also requires that certain 

main elements of the policy formation process be compatible. The treatment of policy 

subsystems or monopolies in Baumgartner and Jones’ theory of "punctuated 

equilibrium" is inapplicable to the British method of law making, nor does it apply 

to the USS. national legislative system prior to World War IT.’ Policy monopolies do 

not exist in Great Britain to the extent that they do today in the United States. Their 

impact and influence is greatly diminished under the British parliamentary system, as 

policy formation at the bi-partisan committee and subcommittee level is virtually non- 

existent. The English legislative system has no standing committee or sub-committee 

structure for policy making. 

US. policy subsystems did not appear on a wide scale level until after the 

demobilization of troops at the end of World War II. The "iron triangle" as we know 

it today was a far weaker and less influential instrument of policy development in the



1950s and early 1960s. Political action committees did not become key components 

of U.S. policy formation until the early 1970s. So while Baumgartner and Jones’ 

theory on policy agenda formation does offer a foundation for studying the seemingly 

rapid change of past policies, its components--the presence of a policy monopoly-- for 

undertaking its analysis are not consistently present in this study. 

METHODOLOGY 

This research employs several different methods, including the examination of 

available public records and documents; interviews with legislative officials and those 

close to them; reporting of issues in the press and news media; and historical analysis. 

The two primary sources however, were public documents and personal interviews. 

U.S. Congressional and British Parliamentary debates are one component of 

this research, at the national level. The reason for centering on these two particular 

document sources, as compared to numerous others, is that legislative argument is 

an important part of the democratic process. Great Britain and the United States 

have a long tradition of debating what course each of their respective nations should 

follow. Legislative deliberations are how the notions of representativeness, 

responsiveness, and open government become manifest. They provide indicators of 

intent and will eventually serve as part of each nation’s official historical record. In 

them, the question of "what should be done" is addressed foresquare. 

The main body of this research is broken down into three basic parts: the 

national health insurance reform debates that occurred at the: (1) beginning; (2)



middle; and (3) latter part of this century. Within three separate corresponding 

chapters Kingdon’s agenda formation streams and policy windows are applied, first 

to Great Britain’s health care policy process, and then to America’s. The summary 

of each chapter includes a comparative analogy of why certain policy initiatives were 

successful and why others were not. Each chapter concludes with an analysis of the 

applicability of Kingdon’s agenda formation theory to the events and circumstances 

of the preceding chapter. 

CONCEPTS AND DEFINITIONS 

The topic of public policy development is by its very nature both broad and 

all encompassing. But, for the purposes of this study, its interpretation and analysis 

are guided by the definitions and framework laid forth by Kingdon. In his book, 

Kingdon recognizes that the development and application of any nation’s policy can 

be attributed to a whole host of factors. He also claims that certain permanent 

features or processes prevail which tend to influence policy development and its 

varying outcomes. He calls these transcendent characteristics policy streams and 

policy windows. The author hypothesizes that the coming together of these streams 

and windows, or the lack of such confluence, dictates whether or not a certain 

problem or national issue gets resolved or is left for another day and time. These 

features are at the core of my methodological approach. 

The first policy stream which Kingdon specifies is that of problems. He limits 

this subject by including only those situations and conditions which cause a particular 

10



issue to become an object of national focus. They are defined as: (1) a crisis or 

significant event; (2) a change in a prominent indicator; and (3) budgetary 

constraints. A crisis or outstanding event is an accident or phenomenon of such dire 

proportions that it signals a need within the national populous for governmental 

intervention. A fatal train crash or the collapse of the Penn Central Railroad are used 

as classic examples. Shifts in prominent governmental indicators is cited as another 

way of spotting crucial events. Fluxuations in GDP, Medicare expenditures, the 

national debt, or even highway death tolls, can all drive the need for action. As for 

budgetary constraints, I classify them as being limitations on government or industry 

imposed by fiscal realities. 

Kingdon identifies his second policy stream as being that of policies. He 

conceptualizes this area as encompassing: (1) the amount and accumulation of 

knowledge within a given policy area; (2) prevailing societal values; (3) the desire for 

change; and (4) ideas from other states or countries. The amount and accumulation 

of knowledge within a given policy area are said to influence the chances of a 

particular problem being be solved. In other words, Kingdon’s framework specifies 

that the generation of viable alternatives and solutions is paramount in addressing 

national issues. New technology and ideas concerning efficiency and equity are also 

conceptualized as playing crucial roles. Prevailing values and the desire for change 

are typified as forming the constructs of policy development and implementation. If 

a solution exists but is not considered within societal norms or is deemed inefficient, 

11



chances are slim that it will see realization. The framework outlined by Kingdon 

stipulates that little can be imposed on society which it fundamentally does not want. 

It maintains that for real change to take place, there first must be a sincere desire to 

alter the prevailing state of conditions. 

The final policy stream is that of politics. Kingdon defines these as: (1) swings 

in the national mood; (2) national elections; (3) changes within administrations; and 

(4) turnover in Congress. National mood swings are characterized by this framework 

as encompassing the broad shifts in public opinion that are translated into popular 

thoughts and actions. Current recycling efforts are a good example of this. National 

elections represent both presidential and congressional seats. Turnover and control 

in these two areas are typified as being crucial in policy development. The subject of 

administrative change is largely restricted to top level positions. Kingdon suggests that 

the complex nature of this concept requires a rather narrow definition and suggests 

that only those individuals who have a direct influence over a particular policy or 

issue be included. 

Two other terms which need to be addressed are Kingdon’s policy 

entrepreneurs and his concept of a successful policy outcome. Individuals or groups 

that advocate a particular proposal or policy ideal are conceptualized as being policy 

entrepreneurs. In Kingdon’s view, it is the proposal itself or the ideal which counts 

to the policy entrepreneur. The notion that a particular policy is the best solution to 

a current problem is very much secondary. These entrepreneurs can be found both 

12



inside and outside of government and at almost all levels of society. Their hallmarks 

are a willingness to invest their time, energy, resources, and even their reputations 

for a future return. These returns can take the form of anything from the personal 

satisfaction of having done some good, to a promotion and job security, or even fame. 

Kingdon’s view is that the true policy entrepreneur is not the solver of problems. 

Rather, he or she is an advocate for a certain solution and searches for current 

problems to which to affix it. Again, it is the proposal or the solution which counts, 

not the concept of finding an optimal solution to a specific dilemma. 

Kingdon utilizes the term of a successful policy outcome to indicate that a 

particular policy initiative has evolved into an enacted piece of legislation. Whether 

or not the initial problem has been solved or merely massaged is not of issue. He 

limits his definition to the successful transition of policy proposal into law. This focus 

makes Kingdon’s work particularly applicable for comparative work in the United 

Sates and Great Britain, for it is in the transition of a policy proposal into law that 

the differences between the two countries are the most striking. 

The public deliberations focus of this study stresses those aspects of Kingdon’s 

model! which concern events following the initial triggering or surfacing of a policy 

issue. With respect to problem definition, Kingdon points out that focused events 

need the accompaniment of a widening public perception that government action is 

needed. Such events might entail a national crisis like the collapse of a major industry 

or extraordinary high inflation figures. 

13



In these first stages, or "upper stream" events, of policy agenda formation, 

public discussion of alternatives follows the emergence of ideas from the policy 

"primeval soup." This helps to determine the technical feasibility of ideas, and even 

more, their value acceptability. A viable policy solution which does not match the 

prevailing values and current mood of the nation, stands little chance of receiving 

either popular support or legislative action. 

Finally, in the politics steam, consensus building is essential to preparation for 

the entry of the converged streams through the policy window. These "down stream" 

events all occur in the process of public debate, the focus of this study. To 

American’s who have just witnessed the downfall of President Clinton’s health care 

reform initiative, the importance of latter-stage policy agenda formation and 

development is very clear. 

The international focus of this study does require that a few additional 

concepts be added to Kingdon’s politics stream. In order to accommodate the 

parliamentary style of legislation and policy formation, I will need to expand the 

conceptual definition of the political stream to include any additional factors within 

the political arena which cause a certain issue either to receive national attention or 

to fall from political prominence. Such examples might include political party pressure 

and activity, changes in legal procedures, or the enactment of new laws. The nature 

of British law making will also require that I limit the study of parliamentary debates 

to the lower legislative chamber there--the House of Commons. Procedural changes 

14



enacted just after the turn of the century established the Commons as the primary 

lawmaking body. This shift in power enabled the British Prime Minister to act as both 

Leader of the House and head of the executive branch. The House of Commons 

became sovereign its actions not subject to judicial review. 

The three outlined policy streams--problems, policies, and politics--will have 

a dual function in this study. They can either serve as an impetus for change, or as 

a constraint against it. As an impetus, these streams can promote an issue into the 

political limelight, as when an election signals the emergence of numerous new 

options. But as a constraint, these policy streams have the ability to forestall even the 

noblest of causes from receiving political attention or feasible action. 

This dissertation concentrates on the three previously mentioned principal 

national health insurance deliberations in Great Britain and the United States. These 

are delineated by the following three categories: (1) those of the early century, 

ranging from 1909 to 1914; (2) the mid-century debates, in the 1940s; and (3) the late 

20th century, which encompass the 1980s to present. 

Both the U.S. and Great Britain have engaged in numerous political struggles 

involving health policy during the years. This study will limit its inquiry, however, to 

those confrontations that involve the broad-based national health insurance programs 

which propose fundamental changes in the way each of these systems is financed, 

organized, and operated.° This is what is defined in this study as a "principal" 

national health insurance discussion. As long as the prevailing structure of how the 

15



health care system is either financed, organized, or run is not in question, then the 

debate is not regarded as a principal one. The U.S. and Great Britain have been 

engaged in deliberations of this nature on several occasions, and it is these three time 

periods, coupled with FDR’s national health insurance initiative during the 1930s, that 

will be the focus of my study. 

There have, of course, been other political discussions over the years which 

have focused upon health care. Wrangles over pay, methods of payment, and 

professional dominion have punctuated the political histories of both the U.S. and 

Great Britain. But the majority of these confrontations were bound by consensus as 

to the design, organization and financing of the system itself.’ These confrontations 

were distributional in nature as opposed to structural. In the language of 

Baumgartner and Jones, “equilibrium" reigns until the equilibrium is "punctuated." It 

is the structural debates that are of primary interest in this dissertation. 

The opportunity for successful policy action will be characterized by Kingdon’s 

conceptualization of the opening of a policy window. And the definition of successful 

policy action will limited to the passing or enactment of a bill or policy. The raising ’ 

of a policy window will signify that timing and conditions are right for possible 

legislative or administrative action. These occasions for legislative enactment or policy 

change can happen for a multitude of reasons. A new administration in Washington 

or a national crisis which focuses public attention on an issue might be considered as 

two such examples. But these windows for change have very determinate and short 

16



life spans. An idea "whose time has come," seemingly, but which fails to make it 

successfully through the policy window may often have to wait several years or even 

decades before another chance for meaningful change will occur. 

The term "national health insurance" has incurred several different meanings 

over the years and thus is in need of some additional clarification. For the purposes 

of this study its meaning will be limited to the concept outlined by Feder, namely a 

government initiative in developing, coordinating, and funding a system of 

unambiguous health care for the citizens of a particular nation.’ Therefore, 

programs which apply only to specific groups or population classes such as Medicaid 

and Medicare are not included in this study. Only those initiatives which called for 

the establishment of a broad based, governmentally organized and operated system 

are of interest. 

LITERATURE REVIEW 

This study is constructed around the body of literature found in agenda 

formation theory. The first major endeavor to address the policy agenda formation 

process was the 1972 book by Roger Cobb and Charles Elder, Participation in 

American Politics: The Dynamics of Agenda Building. The authors claim that the 

overall aim of their work was to introduce a new "paradigm" for studying the 

interrelationship between mass participation and elite decision making. Their central 

concern was to address the question of why some problems or issues receive 

government attention while others are neglected. The authors sought to uncover the 

17



core components of issue creation and agenda setting and build a framework to study 

the agenda formation process. 

Cobb and Elder do a great deal to develop the issue of conflict expansion, but 

do not develop their theory much beyond this point. They fail, for example, to extend 

their theory on a longitudinal or cross-culture basis. They also do not systematically 

trace a particular policy over time or separate problems from solutions in the decision 

making process. 

The second key work in the area of agenda formation theory came in 1984. 

John Kingdon’s work Agendas, Alternatives, and Public Policies introduced an 

applied method for studying the micro-dynamics of the policy agenda process. 

Utilizing the concepts and procedures put forth by Cobb and Elder, Kingdon 

developed a model of the policy process which illustrates how widely disparate facts 

and interests can become merged into successful public policy--enacted policy or 

legislation. He addresses the issue of chance and opportunity in making his argument 

that policy formation is more than a set of calculated interests. 

The multi-farious nature of Kingdon’s model allows researchers to connect 

the various unforeseen circumstances and political considerations that influence the 

policy agenda formation process. The author’s treatment of policy communities is 

general in nature and provides the flexibility to accommodate the differing roles that 

these groups play in British and American politics. Kingdon does not however, 

18



develop his theory to address the historical aspects of policy formation or apply it to 

the contemporaneous interactions between nations. 

A more recent work in agenda building is by Frank Baumgartner and Bryan 

Jones. These two authors draw upon Kingdon’s theory in an attempt to provide an 

empirical basis for the policy agenda formation process. Their 1993 book Agendas 

and Instability in American Politics, combines several divergent models of agenda 

setting and tests their empirical base in order to construct an overarching theoretical 

perspective on how the national agenda formation process works. Baumgartner and 

Jones theorize that relative periods of calm and inaction are interrupted by what they 

term as punctuated equilibrium--periods of intense change. 

These two authors contend that a short-term analyses of a single public policy 

issue leads to a distorted view of the policy agenda formation process. Baumgartner 

and Jones call into question the idea that public policy making consists of tightly knit 

relationships between politicians, special interests, and the media. Their insightful 

analysis reveals a pattern of policy making which is neither the by-product of political 

calculation nor the result of chance occurrences. 

These authors extend agenda formation theory to analyze across policy 

domains for varying lengths of time. But they do not entertain the possibility of cross- 

cultural comparisons. Indeed, their specific treatment and definition of policy 

subsystems does not apply however, to the British political system where interests 

groups play a comparatively diminished role. 
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My study will draw upon each of these aforementioned works in tracing the 

development of U.S. and British health care policy. Cobb and Elder will be utilized 

to analyze how issues become expanded and emerge upon the national agenda. 

Kingdon’s metaphor of the policy streams will serve as the main framework of my 

analysis. The problems, political considerations, and policy alternatives of British and 

American health care policy formation will be followed throughout the early, middle, 

latter part of this century. As mentioned, I will stress "down stream" agenda events 

that occur in public discourse and are revealed by legislative debate. Baumgartner 

and Jones’ concept of punctuated equilibrium will be used to determine which 

periods of health care conflict or debate to focus upon. Only those conflicts which are 

characterized by intense periods of change will be addressed in this study. 

Historical Accounts 

Probably the best historical account on the development of health care in the 

United States is Paul Starr’s book The Social Transformation of American Medicine, 

1982.’ Starr focuses on the evolutionary development of American medicine as he 

traces its social, political, and professional development from our nation’s early years 

right up until the HMO revolution. He provides a sociological perspective of the 

history and formation of this nation’s complex and divergent health care system. 

Starr’s work is largely descriptive in nature and thus does not specifically 

address the health care policy formation process. While providing an excellent 

historical account for the various periods of U.S. health care policy making, Paul 

20



Starr does not delineate between the various forces that affect the health care policy 

agenda. He concentrates instead on the history of the system rather than the factors 

which influence its outcome and evolution. 

One of the authors that Starr used to develop his historical analysis of the first 

U.S. health care debate was Ronald Numbers. His 1978 work, Almost Persuaded,” 

is another excellent historical account of the Progessive’s initiative to establish an 

American system of national health care. Numbers utilized several sets of historical 

records and documents in conducting his study of the first U.S. national health 

insurance debate. Of particular note is the section on the American Association of 

Labor Legislation. His detailed examination of original AALL records and minutes 

provide excellent insight into the policy process of this period. 

However, Numbers’ 1978 work does not address the policy agenda formation 

issue specifically. It is a historical treatise on the first push to establish a US. 

universal health care system. It neither explores the interrelationship of the politics 

and problems, nor offers an account of the alternative solutions addressed. 

Paul Starr used two primary works in recounting the Truman health care 

debate, Monte Poen’s 1979 book Harry S. Truman Versus the Medical Lobby” and 

Numbers’ 1982 work Compulsory Health Insurance.” Both of these books were 

based on official government documents and personal interviews concerning the facts 

and circumstances which surrounded this country’s second effort towards establishing 

national health care. But their treatment of American health care focuses on the 
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historical development of national health insurance rather than the factors which 

propel this issue onto the national agenda. They do not adequately address the forces 

which ultimately defeated the Truman plan nor do they explain Great Britain’s 

influence in the initiative’s overall development. 

In many ways, the best account of the evolutionary development of British 

health care policy remains to be Harry Eckstein’s The English Health Service, 1958.” 

At the time of its writing many government documents were largely inaccessible, so 

its main sources of information tend to be the published accounts of negotiations in 

the medical press. Thus, this work’s political analysis is largely incomplete. It does not 

give any depiction of how the Conservative and Labour Governments sought to 

influence the organization and operation of the proposed national health system. 

Treatment of the social factors which lead up to the NHS initiative is also somewhat 

lacking in that it does not address how World War II fundamentally changed British 

society. 

The first book to be actually based on original public documents is John 

Pater’s work The Making of the National Health Service, 1981. Pater was himself 

a civil servant at the Ministry of Health during the period in which he addresses, and 

his book is therefore considered the most authoritative account of British health care 

policy history. Pater’s work is an excellent account of the behind-the-scenes 

development of the British National Health Service. But, he does not go beyond his 

descriptive analysis to involve policy agenda formation. The author makes no attempt 
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to explore how the war and general shift in national mood influenced the structure 

and philosophy of the NHS. 

Rudolf Klein’s 1989 edition of The Politics of the NHS ° draws upon both 

of the above sources in disclosing the fundamental precepts of the past and present 

British health care debate. His work goes a long way into looking at the various 

forces which effect Great Britain’s National Health Service, but does not address the 

interactions of U.S. and British health care policy development. 

My study goes beyond the historical perspective and analyzes the complex web 

of environmental factors and mutual dependencies that cause universal health 

insurance to become part of the national agenda. It tracks the problems, politics, and 

policies that have influenced Twentieth Century British and American health care 

policy agenda formation. It also combines England’s and America’s nearly 

simultaneous struggle for national health insurance reform in a comparative format 

which can be followed longitudinally. Each nation’s demographics, legislative system, 

and social development will be traced throughout their respective health care policy 

formation processes. 

RESEARCH DATA 

The research on which this study is based was conducted over a period of 

three years. Legislative debates were analyzed, using a variety of sources. Where 

appropriate, | centered my analysis on both the Congressional Record and Hansard 

documents. The reason for concentrating on these two particular documents, as 
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compared to numerous other sources, is due to two primary considerations. First is 

the issue of compatibility. Both the Congressional Record and the Hansard 

documents are regarded as the official recordings of the national legislative debates. 

Both are recorded under the precept that they are official and are being written as 

an historical account of political rhetoric. The arguments presented in these 

documents are carefully crafted statements, as opposed to the somewhat hard-to- 

interpret, ad hoc utterances of foregone committee and conference work. A second 

factor is accessibility. Both the Congressional Record and the Hansard documents 

were readily accessible and easy to cross reference. The limitations of these two 

sources stem from the fact that the U.S. has only engaged in two national health care 

debate at the federal level, the late 1940s and the 1990s. All other attempts were 

either at the state and local level or halted during committee deliberations. Thus, 

numerous secondary sources and personal interviews were utilized to fill in the 

resulting gaps. 

Several interviews were conducted during two summer study trips to Great 

Britain. The excellent timing of these trips allowed me to gather some first hand 

information as to the policy processes and personalities involved. Most of the 

meetings were arranged by my sponsoring college and were rather informal in nature. 

Two exceptions were my 1991 interview with the former Labour Party Secretary of 

State, Barbara Castle, and a 1992 interview with Sir Geoffrey Finsberg. Both of 

these were structured interviews with the questions being prepared in advance and 

24



subsequently delivered to the participants prior to the scheduled appointment. All 

other meetings were less formal and allowed for several unanticipated participants. 

SETTING THE STAGE 

The dominant concern of this study is to enhance the understanding of health 

care policy agenda formation. Because John Kingdon’s theory on the policy agenda 

process accommodates both the U.S. Constitutional and the British parliamentary 

system of law-making, it will serve as the theoretical cornerstone for analyzing the 

British and American national health care debates that occurred during the early, 

middle, and later part of this century. 

Kingdon’s theoretical analogy of the problem, policy, and political streams will 

be revisited in each of the preceding chapters. These streams will first be applied to 

the British debates and then to those of the United States. Each chapter will then 

conclude with a comparative summary of each nation’s policy outcome and a critique 

of Kingdon’s theory’s applicability. 

Since the details of British and American health care policy cannot be 

satisfactorily comprehended without a basic factual knowledge of their evolution, I 

will close this chapter with a brief historical description of the events and 

circumstances which helped to lay the groundwork for the debates which we are 

about to study. 
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The 1910s 

The 1910s in both countries were marked by a vast industrial expansion which 

in turn developed into major demographic shifts. A healthy populous was vital in 

fueling the vast industrial complexes of both Great Britain and the United States. The 

prospect of steady employment, and a better way of life induced great population 

shifts, resulting in a virtual exodus from the farm lands to the great industrial cities. 

Heeding the cry for an increased supply of healthy manpower and public sanitation 

facilities, the British Government’s Chancellor of the Exchequer, Lloyd George, 

proposed a legislative package that provided basic health care services to all of 

England’s industrial workers in 1908. Successfully passed in 1911, the Lloyd George 

Bill, as it has come to be known, helped to ensure a healthy work force for England’s 

successful transition into the industrial age. 

In America however, the movement towards national health insurance had a 

much different point of origin. The initial steps towards advocating a broad base 

national health insurance program came not from the elite or governmental leaders, 

but from the reformers outside of government. These reformers consisted mainly of 

intellectuals and academics whose main proponent was former President Theodore 

Roosevelt. Running on the Bull Moose ticket, Teddy Roosevelt was a strong 

advocate for national health insurance. He ardently believed that "no country could 

be strong whose people were sick and poor."” But this initiative was to be short 

lived, for Roosevelt’s defeat by Woodrow Wilson in 1912, and the outbreak of World 
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War I in 1914, overshadowed any grass roots support that the issue might have 

received. 

The 1930s 

The second time period that the United States was to struggle with the issue 

of national health insurance came in the 1930s, under another Roosevelt, President 

Franklin D. Roosevelt. Faced with falling personal incomes and rising 

unemployment, our nation once again focused on the issues of social reform. Among 

these issues were social insurance, unemployment compensation and national health 

care insurance.” On June 8, 1934, President Franklin Roosevelt announced the 

formation of the Economic Security Committee whose purpose it was to study these 

issues and come up with some recommendations for future programs. The results of 

this study would ultimately form the groundwork for the National Social Security Act. 

Signed into law in 1935, the Social Security Act was a monumental step in advancing 

the welfare of the nation’s citizenry. Its one glaring defect was the exclusion of a 

national health insurance initiative. Largely due to political fears that its inclusion 

would have jeopardized the entire bill, Roosevelt chose to exclude it, leaving that 

battle for another day.” 

The 1940s 

The onset of World War II caused many changes in both the United States 

and Great Britain. Because of the German air raids, England experienced another 

massive population relocation. Large numbers of families and children were relocated 
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from the cities to the countryside. Previously held class structures began to break 

down, as nobleman and commoner alike shared the same rations, bomb shelters, and 

foxholes. It was in this atmosphere that new ideas started to surface--ideas that 

concerned themselves with egalitarian principles and the overall betterment of the 

common man. One of the focal points of this new movement was universal health 

care for all of England’s citizenry.” After the Labour Party came into power in 

1945, with an overwhelming majority, England’s National Health Service was on its 

way to becoming a reality in the summer of 1948. 

In the United States the years after World War II were also a time for 

rethinking and restructuring. Towards the end of his life, Franklin Roosevelt had 

started to exhibit a renewed interest in the issue of national health insurance. He 

subsequently made final preparations for pressing the issue once the war was over.” 

He even went so far as to ask Congress to affirm "an economic bill of rights," a 

concept which would include the right to universal health care for all Americans. 

President Roosevelt’s life ended before this initiative could be realized, however. But 

his immediate successor, Harry S. Truman, wasted little time in pushing the issue of 

national health insurance forward.” Capitalizing on Roosevelt’s previous plan, 

Harry Truman, in a 1946 special message to Congress, proposed a new 

comprehensive national health insurance program, designed to guarantee adequate 

health care for all Americans. Public reaction to Truman’s plan was initially rather 

favorable, though Truman faced Republican majorities in both houses of Congress 
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after 1946. But the national climate of public opinion soon changed. The American 

Medical Association (AMA) launched an unprecedented 1.5 million dollar public 

relations campaign that successfully linked national health insurance to socialism and 

communism.” This ploy, exercised in the grips of the cold war atmosphere of the 

late 1940s, closed the window on national health insurance for years to come. 

The 1990s 

England’s National Health Service (NHS) remained largely intact for almost 

half a century. It had become a remarkably stable and popular institution, ranking 

second only to that of the British monarchy in overall popularity. In short, the NHS 

had become the premiere political sacred cow of British politics and British 

bureaucracy. No politician dared attack it, and no bureaucrat dared tamper with it. 

By offering medical care from "the cradle to the grave," the British NHS virtually 

guaranteed broad based support. Its very creation was the product of a working class 

society slowly emerging from a devastating war. A society which looked upon 

"rationing and waiting lines as symbols of equality not inadequacy" welcomed the 

service as a boon to the quality of life.” 

But, after forty years of overall satisfaction and popularity, England’s National 

Health Service found itself in the throes of a political and ideological transformation. 

The upheaval sprang from Thatcherism. Succumbing to mounting political pressures 

over what was perceived as the under-funding of the NHS, Margaret Thatcher 

announced a thorough review of the health service in 1988. The stated aim of the 
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review was to identify and eliminate inefficiency and waste within the NHS system. 

The results of the review would come to mark a new era in British health care. The 

1989 publication of the Thatcher Government’s White Paper on the NHS review, 

entitled Working for Patients, created a furor. It made a controversial 

recommendation for a whole new system of health care delivery, a system that would 

marry old-style British ideals of social justice with new-style American ideas about 

competition.” The fundamental framework for the proposed system was to be an 

uneasy transplantation of internal competition within a well established bureaucracy, 

an amalgamation that had neither been tried nor tested within any institution. 

In essence, the suggested framework for these new proposals recommended 

putting the providers of health care--the hospitals and specialists--in direct 

competition for referrals from the purchasers--the family doctors. The theory was 

that government controlled competition would force the medical and hospital 

community to start addressing the issues of cost and effectiveness. This, it was hoped, 

would result in greater overall efficiencies, lower costs and improved quality. 

Like Great Britain, the United States was in large part endeared to its market 

oriented system of health care delivery. This system embodied the vary essence of 

capitalism: individual choice, innovation, and professional autonomy. Private 

physicians earned their livings by being paid by private insurers for seeing private 

patients. But cracks in the system eventually started to appear. As early as the 1970s, 

during the height of medical scientism, ominous declarations of an impending health 
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care crisis started to be heard. Shortly afterwards, health care costs began to rise and 

patient satisfaction began to decline.” The 1980s were further marked by the influx 

of government health care regulation (i.e. Diagnostic Related Groups), direct insurer 

clinical involvement (i.e. surgery pre-approvals) and further declines of patient 

confidence. The cost of insurance premiums also started to become a problem. A 

1991 article recounted how several major auto manufactures were spending as much 

on health insurance for their workers as they were on steel to make their cars. The 

situation was further compounded by factory closings, recessions, and the worsening 

plight of the American middle class. 

By the early 1990s, over 30 million Americans found themselves without 

adequate health insurance. Decreasing coverage, coupled with increasing premiums 

and deductibles, produced an ever-greater burden on the already fledgling middle 

class. And by 1992 it became clear that something must be done. However 

enamored the average American was to a market oriented system of health care 

delivery, the threat of personal financial ruin seemed to outweigh ideological 

considerations. 

During the 1992 presidential elections, the subject of national health insurance 

was once again at the political forefront. It had become America’s most pressing 

domestic challenge, a make-or-break issue. The health care industry makes up one 

seventh of the U.S. gross national product. Health care reform was seen as essential 

to any long term effort to bring government spending under control and cut the 
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structural deficit. In essence, the situation had evolved into one where the nation’s 

economic future had become inter-twinned with its ability to control health care costs. 

However, national health reform in the United States once again foundered in 

Kingdon’s stream of politics. 

Each of the next three chapters will encompass the discussion of three policy 

streams--problems, politics, and policy. The chapters will begin with an analysis of 

the British deliberations and then follow with one of the United States. At the 

conclusion of each chapter a brief comparative summary will ensue to allow a direct 

comparison of the events and circumstances which lead to each these country’s 

respective health care policies. 
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CHAPTER TWO 

EARLY CENTURY: DEBATES AND DISILLUSION 

PROBLEMS: GREAT BRITAIN 

Turn of the century Great Britain had several pressing problems to which 

national health insurance looked like a viable solution. Contextually, the United 

Kingdom was at her imperial height. The Empire stretched from Asia Minor to the 

Far East and Britain had become a leading industrial power. But, industrialization 

brought with it numerous social changes. For the first time since the great plagues of 

the Tudor age, vast populations were on the move. They were shifting from the rural 

farm regions to the industrial complexes of England’s cities in search of work and 

fortune. Ill equipped and virtually unprepared for such population increases, London 

and the towns of Great Britain’s industrial north became noted for their inhumanity 

and squalor.’ 

The effects of such over-crowded and unsanitary conditions were not fully 

recognized until the outbreak of the Boer war in 1899. The realization that one third 

of Great Britain’s wartime recruits had to be turned away because of malnutrition 

and inferior health struck at the very heart of Britain’s social reform movement.’ The 

end of the Boer war in 1902 brought further humiliation as it exposed the 

inefficiencies of the great empire in a dozen different ways, including the mediocre 

performance of the British army and in the shortcomings of the British health care 
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system. Wounded and maimed soldiers returned to a country ill equipped to care for 

their ongoing needs and rehabilitation. Lloyd George noted such conditions in his 

when introducing his health care plan. 

It is a crying scandal that once men we discharge, injured or not, that 

these men leave the army without any provisions from either public or 

private charity. Men who may be broken for the rest of their lives.’ 

In addition to England’s difficulties exposed by the Boer War, the problems 

of industrialization were also becoming apparent at the turn of the century. In 

particular, labor unrest was becoming an increasing problem for Great Britain’s 

government. The cyclical nature of certain industries caused vast unemployment and 

poverty among the working class. This often resulted in armed confrontations 

between the workers and the state.‘ In fact, Union strikes among the dock and 

railway workers during the second reading of the 1911 National Insurance Act 

prompted the summoning of national troops and the death of several strikers. 

Recognizing that labor tranquility was paramount to industrial might and output, 

governmental figures quickly sought to find a policy that would remedy the defects 

that the industrial age had begot. They knew that a country at war with itself could 

not hope to compete with the manufacturing giants of continental Europe.‘ 

The plight of women and children was another consideration in the 

development of national health insurance policy. It was reported from the floor of the 

House of Commons that "women provide the largest percentage of paupers in the 
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country.” This realization was further magnified by reports concerning child labor 

conditions. Several articles and essays emerged during this period which outlined the 

abuse and squalor of young factory workers. It was reported that the children which 

manned the factories of England’s industrial complexes were sometimes beaten, 

forced to work long hours, and often lacked adequate food and suitable housing. So 

repugnant were these accounts that political parties on both sides of the House of 

Commons were adamant that some kind of destitutional relief be found for the plight 

their country’s children.* 

Although the poor health of Boer War recruits, labor unrest, and abuses of 

child labor were problems that helped to move national health care onto the British 

national agenda, it was the threat of widespread disease which really called attention 

to the need for government intervention. Tuberculosis was the major health and 

medical concern of the day. It was featured second to none in the discussions of 

specific afflictions during the debates, and ranked only second to the bill’s financing 

mechanism in time and space devoted to it. Tuberculosis was an affliction which 

crossed all of the usual barriers at the turn of the century. It affected men and 

women, rich and poor, and royalty and commoner alike. It was widely recognized by 

most of the members of Parliament that a comprehensive state initiative would be 

required, if the affects of tuberculosis were to be reduced and its spread mitigated.’ 

The concept of public health could no longer be relegated to the edicts of the private 

individual. 
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POLICY: GREAT BRITAIN 

The generation of policy ideas and alternatives was prolific during this time 

period. The great social experiment of state sponsored health care had its inception 

before the turn of the century in Kaiser’s Germany. 

When compulsory health care was first introduced by Bismarck in the late 

1880s, it had the character of a request to the nation’s industrial leaders to join the 

monarch in addressing the legitimate complaints and sufferings of German workers. 

Pre-world War I Germany was the first western nation to provide compulsory health 

insurance, old age pensions, and unemployment insurance to all of its industrial 

workers. In short, social insurance was a monarchist strategy for taking care of the 

Kaiser’s work force in order that he may achieve domestic peace and industrial 

prominence.” 

Bismark’s plan for social welfare was a resounding success. Representatives 

from all across Europe and the United States were soon visiting Germany, hoping to 

find the key to that nation’s industrial success and its methods for maintaining one 

of Europe’s most harmonious and prosperous societies.” 

Another policy alternative was generated by the rather inadequate system of 

voluntary British social relief. Prior to the passage of the Liberal party’s 1908 Old 

Age Pension Act, there were no government sponsored retirement provisions, no 

health insurance, no unemployment insurance or sick pay, and few public hospitals. 

England’s social welfare largely depended upon the age-old tradition of Friendly 
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Societies. These organizations were formed around some mutual interest, such as a 

particular occupation, religion, or fraternal order. They operated in much the same 

way as a private insurance company would today. The primary difference was that in 

theory the Friendly Societies were to be nonprofit organizations.” A central 

governing board was usually elected from the membership to assess the various 

requests for assistance, disperse benefits, and oversee membership applications. ” 

Society membership was strictly voluntary. There were no compulsory requirements 

for individuals to belong, and there were no mandates stipulating that the Societies 

had to accept everyone who had applied. “ 

The types and amount of benefits varied from Society to Society. Almost all 

of them paid death benefits to the widow and family of a deceased worker. Most 

Societies provided general medical care through a group of contract physicians hired 

by the Society’s board of directors. ° Specialty medical care, tuberculosis sanatarium 

stays, extended sick pay, and unemployment insurance were generally not part of the 

benefits plan offered by most Societies. So while the Friendly Societies did provide 

a valuable social service, the extent of their service was far from adequate. For as in 

the case with many private insurers in the contemporary United States, the Friendly 

Societies tended to admit only the best risk cases. Membership was usually extended 

only to those who were healthy, of the merchant classes, and people of "generally few 

vices."” General tradesmen, who were the main target of the National Health 

Insurance Bill, did not often belong to a Friendly Society. In fact out of Great 
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Britain’s entire population of 15 million, only 6 million were reported to be covered 

by any means of insurance at all.” 

Management was another shortfall of the Friendly Societies. The physicians 

whom they employed complained profusely of not being paid enough and of having 

to provide patient prescriptions out of their own personal funds.” But perhaps most 

important was the lack of adequate financial administration within many Societies. 

Many in Parliament speculated that the majority of the smaller Societies were on the 

brink of insolvency and feared an ensuing crisis if these organizations should 

collapse.” 

Despite these shortcomings, the Friendly Societies were very well entrenched. 

Many of their members sat in the House of Commons, and they were generally 

accepted as an established institution within British society.” This was illustrated by 

the great care the Societies received during the debates. The majority of the 

references made towards them were complimentary, praising them for their 

contributions and social service. The majority Government maintained that every 

effort would be made to ensure them a place within the new system.” All existing 

health care mechanisms were to be kept as intact as possible, and the Friendly 

Societies were to receive an expanded role in the National Insurance Bill. Under the 

proposed new system state funds to benefit recipients were to be administered and 

accounted for by the Friendly Societies.” The bill’s sponsors predicted that this 

would allow them to improve their financial stability and maintain their place within 
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British society.” It was an offer too sweet for most Societies to resist. Thus, the 

majority of them were willing to serve as the protector and distributor of government 

sponsored health insurance. 

Another factor in the generation of policy alternatives is found within the 

confines of British society itself. The influx of social liberalism had found a home 

within the fashionable realms of Great Britain’s Fabian society. Soon the edicts of 

social responsibility started to emerge in the form of popular new novels and plays. 

Championed by the likes of Beatrice Webb and George Bernard Shaw, the plight of 

England’s socially disadvantaged made its way into the houses and salons of British 

society. The cause of social relief had been transformed into a badge of modern 

thought and values. British parliamentarian Ramsey MacDonald even went to far as 

to state: 

This particular bill is one of those advance which one finds in public 

opinion happening periodically about once every century. And I think 

it is an indication that today in the times than have come upon us, the 

old political parties and establishments are largely losing their 

significance.” 

To be against social reform was an admission of callousness and backward thinking. 

To be for it signified a kind of kinship with London’s artistic and social elite. 

Another policy force in the establishment of Great Britain’s national health 

insurance program was the medical community. The 1911 national health insurance 
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deliberation marked a milestone for the profession’s overall development. It was the 

beginning of legitimate recognition for the British Medical Association (BMA). The 

BMA became the official mouthpiece of the nation’s medical community as it 

perceptively bargained its way into the policy development process.” These two 

developments put the BMA in a very strategic and advantageous position. Yet while 

formulating the Bill, Lloyd George "consulted the physicians as little as possible" and 

regarded the medical community as being a far second to the interests of the Friendly 

Societies.” 

It was the militant reaction of the medical profession that forced Lloyd George 

and the Liberal Government to alter their original stance.” For the British Medical 

Association had miraculously managed to mobilize the highly demoralized and 

disenfranchised ranks of the medical community into collecting the signatures of 

26,000 medical practitioners who had agreed to strike if the demands of the 

profession were not addressed.” It was a policy maneuver which guaranteed national 

attention and infuriated several members of parliament. One agitated MP declared: 

I should like to congratulate the doctors upon their trade Union 

methods. I have looked on with amused admiration at the efforts of 

their spokes men in this House to adopt every method that trade 

unions have devised, even to the length of syndicalism in its very worst 

form.” 
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But overall, the general regard of the parliamentary debates was one of trying 

to repair past wrongs in order to gain the cooperation and input of the British 

practitioners. This is not to say that the House of Commons had agreed to acquiesce 

to all of the profession’s demands. But it was prepared to give the BMA a special 

place at the policy making table. As Lloyd George, the principal architect of the bill 

later noted: 

This is the first occasion | think in the history of this country in which 

a body of persons engaged in any calling have been secured, by statute, 

the opportunity of being represented and consulted by the local 

authority as to the lines on which local administration of public work 

should be conducted.” 

The arrangement worked out between the British medical profession and the Liberial 

Government would prove to be a highly successful one, for it would last basically 

untouched for the next eight decades. The agreement was also unusual in the sense 

it was the first time that a particular interest group was directly involved in the policy 

formation process. The British policy stream of the 1910s was thus influenced to an 

extraordinary degree by the atypical emergence of American style interest group 

politics. 

The 1911 National Health insurance debate marked an epoch for the British 

medical profession and the individuals they served. The measure provided for general 

practitioner services for all manufacturing workers and common laborers. And while 
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the families of these workers were still left to the largess of a largely ineffective 

system, the heads of the household were secure by way of general medical treatment 

and care. 

The BMA had secured itself the most enviable position of being statutorily 

guaranteed a voice within the health care policy process. No other profession in 

British history would ever manage to obtain such a concession. So in essence, the 

National Health Insurance Bill of 1911 was not a threat, but a bonanza for England’s 

men of medicine. It moved them from proletariat underlings to that of professional 

autonomy and powerful policy actors. 

POLITICS: GREAT BRITAIN 

Britain’s political environment at the turn of the century was equally in a state 

of flux. Queen Victoria’s death in 1901 signaled the end of one era and ushered in 

another. In 1905 the longstanding Conservative Unionist Government was replaced 

by a reform minded Liberal majority. The Liberals had the advantages of youth, 

vitality, and several of the most innovative thinkers of the time.” Drawing upon the 

intellectual and sometimes radical elements of British society (i.e. the Fabians), it 

became a visionary government which inaugurated the political careers of such 

notables as Winston Churchill, Lloyd George and Herbert Asquith.” 

This new Government first declared itself in 1908, by passing the state- 

sponsored Old Age Pensions Act. Riding this initial wave of success, Lloyd George, 

the Chancellor of the Exchequer, took another bold step by submitting a budget 
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which proposed heavy new taxes on the unearned incomes of the rich. When the 

House of Lords soundly rejected this budget, a grave constitutional crisis ensued. For 

years, the Liberals and the Radicals had resented the privileged position of the House 

of Lords and its absolute veto power.* But this was the first occasion when an entire 

budget had been rejected, thereby ignoring the House of Commons’ traditional 

autonomy--stretching back three centuries to King James I--in budgetary matters. The 

impasse set off a flurry of activity and the controversy which ultimately led to the loss 

of the House of Lords’ veto provision.» Henceforth, if any measure passed the 

House of Commons in three successive readings, it would become law regardless of 

any contrary vote from the ranks of the upper House. 

Another force in the political stream was the issue of home rule. Both Ireland 

and Scotland were experiencing a resurgence of national solidarity and were steadily 

campaigning for additional state autonomy. These sentiments were especially acute 

in the southern regions of Ireland where religious and political differences were 

particularly significant.” Ireland’s representative to the House of Commons, Thomas 

Clancy, argued that although he was in complete agreement with the precepts of 

national health insurance, he did not favor the Government’s idea of using one 

broad-based plan for the entire United Kingdom. He maintained that Ireland was 

quite different from the more industrialized England, and thus would require a 

completely separate plan.” In essence, Clancy sought to use the concept of national 

health care to further his cause for Irish independence and sovereignty. He wanted 
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a national health care plan that was specifically designed to meet the needs of the 

Irish people. But even more importantly, the MP wanted Ireland to have complete 

control over how the system would be operated and its funds allocated.* 

The prospect of a national health care plan was a win-win situation for 

Ireland. The country would not only benefit from the additional health care dollars 

that the Government’s plan would allot, but it also enhanced its strategic position in 

its quest for home rule. This was because Ireland’s insistence upon a separate 

national health care plan marked the first time that the central British government 

granted regional autonomy on the implementation and operation of a major national 

government program. In short, the 1911 National Health Insurance bill allowed Irish 

political leaders and policy makers to determine and formulate their own health care 

policy. 

The National Health Insurance bill became law in 1911. As monumental as 

this piece of legislation was, it fell short of the ideal. Under its provisions only general 

practitioner care was provided for and the proposal itself applied to only a select 

portion of British society--the industrial manufacturing workers. This left worker’s 

families and all other British citizens to rely on the inefficient and antiquated system 

of the previous century. What ensued was a bewildering array of illogical parts and 

arrangements which was to eventually spawn one of the largest bureaucratic 

transformations in administrative history.



PROBLEMS: THE UNITED STATES 

In a contextual sense, the United States, at the beginning of the Twentieth 

Century, was engaged in a period of great change and evolution. Her shores now 

stretched from the Atlantic into the Pacific, and for the first time in her history there 

was no immediate threat of foreign invaders or Indian uprisings. 

America entered the century amidst a great ideological and population 

explosion. In the next ten years the country would witness a twenty percent increase 

in its population base and the relocation of almost half of its rural inhabitants.” Like 

her British counterpart, rural Americans were abandoning the farm in favor of the 

factory. This vast migration brought with it a new set of problems for urban area 

governments. Plans had to be laid for new schools and sanitation facilities, roads and 

railways needed to be constructed, and new industries and housing accommodated. 

It was a situation which called for unprecedented government action and policy 

innovation. The programs and practices of the past were of little use in an 

environment marked by rapid change and on going progress. 

The advent of the American industrial revolution brought with it the need for 

healthy manpower. The discovery of oil and the invention of new processes for 

making steel gave rise to unprecedented fortune and opportunity. The inventive 

genius of America produced a multitude of new inventions and techniques, especially 

in the areas -of electricity and machine part manufacturing.” The new influx of 

immigrants from Europe and the urban migration from the nation’s farm regions 
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largely fulfilled the prevailing need for additional labor. But, difficulties arose from 

other quarters. Harsh living conditions, long working hours, and the virtual 

enslavement of children within the factory confines started to receive public 

attention.“ Soon, issues such as minimum wage, worker safety protection, and 

product safety standards became common features of the policy problem landscape. 

The unmitigated forces of capitalism started to come under question as the nation 

refocused its national priorities and responsibility. The country was in essence 

redefining itself and laying the seed-bed of the national health insurance movement. 

The high cost of medical care was another factor which highlighted the need 

for national health insurance. For despite the abundance of industrial jobs and the 

overall availability of work, professional care was still beyond the means of most 

Americans.* As one turn of the century investigative commission reported: "The 

great body of middle class people cannot buy adequate medical service and will never 

ask for charity."* America’s trait for ardent self reliance encouraged attitudes of a 

threatening nature. Scores of disease and affliction were either being left untreated 

or subject to the precarious art of home remedy. And in the crowded conditions of 

the industrial tenement areas, such neglect signaled an alarm for public health 

officials.“ The last circumstance a budding industrial nation wants to face is a 

widespread epidemic among its labor force. This prompted both public and political 

officials into searching for a viable policy alternative. It was the perfect problem for 

a ready made solution from abroad, national health insurance. 
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Labor unrest was another component which focused national attention on the 

issue of health care. Organized labor representation had been gaining momentum in 

the United States, and Union membership was once again on the rise.“ But, the 

industrial ills which prompted this unionization also gave way to some of the worst 

labor riots in our nation’s history. Prolonged strikes in the oil and coal fields started 

to pose a threat to our nation’s ability to produce. This resulted in the summoning 

of Federal troops to quell rioting workers and renew industrial output. 

These events readily induced political officials into action. They feverishly 

sought to find new ways to ensure peaceful contract resolutions and alleviate the ills 

of modern industrial life. For it was widely recognized that a nation at war with its 

labor force stood little chance of maintaining a place in the world economy. Industrial 

tranquility became interlocked with national economics, thereby making labor 

relations a priority policy issue. 

POLICY: THE UNITED STATES 

The 1911 enactment of Great Britain’s National Insurance Act brought new 

life into the American national health care initiative. Lloyd George’s operational and 

political strategy provided a groundswell of concepts and ideas for U.S. policy 

makers.“ His adage that "an unfit populous could not procure a fit nation" found 

a home within the reform minded policy communities of the 1910s. “ Seeking to 

temper the effects of industrial capitalism with social legislation, turn of the century 
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reformers modeled many of their worker protection initiatives after their European 

counterparts.* 

The organization which is credited for originating most of the health care 

policy during this period was the American Association for Labor Legislation 

(AALL). Founded in 1906, this group of reform minded social scientists focused on 

such diverse areas as consumer protection, abolishing child labor, and the 

establishment of a uniform set of factory safety standards.” Their most notable 

achievements were in the areas of industrial worker accident insurance and the 

banning of several toxic substances which were used in the manufacturing of matches 

and polishes.” 

AALL members were the chief engineers behind the nation’s early push for 

national health care. Staring in 1913, they helped to organize and draft several 

leading legislative proposals. They also engaged in a sundry of major research 

projects, and conducted economic impact studies on the bills.“ It was through the 

efforts of the AALL that the issue of national health care managed to stay afloat 

even despite its numerous setbacks and powerful opposition groups. But, their noble 

efforts were no match for the real enemy, time. Had they started their initiative 

earlier their chances for success would certainly have been greater.” But as it was, 

the prospects of war refocused national attention and the issue of national health 

insurance quickly faded from public prominence. 
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The role of American organized labor was another major policy force during 

this period. The central concern of the Unions during the 1910s was in maintaining 

the strength and vitality of Union membership.” The prevailing philosophy was that 

Union members needed a direct incentive for staying organized. American Federation 

of Labor president, Samuel Gompers, advocated that for Unions to stay strong and 

vital, their members must find their personal well-being directly tied to Union 

membership.” Thus, the concept of a governmentally sponsored national health 

program posed a direct conflict to Union objectives. And they vehemently opposed 

the issue on the grounds that if the government provided the workers health care, 

there would be one less incentive for them to belong to a Union. 

Testifying before Congress, Gompers argued that the solution to the problem 

of illness was not compulsory state sponsored health insurance, but rather higher 

wages.” And, despite all the positive testimony towards the contrary, Gompers 

argument would carry the day. His testimony marked a major turning point in the 

early push for national health insurance.“ Without the direct support of the Unions 

and the people whom they represented, national health insurance stood little chance 

of succeeding at the national level.” 

The commercial insurance industry also played a part in the early push for 

national health care. Because the AALL national health insurance plan also included 

funeral insurance provisions, major insurance carriers saw the initiative as a direct 

threat to one of their most profitable lines of business. Thus, they resoundingly 
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opposed the measure, citing unnecessary governmental intrusion upon the rights of 

American business.* This was an accusation which was taken very seriously by those 

within government. Insurance premium profits were a main source of industrial 

capital investment. And undercutting the insurance industry could have resulted in 

impeding the nation’s ability to invest in new factories and operations. 

The U.S. medical community was another policy force during this early period. 

American practitioners were actively involved in this early national debate. Beginning 

in 1916, the American Medical Association (AMA) started providing professional 

input and reviewing AALL proposals.” The AALL astutely realized that medical 

community support was a vital element in their quest for the passage of a national 

health care bill. But, the AMA of the early 1900s was not the well organized and 

financed organization that it is today. It represented less than half of the medical 

profession, and was considered seriously out of touch with the common 

practitioner.” The real power of the medical community resided at the local state 

level. This was a grave miscalculation on the part of the AALL. For had they known 

just how little influence the AMA had with the average practitioner, they could have 

saved valuable time and perhaps mitigated some of the opposition which was to 

follow.” 

Although towards the end of 1916 several state medical societies did endorse 

the concept of nationally sponsored health insurance, the majority of them were more 

cautious.” Several new medical breakthroughs and techniques were starting to 
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advance the practice of medicine, and few medical practitioners wanted to engage in 

any policy program which might serve to undercut their current status. Most state 

medical societies wanted further study on the measure. They wanted to know more 

about the possible impact of national health care plus its ramifications for the 

future.° But, there was little time left for either open debate or inquiry, for by the 

Spring of 1917 no one was thinking about health insurance. America was at war. 

POLITICS: THE UNITED STATES 

The push for U.S. national health insurance also had the misfortune of getting 

underway when the Republican party was at war with itself. Yielding to pressure from 

his old supporters, former President Theodore Roosevelt decided to seek a second 

run for the presidency in 1912.% Challenging the incumbent William Howard Taft, 

Roosevelt launched an impressive campaign for the Republican nomination. His 

platform consisted of several reform minded measures, one of which was a plan for 

nationally sponsored health care insurance.® 

Teddy Roosevelt made an impressive bid for his party’s nomination, but 

narrowly lost it when a former Progressive ally, Wisconsin party boss Robert La 

Follette, refused to let his state delegates vote for the former president.” It was a 

stunning defeat which resulted in an internal split within the Republican party. 

Undeterred, Roosevelt launched his own independent candidacy. Campaigning 

under the Bull Moose banner, Roosevelt’s national health care platform had the 

support of both the Republican Progressives and the new social work movement.” 
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But, despite these efforts, the Bull Moose party failed to attract many Democratic 

supporters. With the Republican party split among Roosevelt and Taft devotees, 

Democratic votes were essential for a Bull Moose party victory. Sufficient votes were 

not forthcoming, and on November 8th, 1912, former Princeton professor Woodrow 

Wilson was declared the nation’s next commander and chief.* 

Roosevelt’s political defeat did not spell the immediate end for the American 

national health care movement. Faced without a national sponsor, the AALL decided 

to take its national health insurance campaign to the state level. After considerable 

investigation and research, a concerted campaign was launched in 1916.° 

Concentrating on the states of New York, Massachusetts, and New Jersey, the AALL 

put forth an impressive effort towards the passage of a model health care bill. 

Nonetheless, the measure proved too controversial for a speedy passage, and most 

states either elected to launch their own independent studies or let the bill die in 

committee. But again, it was to be time itself which would prove to be the real 

nemesis, for the war in Europe was growing dangerously close and the national focus 

was turning abroad. 

CONVERGENCE, COUPLING, AND CONCLUSIONS 

In the early part of this century, Great Britain enacted major health care 

legislation while the United States did not. A difference in the timing of the debates, 

political structures, and legislative procedural changes all contributed to the success 

or failure of each country’s policy. England’s national health insurance debate yielded 
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support from medical practitioners, Friendly Societies, and organized labor. Structural 

modifications within the British legislative system aided the Liberal party in pushing 

forth one of that nation’s most progressive national agendas. 

America’s universal health care policy debate resulted in an initiative searching 

for support. U.S. national health insurance lacked unified medical community 

sponsorship and an effective policy entrepreneur. In short, while the AALL did all 

it could to further the concept of universal health care it did not effectively fulfill the 

role of the policy entrepreneur. Without strong legislative or political support, the 

USS. national health care initiative slipped from the national agenda, and thus never 

fully emerged from the early century health care policy stream. 

The problems which temporarily focused both Great Britain and America on 

the issue of national health care were similar. The ravages of the industrial revolution 

had caused a groundswell of misery. Inadequate sanitary services, overcrowded roads 

and byways, and appalling living conditions were common to both countries during 

this time period. It was these types of developments and conditions, exacerbated by 

labor unrest, which gave political leaders the impetus to seek policy solutions which 

would help abate the dire strife and poverty brought on by the industrial age. 

Industrial and political leaders of both Great Britain and the United States 

were astute enough to realize that national growth and industrial output depend upon 

a healthy and tranquil labor force. They knew that for their countries to survive and 

prosper in a post-industrialized world, the plight of industrial workers must be 
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readdressed. Trade Unions in both countries were gaining both political and financial 

power. Organized labor wanted its demands to be taken seriously, especially in a 

legislative environment marked by rapid change and social development. 

Policy solutions and alternatives abounded during the early health care 

debates. Social changes within both of these nations spawned an onslaught of 

intellectual and policy communities. Ideas of industrial wealth and social tranquility 

filtered first to the United Kingdom from Germany, then on to the U.S.. Fearing that 

labor and social unrest might jeopardize its empire, Great Britain readily embraced 

Bismarck’s plan for social insurance. A few years later, news of England’s social 

initiatives started to take hold in the United States. This prompted American policy 

makers to start making plans of their own. Starting with old age pension provisions, 

then progressing towards such areas as workers accident insurance and child labor 

legislation, both countries set about restructuring the political and social fabric of 

their respective societies. 

These ideas were taken up and expanded upon by several policy groups. They 

found a home in the U.S. within an off-shoot of the Progressive movement known as 

the American Association of Labor Legislation. Combining ideas of social justice with 

economic vitality, these policy experts pushed forth an ambitious labor minded 

agenda. They made their case for national health insurance on the grounds that it 

would help to alleviate the poverty caused by untreated sickness. Working largely 
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outside the halls of government, the AALL had an impressive track record for 

sponsoring successful social reform legislation. 

The Fabians of Great Britain were likewise just as effective. But their base of 

power was quite different than that of their American counterparts. For one, they 

attracted not only the intellectual vanguard of the day, but the literary and artistic 

community as well. Such notables as George Bernard Shaw and Beatrice Potter were 

active members of this group. This gave way to a new kind of elitism and produced 

a myriad of popular novels and plays which addressed the subject of poverty and 

social injustice. The Fabians were also very well entrenched politically. Both Winston 

Churchill and Lord Asquith were frequent guests of the Fabians and shared many of 

their same concepts and ideas. It was a cozy arrangement, whereby the policy experts 

not only had direct inroads into the corridors of power, but as in the case of Sidney 

Webb and Lloyd George, were also integral parts of it. 

Another element of the policy stream was the insurance providers. As 

mentioned earlier, it was the Friendly Societies of Great Britain which provided the 

majority of that nation’s health insurance and benefits. Being a relatively new country, 

the U.S. was much less organized and had to rely mainly on the church for sick and 

charitable relief. One notable difference in the United States was in the area of 

funeral or life insurance. This domain was largely the providence of the commercial 

carriers. Such insurance provisions had never been regarded as eleemosynary 

endeavors in this country. Rather, funeral insurance was one of the industry’s most 
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profitable lines. Any prospect of intrusion into this arena would signal the battle cry 

for America’s leading commercial insurance adjusters. 

Great Britain’s Friendly Societies readily embraced and worked with the 

government to formulate its national health insurance initiative. They saw themselves 

as key players in the newly proposed plan. It allowed them to continue their function 

in society, and rescued many societies from financial embarrassment. Relying heavily 

upon its members who had been elected to the House of Commons, the Friendly 

Societies ensured themselves a comfortable place within the new system. 

U.S. insurers took a much different stance towards the prospect of national 

health care. The bill formulated by the AALL not only provided for medical relief, 

it also encompassed a provision for funeral insurance. In their innocent drive for 

compulsory efficiency, American national health care policy makers were threatening 

to eliminate an important source of private profit and investment capital. As a result, 

they unwittingly fueled the flames of concerted opposition. All the major commercial 

carriers of the 1910s violently opposed the measure. They wanted no part of a bill 

which could jeopardize their business or financial stability. 

Once again, the American policy stream became obstructed by strong 

opposition. The overwhelming support of the Friendly Societies allowed Great Britain 

the luxury of administering a new system through a familiar conduit. But, the 

American insurance industry saw no such role for itself. It pictured a diminutive 

future with ever-shrinking profits and even less capital for new investment. There was 
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never a question of working out a compromise solution with U.S. policy makers. The 

commercial carriers of the turn of the century saw the issue solely in terms of 

survival. 

One of the most formidable elements of Great Britain’s and America’s policy 

stream was the physician community. Their unique position in regards to health care 

delivery made their cooperation and support essential. British practitioners saw the 

prospect of national health insurance as both redeemer and liberator. The majority 

of them were immensely unhappy with their current arrangements as employees of 

the nation’s Friendly Societies. They wanted a way out, and a virtually guaranteed 

body of paying patients seemed like a ready made solution to this dilemma. National 

health insurance would redeem them from their quasi-professional status and allow 

them to enter the hallowed realms of private practice. They regarded the measure 

as the key to their professional and financial betterment. It was the policy which 

could once and for all free them from the grips of Friendly Society dominance. 

American physicians saw the concept of national health insurance from a 

completely differing viewpoint. Their pedigree had almost always been that of a 

private business venture. Unlike its British counterpart, the majority of medical 

training in America was not conducted within the confines of a prestigious university. 

Rather, it was of a trade school nature, with the medical student destined to be both 

healer and businessman. With the few exceptions of salaried company physicians or 

the elite hospital staff of a major institution, few turn-of-century American 
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practitioners found themselves under contract with a guaranteed income. Instead, 

most medical men of this time period were accurately characterized as struggling 

small businessmen. 

When national health insurance was first introduced to the American medical 

community, most were intrigued by its possibilities. Several state societies even went 

so far as to endorse the measure. But, many others wanted to proceed with caution. 

Recent medical and pharmaceutical advances were starting to enhance their 

practices, and most physicians opposed pursuing any action or policy that might 

jeopardize their current positions. They wanted further investigation into the measure. 

But, studies take time, and the arduous data collection methods of the early 1900s 

coupled with the onset of World War I served to nullify the much needed thrust of 

medical community support. 

The overall policy stream which emerges in each country during this time 

period is one of vast contrast. While each country had developed an enclave of elite 

intellectuals to promote and work for national health care legislation, more was 

needed. Great Britain was fortunate enough to have the support of its insurance 

community and its medical practitioners. The concept of national health care served 

the vested interests of both these two diverse groups. For the Friendly Societies, a 

national health care program ensured their survival and rescued many of them from 

financial difficulties. England’s men of medicine saw the measure as a vehicle in



which to establish themselves as professionals and escape the bondage of Friendly 

Society contracts. 

American insurance carries and physicians took a much different stance. The 

concept of government sponsored national health insurance did little to further the 

private interests of theses two groups. In the case of the private insurance brokers, 

the measure had the succinct possibility of damaging one of their most active profit 

lines and depleting their invest pools. 

Likewise, American medical practitioners saw little real incentive for 

comprehensive endorsement of the measure. Though they did not readily condemn 

the concept of national health insurance, they did not embrace it either. The medical 

community of the 19th century knew that this policy proposal was a complex one, and 

that it could effect their profession for many years to come. They wanted further 

inquiry as to the measure’s side effects and possible long term impact. In essence they 

wanted more time, the one entity which would serve to recede the flow of an already 

fragile policy stream. 

The two countries also differed in the extent to which Union activities were 

established and influenced. British trade Unions were very well established by the 

turn of the century. They has a political and social power base which dated back to 

the Tudor age. American Unions on the other hand, were still in their infancy. 

Although they had existed almost as long as the nation had itself, they were confined 

to a few industries and their power waxed and waned with the business and political 

61



tides. Thus, when they started to gain in membership numbers and legal recognition, 

American organized labor ardently opposed any policy or program which might erode 

its newly established power-base. They contrived to make union membership an 

indispensable part of a workman’s well being. So while Great Britain’s policy debate 

resulted in a proposal that had strong union support, the American policy stream 

yielded active labor opposition. Thus the British health care policy stream yielded the 

support of medical practitioners, the Friendly Societies, and organized labor, while 

the American policy stream attained only the partial support of medical practitioners 

and active opposition from organized labor and insurers. 

In the British political stream, the long-standing Conservative Government of 

Great Britain had been replaced by a reform minded Liberal majority which 

remained solidly in control of the House of Commons for nearly twenty years. The 

United States never achieved this type of political consensus during the first twenty 

years of the decade. Opposition from the newly emergent organized labor movement, 

a split in the Republican party in the election of 1912, and the coming of World War 

1, all contributed to the failure of national health insurance to gain sufficient support 

to remain on the US. national agenda. 

One of the most important factors in explaining how Great Britain adopted 

limited universal health insurance in the early part of the century, while America did 

not, is the presence of a strong leader. Lloyd George, as Chancellor of the Exchequer 

and heir apparent to the office of Prime Minister, was an effective policy 

62



entrepreneur in advocating the adoption of national health insurance. Theodore 

Roosevelt, on the other hand, did not visibly support universal health care during his 

tenure as president, and only adopted the cause during his unsuccessful bid for the 

presidency. Roosevelt was unable to act effectively as a policy entrepreneur for 

national health insurance after 1912. His failed presidential bid had alienated 

partisans of both parties and correspondingly limited his power and influence. 

Lloyd George’s advocacy of national health insurance, was ably assisted by the 

oratory of Churchill--Home Secretary and then First Lord of the Admiralty--and of 

Herbert Asquith, the nation’s Prime Minister. Of even more importance, however, 

was an important structural change in the British system of government. The 

revocation of the House of Lords’ absolute veto power was a change of immense 

magnitude. The powers of the executive, embodied in the Prime Minister and cabinet, 

were now united with the sovereign legislative powers of the House of Commons. 

The British tradition of party discipline assured the Prime Minister of a reliable 

majority in support of his initiatives. Combined with the absence of judicial review, 

the British government now possessed the power to quickly adopt major policy 

initiatives that was, and still is, inconceivable in the United States. 

SUMMARY 

Like the two tributaries that make up the great Nile river of northern Africa, 

American and British health care policy streams took on many of the same, yet also 

differing attributes. At their points of origin, Great Britain--like the Blue Nile--started 

63



from a much higher point. It was from within the halls of Parliament that the concept 

of a national health care first took hold. It was an initiative championed by some of 

the most notable politicians of the day. Energetic, determined, and very articulate, 

these budding political giants gave British national health care legislation its first 

initial thrust. The concept of British national health insurance was a policy that had 

many attractive facets. It matched the political tenor of the times, would help to 

alleviate the poverty and destitution caused by worker sickness, and it served the 

direct interests of the policy community. Its original political push was later followed 

by a complete coupling of the three major policy streams. The 1911 National Health 

Insurance bill became law by a tidal wave of national support which catapulted it 

through an already wide open policy window, left open by the structural reforms that 

eliminated the House of Lords veto power. 

The American national health care insurance initiative had a much more 

diffuse beginning. It did not surge onto the national forefront by a concentrated 

onrush of political and government sponsorship. Rather, like the White Nile, national 

health care insurance seeped into the US. political landscape from a low lying 

external source. It was by outside organizational efforts that the concept of national 

health care first received political attention. The struggle for U.S. legislative action 

was a virtual uphill battle with numerous dividing points and barriers. The political 

stream was laden with partisan infighting and a slow legislative process designed to 

attenuate even the best of efforts. On the policy front, the cross currents of opposing 
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interests and alternatives served to thwart much of the policy stream momentum. But 

the real nemesis of this early debate occurred at the closing of the policy window. 

The late start of the various policy entrepreneurs, coupled with the change of 

administrations in 1912 and the out break of World War I, served first to accelerate, 

then permanently close, the early century health care policy window. 

THEORY CRITIQUE 

Kingdon’s theory on the policy agenda formation process did take into account 

several of the unique events and circumstances that surrounded the first British and 

American national health insurance debates. It did, however, include war as a factor. 

Wars have such focusing powers that they can either propel an issue into the political 

limelight--as was the case with the British Boer War-or kill an initiative when a 

nation focuses on its need for survival--U.S. involvement in World War I. 

This theory also incorporates demographic, economic, and ideological changes. 

Each was well documented for helping to bring the issue of universal health care to 

the attention of government officials. Massive shifts in population and the need to 

secure a foothold in the industrial revolution all served to propel the issue of health 

care onto the national agenda. 

One weak point in Kingdon’s theory is in the area of professional monopolies. 

Kingdon did not extend his theory to address the special relationship that certain 

professions have with respect to policy implementation. These professional groups 

usually provide some essential service or receive a special level of respect within 

65



society. The medical communities of both Great Britain and the United States occupy 

such a position. They are the cornerstone of each country’s medical system and thus 

receive unequal consideration in the policy formation process. Kingdon’s original 

concept did not address the fact that the blessings and cooperation of monopolistic 

stake-holders are paramount for a successful policy outcome. 

The role of communication, only implicit in Kingdon’s concept of the policy 

entrepreneur, proved to be an important factor in the early century national health 

care debates. The ability of Great Britain’s policy advocates and supporters to 

communicate their plan effectively was instrumental in their bill’s success. They had 

three of their nation’s most gifted orators to argue their cause. Lloyd George, 

Winston Churchill, and Prime Minister Asquith were all known for their rhetorical 

gifts. We need to give more theoretical recognition to the importance of effective 

rhetoric. The lack of a gifted rhetorical figure in the United States, after Roosevelt’s 

defeat in 1912, was instrumental in the issues’ overall failure to emerge from the 

political stream. 

The issue of cross-cultural influence is also not addressed in the Kingdon 

model. This study’s tracking of the policy stream brings to light the strong influence 

that one nation’s legislation can have one the other. The passage of Great Britain’s 

1911 National Health Insurance Act brought new hope and life to the AALL, and 

spurred the U.S. policy community into action.



Kingdon’s model, when expanded for comparative work, as in this dissertation, 

also needs to address the question of political structures. In particular, such a 

framework needs to put greater emphasis in the role that changes in political 

structures play in the policy agenda formation process. The elimination of the British 

House of Lords’ absolute veto power was instrumental in enabling health insurance 

legislation to become law. The Conservatively dominated House of Lords had a long 

history of rejecting progressive policies. Had not the balance of legislative power been 

shifted to the House of Commons, it is doubtful whether or not the 1911 Health 

Insurance Act would have ever become a political reality. 
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CHAPTER THREE 

MID-CENTURY: UNFINISHED BUSINESS 

PROBLEMS: GREAT BRITAIN 

The events and conditions which lead to Great Britain’s second national health 

insurance initiative were largely driven by the logic of circumstances. The onset of 

another great war in the late 1930s served to restructure British society and its 

institutions completely. Old class lines began to break down as titled and lower 

classes alike ate the same food rations, slept in the same subways, and took care of 

each others’ children during the evacuation of London. Individual wants and demands 

were being set aside in lieu of the more encompassing goal of national survival. It was 

a time when the nation’s collective spirit was at it height, and invading every facet of 

British existence. 

The energy with which Great Britain’s wartime Government embraced the 

restructuring of its future society was nothing less than remarkable. While the fate of 

this Island nation seemed dangerously close to peril, a group of young political 

upstarts was laying the groundwork for a new post-war Britain.’ They envisioned a 

society whereby egalitarian principles would manifest themselves into a welfare state 

of "cradle to grave" security.’ Since all of England was helping to win the war, they 

reasoned that it was only fitting that all should share in its future prosperity. This was 

reflected in Miss Horsbrugh’s remarks upon introducing the bill: 

I believe we shall be starting a scheme from which future generations 
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will benefit perhaps more that any of us can realize now. I hope that, 

when they get it, they will sometimes look back to the year 1944 when, 

in the midst of a time of destruction, a time of increase of suffering, of 

wounds and maiming and crippling, we in this House launched a 

scheme to allay suffering, to get people made well and, in the middle 

of destruction, to do something constructive for the people of the 

country.’ 

The war effort had also been taking its toll on the nation’s medical 

infrastructure. The hospitals had been taken over by the government early in the war 

in order that adequate facilities would be available for taking care of the war 

wounded. Teaming with the bodies of hundreds soldiers and civilians, these 

institutions were pushed to their structural brink. The average age of a British 

hospital during World War II was sixty years old. Most were built during the reign 

of Queen Victoria, and few had the structural mechanisms to withstand the almost 

nightly German bombing raids.‘ 

Equipment was another troubling factor. Though several new medical 

innovations had emerged during World War II, few if any found their way to the 

average British community hospital.’ Field hospitals and emergency treatment were 

the nation’s first priority. Outdated x-ray and lab equipment would have to make do 

until peace was once again at hand. Maintenance and upkeep of non-acute 

operational equipment was also allowed to lapse, as supplies and valuable materials 
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were reserved for the war effort. So the picture which emerges is one of a nation’s 

sixty year old institutions being pushed to their limits both structurally as well as 

mechanically. By the war’s end in 1945, almost all of Great Britain’s hospital facilities 

were in dire need of repair, upgrade, and new equipment.® The price tag for such a 

private undertaking was staggering, and the once prosperous treasuries of England’s 

great Voluntary hospitals were virtually empty. 

However, World War II does not, by itself, explain the development of 

England’s mid-century health care problem stream. Even before World War II, 

several factors had emerged which served to mitigate the overall effectiveness of 

Lloyd George’s well intentioned plan.’ The most important of these trends were 

regional physician shortages. Physicians began gravitating to those parts of the 

country where the population was the most prosperous.’ As with most countries, 

these areas were not necessarily those which generated the most need for medical 

care. Access was once again becoming a problem as the precepts of the medical 

market place went into action. Labour Government’s Minister of Health, Aneurin 

Bevan, summed up the situation as follows: 

Our hospital organization has grown up with no plan, no system; it is 

unevenly distributed over the country and indeed it is one of the 

tragedies of the situation, that very often the best hospital facilities are 

available where they are least needed.’ 

Difficulties also arose in the hospital sector. Prior to the war, there was wide-spread 
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acceptance of the fact that the Voluntary hospital system was no longer financially 

viable. By the mid-1930s the traditional mechanisms for funding these institutions 

began to break down.” When medical science was in its infancy, hospital care was 

relatively inexpensive. But as surgery and technology became more common-place, 

costs started to rise. The traditional way of raising hospital revenues after 1911 was 

to appeal to the altruistic instincts of the public. Only fifty percent of hospital 

operating costs came from the payments received for patient care." It was not 

uncommon during this time period to see hospital staff and nurses out canvasing the 

streets for needed contributions. Aneurin Bevan related this situation in a 1946 

speech to the House of Commons: 

I have always felt a shudder of repulsion when I have seen nurses and 

sisters who ought to be at their work, and students who ought to be at 

their work, going about the streets collecting money for the hospitals.” 

Added financial pressures soon forced many hospitals to accept only those who had 

the proven ability to pay. And since the 1911 health insurance plan covered only 

general practitioner care and was limited to manufacturing workers, scores of British 

citizens were left without either adequate treatment or access to care. The system 

which had emerged since the enactment of the 1911 National Health Insurance Act 

was increasingly being regarded as both inadequate and inhumane. Many complained 

that medical treatment was not generally located near those who were in most need 

of it, that hospital finances were becoming unstable, and current program coverage 

75



was neither adequate nor realistic. 

Given the war-time damage to facilities, problems in access, and financial 

pressures on the hospital system and on patients, by the end of World War II the 

entire British medical and health care system was in dire need of restructuring. The 

social bonds formed during the war and the Labour Party’s victory in 1945 were to 

combine with these acutely felt problems to produce a mid-century change in British 

health care that was even more dramatic than Lloyd George’s reforms early in the 

century. 

POLICY: GREAT BRITAIN 

As with Great Britain’s initial national health care initiative, the move to both 

expand and revise the National Health Insurance Act originated from within the 

confines of government. The events and subsequent conditions of war, deprivation, 

and a marked sense of national purpose served to generate a secession of 

evolutionary policy alternatives. 

Starting in 1942, Sir William Beveridge issued a monumental report to 

Parliament which attacked the adverse circumstance and conditions of pre-war 

Britain.” This report, known simply as the Beveridge plan, became the fundamental 

catalyst for what was to become the world’s most "unique experiment in social 

engineering." In the report, Beveridge advance several broad, sweeping changes 

in the general social and welfare conditions of British society. He also proposed what 

he described as a "national service for the prevention and cure of disease and 
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disability."” 

As with most government documents of this nature, the Beveridge plan was 

virtually silent on how such a system should be either organized or operated. But it 

did put forth several encompassing arguments for the establishment of a national 

health care system which would cover everyone, not just industrial workers. In 

essence, this report redefined the British health care policy question from one which 

focused on the selected elements of society and general practitioner care, to one that 

addressed the whole social and political well-being of the nation. The Beveridge 

Report could not have been more appropriately timed, for it was a document which 

perfectly matched the already raging collectivist spirits of a nation at war. 

Accepting a general concept is one thing, but devising and implementing a 

specific plan requires the convergence of several differing forces. While Beveridge’s 

Report did lay a foundation on which most policy and political communities could 

agree, it did little in the way of providing a starting point. To examine the evolution 

of health care proposals put forward from the time of Beveridge’s plan in 1942 to the 

enactment of a bill in 1946 is to identify a whole series of clashes not only between 

different policy groups but also between competing values. 

The policy process of working out a comprehensive British national health 

system became a shining example of conflict bounded by consensus. While all agreed 

upon the general goal, few could agree on the means. This was to be the real issue 

of the 1940s debate. The policy community was aware that the means chosen would 
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in large part dictate the ends achieved.“ Nonetheless, an over-arching consensus 

about the goal did produce an environment of deliberate caution and tolerance. 

There developed a unique sense of purpose among the participants that a better 

British society would ultimately require both earnest compromise and unprecedented 

cooperation. Sir Arnold Gridley expressed this same sentiment in 1945 by stating: 

I think there is common agreement that we want a good health service. 

We want it available to all, and we must work together and untiring 

until we find the machinery for accomplishing this aim. For the good 

of the country, we must put our differences aside.” 

One of the major players of this policy process was the hospital community. 

By the 1930s Great Britain had three basic categories of hospitals. The first type was 

the local government hospital, also known as the Municipal hospital. These hospitals 

were run and administered by local government authorities and tended to concentrate 

on indigent care and the chronically ill.* The second type was the independent for- 

profit hospitals. Small in number and rather insignificant in terms of impact and 

innovation, these institutions mainly treated the wealthy and minor royalty classes. 

Terms of payment were strictly on a fee for service basis. Any condition requiring 

a complicated stay or surgery was promptly referred to the Voluntary sector. 

The third category of British hospital was popularly known to as the Voluntary 

Hospital. These institutions had a long standing tradition in Great Britain, and were 

heavily represented in Parliament.” The majority of them were run by boards of 
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governors which were comprised of an area’s most prominent and wealthy citizens. 

Not unlike neighborhood schools, the Voluntaries tended to have a local focus and 

were generally considered as important aspects of a given community.” They 

provided almost all of the very latest and complex surgeries and treatments and 

“contributed the lion’s share of nurses training.” In essence, it was the Voluntary 

hospital sector which served as the mainstay of the British hospital system. 

As noted earlier, funding of the Voluntary hospitals rested largely upon 

charitable contributions. Since hospital care was not provided under the 1911 

National Health Insurance Act, patients generally paid what they could afford to for 

care, and eleemosynary funds made up any resulting difference. But, as technical and 

operational demands increased, the ability of the these institutions to maintain their 

financial viability became increasingly more difficult.” They frequently were forced 

to turn away poorer patients or refer them to Municipal hospitals which often did not 

offer the necessary treatment or care. The situation was becoming disastrous and the 

majority of the Voluntary hospitals were being forced into benevolent hypocrisy. The 

original purpose for Voluntary hospital existence--to provide care for all those in 

need--was not being fully carried out. And the price of survival had developed into 

a form of self betrayal. Financial catastrophe was staved off only by the start of 

World War II. The British government was in critical need of hospital facilities and 

the Voluntary hospitals were in equally dire need of financial resources. But seven 

years of war and declining maintenance took its toll, and by the war’s end most of the 
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nation’s hospital infrastructure was in need of upgrading and refurbishment. 

The original policy plan hammered out by a succession of Governments during 

the war years called for hospital participation in the national plan to be voluntary. No 

hospital would be forced to become part of, or participate in, the proposed National 

Health Service. As Miss Horsbrugh, the Parliamentary secretary for the Minister of 

Health recounted during the debates; 

There is nothing to force a voluntary hospital to go into a plan or to 

prevent it from giving service as such. Hospitals have done for a long 

time--in other words remaining as a hospital, and treating people-- and 

agreeing to the conditions laid down, and taking its share in the plan. 

It all comes into the plan laid down by the joint board. The board 

consults the local advisory committee and then the hospital will be 

asked to make a contract which it can refuse or accept. It accepts it 

gets a flat rate payment from the Exchequer and payment for services 

rendered.” 

But as the bill evolved through the various committees and as the full cost of the war 

became more apparent, a new philosophy towards hospital participation started to 

develop. And by the bill’s second reading in 1946, Minister of Health Aneurin Bevan 

proposed a completely different strategy: 

The hospitals are the vertebrae of our system. So I say that it is 

impossible for the State to fund something like 90% the revenues for 
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these institutions and still to call them Voluntary. So I decided for this 

and other reasons that the Voluntary and Municipal hospitals must be 

taken over.” 

Bevan later went on to predict that his decision would undoubtedly give rise 

to considerable disagreement, and he was right. The cause for keeping the Voluntary 

hospitals free and independent spurred the hospital policy community into action.” 

They attacked the concept at every angle. Vested interests predicted the complete 

breakdown of British communities and the disruption of acute medical services. They 

reasoned that if the government were allowed to take over the local Voluntary 

hospital, it would cease to be a place of care and compassion, and instead evolve into 

a place of bureaucratic waste and indifference.” 

For all their passion and intensity, arguments in behalf of the Voluntary 

hospital policy community were ill conceived. They did not reflect the realities of 

financial and social fact. There simply was not enough private money to restore and 

maintain an antiquated and inefficient system. Society had changed and the average 

British citizen now regraded his or her self as part of a larger objective, the making 

of a truly just and decent society.” 

In the end, Bevan’s initiative would win out. And in 1946, almost all public and 

private hospitals came under the provision of the national government. Only the 

minute for-profit hospital sector was spared from incorporation. But the takeover 

provided some very positive aspects. First and foremost, it allowed the health service 
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to have a completely unified hospital system. One that could be easily organized and 

operated on the basis of national goals and directives, rather than upon the ad hoc 

and often illogical directives of the free market. 

Like the policy process of 1911, the British medical community was once again 

a key player. In strong contrast to the earlier bill, this initiative was launched with the 

cooperation of the medical community right from the start. In effect, the profession’s 

right to be part of the policy process was conceded from the very beginning.” 

Moreover, of all the policy groups whose meetings and conferences were recorded, 

the British Medical profession was by far the most prominent. It was an accepted 

axiom that if you wanted a successful health care program, you must first have both 

the advice and blessings of those most responsible for its implementation, the British 

medical community.” 

The clash between the BMA and the Government was not, as one might 

expect, over the most radical elements of the plan. Rather, the often spirited debates 

and ensuing M.D. strike threats hinged upon the payment schemes for general 

practitioners.” The practitioners wanted to remain somewhat outside the system, 

their salaries contingent upon a mechanism of patient per capita reimbursement and 

a set salary. They also wanted to be able to retain private pay patients, who would 

be on a fee for service basis. Above all, England’s G.P.s did not want to appear to 

be employees of the state. The memories of Friendly Society dominance were still too 

fresh to allow the acceptance of an exclusive contract arrangement. 
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This confrontation was followed by a bitter, two-year battle over practice 

issues, contract arrangements, and methods of payment. The impasse did not end 

with the bill’s signing in 1946. Rather, it continued almost up until the bill was due 

to go into effect in 1948. It took the political genius of Aneurin Bevan to finally put 

the matter to rest when he rushed through some last minute legislation which 

guaranteed the practitioner community limited autonomy. The British family physician 

became one of those unique creations which only politics seems to be able to 

produce. Half state, half self, he entered a virtual no man’s land between the worst 

and the best that a policy has to offer. 

POLITICS: GREAT BRITAIN 

In 1940, when Winston Churchill replaced Neville Chamberlain as Prime 

Minister, Churchill formed a national government where all party leaders served in 

the cabinet. It was a Coalition Government, but strongly dominated by a Conservative 

majority. It was under this war-time Coalition Government that the second push for 

national health care first made its way into the political forefront. Originally 

sponsored by the Labour party minority, the concept of a revised national health care 

plan soon took hold and edged its way onto the national agenda. 

The years following Beveridge’s report were mainly devoted to a series of 

direct negotiations and conferences with those most affected by the proposal.” The 

intent of these negotiations was to explore the limits of what was acceptable, and 

then to work around these restrictions in developing a workable and viable health 
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care plan.” The early formation of Britain’s National Health Service program truly 

was a Coalition effort, with all viewpoints being reflected in the various aspects of the 

plan. 

But early in 1945 Great Britain’s political situation began to break down as the 

Labour party pulled out of the Coalition, leaving a policy vacuum which was quickly 

supplanted by parliamentary Conservatives.* Wasting little time, Conservative party 

insiders quickly set about revising the National Health Service initiative to reflect a 

more partisan viewpoint. To be omitted were many of the more Liberial and Labour 

aspects of the policy. Comprehensive cradle to grave coverage, while still intact, was 

to have more of a tenuous operational makeup than was previously the case. The 

Conservative party’s strategy was to maintain the status quo as much as possible, 

while still providing universal coverage through the extension of the 1911 National 

Health Insurance Act. Sir H. Morris-Jones summed up the Conservative 

Government’s proposal this way: 

We admire the conception of the coalition plan. But the reality is that 

this plan takes away the individual initiative that has make England 

great. It removes the institutions and Friendly Societies which have 

done so much for this country and replaces them with cold impersonal 

government servants.” 

The Conservative plans were to be short-lived, for two months later England’s 

Labour party won a landslide victory in the general election and ousted the 
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Conservatives from office. World War II ended a month later with Japan’s surrender 

to the Allies. The Labour Party now had a nation at peace and for the first time in 

its brief history had an overwhelming majority in the House of Commons. 

Upon entering office, the new Labour Government quickly set about once 

again revising the National Health Insurance plan.* The newly appointed Minister 

of Health, Aneurin Bevan, worked with incredible speed and diligence in order to 

have a plan ready for Parliament by the fall. A master of political strategy, Bevan 

succeeded in obtaining his goal by literally splitting the British medical profession, and 

then playing one side against the another.” 

It was a risky plan, but one that ultimately paid off. It allowed the Labour 

Government to bide its time and negotiate separate contracts with England’s 

specialist and general practitioner communities. Neither group wanted to be left at 

a disadvantage and on November 4, 1946 the National Health Service Act was signed 

into law. 

PROBLEMS: THE UNITED STATES 

The 1930s and 1940s encompassed both the second and the third drive for 

U.S. national health insurance. The second push came during one of our nation’s 

darkest periods, the Great Depression. Franklin Delano Roosevelt’s inauguration 

coincided with the collapse of the banking system. It was a time when the very social 

fabric of the nation seemed to be unraveling. Faith in the free market and the 

business community was at its low point, and trust in government was gaining 
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unprecedented momentum.” 

FDR was trying to piece back an economy and a nation with government and 

the programs of the New Deal as its partner.” From the policy perspective, it 

seemed the opportune time for social reform and a renewed push for national health 

insurance. Both Congress and the populous were eager to get the nation back on its 

feet and mitigate the circumstances and conditions which unbridled capitalism had 

begotten.” 

But the reforms of the early 1930s were not universally well received.” The 

American spirit, while ready for reform on some levels, became increasingly resistant 

to it at others. This became especially true once economic and social conditions 

started to improve.” When the wheels of America’s market economy started to 

move, individualism and anti-government attitudes began to reappear upon public 

policy horizon. The third national health insurance effort came during the start of 

the cold war. The Soviet menace had started to appear on the political landscape 

during this time as the dominant idiom in American politics. Our once allied partner, 

the U.S.S.R., had developed into a national concern. Top leaders of the American 

Communist party were being put on trial for conspiring to overthrow the government, 

as international politics became dominated by Russia’s intentions in eastern Europe. 

The seeds of the McCarthy era had been planted and anything and anyone associated 

with communism immediately became suspect, including what its critics quickly 

dubbed "socialized medicine."® 
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This was also the time of the proliferation of employer-sponsored health 

insurance.“ With the strict controls on wages during the war, many employers gave 

company sponsored health insurance in lieu of salary increases. Once the war had 

ended, Americans went to the market place with two decades of pent-up needs. This 

coupled with the rebuilding of Europe, resulted in elevated levels of production and 

employment. The employer-based health insurance which had started during the war 

was eventually expanded to cover the majority of full time workers.* 

The end of the war also brought to the forefront the dismal condition of the 

nation’s general health. Forty percent of America’s early wartime recruits had failed 

their induction physicals, causing great concern within the Roosevelt administration.“ 

This was coupled with the fact that despite overall improvement in the nation’s 

economy, the majority of small bank loans taken out prior to 1941 were to pay for 

medical treatment and hospital bills.” In short, the threat of financial ruin due to 

sickness or injury had continued past the onset of economic recovery. 

When Harry Truman assumed the presidency in 1945 after Roosevelt’s death, 

it became a Truman administration priority to improve the nation’s health care 

system as part of Truman’s "Fair Deal." Government policy makers were instructed 

to develop corrective plans and programs. Our nation was now at the forefront of the 

international political stage; was it also ready to be at the forefront of social policy? 

POLICY: THE UNITED STATES 

The U.S. policy stream of the 1930s and 1940s was aflush with new ideas and 
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ground-breaking strategies. For the first time in our nation’s history, health care 

policy development was being initiated by those within government. America finally 

had a secession of presidents who actively supported the concept of universal health 

care. The first governmental health care policy thrust came during the height of the 

Depression. Riding high on the initial successes of the New Deal, Franklin Delano 

Roosevelt set about developing a comprehensive social security program. FDR was 

the first sitting president to take up the banner of national health care.“ His plan 

was to incorporate comprehensive health care into an overall social security system. 

Roosevelt’s ambition was to offer old age pensions, unemployment insurance, and 

national health care as one complete legislative package.® 

The Depression seemed like an opportune time to push for such a measure 

since the Congress was already engaged in the passage of other social legislation. 

Roosevelt possessed enormous personal popularity, and the Democratic Party had 

strong majorities in both the House and the Senate. But as the Social Security Bill 

began to progress through the political process, opposition to the Bill started to 

mount. Faced with violent opposition from the American Medical Association, 

Roosevelt was forced to jettison the bill’s provision for national health care coverage 

in order not to jeopardize the Social Security bill’s passage altogether.” 

This was a disappointing defeat for FDR, who wanted desperately to establish 

a comprehensive social security system.” He saw the dangers of embarking on 

reform on a piecemeal basis and tried to rectify the situation by taking other steps 
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to improve health care delivery. Roosevelt sponsored several prepayment medical 

plans and provided health care services for thousands of the New Deal’s public works 

participants. Pledging his support for a renewed fight for national health insurance 

once the war ended, Roosevelt assembled a formidable team to gather information 

and develop a comprehensive plan that would withstand the rigors of Congressional 

and special interest scrutiny.” 

Encouraged by these developments, legislative policy communities started to 

work on their own comprehensive health care plans. Eighty-two different national 

health insurance bills were introduced in thirteen different states during the early 

1940s. On the national front, Senators Robert Wagner and James Murray teamed up 

with Representative John Dingle to spearhead what was to be known as a long series 

of Wagner-Murray-Dingle health care bills.” Within the span of a few short years, 

the original thrust of governmental support had become a cacophony of confusion. 

With so many differing plans and proposals under consideration, the political system 

seemed overloaded. The precept of having to contend with a major war effort while 

at the same time redefining the nation’s health care system proved too much for the 

average American voter.“ Most of the initiatives were either defeated during debate 

or left to die in the policy graveyard of legislative committee. 

Roosevelt’s death in 1945 set off the Truman era of health care reform. Harry 

Truman was also a great proponent of national health care, and had been 

instrumental in developing Roosevelt’s Social Security proposal.” He was well 
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versed on FDR’s plans for the post-war health insurance drive, and quickly set about 

designing his own strategy for a renewed push for U.S. national health care. Realizing 

that time may be of the essence, Truman publicly declared his support for the 

measure a few weeks after taking office. This was followed by the submission of a 

complete national health care bill just three months after the war had finally come 

to a close. 

Truman had taken the lessons of the first two national health insurance 

initiatives very seriously and was intent on not repeating past mistakes. The labor 

unions, while opposed to the notion of national health care in 1911, had now come 

full circle.” They strongly supported inclusion of national health insurance in the 

1935 Social Security Act and actively helped Truman to develop his current 

proposal.* The American labor movement campaigned hard for the passage of the 

Truman plan. Unions called upon their members to place pressure upon their elected 

representatives and spent considerable amounts of money in promoting the project.” 

But despite these earnest efforts, American organized labor was no match for a vast 

public relations campaign and the spreading fear of communism.® 

After World War Two, the Truman health care proposal started to pick up 

active support. Public reaction to the bill was initially favorable. In a 1945 opinion 

poll, fifty eight percent of those participating said that they approved of the 

President’s plan. However, this new momentum was to encounter a force of 

unprecedented opposition. First, the Republican party won a sweeping victory in 
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1946, seizing control of both houses of Congress. And, once Truman had secured the 

1948 presidential election by campaigning against the 80th "do nothing" Congress, the 

American Medical Association launched one of the most expensive and innovative 

advertising campaigns in American history.” 

The AMA launched this campaign because physicians were becoming 

increasingly prosperous under the new trend towards private health insurance. From 

a business standpoint, one of the best aspects of private based insurance, or as it is 

commonly known to today, the third-party payer system, is that the one receiving 

treatment seldom realizes the full amount of the costs incurred. Neither the patient 

nor the physician is encouraged to focus on issues such as price or alternative forms 

of treatment. This point had great impact in the years following World War II. Once 

broad based employer provided health insurance went into effect, millions of 

American’s started to flock to their family practitioners.” Conditions and aliments 

which a decade ago would have been left untreated or subjugated to a battery of 

home remedies, were now the providence of science. In essence, the emergence of 

third-party payer medicine was a bonanza for the American medical community. No 

longer would they have to be paid in-kind commodities or small affordable sums. 

They could now receive cash payments and advance both their financial and 

professional positions. 

Upon the re-election of Harry Truman in 1948, the American Medical 

Association went into full action. The premise that their new-found fount of wealth 
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might be dashed from their lips sent shock waves throughout the medical community. 

Never before had the concept of national health insurance ever received so much 

support and national attention.” It was a situation which demanded unparalleled 

action and most of all a fresh new approach. The AMA called an emergency 

meeting and seized upon the idea of hiring a California marketing firm, Whitaker and 

Baxter, to conduct a campaign of public advertisements.” They wanted the firm to 

develop a drive that would publicly discredit the concept of national health insurance 

and secure their position within the health care delivery system. Spending more than 

any other advertising or public relations campaign in American history, the American 

medical community was prepared for a policy fight to the finish.© 

The innovative style of Whitaker and Baxter came to fruition as its campaign 

linked the concept of nationally sponsored health care to communist ideology.* It 

was a brilliant tactic which in the span of a few months successfully turned the tide 

of public opinion. The cold war climate of the late forties and early fifties was fertile 

ground for such a scheme, and it flourished. Despite numerous attempts by the bill’s 

backers to persuade the public that national health insurance was not akin to 

communism, the label stuck and Truman’s health care initiative went down in 

complete defeat after the Congressional elections of 1950. 

The ad campaign was deemed both a short and long term success, as the 

concept of comprehensive health care was to be linked with the spread of 

communism for decades. In essence, the third drive for American national health 
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insurance essentially met its end by the very hand which once had fed it, namely 

capitalism. 

POLITICS: THE UNITED STATES 

The American political policy environment during the second and third push 

for national health care was one of intense variety and magnitude. It started under 

one of the nation’s most popular presidents, backed by a strong congressional 

majority, and ended under an unpopular president, hampered by a Republican 

majority in Congress. When FDR entered office in 1933, the nation was embroiled 

in one of the worst financial catastrophes in modern history. The banking and 

financial system had collapsed, millions were out of work, and decades of poor 

farming habits were reeking havoc in the Midwest. It was a time when America’s 

faith in peacetime government would reach its zenith, and a period of unparalleled 

legislative action.* 

Desperate for results, Congress granted atypical powers to Roosevelt. The 

President in turn used these new powers to initiate several new plans and programs 

to aid the nation in its economic recovery. But as America began to gain strength 

and move towards fiscal rejuvenation, the mood in Congress began to change.” The 

once agreeable legislative body began to take issue with some of the President’s past 

programs as it sought to regain some of its former power and control. The once free 

flowing policy stream became thwarted as the cross currents of government entered 

into a period of adjustment and realignment. During this period of adjustment, the 
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nation entered into World War II. 

These developments coincided with several of Roosevelt’s most progressive 

programs. The most crucial of these was the establishment of a broad based social 

security system. As mentioned earlier, FDR envisioned instituting a program much 

like his European counterparts. He wanted all aspects of American life to be 

covered. But Congress and other vested interests were to reason otherwise. There 

was some intense political opposition to the national health care provision of the 

Social Security Act. Certain groups within the medical community and the newly 

elected Republican Senate took an unfavorable stance towards including health care. 

They saw the bill in terms of an additional loss of autonomy and power, and 

threatened to kill the whole measure unless FDR withdrew the health care provision. 

Franklin Roosevelt was both a visionary and a legislative realist. His past 

experience with Congress had firmly taught him the limits of his office and the 

realities of social legislation.” Upon hearing the ultimatum, FDR reluctantly 

withdrew his health care initiative from the Social Security Bill, firmly resolving to 

pursue the measure at the first sign of a feasible opportunity.” 

The onset of World War II was to have much the same effect on American 

national health insurance as World War I. The issue ceased to capture the political 

spotlight and for all intents and purposes vanished from public view. But Roosevelt 

was a person who valued long range planning and, while the war raged overseas, he 

put together a commission to study the measure. The President’s objective was to 
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put together a national health care bill that would attract minimal opposition in order 

that it could be quickly passed amidst the various legislative activities following the 

war’s end.” 

Roosevelt’s death in the Spring of 1945 rocked the nation. The leader of 

social reform and the first sitting President to actively endorse national health 

insurance was gone. But, Roosevelt’s successor, Harry Truman, was well prepared 

to engage in a renewed fight for national health insurance.” 

The early months of the Truman administration were trying. The new 

President faced numerous problems, the demobilization of troops, economic 

reconversion, striking unions, and above all--leadership of the free world. But despite 

all of these distractions, Harry Truman still managed to make a concerted effort 

towards passing a national health care bill. The subject was a major focus in his 1948 

reelection campaign, and he used the measure to draw attention to what he called 

the "80th Do Nothing Congress." Truman had good reason for chastising the 

legislative branch, for shortly after announcing his health care plan in 1945, the 

Republican-dominated House and Senate steering committees let it be known that 

the President’s agenda was not theirs.” They effectively blocked many executive 

reform proposals during this period, and increased the already mounting level of 

frustration between Congress and the White House. 

Following his 1948 re-election, President Truman was finally ready to engage 

in an all out drive towards establishing a U.S. national health care system. His 

95



administration organized several public information debates. It sponsored rallies and 

engaged hundreds of volunteers to assemble public support for the measure.” But, 

despite these efforts, other factors intervened. As mentioned, the American Medical 

Association was actively sponsoring a professional ad campaign denouncing universal 

health insurance as the first step towards a totalitarian state.” 

The medical community was not the only opposing force in the political 

stream. Other more latent constraints were also having an effect. Chief among these 

was the support within Truman’s own administration. Key members of the Executive 

policy team were not completely sold on the measure. Surgeon General Thomas 

Parran had several misgivings about the concept of a nationally sponsored health care 

system. As Ronald Numbers explains: 

For any president, a united administration stance is imperative during 

testimony at congressional hearings: Truman tried, but succeeded only 

partially in obtaining this unity on his national health care proposal.” 

The momentum Truman thought he had within his own camp fell short of what was 

needed. By the Congressional elections of 1950, national health care was once again 

put out to policy pasture. Despite a powerful policy entrepreneur in "Give ’em hell 

Harry," and support from organized labor, national health care lacked congressional 

support, the support of physicians, and had only divided backing within Truman’s own 

administration. 
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CONVERGENCE, COUPLING, AND CONCLUSION 

Why did Great Britain initiate a comprehensive, national health care system 

in the mid-part of the Twentieth Century while the United States did not? The 

problem, policy, and political streams of the mid-century British and American health 

care debates forged the processes by which each nation would come to define and 

operate its system for decades to come. The outcomes and strategies used during 

these periods were to have a lasting impression on the politics and processes of 

future health care policy development. The problem streams of both Great Britain 

and the U.S. were filled with ensuing crisis. The great Depression in the United 

States ushered in that country’s second push towards establishing a national health 

care program. 

It was the great calamity of war which was to have the most significant impact. 

In Great Britain, the war effort reached such intensity that the very fabric of society 

was permanently altered. The cooperative spirit that had swept the nation began to 

manifest itself into building a new post-war Britain with cradle to grave security. The 

onset of World War II also served to change U.S. society, but in a much more 

divergent way. Drawing upon the ingenious American tradition of bypassing 

government directives, businesses began offering broad based health insurance as a 

way of giving employees a raise without violating the stringent national price and 

wage control policy. Thus the need for comprehensive national health care was 

mitigated by the widespread onset of company sponsored health insurance. 
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The defeat of Germany and the end of World War II marked a period of 

major restructuring. England’s medical infrastructure was in shambles, her hospital 

treasuries barren, and the entire health care sector in need of new equipment and 

upgrading. Six years of war had taken its toll upon the island nation, and the U.S. was 

more than ready to assist in the project. American factories were booming, and war 

weary soldiers returned to a nation with ample employment prospects with a full line 

of company benefits. So while Great Britain focused upon rebuilding the nation and 

establishing a more egalitarian society, the United States entered into an era of 

productive expansion. The nation’s factories were producing at record level capacity, 

the employment outlook was good, and she was now the undisputed leader of the 

free world. 

The only cloud upon the horizon was that of Soviet communism. American 

opposition to the Soviet Union, driven by confrontation in Berlin, Greece, China, and 

Korea, did much to stop the move towards national health insurance. 

The British and American national health care policy streams, while having the 

same origin, took entirely different paths. In both cases, the push for national health 

care reform came from government. During the 1930s, it was Franklin Roosevelt’s 

administration which tried to initiate the concept on American soil. In Great Britain, 

it was Parliamentary member Sir William Beveridge who provided the impetus to 

broaden England’s current health care program. Each cause was championed by a 

reformist giant. However, unlike Great Britain, the U.S. policy stream is not so easily 
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dominated by a single leader. For one thing, we have a federal system. Taking to 

heart the failure of FDR to include national health care provisions in the 1935 Social 

Security Act, various states decided to try passing the measure on their own. As 

mentioned previously, over eighty-two different state comprehensive health care bills 

were introduced during the early forties. But this legislative profusion carried with 

it an unintended consequence, policy confusion. The local health care policy 

communities had failed to take into account the magnitude of their endeavor and 

were subjected to almost universal defeat. 

British and American medical communities also played a vital role in the 

development of their respective policy streams. Both knew that their place within the 

health care delivery system automatically afforded them a strategic position. 

Accordingly, they sought to make the most of it at every possible juncture. England’s 

general practitioner community voiced littke objection towards the concept of a 

comprehensive national health care program, but embraced it heatedly as an 

advancement for British society. Objection was raised, however, to the government’s 

plan of making the practitioner community part of the general civil service. They had 

fought hard for their new-found autonomy in 1911, and abhorred the idea of entering 

into another exclusive contract arrangement. 

The British G.P.s sought the best of both worlds. They wanted to be part of 

the National Health Service system for the sake of renumeration for the bulk of their 

patients, but also to retain private pay patients in order to augment their incomes. 
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The situation quickly developed into a classic impasse. Physicians were threatening 

to strike and government officials were warning of impending imprisonment for those 

that did. In the end, it would be the Government which would blink; at the eleventh 

hour Aneurin Bevan managed to push through a legislative package which 

guaranteed the general practitioner community of its autonomy and allowed 

physicians to be both part businessmen and recipients of government transfer 

payments. 

America’s medical community was just as forceful in its demands, but in a 

much more resourceful way. Keeping with the nation’s capitalistic tradition, 

physicians decided to buy their way out. Upon realizing that Truman’s drive for 

national health care was picking up steam, they initiated one of the most expensive 

public relations campaigns in history. Seizing upon the idea of connecting 

comprehensive health care insurance with cold war hysteria, the marketing firm of 

Whitaker and Baxter successfully killed, then buried, the U.S. national health care 

issue for nearly five decades. It was a brilliant strategy which exemplified both the 

power and magnitude of advertising upon the body politic. 

Taking the larger view, the political streams which influenced the health care 

debates of this period were filled with numerous fluctuations and pitfalls. At times, 

just when things were thought to be progressing, great changes or reversals would 

occur and the whole policy process would almost have to start from scratch. Great 

Britain witnessed no less than three changes of government during these debates, 
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while the U.S. underwent two different presidencies and countless alterations within 

its own administration. But the issue of national health care managed to stay alive 

through it all. 

The American political stream had an advantage over its British counterpart 

in that its presidential changes did not entail shifting political parties. Both Franklin 

Roosevelt and Harry Truman were liberal Democrats who believed in and valued 

their chosen political convictions. So the ideology throughout these health care policy 

debates essentially remained the same. In Great Britain the story was much the 

opposite. The wartime Coalition Government which had originally taken up the issue 

of reforming the 1911 National Health Insurance Act was succeeded by a 

Conservative majority. This new Conservative Government wasted little time in 

putting its stamp on the Coalition health care plan in order to reflect a less 

egalitarian viewpoint. But this was to be short-lived, for within a few months after 

gaining office the Conservatives lost it again. A Labour party landslide election 

caused yet another turnover in Parliament. Labour’s huge majority in Parliament, 

combined with the sweeping powers of consolidated government, lead to the creation 

and implementation of what was to become Great Britain’s largest and most beloved 

bureaucratic institution. 

The main difference between the two national political policy streams centers 

upon the degree of underlying agreement that surrounded the health care insurance 

issue. Great Britain had the advantage of achieving the almost universal consensus 
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on the question. The points of controversy revolved around the means used to obtain 

this goal, not the goal itself. The U.S. faced a much different situation. It was the 

goal of establishing a national health insurance program which was at issue. No 

broad-based consensus in this country was obtained to bind the initiative and facilitate 

the type of capitulation and cooperation necessary to enact a reform measure of this 

magnitude. In keeping with American tradition, the debate was more about the 

social ends to be achieved than the values to be reflected in the goal itself. 

Even without a clear national consensus, a British government with a strong 

majority in the House of Commons has little trouble in passing controversial new 

reforms. With such a consensus, the Labour Government was able to implement a 

revolutionary national health care system quickly. In the United States, on the other 

hand, the lack of a clear national consensus, combined with an era of divided 

government between a Democratic White House and a Republican Congress, made 

achieving national health insurance vexingly difficult. The AMA’s innovative 

advertising campaign linking national health care to Soviet communism made 

legislating universal health care impossible. 

Great Britain had two main policy entrepreneurs during the health care 

debates of 1940s. First and foremost was Sir William Beveridge. His activist liberal 

ideology set the groundwork for the modern British welfare state. He envisioned a 

collectivist society where all could share in the country’s prosperity and wealth. His 

1942 report to Parliament initiated the conceptual framework for a national health 
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service. Although sketchy on detail, his plan advocated a nation wide, universal, 

cradle to grave, health care plan. It was to be the cornerstone of his envisioned post- 

war society. 

The second British policy entrepreneur was the Labour party’s Minister of 

Health, Aneurin Bevan. Bevan was a Welshman who had been brought up in the 

politically liberal regions of that nation’s coal fields. A man who readily got to the 

point, he proved to be a formidable force in securing the overall cooperation of the 

British medical community. 

U.S. policy entrepreneurs also came from within the halls of government. 

Franklin Roosevelt and Harry Truman were both steeped in the liberal traditions that 

had swept Europe and was animated in the United States by the Great Depression. 

They saw government as an active partner in the formation and livelihood of the 

country. This philosophy permeated many of their programs and initiatives, including 

health care. Neither succeeded in seeing their health care initiatives become law. In 

the American system of divided government, even a policy entrepreneur who 

occupies the Oval Office has no guarantee of success. Traditionally, broad based 

reform efforts require at least three main components: a national consensus; the 

endorsement of key interest groups; and the support of Congress. The mid-century 

US. national health care debates lacked all three. 

SUMMARY 

The mid-century British and American health care debates can be compared 
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to the upper and lower reaches of the Colorado river. Both had the same point of 

origin, but the pathways and end results were completely different. The momentum 

for each of these health care reform initiatives came from the same source- 

government. Each nation’s respective leaders decided that the window of opportunity 

was again ripe for either establishing or expanding a national health care system. But 

like the upper sections of the Colorado river, Great Britain had the advantage of 

following a route which had already been prepared by the previous 1911 legislation. 

A prevailing consensus on what was to be achieved served as a narrow rugged canyon 

in which the various policy streams were forced to first converge and then to follow. 

With the pathway cut and the destination was agreed upon, there was little doubt that 

the 1911 National Health Insurance Act would not be expanded upon to cover all of 

England’s citizenry. 

Mid-century health care deliberations in the U.S. had a much more 

problematic journey. Although government provided the initial thrust and 

momentum, there was little to bind the initiative and keep it going. Much like a 

stream which has found its way into a large dry river bed, the American health care 

debates of the thirties and forties had little broad level agreement as to the direction 

that they should be going. There was no large consensus that a national health care 

program was either needed or wanted. Instead, there was vast opposition at nearly 

every turn. Like the lower reaches of the Colorado river, by the time the policy 

measure had reached its destination point, the thrust had turned into a trickle and 
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the policy window was to firmly close for almost a half a century. 

THEORY CRITIQUE 

Kingdon’s theory on policy agenda formation is strongly supported by the 

events and circumstances of the 1940s. War, was once again the focusing factor for 

introducing national health care reform. The spirit of wartime sacrifice fostered an 

environment ripe for change and ushered in a whole new spectrum of ideas. This 

theory also scored well with the economic and demographic changes taking place at 

the time. Each nation was coming to grips with a wartime economy and the 

demographic changes which accompany men moving off to war and mass bombing 

raids. 

Changes in national mood and ideology were also well accounted for under 

this model. The wartime collective spirit was transformed into a record number of 

post-war bills and initiatives. Law makers were keen to capitalize on their respective 

nation’s renewed spirit of community and cooperation. Kingdon’s model expects 

broad sweeping reform to coincide with other legislative efforts. I found this to be 

particularly true of this time period. Each piece of legislation seemed to ride the 

other in what is often depicted as an avalanche of new policies and reforms. 

The Kingdon model, however, underestimates the power of mission 

consensus. Despite three different Governments and a raging war, the issue of British 

universal health care managed to thrive. Kingdon’s theory advocates that an election 

turnover will precipitate a totally new incoming party agenda. But this was not the 
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case with Great Britain’s national health insurance initiative. While each party did do 

its best to put its particular hallmark on the plan, the fundamental concepts and 

ideology always remained the same. There was to be a national health care program, 

free at the point of delivery, and with coverage that extended from the cradle to the 

grave. 

Another point of theoretical incongruence was again found the role of 

communication. As with the debates of the 1910s, Great Britain had several well 

versed politicians to merit the edicts of a National Health Service. The U.S. on the 

other hand, saw no such oratory masters taking up the cause. Truman himself was 

a behind-the-scenes man and never delivered the impassioned health care reform 

speeches of his British counterparts. And when the Whitaker and Baxter public 

relations scheme got underway, administrative officials were virtually ineffectual in 

combating national health insurance’s link to Soviet communism. 

Kingdon’s conceptualization of the executive’s ability to move and dominate 

the national agenda formation process was not completely substantiated by the 1940 

debate period. While his theory does adequately characterize England’s national 

health insurance experience, it falls short in terms of portraying what went on in the 

US.. Prime Minister Atlee was the principal catalyst for moving his Government’s 

National Health Service initiative into law. Once he had gained the support of his 

cabinet, there was little to stop Labour’s plan for establishing a completely centralized 

health care system. 
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Truman on the other hand, had a completely different experience. His public 

support for U.S. national health insurance did little to secure Congressional or public 

approval. As illustrated by the policy stream, Truman could not even secure 

unanimous support within his own administration. So while Kingdon’s theory does 

accurately predict that the executive does have the power to put an issue on the 

national agenda, there is no guarantee that he or she will be able to move it ina 

divided system of government. 

On the other hand, Kingdon’s emphasis on the power of the executive to 

shape the agenda and to implement its policies successfully in the form of law is very 

applicable to Great Britain. Except in the rare event of a "hung Parliament"--which 

has not occurred in over a hundred years--a British Prime Minister is almost always 

assured of attaining ultimate passage of his or her agenda. The only alternative would 

be for the Government to fall and the calling of new elections. This encourages 

strong party discipline, which with the Prime Minister’s array of executive powers as 

leader of the Government and legislative powers as leader of the House of 

Commons, is a formidable combination. 

It is particularly instructive to compare the powers of the British Prime 

Minister with Franklin Roosevelt, who together with Lyndon Johnson in 1964-1966, 

probably was the most powerful American president of this century. Despite FDR’s 

unprecedented popularity and tenure, he was never able to successfully achieve the 

passage of a national health insurance bill. This was because of the diffuse nature of 
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power in the American system where interest groups, the Congress, the Courts, public 

opinion, and the media all wield significant power. 
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CHAPTER FOUR 

LATE CENTURY: COMING FULL CIRCLE 

PROBLEMS: GREAT BRITAIN 

If the start of the 1980s saw the apotheosis of scientific medicine in Great 

Britain, the second half of the decade had to come to terms with its costs. The 

innovations of the late sixties and seventies emerged on the medical market place 

with great enthusiasm and some impressive results. Originally the domain of only 

the nation’s most advance institutions, complex surgeries, cancer treatments, and 

expensive diagnostic tools started to become more commonplace as the decade 

advanced. In essence, the quality of a particular medical facility became linked to its 

ability to lobby local planning authorities successfully for the latest medical 

innovations. 

As these new scientific wonders flickered across BBC television screens, a new 

sense of patient awareness started to develop. Hence marked the dawn of British 

health care consumerism.’ An aging population with rising health care expectations 

was a new dilemma for the beloved forty year-old National Health Service. 

Originally, Great Britain’s NHS had been built around a kind of state paternalism.’ 

Typically, taxes were paid to the central government which set a national budget for 

health care expenditures. Individuals had only to place their trust and faith in the 

hands of their local physician. The basis for the NHS system evolved around the 

concept of the general practitioner as the main gate keeper. It was to be that 
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person’s professional judgment, coupled with a fixed State budget, which was to 

guarantee that finite resources would be put to their highest and best use. To be 

placed on a waiting list or denied a particular diagnostic test or treatment was seldom 

questioned in the past. It was seen as a patriotic duty to abide by the system in order 

that all could benefit.’ 

But during the 1980s the situation began to change. Demographically, England 

was succumbing to an aging population. Medical intervention and innovation had 

helped to eliminate many of the diseases and conditions which had plagued earlier 

generations. Death was no longer being conceived as quick and without warning. 

Rather, it had emerged as a long process often requiring extensive State support and 

resources. 

This all came at a time when Great Britain was in the midst of a national 

recession and rising unemployment. The transformation from a manufacturing 

society to a serviced-based economy was taking its toll, both in terms of job losses 

and realized incomes. The privatization of state industries and the issuance of new 

taxes further compounded the problem of how to finance growing health care 

demands with diminishing State resources. 

A new social environment also emerged during this time period. The welfare 

policies of the previous Labour Governments had been replaced with the 

conservative ideology of Margaret Thatcher. Voted into office on an anti-State 

spending backlash, the Thatcher Government was committed to the principles of a 
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market economy and less government. It wanted efficiency, and more value for 

money out of its various ministries, including the nation’s sacred cow, the NHS.‘ To 

accomplish this goal, the Conservative Government tapped into the popular trend of 

managerial rationalism. The 1980s were a high water mark for quantitative methods 

and decision making models in Great Britain.’ It seemed as though any problem or 

future prediction could be solved by a cost benefit analysis or a computer generated 

model. In short, the 1980s saw faith in the quantitative sciences at their popular 

height, with government and private industry making full use of their potential. 

Problems which just a decade before were regarded as complex and or insolvable 

suddenly became reduced to the myriad of lines and boxes of a systems analysis flow 

chart. It wasn’t long before British society’s fascination with scientific methods 

found their way into the emotion riddled world of health care delivery.’ 

This onset of rationalism also coincided with the decline of one of Great 

Britain’s modern pillars of society, the Unions. England’s National Health Service 

was born into a working class society, where over sixty-four percent of the nation’s 

population were manual laborers.’ But, by the early 1980s, that proportion had been 

reduced to less than forty percent. Individual home ownership had also risen during 

this time period, from twenty-seven percent in the late 1940s to almost sixty percent 

by 1990. In essence, English society was slowly evolving from a reliance on state 

paternalism, to an increased awareness of self determination and responsibility.’ 
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Overall, then, the picture that emerges is one of many cross-cutting currents. 

Demographically, Great Britain was becoming an older nation, whose aging 

population began putting an increasing amount of pressure on the State for pension 

funds and health care services. It was a situation which coincided with a shift in the 

nation’s political ideology and national mood. The policies of the liberal welfare state 

had become unpopular, giving way to the edicts of a Conservative Government based 

in market oriented principles and self reliance. The British people had also started 

to become savvy consumers, both in terms of the their politics and their health care. 

No longer was the word of the general practitioner accepted without rebuttal. Thanks 

to the media, new fangled medical innovations and treatments became household 

information, and the demand for them skyrocketed. 

POLITICS: GREAT BRITAIN 

The 1980s marked a political epoch for the Island nation. The forty year-old 

welfare state which had embodied the social and political priorities of a post-war 

nation was becoming increasingly unpopular.” The original concept of building a 

more just and stable society through general taxes and welfare provisions was 

becoming blurred by changes in the social and political environment. The idea of 

shared sacrifice and social investment began to give way under the strains of a global 

economy. The 1980s saw a beleaguered welfare state being shunned by those who 

could afford private provisions and resented by those who had no other choice." 
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The political climate of the health care debates of the 1980s emerged from a 

rapid succession of political and economic events. The failures of the Labour 

Government in the 1970s essentially paved the way for a new brand of conservatism 

and a new kind of leader, Margaret Thatcher. It was a transformation reflected by 

the fact that the Thatcher Government was the only Government in Great Britain’s 

Twentieth Century history to remain in power for over an entire decade.” This 

period also marked a growing awareness within opposing political parties. They 

began to re-think their own political styles and re-evaluate their policies. In essence, 

there was a growing awareness that the new environment required a whole new set 

of ideals and strategies.” 

The political nature of partisanship was also changing in Great Britain. The 

1980s marked the era of diminishing party loyalty. There was an increased willingness 

to shop around among the various parties.“ Party loyalty could no longer be 

guaranteed, it was the perception of party performance which now counted, not just 

political ideology.” The selling off of major state industries and the contracting out 

of former state services became a popular strategy for increasing the perception of 

a Government ready to cut waste, increase efficiency, and provide good government. 

This was the political atmosphere which produced a series of proposals and 

White Papers regarding British health care reform.” The first changes occurred 

during the early eighties. The Thatcher Government’s preoccupation with value for 

money began to refocus public policy towards specific outputs. In other words, the 
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main question became, What was the British taxpayer getting for his/her money?” 

Fiscal prudency became the hallmark of the day as all governmental ministries found 

their budgets and personnel cut by unprecedented amounts. Former Secretary of 

State for Health and Social Security, Lord Ennals described the situation as: 

One of unmitigated slashing. Programs and state funded institutions 

were being cut without any regards to the people they served or any 

proof of waste and inefficiency. It was a travesty for those of us who 

spent so many years of our lives building up this country to watch.” 

Thatcher’s Government was the first to take on the nation’s most popular state 

institution directly. Her budgetary ax fell on all of her Whitehall agencies, including 

that of the National Health Service. 

These events sparked public protests which were closely followed, by near 

daily, newspaper and media accounts. Coming under attack for her administration’s 

NHS funding policies during a 1988 television interview, Prime Minister Thatcher 

made the announcement that her Government was planning a thorough review of the 

National Health Service crisis. It was an announcement which not only came as a 

complete surprise to those within the NHS, but to those within her own Cabinet as 

well. Conservative MP Neigel Foreman described to me what happened after the 

Prime Ministers television interview. 

Telephones started ringing all over London. Each Cabinet and party 

member calling the other. We were all quite frankly taken off guard 
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and each thought themselves somehow left out of the loop per se. Her 

announcement was a surprise to say the least.” 

Needless to say, the review itself reflected the impulse which had given birth to it.” 

Political expediency was the watchword as the Prime Minister hurriedly put together 

a policy team which could pull together a health care reform plan that would reflect 

the market orientations of her Government. A political strategist of the first order, 

Margaret Thatcher sought to turn her spur-of-the-moment remark into an 

administrative and ideological coup.” The previous 1911 agreement to involve the 

medical profession in all health care policy discussions was essentially ignored. There 

were no representatives, or calls for evidence, from either the BMA or the Royal 

Colleges of Medicine. Even the Department of Health was peripheral to the 

process.” In short, so far as she could make it, the Government’s review of the 

NHS was to be an inside job. It was to be a direct reflection of the women and the 

politics which called for its creation, not the by-product of a working consensus.” 

The public debates which subsequently followed the publication of the 

government’s review were as fierce as they were unique. The various political 

positions cut across party lines, professional associations, and social classes.“ They 

did, however, fall into various basic categories. Most health care professionals, 

Labour party members, as well as a considerable number of Conservatives were quite 

satisfied with the basic organization of the NHS. They just wanted more money 

poured into it. Mainstream Conservatives wanted to keep the original NHS structure, 
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but enhance its efficiency and cost savings through internal NHS adjustments. Right- 

of-center groups advocated a complete overhaul of the NHS by the creation of 

government regulated internal health care markets. Ideologues of the free market 

advocated dismantling of the NHS altogether and replacing it with a free market 

system similar to that of the United States.” 

The Parliamentary debates which ensued were a virtual free-for-all, with many 

of the same professional and political groups on opposite sides of the bench.” In 

essence, position lines were drawn depending upon how individual MPs viewed the 

reforms, rather than upon the customary political party or professional grounds.” 

This made the proponents of the oppositional front all the more difficult to track.” 

Traditional methods for building rival coalitions were largely ineffective under these 

circumstances. Thus the typical coalitions failed to materialize and established 

networks and processes broke down. As standard political lines began to blur, the 

debates and subsequent legislation of the government’s White Paper began to exhibit 

all of the bitter professional and political confrontation that would be accorded to a 

measure designed to fundamentally restructure the nation’s most beloved and largest 

bureaucracy.” The press and the media covered the initiative with unprecedented 

fervor, as the various think tanks and policy institutes spewed forth volumes of papers 

and opinions. The health care debates of the late 1980s proved to have all the 

colorful political undertones of its past two predecessors. But in the end, the 

Thatcher Government, bolstered by Great Britain’s weakened but not forgotten 
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tradition of party discipline, would carry the day as the 1990 National Health Service 

and Community Care Act became law. 

POLICY: GREAT BRITAIN 

As we learned in the last chapter, following the controversies of the health 

care debates of the 1940s, England’s National Health Service and the respective 

Governments which directed it had become cocooned in consensus.” The NHS not 

only established itself as Great Britain’s most popular institution, it had even won the 

support of those who had most opposed its creation.” The 1946 National Health 

Service Act had become the crown jewel of the nation’s welfare state and a milestone 

in the art of policy formation. 

The policy stream of the 1980s saw a myriad of new influences and ideas. 

Traditionally a strong force within British politics, the trade unions had lost most of 

their ability to influence the political environment of the 1980s.” Their power and 

membership roles had been ravaged by a decade of Conservative Government 

policies and the profound changes taking place within British society.” The Unions 

had effectively failed in their fight against the Government’s policy of contracting out 

the services which their ranks traditionally supplied.“ During the more value for 

money quest of the early 1980s, the Thatcher Government sought to reduce its 

expenses by placing services such as cleaning, laundry, and catering on a competitive 

bid basis. The fact that the government was able to push these policies through 

despite a national opposition campaign by the Unions gives testimony to both the 

122



ineffectual stance of the Unions, and the power of the deep seated changes within 

British society. 

This was the policy environment which spawned a series of governmental 

attempts to reform and redefine the National Health Service. In response to added 

financial pressures, the Thatcher Government began requiring that the Department 

of Health and Social Security (Ministry of Health) start producing a set of 

performance indicators (PI). The purpose of these indicators was to track 

performance within the various health districts and hospitals.” The PIs were 

designed to be the principal policy tool for Ministerial assessment. But, as British 

health care scholar Rudolf Klein notes: 

PIs were, and remain, an extremely crude set of instruments...they are 

extremely vulnerable to questions about their accuracy...and exclude 

many dimensions of performance such as quality.” 

The emergence of performance indicators also coincided with the appearance 

of other governmental reform efforts. In 1983, a twenty-five page report was issued 

by the Conservative Government which outlined a complete transformation of NHS 

organizational culture and management style.” Authored by the president of a 

successful supermarket chain, Roy Griffiths, the Report of the NHS Management 

Inquiry advocated streamlining the NHS to facilitate all the administrative and 

operational effectiveness of a successful corporation. The report itself was the work 

of only four people. They were reported to have written it quickly and informally, 
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taking little formal evidence or advice from outsiders or from those within the NHS 

organization.* It was this report which marked the Thatcher Government’s first 

break with time honored tradition of appointing Royal Commissions--bipartisan 

committees who study problematic policy issues.” The Report of the NHS 

Management Inquiry was the first official document which reflected the government’s 

new brand of decision making--brisk, decisive, and peremptory.” 

As the 1980s progressed, it became increasingly clear that the newly imposed 

NHS management style would not be nearly as effective as first thought. The 

corporate management processes outlined in the Griffiths report did not always 

intermesh with the NHS bureaucratic structure.” Ministerial insiders realized that 

a new approach would be needed if the government was ever going to be able to 

control rising costs. They advocated placing a tighter hold at the systems source, the 

general practitioner. Never politically popular, the idea of directly taking on the 

medical community began to lose some of its unappeal as Britain’s financial picture 

darkened.” In essence, the financial costs of wrangling with the BMA began to out 

weigh any possible political costs. 

In 1986, a government proposal (Green Paper) was issued to Parliament which 

explored the possibility of redefining the general practitioner/governmental 

relationship. Its purpose was to effect three major policy changes. First, it proposed 

improving the quality of general practitioner care, by offering a good practice 

allowance to those physicians who demonstrated merit. Secondly, it sought to make 
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the medical community more sensitive to consumer preferences by adding additional 

citizen input. And third, it advocated controlling health care costs by limiting the 

type of pharmaceuticals general practitioners could prescribe. Because prescription 

costs had risen to over twelve percent of the total NHS budget, ministerial authorities 

sought to reverse the trend by restricting the use of expensive prescription 

medicines.* In short, if less expensive alternatives were available, the Government 

mandated that they be utilized first, instead of allowing general practitioners to turn 

automatically to the often twice as expensive, newer drugs. 

The announcement of the 1986 Green Paper was followed by a highly visible 

and often volatile round of ministerial consultations. The Department of Health and 

Social Security took evidence from 370 different witnesses representing 73 

organizations. The government’s strategy was to push its proposal forward by 

increasing the volume of conflicting voices and interests.“ The tactic worked, for the 

1987 White Paper which surfaced from these discussions remained largely consistent 

with the government’s original proposals issued in the previous Green Paper. 

Feeling the constraints of these additional controls and the diminished 

autonomy which accompanied them, the British medical community began gaining a 

sense of insecurity and insignificance. Its leaders began to feel as mere cogs within 

a vast political machinery.“ Sensing a loss of empowerment, the medical community 

began to focus on the chronic shortcomings of the NHS. They began to perceive 
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everyday waiting lists and lack of equipment as an acute crisis. Oxford practitioner 

Jermey Lehman described the situation this way: 

It was very un-British, they way we acted and complained,sometimes 

quite sharp.We felt that Margaret Thatcher had plainly cut the Service 

too far to the bone. We really felt as though we couldn’t carry on.“ 

Their battle cry became "if Florence Nightingale were carrying her lamp through the 

corridors of the NHS today she would almost certainly be searching for those in 

charge."” The objective of the medical community was not to bring about any broad 

based changes. Rather, it was an all-out effort to relieve the financial and 

professional oppression of the Thatcher government. 

Indeed, the catalytic force of the 1980s policy stream belonged to the British 

medical community. Despondent and demoralized by the Conservative Government’s 

stringent fiscal policies, the medical profession launched into an unprecedented 

campaign to manipulate public opinion.” They embarked on a concerted effort to 

convince the public that the NHS was on the brink of financial collapse. Their intent 

was to spawn broad public outcry in order to force the Government to increase its 

NHS funding. Never in the history of the NHS had there ever been such a public 

demonstration of professional dismay. It involved all the authoritative and noted 

figures within the health care policy community.” There were a succession of 

reports of how hospital wards were being forced to close and numerous interviews 

with hospital specialists recounting how they had to postpone needed surgeries 
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because of cash and personnel shortages.” The image which emerges is of a health 

care system on the brink of collapse, unable to function or provide care for its 

patients. 

But the British medical community had inadvertently constructed a political 

mine field amidst its own territory. In an effort to manipulate public opinion for its 

own gain, the medical community had unintentionally given the Conservative 

Government the required resources for what it had wanted all along, a complete 

restructuring of the NHS. Labour MP and former Secretary of State for Health and 

Social Security Lord Ennals maintained: 

The Prime Minister had it her mind all along to reform the NHS, she 

just lacked the means. She tried to reassure the public that the NHS 

was safe with her, but we knew better.” 

The final straw came when the Presidents of the Royal Colleges of Medicine publicly 

renounced the Government’s handling of the NHS. In Prime Minister Thatcher’s 

view such an announcement represented the repudiation of the 1911 agreement 

between the State and the medical community. Under the agreement the State 

accepted the right of the medical community to use state resources as they saw fit, 

while the medical profession accepted set budgetary constraints and medical rationing 

responsibilities.” 

As mentioned earlier, the situation climaxed in January of 1988 when Mrs. 

Thatcher announced an official review of the situation. The review itself was largely 
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a private affair, excluding many of the usual policy actors including the BMA.” 

Even the Department of Health, with its institutional links to the profession, had 

limited access. As reports of the impending review began to leak out, the BMA 

began to take fright. The medical community’s persistent claims that the NHS was 

on the point of collapse began to change tone as they saw the noose of management 

control looming ever closer.” 

The White Paper which resulted from the review--Working for Patients--was 

by most accounts a political masterpiece.” Its ingenuity was proclaimed as much by 

the Labour Party as by the Government itself. Never before had any Government 

document concerning health care commanded so much time and space within the 

media.” There were nightly features outlining the proposed changes, and countless 

interviews with members of Parliament. Working for Patients became the primary 

subject of the nation’s newspaper editorial pages and radio talk shows.” But, amidst 

all the coverage of the plan’s particulars, only the politically astute caught Thatcher’s 

real triumph. What had started out as a review of Government funding policy 

emerged as a plan for the restructuring of the NHS. Conservative MP Neigel 

Foreman summed it up this way: 

It was like C.S. Lewis’s comment in The Screwtape Letters. Everyone 

was so caught up in the insignificant, what they felt impacted them 

personally, that few caught the real significance of this plan. Few 

realized that the tables had been effectively switched.” 
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The intellectual basis of the Government’s new plan was the assumption that 

a system of internal markets would produce the right incentives for increasing 

efficiency and consumer responsiveness of the NHS. The theory’s creator, American 

economist Alain Enthoven, had prescribed a separation of the National Health 

Service’s purchasers and providers. In essence, the providers of health care, the 

general practitioners, would be given a budget for their specific patient populations. 

Out of this budget, GPs would then be required to provide a range of services for 

their patients. These included diagnostic tests such as x-rays and blood work, non- 

acute care, and elective surgeries. 

To avoid any possible year-end shortfalls and the patient backlash which might 

result, general practitioners would have a direct incentive to shop around among the 

local hospitals for the best possible price. The long standing tradition of referrals 

based on the old school tie network was to give way to a new cost-conscience 

approach. So, while as a whole the general practitioner community was being placed 

under a much tighter scrutiny, individually they would have as much freedom as their 

individual budgets allowed.” The objective was to place downward pressure on 

rising health care demand by increasing managerial control.” In essence, the White 

Paper was directly challenging the age old NHS idea that clinical autonomy bestowed 

the automatic right of using public funds without scrutiny or oversight.* 

The government’s White Paper proposals were generally viewed as a personal 

affront to the medical profession’s collective self esteem. It was hard for them to 
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deny that they had been beaten, and that they could no longer rely on their special 

place within the policy arena to protect their interests. One Oxford practitioner 

surmised: 

It was rather like being kicked out of the family pew. You had held a 

particular place, were used to it, and even rather enjoyed it. It was a 

shock to find that we had been essentially removed from the high 

table.” 

Many within the medical community feared that the proposed plan would in effect 

“introduce the canker of profit-seeking into the medical Eden."* Others, namely 

hospital mangers and younger physicians, were anxious for the individual freedom and 

additional opportunities that the reforms proposed. One MP summed up the situation 

as: 

If you give an individual the incentives to be efficient and reward him 

accordingly, you infuse an element of opportunity that the old NHS just 

didn’t have. These young men of today are very keen on the idea of 

having some competition. They like the prospects of being directly 

rewarded for their work and having control over their future.” 

On the institutional front, because the government’s plan provided the 

possibility for individual NHS hospitals to become virtual free market enterprises, 

many within the hospital policy community wholeheartedly embraced the plan. They 

saw immense opportunity for change and innovation, and chance to try their hand at 
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free market management. Still, some hospital directors opposed such efforts as being 

completely incompatible with the basic tenants of a national health service.* In 

essence, the British health care policy stream of the 1980s had entered the whirlpool 

of competing values and philosophies. The market oriented precepts of a changing 

society were in conflict with the institutional structures of a by-gone era. 

The government had successfully demonstrated both its willingness and its 

ability to push major health care legislation without involving the BMA. There had 

been a break in the traditional policy process and a new precedent had been set. 

The 1989 NHS review signaled a new role for the British medical community and the 

hospitals which supported them. 

The health care debates of the late 1980s marked a new age in British health 

care policy. Deviating from past practices, the reigning Government and policy 

specialists took unbridled control of one of the nation’s most powerful and beloved 

institutions--the British National Health Service. With minimal input and consultation, 

Thatcher insiders were able to formulate and successfully legislate policies which 

touched almost every member of British society. From beginning to end, the 1990 

National Health Service and Community Care Act was a stellar example of the 

marked changes that were taking place within British society and the government. 

PROBLEMS: THE UNITED STATES 

- The late 1980s-and early 1990s witnessed a virtual explosion of health care 

reform in America. Long relegated to the back burner of women’s and children’s 
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issues, American health care became a simmering pot of inexplicable contradictions. 

It was a measure marked by the accumulation of decades of social policy, economic 

strategy, and societal priorities. Evolving from an earlier time of unprecedented 

abundance and prosperity, the U.S. insurance-based health care system came of age 

during the apex of American optimism. Our land offered unimaginable wealth and 

opportunity, with hard work and self-sacrifice anything was possible. It was a nation 

which sought to eliminate the age-old problem of poverty and conquer space flight. 

Our faith firmly planted in the precepts of scientific advancement and rationalistic 

philosophy, we became a nation of seemingly limitless possibilities.“ 

As we have noted, vast efforts at biomedical and technical research sprung 

forth in the 1960s from major U.S. research institutions and government 

laboratories.” From the polio vaccine to the saving of blue babies, each new 

medical breakthrough was heralded as a triumph of man’s ingenuity and a gift to 

humanity.* The innovations of science and engineering began to change American 

society’s concept of the world they lived in. Such common everyday concepts as 

work, travel, and health care were transformed overnight as the nation moved ever 

onward towards scientific and technological progress. 

Complex procedures and equipment soon dispersed from the nation’s major 

medical centers to university teaching hospitals and eventually to every major service 

hospital within America. In essence, a medical arms race developed for the latest 

new medical technology and its accompanying specialty.” The perceived quality of 
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a particular health care institution became inextricably linked with its ability to 

acquire the latest gadgetry, and the worth of a physician became linked to his/her 

ability to use and prescribe it. It was a time of ardent faith in our own scientific 

abilities, and it began to transform society’s view of health, illness, and death.” The 

passing of life shifted from being every person’s destiny to that of a moral or medical 

failure.” Essentially the mission of biomedical research no longer encompassed the 

mere improvement of the quality of life, it was to guarantee life itself.” 

As these new scientific wonders began to feature as news worthy, a new sense 

of patient awareness also started to develop. The precepts of market oriented health 

care became fertile ground for health care consumerism. It was made all the more 

attractive under a system where the individual seldom bore sole responsibility for its 

costs. An aging population with rising health care expectations became a bonanza 

for the health care industry during the late seventies. New drugs, new treatments, and 

an ever widening array of technological gadgetry began to flood the American health 

care environment. Our health care institutions became monuments to American 

ingenuity, and our research capabilities became the envy of the Western world.” 

But the 1970s also brought a new sense of reality to the euphoria of the sixties. 

The internal unrest of Vietnam, a long era of "stagflation," recurring energy shortages, 

and the ever widening ranks of the poor started to spawn a new national mood. It 

was reflected in overall doubt of the government’s ability to solve complex social 

issues or regulate the economy; this national mood manifested itself in the 
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Republican Party wining five out of six presidential elections from 1968 to 1988. 

These factors became all the more humiliating with the taking of American hostages 

in Iran. In short, the seventies were a time of disillusion for the governmental 

policies of the past. This was a period which encompassed a sequence of events 

which was to propagate a resurgence of political conservatism and classical 

liberalism.” 

As the energy shortages and recessions of the late seventies began to take 

hold, the cost of Medicare and Medicaid started to receive an unprecedented amount 

of attention.” The edicts of scientific advancement had begun to translate 

themselves into doing everything possible for the extension of life, regardless of the 

cost or actual benefit. The once restricted heroics of open heart surgery and kidney 

dialysis became the privy of the very aged and premature.” Thousand-dollar-a-day 

intensive care facilities began to evolve from units for acute and treatable illnesses 

to end-stage care centers. It was already apparent that the U.S. had a health care 

system of largely illogical components, but as long as our economy was strong enough, 

and our government willing enough, most pretended not to take notice.” 

The 1980s marked the resurgence of conservatism and a renewed faith in free 

market capitalism. From deregulation to calls for the elimination of government 

interference and bureaucratic waste, those committed to the free hand of capitalism 

reigned. But, as the government’s medical bill started to rise to unsurpassed levels, 

White House officials began to mitigate some of their free market attitudes in favor 
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of increased regulation and governmental controls, under the rubic of "managed 

care." 

Earlier planning and cost containment efforts by the Nixon and Carter 

administrations had not been taken seriously. The medical-industrial complexes 

which had been responsible for their implementation sought new and inventive ways 

to bypass their requirements.” State and local efforts at cost containment had also 

failed, as physicians and hospitals contrived ways to game the system and forestall any 

real changes.” But, by the early eighties the ramifications of an uncontrolled system 

began to take hold. Hospital inflation was running over thirteen percent, and private 

sector health care expenditures were growing at an even faster pace.” These costs 

began to exert severe pressure on federal and individual state budgets. 

The added financial pressure of increasing Medicare and Medicaid costs 

started to hinder the Reagan Administration’s efforts at controlling the national 

deficit." The gravity of the situation prompted the federal government into 

unprecedented action. To get Medicare costs under control, federal policy officials 

tapped into the rising trend of quantitative policy techniques. In 1982, Congress 

passed a measure which required all institutions participating in Medicare to adhere 

to a strict cost accounting method of illness classification.” The purpose of the 

program was to change the economic incentives of hospitals by offering them a strong 

inducement to reduce costs. 
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Under the prospective payment system (PPS), reimbursement for medical 

care was based on a predetermined, specific rate for each patient. The rate was 

determined according to a classification of 467 diagnostic related groups (DRGs). 

It was management rationalism at it best, for if a particular facility could treat its 

Medicare patients for less than the specified amount, it got to keep the difference. 

But if the hospital ran over the specified amount, it had to absorb the additional 

costs. The PPS system became the government’s principal tool for controlling health 

care costs, and it became the hospital industry’s biggest headache. 

In an effort to mitigate against the possible ill effects of the PPS system, major 

American hospitals embarked on a strategy of patient creaming. They targeted those 

patients with generous third party coverage in order to shift the costs of any 

Medicare patient shortfalls.” Massive hospital building and remodeling programs 

ensued in an all-out effort to attract the insured patient. It was a self-defeating 

strategy which flooded the market with unneeded beds and services as hospital 

occupancy rates plummeted to sixty-six percent by the early 1990s." 

The new changes in Medicare and Medicaid reimbursement came at a time 

when the United States was in the midst of corporate downsizing and factory 

closures. The transformation from a manufacturing to a serviced-based economy was 

taking its toll, as millions who had previously taken their health insurance for granted 

found themselves suddenly without it. It was a complex set of circumstances which 

sent the number of American uninsured soaring to over 40 million. 

136



The problem was further compounded by the propensity of U.S. corporations 

to encourage early retirement. Increased global competition was prompting corporate 

downsizing, particularly among the highly paid ranks of older workers. In an effort 

to avoid further layoffs and trim payroll expenses, many American companies offered 

lucrative early retirement incentives. Among such inducements was company 

guaranteed health insurance until early retirees reached age sixty-five. Seen as a 

corporate bargain during the mid-eighties, the strategy quickly became a fiscal 

nightmare as the end of the decade approached. Double digit insurance and health 

care costs were adding intolerable liabilities to the already bleak corporate balance 

sheet.” Encouraged by these developments and an intensifying global economy, 

American industry started to consider methods for shifting the burden of health care 

away from business to the government. 

The onset of corporate downsizing and restructuring also coincided with the 

decline of the nation’s Unions. The U.S. health care system gained steam during a 

time of large scale Union employment and liberal company benefits.” But as the 

early eighties progressed, Union membership and power declined. The ability of 

organized labor to secure health care coverage abated as major labor strikes, 

centered upon the issue of health care benefits. Rising health care costs were 

simply outstripping industry’s ability to maintain the liberal health care coverage of 

the past.” Consequently organized labor’s failure to secure adequate benefits began 

jeopardizing the already shrinking ranks of Union membership.” 
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From 1980 to 1990 medical care costs rose from 10.3% to 13.7% of the 

nation’s gross domestic product.” This rising cost of health care expenditures began 

to effect some of our nation’s largest industries. The three American auto 

manufacturers reported that they spent more on health care benefits than they did 

on steal used in production.” 

The increased costs of providing health care to employees coincided with the 

globalization of our nation’s economy. U.S. factories and products were now in a 

head to head competition with other countries which did not saddle their business 

communities with providing health care benefits. In essence, the cost of providing 

health care was making U.S. products less competitive in the foreign market place. 

America’s health care crisis was starting to develop into an economic obstacle with 

far reaching consequences. One of these consequences was American companies 

establishing manufacturing plants in the Far East or Mexico so as to avoid the high 

cost of employee benefits in the United States. 

The health care dilemma of the 1980s began to affect individual states as well. 

By the early 1990s the cost of providing federal Medicaid benefits began to cripple 

many state budgets. The rates that these states paid to provide such services also 

varied enormously. States with a limited number of poor and indigent such as Nevada 

had a Medicaid expenditure outlay of only about $100.00 per state resident, whereas 

states with much larger disadvantaged populations such as New York were paying 

close to $570.00 per state resident to provide comparable care.” 

138



Thus, further cuts in federal tax programs and Medicare funding prompted 

many states to start developing their own methods for providing health care coverage. 

Faced with skyrocketing costs and an increasing number of uninsured, states from 

Florida to Hawaii began to initiate state-based health insurance programs.” Loosely 

centered on the rationing of high cost, minimally effective procedures and treatments, 

states sought to expand health care coverage while at the same time holding down 

costs.” Oregon’s health care plan was developed in response to the trend of rising 

health care costs and the increasing need to provide basic health care services. The 

centerpiece of the Oregon plan was a law that revamped the state’s medicaid 

program in order to spread the federal and state tax revenues to cover all the state’s 

citizens under the federal poverty level. The outlined benefits package focused on 

those treatments and services that provided the greatest benefit for dollar unit spent. 

So while treatment for pneumonia and hepatitis were covered under the plan, liver 

transplants and other such exotic but marginally beneficial treatments were not. 

Another state which ventured into the problematic waters of state sponsored 

health care plans was Tennessee. Using an amalgam of managed care and Oregon 

type ranking of effective and beneficial treatments. All state employees and medicaid 

recipients were put in managed health care plans which focused on preventive care 

as its mainstay. Tennessee’s governor McWherter is counting on vigorous competition 

between physician and hospital services to curtail his state’s ever ballooning medicaid 

care budget.” 
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These and other state health care initiatives are an historically familiar 

situation for Americans. Individual state efforts have often served as the testing 

ground for larger federal programs. The successes and mistakes of state policy 

programs often provide invaluable information in developing much larger 

comprehensive national policies. 

Overall, then, the picture that emerges during the early 1990s is one of acute 

crisis. After years of out-pacing national inflation, U.S. health care spending 

constituted thirteen percent of the nation’s gross domestic product. A sum which is 

2.5 times the amount spent on defense.” Health care has become the country’s 

largest business sector, encompassing over one seventh of entire nation’s economy.” 

The U.S. medical-industrial complex had become a kind of “black hole" of the 

American economy, eliminating at least half of any real gain in per capita income or 

corporate profits.” It was seen by many as an out-of-control, gluttonous system, 

eroding our nation’s competitiveness, federal budget, and economy. 

In short, the 1990s ushered in a time when America was forced to come to 

terms with its vast medical-industrial complex. Increasingly, the scientific triumphs of 

the eight-hundred billion dollar health care industry began to emerge as mixed 

blessings. Our insatiable appetite for medical care out-paced our ability to pay for 

it. The 1990s became a time when demographic, societal, and contextual forces 

converged upon a single overriding social aim--health care reform. However, these 
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forces were blunted when the came into contact with the America’s unique political 

system. 

POLITICS: THE UNITED STATES 

Despite President Truman’s failed attempt to establish a national health 

insurance system, the subject of health care was never far from the political spotlight. 

It made several cameo appearances, and occupied the political center stage on at 

least two occasions. The most notable was the mid-sixties push for Medicare and 

Medicaid. The Social Security Act of 1965 had been twenty years in the making. It 

was the by-product of countless compromise deals and sheer political will power.™ 

Its provisions for medical care for the poor and aged were a hard sell, even for the 

legislative genius of Lyndon B. Johnson and an overwhelming Democratic 

Congress.” Enacted as part of the administration’s package of Great Society 

programs, the 1965 Social Security Bill was singled out for special handling by a 

President who was particularly attuned to the difficulties of past health care 

initiatives. 

Senate procedural rules also helped with LBJ’s cause. The Medicare Bill was 

considered under Senate rules which prohibited amendments from the floor and 

Senate filibustering. In essence, the procedural rules of the 1965 Senate made it much 

harder to block or forestall a given piece of legislation.” They also made it much 

easier for controversial bills such as the Social Security Act to become law. The 1965 

Medicare Bill virtually guaranteed universal health care coverage for our nation’s 
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poor and elderly. The basic premise behind the bill was that these two groups were 

less able to afford adequate health care and were in need of some government 

support. 

The next major health care reform effort came under President Nixon. While 

often considered as a champion of conservative ideology, Nixon entertained 

surprisingly egalitarian views when it came to the cost of health care delivery. He 

was the first public official to actively endorse the use of health maintenance 

organizations (HMOs).™ Arguing in 1971 that the traditional fee for service 

method of medical care “operates episodically on an illogical incentive," Nixon 

petitioned Congress to establish national planning grants for further HMO 

development.” But Nixon’s most dramatic administrative action came in the form 

of health care price and wage controls. In August of 1971, President Nixon imposed 

a general wage and price freeze across almost all of the nation’s economy. When the 

freeze was partially lifted in December of that same year, Nixon kept the clamps on 

health care by limiting physician fees to an annual increase of 2.5 percent, and he 

restricted hospital charges to annual increases of 6 percent.” It was an 

unparalleled exercise of executive power by President concerned about rising health 

care costs. 

This sentiment is also reflected in one of the Nixon administration’s last efforts 

to control spiraling health care costs, the National Health Planning and Resources 

Development Act. Passed in 1975, the Act set up a national network of local health 
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care planning regions and required that all states which receive Medicare funding set 

up a uniform certificate of need process (CON). It was legislation designed to reduce 

the duplication of costly services and curtail needless hospital expansion.” 

Jimmy Carter continued the effort to reform health care after his narrow 

election victory in 1976. While originally committing himself to the establishment of 

a national health insurance system during his presidential campaign, President Carter 

was soon forced to back away from his promise after taking office.” Budget 

pressures and spiraling inflation made the endeavor a fiscal and political impossibility. 

But a year later in 1977, Carter took the bold step of asking Congress to limit 

hospital charges to approximately one and a half times the growth in the consumer 

price index.” 

In essence, Carter’s proposal would have placed a flat cap on total hospital 

charges of nine percent. It was a daring move which eventually passed in the Senate 

but died in the House, the victim of massive lobbying by the hospital industry. The 

rest of Carter’s tenure was dominated by efforts at controlling national inflation, a 

renewed energy crisis, and international crises in Iran and Afghanistan. The 

magnitude of these issues left little time or political will for further actions in the 

health care arena. 

The 1980 election of Ronald Reagan saw a radical shift in the political 

breezes. Feeling demoralized from the Iran hostage crisis and rampant inflation, the 

nation turned to the precepts of conservative ideology. Pledging to cut bureaucratic 
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waste and getting the government off the backs of business, President Reagan was 

the free marketeer’s dream. Yet by 1982 hospital inflation was running over thirteen 

percent, and it became increasingly clear to Reagan insiders that if real cuts in the 

national deficit were to be realized health care costs had to be brought under 

control."° In an highly unusual move, the Democratic Congressional leadership 

agreed to cooperate with the White House in an effort to overhaul the Medicare 

reimbursement system. Remembering the defeat of the Carter cost-control initiative, 

leaders of both sides conceded that if they were to be successful they would have to 

act quickly. A strategy was developed to thwart off massive lobbying by the hospital 

industry and other affected groups.™ 

To fundamentally overhaul such a far reaching program as Medicare, 

administrative insiders knew, a whole new approach would be called for. They needed 

an easy to understand program which could be readily administered and controlled. 

To accomplish their objective they turned to a quantitative systems experiment of the 

Health Care Financing Authority (HCFA). Used on a trial basis in nine states, the 

Health Care Financing Authority proposed that the administration use the 

prospective payment system (PPS). 

The prospect of a PPS system sent the hospital industry scrambling. No longer 

could medical facilities pad the bills of Medicare and Medicaid patients in order to 

help pay for indigent care. In essence, the mandates of the system caused 

rudimentary changes within the practices and operations of both the hospital and 
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medical communities.” Institutions that could adjust to the new changes survived. 

Those institutions which could not were either forced to close their doors or be 

bought up by the for-profit hospital chains. However, the costs of health care 

continued to rise and access continued to decline as fewer Americans were covered 

by third party payer insurance. 

Throughout the 1980s, the dilemma over health care continued to grow, and 

by the 1992 presidential elections it had once again regained the political spotlight. 

This was partially fueled by Harris Wofford’s surprise defeat of former Attorney 

General and Pennsylvania Governor Richard Thornburgh in a 1991 special Senate 

election. Bill Clinton campaigned on the issue of establishing a national plan for 

health care delivery, which he promised to deliver to Congress during the first one 

hundred days of his administration. 

Theoretically, the Clinton plan was deemed attractive. But turning abstract 

ideas into concrete proposals which can withstand the American legislative process 

has always been an immense task. The path from a legislative proposal to a bill- 

signing ceremony is a difficult one. Dozens of legislative committees claimed 

jurisdiction over the Clinton proposal."* And, at least seven rival Congressional 

health care plans emerged to directly compete with the President’s plan. Spanning the 

ideological and economic spectrum, these initiatives ranged in everything from single 

payer systems to unbridled free market designs. 
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Representative Jim McDermott from Washington State proposed a plan much 

like the Canadian health care system. Its centrally run and taxed financed system 

encompassed extending basic health care and hospital coverage for all the nation’s 

citizens and eliminating medicare and medicaid. One the other side of the spectrum, 

Senator Phil Gramm from Texas advocated a more market oriented plan whereby tax 

credits and subsidies would be given to low income working families to purchase 

health care insurance. Senator Gramm proposed to finance these tax subsides 

through cuts in current medicare and medicaid program funding.” 

The legislative health care reform plan which received the most attention 

however, was the Cooper bill. Put forth by representative Jim Cooper of Tennessee, 

this middle-ground, moderate, health care proposal advocated the right for all 

Americans to purchase health care insurance through special health insurance 

cooperatives. It did not however, require employers to either offer nor purchase 

health care insurance for their employees. Cooper’s plan embodied the spirit of 

managed care and precepts of free market enterprise. It basically left medicare and 

medicaid funding untouched, while providing a safety net to the nation’s 37 million 

uninsured citizens. 

This already enigmatic course for health care in the Congress was made more 

difficult by the administration’s inability to produce a bill in a timely fashion. 

President Clinton, in a nation-wide address, threatened to veto any bill that did not 

provide universal coverage, thereby sharply limiting his ability to compromise. 
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Encouraged by the President’s low popularity and by a lack of consensus among 

Congressional Democrats, Republican leaders successfully blocked health care 

legislation. By the end of the 103rd Congress, no health care bill had even made it 

to a floor vote in either legislative chamber. In November 1994, voters returned 

Republican majorities to both Houses of Congress for the first time in more than 

forty years. Whatever the fate of health care reform be in the 104th Congress, it will 

certainly not be controlled by the Clinton White House. 

POLICY: THE UNITED STATES 

Never in recent history has an issue encompassed so many diverse and 

economically entrenched policy actors. Official records show over a thousand 

different interest groups and organizations vying for a place in the health policy 

political process." The overall health care lobbying machine has been placed in 

high gear, with influential contacts, legislative insight, and a record $10 million 

treasury."” This lobby consists of a dizzying array of hospitals, pharmaceutical 

manufactures, medical supply companies, insurance groups, labor organizations, allied 

health care professionals, consumer advocates, business groups and physicians. It’s 

a diverse group but wedded to the common goal of wanting to protect their wedge 

of an $800 billion pie. 

As with past health care policy initiatives, a few policy communities stand out. 

First and foremost in the American debates is government itself. Shortly after taking 

office, President Clinton pulled a strategic coup and appointed his wife, Hillary 
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Rodham Clinton, to head his task force on national health care reform.” 

Borrowing from one of the celebrated new management techniques of corporate 

America, Hillary Clinton assembled five hundred of the nation’s leading health care 

experts to work on the problem.” To head the task force, Mrs. Clinton called upon 

one of the most noted figures of the corporate community, Ira Magaziner. Long 

known for skillfully attacking the difficulties at General Electric, and solving some of 

the economic problems of Sweden and Israel, Magaziner was to bring a new 

organizational approach to the often chaotic world of health care policy formation.™ 

Almost from the start, the Clinton health care plan was destined to be an 

inside job. The task force met largely behind closed doors, excluding numerous policy 

actors and lobbying groups.“ The secret garden of task force insiders was designed 

to produce coherent policy options, unencumbered by the money and the influence 

of the special interests.” Responding to criticism by the AMA for not opening up 

the process, President Clinton responded: "They’ve got 400 people up there working 

contentiously on thousands of different issues, they have to be able to work. You'd 

never get anything done if things were totally open." ” 

Not content to accept this view, several groups turned to the courts in an 

effort to force the administration to open up the policy formation process. Others 

demanded, and for the most part got, audiences with either the First Lady herself or 

Ira Magaziner.“ Thus, when the Clinton task force held a public hearing during 
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the last week of March in 1993, representatives of over a 160 lobbing groups lined 

up to give three to five minutes of testimony.” 

Needless to say many of the groups strongly opposed some of the changes that 

the White House was expected to propose. But few groups were united on specifics. 

There was a marked lack of consensus among the groups, even as to the underlying 

principles of the issue.% So the picture that emerged was one of disunity, 

disharmony, and disenchantment. The contextual forces of the times had succeeded 

in laying the basis for one of the most cherished of political strategies, division among 

one’s opponents. 

Insofar as the characteristics of the health care policy arena had grown to such 

outstanding proportions-both in terms of money and influence--the Clinton 

administration concluded that its success might ultimately depend on grass roots 

support.” Armed with the panache of a political virtuoso and the capacity for 

endless listening, First Lady Hillary Clinton took to mid-America for input and 

support. She traveled the country, pitching the general philosophy and outlines of 

a plan still in the final stages of development. Day-long town meetings were held in 

five states to give the average citizen a voice in the process. In addition, Mrs. Clinton 

also held substantive talks with a number of major policy groups such as nurses 

associations and the AFL-CIO.” And after returning to Washington, the First Lady 

took an unprecedented tour through the halls of Congress, convening fifty separate 

legislative meetings and holding numerous private conferences with Senators and 
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Representatives. It was a whirlwind administrative effort designed to gain additional 

public and legislative support. But it succeeded in doing much more; it initially gained 

Mrs. Clinton one of the most valued political prizes~Congressional respect. 

Congressional support, however, proved to be ephemeral. 

After floating several trial balloons, the Clinton health care task force settled 

upon the edicts of a largely untried concept called "managed competition."™ 

Adopted by the Thatcher administration in 1989, the fundamental framework of the 

theory is an uneasy amalgam of free market principles with governmental oversight 

and regulation.” Originally the brainchild of Stanford University economist Alain 

Enthoven--who dreamed up the Thatcher reform concept--managed competition 

seemed to offer the ultimate solution for the Clinton administration.” It kept all 

the current players in the game--albeit with somewhat different roles—and gave the 

government the means for controlling overall costs. It was a strategy which was 

destined not to please or yield to any one group or interest, yet provide the country 

with a badly needed coherent health care system. 

However, this policy was vague on how it was to be financed, and left itself 

open to criticism that it was creating a government bureaucracy to managed health 

care. In particular, criticism focused on huge "regional purchasing alliances," which 

were demonized as unresponsive bureaucracies by opponents of health care reform. 

Capitalizing on the nation’s anti-government mood, opponents charged that a health 
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care system managed by government would have “all the compassion of the IRS and 

all the efficiency of the Postal Service." 

During this debate the hospital industry, the medical community, the insurance 

trade, organized labor, and business all emerged as major policy actors. Big business 

and organized labor have come out in favor of the measure. Citing a desire to 

maintain competitiveness and rebuild the American work force, these groups have 

united in an effort to bring about some kind of health care reform. The medical 

community, hospital industry, and insurance providers were somewhat split over the 

issue.’ Some within these ranks recognize the need for reform and are willing to 

work towards a viable solution. Others wanted to maintain the status quo, and 

favored a largely unregulated system.” 

The anticlimactic end of America’s 21 month national health insurance debate 

came on September 21, 1994, when President Clinton was told that there were not 

enough votes to pass even a compromise plan. Most experts find it hard to isolate a 

single cause for the demise of health care reform, for in reality it died from a 

thousand different afflictions. Initial blows were the result of the Administration’s 

fatal miscalculation about the realities of public policy making. The secrecy which 

surrounded Ira Magaziner’s health care task force served to fuel public suspicion and 

cast seeds of doubt about the government’s abilities and intent. In short, the make-up 

and operational style of the health care task force ignored the political traditions of 

massive public policy formulation. While secrecy and closed door sessions are 
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standard practice in the business world, they seldom have a place in developing broad 

based policy reform in a nation historically suspicious of big government. 

Another major blow was the plan itself. Its complicated centralized structure 

proved to be too cumbersome for the general public. Most Americans could not see 

past the possibility of having to pay more money for less coverage to grasp any of the 

plan’s overall benefits. While the majority of the nation’s populous still regarded 

health care as a major concern, few saw managed competition as the answer. 

Even the plan’s original author, Alain Enthoven, eventually came out against 

the Clinton plan. Citing the lack of competitive forces and requiring employer 

mandates Enthoven stated that: 

Government controls freeze industry and stop progress. Only market 

forces can motivate the large improvements in quality and efficiency 

that are needed. Medical care is far too complex to variable, and too 

uncertain for government to regulate with any hope of making things 

better off rather than worse.™ 

Health care industry lobbing was also a factor in the defeat of health care 

reform. The U.S. policy subsystem community poured a record 46 million dollars into 

defeating a measure they saw as contrary to their interests. Sponsoring everything 

from T.V. commercials to public forums, health care industry and business interests 

effectively scuttled the President’s plan for popular public support. 
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While it is still too soon to determine whether or not the policy window was 

really open for American national health insurance, the swing to the right manifest 

by the 1994 elections suggests that any new reform measures are likely to be market 

based. The picture which emerges from these debates is of a public still dissatisfied 

with its overall health care system, but one that fears big change and big government 

even more. 

CONVERGENCE, COUPLINGS, AND CONCLUSION 

The British and American health care policy streams of the late 1980s and 

early 1990s are remarkable for a variety of aspects, not the least of which is their 

propensity to depart from past policy practices. From the latest managerial 

techniques to nontraditional policy formation, the Clinton and Thatcher 

administrations sought new ways to accomplish old political objectives. There was a 

growing social and political awareness that real change called for the re-thinking of 

former strategies and policies. A new environment of global economies, increased 

unemployment, and aging populations caused similar problems for both countries and 

led to similar policy solutions, though different political outcomes. 

The problem streams of Great Britain and the U.S. were begotten by decades 

of glacier-paced change. Many of the warning signs were already apparent in the 

seventies, but the awareness of their full logic was slow in coming. But by the late 

1980s, the puzzle faced by both of these nations was, How to provide for universal 

quality health care while keeping the costs under control? In broad terms, both 
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- countries were feeling the ramifications of record level health care expenditures, 

coupled with extraordinary budget deficits and the eventual mass aging of their 

populations. In short, both countries are trying to unearth the strategic balance 

between the political costs of alienating powerful interests and the financial costs of 

maintaining an antiquated and expensive health care system. 

Politically both Great Britain and the United States embraced the techniques 

of managerial rationalism. Political decisions now required a myriad of statistics and 

computer generated models. The mobilization of consent for change became the new 

style as the political streams of both countries moved behind closed doors. 

Moreover, the solutions adopted by these respective two nations were in large part 

the product of the same individual--Stanford economist Alain Enthoven. One of the 

great paradoxes of these debates is that, despite the vastly different political 

ideologies of President Clinton and former Prime Minister Thatcher, their approach 

to developing policy and resulting solutions were very similar. 

Undoubtedly the greatest contrast between these two debates has been the 

number of policy communities involved. The policy stream of Great Britain was much 

more direct with the national government once again providing its major thrust and 

direction, and able to translate its policy into law as a result of a strong Conservative 

majority in the House of Commons and solid party discipline. By comparison, the 

US. has already documented the involvement of a thousand different interest groups. 

Its policy stream has become flooded with a virtual onslaught of money, power, and 
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opposing solutions. Its chief obstacle was itself as the various components of the 

policy community tried to make their way through the legislative maze. Despite 

having a legislative majority in both Houses of Congress, President Clinton was in no 

way assured of Congressional support. Indeed, the majority of the authors of 

competing health care plans were fellow Democrats. 

The foremost policy entrepreneur for Great Britain’s health care reform 

initiative was none other than the Prime Minister herself. Elected in 1979 as part of 

an anti- Welfare State backlash, Margaret Thatcher embarked on a course to privatize 

England’s state owned industrial complex. She was committed to the principle that 

the market knows best and sought to carry out this policy where ever possible. She 

used the NHS funding crisis to her utmost advantage and completely restructured the 

nation’s health care system. 

Thatcher was an effective policy entrepreneur for two reasons. The first is the 

force of her will, which had earned her the sobriquet the "Iron Lady," an ironic play 

on Bismarck’s nickname the "Iron Chancellor." The second reason for Margaret 

Thatcher’s success as a health care policy entrepreneur was, again, Great Britain’s 

tradition of party discipline and the formidable consolidation of Prime Ministerial 

legislative and executive powers. Despite tepid support from within her own party, 

Thatcher was able to marshall the powers of her office to implement health care 

reform. 
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The U.S. had two main policy entrepreneurs, President Bill Clinton and Alain 

Enthoven. Enthoven introduced his model for using market forces to control health 

care costs in 1977. The concept eventually caught on within the health care policy 

community, and by 1992 it was being touted as the magic elixir for America’s ailing 

health care system. Working with an avant-garde policy community known as the 

Jackson Hole gang, Enthoven refined his plan for the new incoming democratic 

administration. 

Bill Clinton was elected into office on the promise of change and reform. His 

administration set had an ambitious agenda with health care reform serving as its 

hallmark. A great admirer of John F. Kennedy, Clinton sought to rekindle the faith 

and idealism of that era. His policies and initiatives largely reflected a belief in 

government’s ability to govern and its worthiness of the people’s trust. 

Unfortunately, Clinton’s initiatives came at a time when America’s faith in 

government was near a historical low. His stated willingness to compromise, the 

complexity of his proposal, and its reliance of government, all seemed disconnected 

from the political realities of the time. Moreover, Clinton’s lack of personal 

popularity helped to coalesce opposition to his proposals. In attempting to insist on 

his proposal in preference to compromise, and then offering compromise after it was 

too late, Clinton forgot the old axiom: the power of the president is simply the power 

to persuade. A Prime Minister can ram an unpopular proposal through a reluctant 
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Parliament. No modern American president can hope to do the same, even with a 

Congress controlled by his own party. 

SUMMARY 

The streams which forged the late century American and British health care 

debates can be paralleled to the Mississippi delta region of the south and the Siuslaw 

river of the great American northwest. Like the mighty Mississippi, the U. S. health 

care debate started with the convergence of two primary tributaries, business and 

government. Neither could afford its current health care expenditures or see any end 

in sight to the spiraling costs of health care delivery. It was these two forces which 

provided the primary impetus for a fourth attempt to establish a U.S. national health 

care system. And as the waters of the Mississippi river are noted for their mud and 

debris, the convergence of the three policy streams soon became clouded by the 

onslaught of special interest silt and misinformation. The momentum of the 

measure’s original force became lost in the numerous health care reform plans and 

partisan in-fighting which emerged upon capital hill. The once coupled streams of 

problems, politics, and policy became attenuated, and the 103rd Congress adjourned 

without ever voting on a national health care bill. 

The British health care reform initiative had a much shorter and consolidated 

path. It did not stretch its way through years of Parliamentary debate or pilot 

programs. Rather, like the Siuslaw river of Oregon, Thatcher’s health care reform 

proposal cascaded its way towards an already open policy window. Its origins within 

157



the highest enclaves of government were quickly followed by a policy campaign which 

allowed little room for dissension or alternative solutions. Facilitated by anti- 

government public sentiment, Thatcher’s health care reform plan matched the times 

and tenor which begot it. Managed competition had the capitalistic flavor of a free 

market system, yet kept the legislative controls of a more centralized program. It was 

a measure which marked a firm break with the past and ushered in a new era in 

British policy making and politics. 

THEORY CRITIQUE 

Using Kingdon’s theory on policy agenda formation we can account for many 

of the political and ideological influences of the 1980s and 1990s. He illustrates how 

a new incoming administration can signal the opening of a policy window. The 

elections of Margaret Thatcher and Bill Clinton marked a decisive shift in public 

opinion and a break with the policies of the past. This theory also does well in 

explaining how key economic and sociological indicators spur governments into 

action. Both the United States and Great Britain began to pay close attention to 

health care costs once they realized that health care expenditures were engulfing a 

disproportional amount of each nation’s GDP. 

Demographic and technological changes were also well accounted for under 

this mode]. The advances of science and the aging of each county’s populous were 

key factors in bringing this issue to forefront of the policy agenda formation process. 
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As each nation saw the demand and costs for health care increasing, new ideas and 

policies started to develop. 

Kingdon’s theory also illustrated the contemporaneous interactions of this 

debate period. Alain Enthoven and his plan for managed competition was applauded 

by both the U.S. and Great Britain. Despite the fact that these two nations approach 

health care delivery from opposite sides of the ideological spectrum, both found 

Enthoven’s plan for internally managed competition attractive. Kingdon’s model of 

policy agenda formation does not fully develop the concept of such association. The 

idea of the same solution being employed to solve the problems of such completely 

different systems was not accounted for in Kingdon’s conceptualization of the policy 

agenda formation process. 

Another area where Kingdon’s model is not fully developed is in illuminating 

the impact of divided government. It is much easier to obstruct a policy initiative in 

a government with divided powers. Outside interests have greater access to law 

makers and policy planners under a divided system. Special interest groups can weld 

their persuasive powers in myriad of different ways and directions. The centralized 

parliamentary system on the other hand, is not conducive to this type of maneuvering. 

To vote against one’s party or to devise an alternative legislative plan would spell the 

end of the Government. In other words, a break with party leadership also means a 

break with an MP’s political life line. Party loyalty reigns supreme under this system. 
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Given that most of Kingdon’s work was conducted during the Carter 

administration, his view of policy making is informed by the somewhat atypical 

situation--replicated in the early Clinton administration--of single party of control of 

both Houses of Congress and the presidency. Kingdon’s argument that the President 

is the primary agenda setter does not consider whether this would be the case with 

the Congress in control of one party and the presidency in the control of the other. 

This partisan division of government has, in fact, occurred for twenty of the last 

twenty-six years. 

During such times of "divided government," the executive budget is routinely 

pronounced "dead on arrival." And the President’s role often shifts to a negative one 

of vetoing legislation rather than sponsoring it. As partisan division between the 

Congress and the White House is more the rule than the exception in American 

politics, Kingdon’s emphasis on the chief executive setting national agenda is probably 

more applicable to Great Britain. 

In the English parliamentary system, the executive controls a legislative 

majority. Party discipline assures that the government’s initiatives will succeed, for if 

they do not, the Government is threatened with a "no confidence" vote and the 

Parliament may dissolve. Furthermore, the relative paucity of British interest group 

influence assures that the focus of the policy agenda formation process remains with 

the national government, and not with the "multi-farious actors," of an American 

pclicy subsystem. 

160



Besides failing to account for divided government in the United States, 

communication was another area of theoretical weakness in Kingdon’s argument. 

Margaret Thatcher and her Ministers were readily able to explain their Government’s 

plan for health care reform in terms that the general public could understand. They 

tied their initiative to the hard to contradict concepts of efficiency and effectiveness. 

Even the most skilled of politicians found it hard to formulate an argument against 

getting more for the government’s health care dollar. In short, Thatcher’s 

Government couched the argument for health care reform in such a way that it was 

nearly impossible to resist. 

The Clinton administration announced its plan for health care reform in 

September of 1993. The President gave an impassioned speech about the nation’s 

overall need for universal coverage and his commitment to it. But the administration’s 

initial triumph soon developed into a cacophony of confusion. The President failed 

to explain his plan in terms that average American could understand. He also 

neglected to link his plan to a cause with which the middle class could readily 

identify. The perception that soon prevailed was one of a complex, unworkable 

system accompanied by another large bureaucratic institution. 
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CHAPTER FIVE 

A TALE OF TWO COUNTRIES 

The political histories of both Great Britain and the United States have been 

punctuated with debates over national health care for the last eighty years. While the 

intensity and terms of these debates have taken radical turns over the decades, their 

central focus has remained largely unaltered. The question has always been, and still 

is, How to provide health care in order to maintain a healthy populous? It is a 

perplexing problem, made all the more difficult by the dimensions of changing 

societal values and scientific advancements. Health care is one of those unfortunate 

issues in which optimal individual satisfaction creates a resource quagmire. Put 

simply, the supply creates its own unsatisfiable demand. 

The past three chapters have explored the health care issue by examining the 

problems, politics, and policy making episodes of the three major debate periods. 

Health care has been an issue which has raised its head during the darkest days of 

war and at the height of peacetime prosperity. It has also seen a variety of 

governmental administrations. While often equated with the left of the political 

spectrum, both Great Britain.and the United States have born witness to its resilience 

in all ideological quarters. Health care is also a subject which can cut across changes 

in governmental leadership and national elections. A malfunctioning health care 

system can easily become a campaign issue not as an attempt to be humane or 
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equitable, but as an excuse to redefine delivery mechanisms according to the 

prevailing ideological climate. 

Debates over health care delivery have also spanned economic swings. The 

issue has been addressed both in times of prosperity and in times of economic 

decline. It has traditionally been an issue which can ride either the high tide of 

unprecedented economic expansion or the dire times of international depressions and 

record levels of unemployment. And because of its individualistic nature and 

complexity, it is also an issue which is very susceptible to the manipulation of the 

policy community. Health care providers in both countries attempted to protect their 

own interests by mobilizing public opinion. The demand for health care being derived 

in large part by both its providers and consumers, the two can only be separated with 

great difficulty since it is the former which has largely shaped the latter’s expectations. 

The health care debates of the past eight decades have also hosted a variety 

of policy making communities. With one notable exception, principally the medical 

community, the magnitude and positions of the various players have shifted on 

numerous occasions. Couched in a variety of arguments, it has been, and in most 

cases still is, monetary resources and power positioning which dictate the strength of 

the policy role. In what follows, I shall summarize the problem, political and policy 

streams of the three main debate periods. My purpose will be to identify the 

determinants which have influenced these past and present deliberations and 

illuminate the current health care policy debates in terms of their past histories. 

172



THE PROBLEM STREAM 

Socially both countries have experienced many of the same contextual changes 

at the same time. During the first deliberations at the beginning of the century, both 

Great Britain and the U.S. were encountering the industrial revolution. Mass 

population shifts and the resulting ills of the industrial age prompted both countries 

to re-evaluate their past practices. The Fabians of England and the Progressives of 

the U.S. were spurred into action at the plight of unmitigated capitalism. Both groups 

sought political solutions for the protection of the masses and spawned a new 

awareness of social and moral responsibility. 

One of the greatest contrasts of these early debates is where the initiative for 

national health insurance originated. In Great Britain the movement was championed 

by those inside government. In the United States, the push for health care reform 

came from citizen groups which largely operated outside of governmental circles. This 

difference reflects both the relative strength of interest groups in the United States 

and the tradition of American distrust of government. 

Wars have been another contextual factor of the health care problem stream. 

Throughout the eighty year history of British and American health care reform, war 

has served as a focusing event. The Boer war in South Africa and the American 

involvement in World War II, brought the reality of an unhealthy populous to the 

national forefront. On each of these occasions, a nation’s ability to raise the necessary 

amount of healthy troops was placed in jeopardy by an alarming amount of unfit 
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recruits. British involvement in World War II helped to break down that nation’s class 

system and caused so much damage to the country’s medical infrastructure that 

health care reform became both socially acceptable and necessary to address the 

war’s ravages. 

World War I refocused health care reform efforts in one country and 

institutionalized them in another. The onset of the war diverted national attention 

away from health insurance legislation in the U:S.. Efforts to establish national health 

insurance programs at the federal level were abandoned as the nation prepared for 

war. World War I had almost the reverse effect in Great Britain. As the Island nation 

mobilized for war, the newly established government health insurance provisions for 

manufacturing workers provided a new sense of security to the war effort. Those 

drafted into the military also had a greater sense of confidence, as the 1911 National 

Health Insurance Act guaranteed veterans medical treatment and rehabilitation 

should they become wounded. In short, the war endeared national health insurance 

to the British people. It offered two important segments of society--veterans and 

manufacturing workers-- protection from financial destitution should they become sick 

or injured. 

World War II was another focusing event. The egalitarian principles of 

William Beveridge became manifest as all of Great Britain struggled against a 

common enemy. The conditions of war set the stage for a new British society and the 

resulting welfare state. This was also the period which marked the birth of England’s 
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National Health Service. National health care quickly developed into a symbol of the 

shared struggles of war and class equality. In the U.S., the war had much the same 

effect. But, with the onset of company sponsored health insurance and the postwar 

production boom, many of the wartime egalitarian precepts were largely forgotten as 

the country entered into a period of renewed prosperity and the cold war. The need 

and desire of a centralized health care system was abated by the development of a 

new political and economic environment. 

In essence, World War II set the policy stage for the rest of the century for 

both nations. The drama of health care policy would be played out under these 

foundations and precepts for the next forty years. These mid-century debates 

established both the limits and the possibilities of their respective health care policy 

arenas. All future health care policy agenda formation and legislation would bear 

their imprints. In Great Britain, the debate became centered on the National Health 

Service, while in the United States the debate was, and to a degree still is, focused 

on the specter of socialized medicine. 

The current health care policy debates in Great Britain and the United States 

have very similar social constructs. Both countries are experiencing the difficulties of 

shifting from a manufacturing society to a service-oriented one. Levels of 

unemployment have continued to be a problem as once stable heavy industries either 

moved off shore or close down entirely. And both nations are currently involved in 

taking strategic steps towards fortifying their own economies as the realities of the 
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global environment set in. No longer can either the United States or Great Britain 

afford to support inefficient industries and unreasonable labor demands. With each 

country facing a massive increase in their aged populations, waste and ineffectual 

policies of the past are being reassessed. 

Government budget deficits and financial strain were another problem 

common to both countries. Outputs and performance were give increasing emphasis, 

as both governments sought ways to decrease health care demands and to eliminate 

waste and increase efficiency. 

The health care systems of both the United Kingdom and the United States 

were fundamentally changed by the induction of quantitative measures and controls 

upon medical practice. Hospital and physician performance fell under the statistical 

microscopes of the policy analysts as health care costs rose to alarming levels, and 

often at rates that were twice as high as domestic inflation. In essence both countries 

fell victim to a job too well done. Technological advances made it possible to extend 

life as never before, resulting in an unprecedented amount of unhealthy people within 

each of these nation’s societies. Medical technology shot forward into never ending 

spiral, where medical progress inadvertently created an insatiable demand for health 

care services. 

THE POLITICAL STREAM 

Politically, health care policy has been an issue of vigorous and latent 

controversy. It can lie for years in a general state of contemplation, and then flare up 

176



with all the passion and ideological posturing of a Greek tragedy. When it does flare 

up, there has seldom been room for political abstention or neutrality on this issue. 

Every interest, every constituency and every political party seems to take a position 

and fight for it. When it comes to national health care, public opinion in both Great 

Britain and the United States tends to associate the issue with the political left. This 

study’s analysis points to a much different conclusion, however. During the debates 

of the 1910s, both the political left and the political right were involved in the push 

for national health insurance. In Great Britain, Lloyd George’s Liberal party 

championed the cause. In the United States, the first organized effort for national 

health insurance was launched by a branch of the Republican party. Long known for 

their reform legislation, it was the Republican Progressives who first catapulted the 

issue into the U.S. political mainstream. 

The health care debates of the 1940s also demonstrate the bipartisan nature 

of this issue. The initiative to broaden the existing British national insurance system 

was supported by both parties during the war. Under the coalition government of 

Winston Churchill, all parties were in favor of extending national health provisions 

to all sectors of British society. It was the means and the extent of government 

intervention which caused the controversy. The Labour party’s overwhelming victory 

in the 1945 elections assured that Labour’s vision of a government-run national health 

care system would become a reality. 
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The postwar health insurance debates of the U.S. were conducted under much 

different circumstances. A broad level of agreement did not exist on this issue, and 

the nation was in an era of divided government with a Democratic President and a 

Republican Congress. As Chapter Four indicates, even those within Truman’s own 

Democratic administration had mixed feelings on the measure. Thus, the third 

national push for compulsory health care in America died as much a victim of the 

Truman Administration’s own ineptitude as it did of special interests and the 

Whitaker/Baxter public relations campaign. 

Current thrusts for reforming health care in Great Britain and the U.S. have 

originated at opposite ends of the political spectrum. It was Margaret Thatcher’s 

Conservative party which successfully tackled the issue in England. An ardent free 

market supporter, Thatcher’s Government recast its nation’s largest bureaucracy into 

a format of regulated competition. In the United States, Democratic President Bill 

Clinton championed the cause. However, the President’s insistence on a sweeping 

new reform of health care system out distanced the public’s perception of the 

problem. Despite having control of both Congress and the White House, the 

Democratic party was unable to adopt a national health care plan. This failure can 

be variously explained by the Administration’s delay in introducing a health care bill, 

lack of support among Congressional Democrats, and an effective lobbying campaign 

by the myriad of interest groups opposed to national health care reform. 
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This study suggests that in addition to the executive, each country’s legislative 

system can also become a key determining factor on the success of health care 

reform. Naturally, a certain measure of compromise must take place within each 

country’s legislative system. In the United States, the majority of these compromises 

take place within the governmental institutions themselves, and it is relatively easy to 

stall a major initiative in the Congress or to stop altogether with the threat of a 

Presidential veto. 

In England, on the other hand, the give and take of compromise and 

capitulation occur within the political party. Once the Government of the day makes 

a decision on a policy agenda item, it is almost always adopted. Individual 

filibustering and the tabling of issues by a few select committees is unheard of in 

British lawmaking. It is the party in control that counts in a parliamentary system. All 

initiatives, compromises, and legislative tactics originate at the party level. It is 

virtually impossible for a single individual to forestall legislation in Great Britain. 

Moreover, party discipline assures that back bench members will support a given 

Government’s initiatives, regardless of their private viewpoints. 

But in the United States the situation is quite different. The founding fathers 

of the U.S. Constitutional process installed a self restricting legislative system. Any 

single piece of legislation can be undermined or stopped at a variety of points along 

the way. As outlined previously, the path to a White House signing ceremony is a 

difficult one with numerous trouble spots. These include tabling of measures by any 
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of a myriad of committees with jurisdiction over the bill. In the Senate, the minority 

party can stop legislation with a filibuster, or more commonly, the threat of one. So 

when it comes to controversial issues such as national health care reform, the U.S. 

Constitutional system does little to further the possibility of success. 

As eluded to earlier, health care is one of those issues which tends to bring 

forth deep political passions. It is not an issue which readily lends itself to the 

detached strategy of quiet, behind the scenes manipulation. The examination of these 

three debate periods demonstrates the significance of political communication. 

Oratory seems to make a difference. So does entrepreneurial leadership by political 

leaders. 

Here Great Britain and the United States contrast sharply. Presidents 

Roosevelt, Truman, and Carter never fully, publicly endorsed national health 

insurance and never gave the issues sufficient emphasis to act as effective policy 

entrepreneurs. When Roosevelt and Truman briefly tried to act as policy 

entrepreneurs, they were stymied by strong Congressional and interest group 

opposition. 

Neither of these three national leaders ever delivered the impassioned 

speeches of their British counterparts--Herbert Asquith, Clement Attlee, and 

Margaret Thatcher--nor did they stake their political careers on the issue. Health care 

reform efforts in Great Britain could have just as easily broken the various parties 
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and statesmen which supported the concept as it did make them. In short, health care 

reform is so volatile that it is almost politically impossible to play it safe. Vitality, 

conviction, and acceptance of political risk are imperative to its success. 

Broad public consensus is another major political contrast outlined in these 

deliberations. During the early and mid-century debates a broad public consensus 

prevailed that the English health care system was no longer adequate and in need of 

change. Leaders of industry and labor both supported the reform efforts, as did the 

medical community. 

Perhaps even more important was the view of the middle class. It has 

traditionally been said that the middle class constitutes the vanguard for social 

change. As long as adverse conditions are largely confined to the poor or 

disenfranchised, issues remain off the agenda; but when the middle class begins to be 

affected, political wheels start to turn. A case in point is typhoid. Outbreaks of 

typhoid were a common problem within the slums of London decades before public 

health measures were taken to stem the epidemic. It only became a political issue 

after typhoid had broken out among middle class communities. 

The first two health care debates in U.S. had no such broad base support. 

During the 1910s and the 1940s, America’s middle class and political structure 

demonstrated little of the marked unification and consensus of its British counterpart. 

Management and labor were firmly against national health care in 1910 and on the 

opposite sides of the isle during the debates of the 1940s. The general populace, 
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while lending varying degrees of support to the issue throughout the debates, has 

never communicated the kind of urgency or wide ranging dissatisfaction necessary to 

change the present system. 

Broad based employer sponsored health insurance after World War II 

mitigated many of the conditions and circumstances which might have spurred a grass 

roots effort for supporting the Truman plan. Like Great Britain’s experience with 

typhoid, it wasn’t until access to health care became a problem for the average 

American that it aroused political consideration. Past problems with medicare and 

medicaid costs were largely conceived as government’s problem. But, when the rising 

cost of medical care started to affect the middle class community adversely, health 

care quickly became a national issue in need of a national solution. 

THE POLICY STREAM 

This study indicates, with one notable exception, that the policy communities 

which have dominated the histories of British and American health care reform have 

ebbed and flowed with the political and financial tides. The English debates of the 

1910s saw many of the same policy actors as are present in the current U.S. debates. 

The main providers of British health care insurance during the turn of the 

century fought fiercely to retain the old system. Irrespective of the fact that many 

were in financial trouble, and that they discriminated against certain population 

groups, the Friendly Societies launched an impressive effort to mitigate many of the 

proposed changes. They maintained that their method encompassed the true spirit 
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of the British people and to alter their function would run against all that Great 

Britain held dear. 

Early health care reform efforts in the U.S. were thwarted not by self insuring 

societies but by Unions. Largely regarded as a bonanza by British Union leaders, the 

concept of a national health insurance system struck fear into the hearts of America’s 

organized labor movement. Because Union membership in the U.S. tended to be 

cyclical in nature, Union officials regarded the national health insurance initiative as 

a threat to their survival and power base, rather than as a means for bettering the 

lives of their constituency. 

But as the depression of the 1930s deepened and the second health care 

debate period approached, the American labor movement began to shift positions. 

Having gained valuable footage during the years following the first national health 

care proposal, union officials now saw the establishment of a national health care 

system as being instrumental to their cause. They strongly supported the measure’s 

inclusion in the 1935 Social Security Act and were eager participants in the drafting 

of the Truman plan. 

Current British and American health care debates have found organized labor 

on opposite sides of the issue again. In Great Britain, Union officials strongly oppose 

the introduction of market mechanisms into the National Health Service. They argued 

that Thatcher’s reforms contradicted fundamental precepts of national health 

insurance. In the U.S., however, the efforts of organized labor stand firmly behind the 
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health care reform movement. Having paired up with their natural enemies, 

management and big business, American Unions have been instrumental in bringing 

the issue of health care affordability to the forefront of the political and public arena. 

The hospital industry has been another prominent player throughout the 

debates. Standing to gain from the proposed National Health Insurance Act of Great 

Britain’s 1911 initiative, they were largely in favor of the issue. But, by 1945, they saw 

the death knell of their industry as they knew it. Citing the need for co-ordination 

and uniformity, Great Britain’s post-war Government contemplated the public 

takeover of the vast majority of the nation’s hospitals. It was a proposal which incited 

great controversy and opposition. Many hospital advocates said that if the 

Government’s plans were enacted, entire communities would be forced to close down 

and the first rate medical care which they had traditionally provided would soon be 

a thing of the past. These criticisms, however, did little to slow the Labour party’s 

adoption of a national health care plan. 

The hospital industry in the U.S. has, until recently, managed to stay on the 

fringes of the American health care debates. It was not until President Nixon tried 

to enact medical care price controls that the hospital industry flexed its muscle. This 

is not to say that the U.S. hospital industry did not take stands on the various health 

care issues and debates, but not until the mid-1970s was the depth of its power and 

influence fully demonstrated within the policy arena. 
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At present, the American health care arena is inundated with hospital lobbying 

groups. Spending millions, the non-profit and for-profit hospital sectors have lobbied 

both sides of the issue in hopes of mitigating any damages that health care reform 

might ensue. Sensing that some sort of change is inevitable, they are desperately 

trying to position themselves in an industry which is by most accounts over built, over 

equipped, and overly expensive. 

The stance of the hospital community in Great Britain towards the new 

reforms was much the opposite of their American counterparts. Because Great 

Britain’s non-government hospital industry is so small, it has generally remained a 

behind-the-scenes participant. But the reform efforts of the late 1980s allowed it to 

occupy a very strategic position. Realizing that it would most likely benefit whether 

the Thatcher initiative won or lost, most private hospitals were content to lay quiet 

and restructure themselves so as to capitalize on the issue no matter what the 

outcome. If the proposal lost they would carry on as usual, emphasizing immediate 

service and better than average accommodations. But, if Thatcher’s measure were to 

become law, they would also profit by being able to bid for NHS patient services. 

Either way, England’s for-profit hospital sector stood to benefit. 

It was, and still is, the medical communities which dominate the health care 

policy stage in both the U.S. and Great Britain. Having been on both sides of the 

measure during the past debates, physicians have traditionally been an unyielding 

force in shaping a nation’s health care policy. During the debates of the 1910s, British 
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physicians saw national health insurance as a way to free themselves from the 

bondage of the Friendly Societies. After World War II, in-coming physicians saw the 

proposed National Health Service as a guaranteed income, free from the massive 

debt and toil of private practice. Older practitioners tended to be split on the issue. 

While recognizing the need for broadening the provisions of the 1911 Act, many 

within the established health care community were skeptical as to the operational 

aspects of the measure. 

Great Britain’s health care debates of the late eighties and early nineties saw 

another split within the medical community. Again, the younger, less entrenched 

practitioners saw the Thatcher reforms as an immense opportunity. The ability to 

directly manage a market oriented practice was a great enticement for a young and 

eager physician group. However, those schooled within the precepts of the post-war 

National Health Service regarded the induction of market forces as a menace. They 

stated that the introduction of profit into the National Health Service would erode 

the very core idea which made the system great. Namely, that it was a public service, 

free and open to all regardless of income, status, or position. The health service as 

they knew it revolved around the basis of need, not profit or financial considerations. 

The U.S. medical community has also been very involved in its nation’s health 

care debates, albeit from a different angle. Unlike its British counterpart, American 

physicians have never had any guarantee of a place within the health care policy 

arena. The 1911 agreement between the British government and its medical 
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community had never been a realization on this side of the Atlantic. This is not to 

say that the AMA has not been actively involved in the development of health care 

policy. It has, but there has never been any guarantee of official involvement. 

Any input from the organized medical community has either come from the 

largess of the policy community or from the sheer financial and influential power of 

the physicians themselves. The American health care debates of the late 1940s were 

a prime illustration of the force and power of the nation’s medical lobby. Fearing 

that Truman’s initiative might stand a chance of passing, the AMA called upon its 

members to finance one of the costliest public relations campaign in history. It was 

a brilliant ploy which capitalized on America’s growing fear of communism by 

associating the precepts of national health care with the fundamental ideology of 

Soviet socialism. The Whitaker and Baxter campaign was a startling example of a 

policy communities ability to manipulate pubic opinion. 

This ability was again demonstrated during the mid-1980s campaign of Great 

Britain’s medical community. Frustrated and demoralized over the Thatcher 

Government’s handling of the NHS, British physicians began a public media initiative 

to call attention to the funding shortfalls of the National Health Service. But very 

much unlike the situation in America some forty years earlier, the BMA did not score 

a resounding victory with the tactic. In fact, the strategy largely backfired as the 

political ingenuity of Britain’s Iron Lady skillfully turned the tables in her favor. 
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Margaret Thatcher’s political shrewdness has seldom been so well exemplified 

as it was during the health care debates. Her Government managed to turn a frontal 

attack into an immense opportunity for major changes to the health care system. 

Utilizing the NHS crisis as a vehicle for reform, Prime Minister Thatcher successfully 

transformed her country’s largest bureaucracy into a government regulated free 

market enterprise. She also used the opportunity to break the time honored tradition 

of having the British Medical Community participate in the policy process. 

Interpreting the Royal Colleges of Medicine criticism of her policies as a break with 

the 1911 agreement, Mrs. Thatcher did not honor the medical community’s earlier 

right to be at the policy table. In fact, most of the 1989 health care reforms were 

formulated and implemented without the input or consultation of any outside party. 

The importance of the window of opportunity is clear in this example. Despite 

over ten years of ruling with a strong majority in the House of Commons, Thatcher 

had been reluctant to implement the market reforms she desired in the health care 

system. While she could have forced her reforms through Parliament, they would 

have hurt her party in the subsequent elections. The physician attack on NHS’s 

shortcomings helped to create enough public doubt as to open the policy window for 

British health care reform. Ironically, the late century physician lead public relations 

campaign established the window of opportunity for passing the very reforms which 

they opposed. 

188



Similar to the Thatcher Government’s policy making style, the health care 

initiative of the Clinton Administration was largely constructed behind closed doors. 

Hand picking some 500 health care industry experts, the current executive 

administration sought to fundamentally restructure its nation’s largest economic 

sector. Official AMA or other health care interest group representation was firmly 

rejected by policy insiders who stated that they wanted to formulate a policy solution 

which would be free from outside interests and influence. 

The final days of the Clinton health care policy initiative bore little 

resemblance to its original inception. Partisan politics and countless of compromise 

bills and solutions nearly gutted the administration’s initial proposal. The end of 

America’s fourth push for national health care came as a last ditch effort at a 

watered down bill failed. In short, the forces of politics proved to be stronger than 

the forces for change. This was especially true given President’s Clinton’s less than 

stellar performance as a policy entrepreneur for health care reform. 

POLICY OVERVIEW 

Great Britain will emerge from this century with one of the world’s most 

comprehensive health care systems. The 1911 National Health Insurance Act was the 

first step on that country’s road towards universal "cradle to grave" coverage. The 

intended goal of the legislation was to provide primary general practitioner care for 

England’s factory workers and industrial laborers. Any illness or condition which 
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could be treated or cared for by the local family physician was covered by state 

provided health insurance. It was a remarkable, yet far from adequate, first step. 

While revolutionizing British health care the new initiative soon proved to be 

demonstrably deficient. The bill made no provisions for a workers family or hospital 

care. Any expenses accrued in these areas became the direct responsibility of the 

individual patient and the family. So while the 1911 Act did establish a basic level of 

care, it left entire segments of British society without health coverage and did little 

to alleviate the financial burden of expensive hospital stays. 

Britain’s next step towards comprehensive health care came during World War 

If. The 1946 National Health Services Act was considered the epitome of state 

health care planing and control. It brought nearly all of the nation’s health care 

facilities and medical personal under one central authority. The entire spectrum of 

health delivery was to be owned and operated by the state. Hospital specialists and 

nurses were to become government employees and general practitioners were hired 

on a contract basis by regional health authorities. In short, the post-war National 

Health Services Act offered Great Britain’s entire citizenry government owned and 

sponsored comprehensive health care. 

The 1946 Act marked a new beginning in British health care. All medical 

services and primary dental care was to be provided for by a tax financed system. 

The availability and distribution of services were to be determined solely on the basis 

need and regulated by the political party in power. The years following the creation 
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of England’s National Health Service saw many broad based societal and 

technological changes. Medical advances, an aging population, and a national 

recession all brought the issue of national health care back to the political forefront. 

The ideological preferences of the Tory government were the precepts upon 

which the 1990 National Health Service and Community Care Act was built. Seeking 

to couple the comprehensiveness of state sponsored health care with the efficiencies 

of the free market, Margaret Thatcher put forth the first nationwide managed 

competition health care system. The overall goal of the 1990 Act was to separate the 

purchasers of health care services (general practitioners) from the health care 

providers (the hospital and specialists). 

The government wanted to give the country’s family physicians a direct 

incentive to shop around for the best possible price when ordering health care 

services. Large practices were to be given specific budgets in which they were to 

provide their patient populations with any needed outside test or services. Any short- 

falls in funding would result in having to place patients on a waiting list or directly 

paying for their treatments as an out of pocket expense. In short, it is a policy 

designed to embody the best of state sponsorship and self interest, for the bill 

provides that any leftover funds can be reverted towards the purchase and upgrade 

of new office equipment at the end of the fiscal year. 

The 1990 Health Service and Community Care Act marks another milestone 

in the development of British health care. In more ways than one, it brings England’s 
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health care policy back towards its beginning without succumbing to many of the 

shortfalls of a free market system. The central question, the answer to which is yet 

to be determined, is does the new system really provide more value for money or are 

the predicted cost savings eaten up by the additional administrative costs of operating 

a competitive system? 

U.S. health care policy has entered the final decade of this century largely as 

it began it. The early-century national health insurance initiative was to establish 

state sponsored health insurance for America’s working class. The original concept 

was much like the plan adopted by Great Britain in 1911. Its emphasis was on the 

health and welfare of the factory employee and only those engaged in such 

occupations would be covered. It was a policy designed to meet the needs of an 

expanding nation and alleviate some of the ills of the industrial revolution. 

After the defeat of the early-century initiative, U.S health care delivery 

continued largely as a free market enterprise. Apart from medical advances, M.D.’s 

operated their practices much like their fathers before them. Physician fees were set 

and collected on basis of supply and demand. Office visits and complex operations 

were, for the most part, out of pocket expenses for both provider and the provided. 

And nonessential health care was either foregone altogether or subjected to a battery 

of home remedies and treatments. 

The dire condition of the depression and World War II again brought the 

issue of national health care to the forefront of the political stage. The Roosevelt and 
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Truman initiatives were to establish a complete comprehensive health care system. 

Primary and hospital care were to be covered by a broad based tax financed system. 

U.S. policy makers envisioned a system where when sickness struck, a program 

participating physician would treat the patient, and then collected his fees--established 

from a negotiated price list-from government administered fund. Hospitals and 

M.D.’s would take part in the system only a voluntary basis and nothing would be 

forced upon them. Patients were also to have free choice among any participating 

physicians. In short, the Roosevelt and Truman policy for national health care 

included the precepts of free market choice and government sponsored universality. 

The fear of communism and the onset of employer sponsored health insurance 

soon put an end to the Truman initiative. The start of the 1950s marked the death 

knell for any serious consideration of a national health insurance program for the 

next forty years. America’s health care was to be left to the market forces of a third 

party payer fee for service system. In the span of a few short decades it would come 

to embody both the best and the worst that such a system could offer. Broad-based 

health insurance allowed patients almost immediate access to some of the best 

medical technology and training in the world. It also meant not having to wait in 

lines or being placed on a list for non-life threatening surgery. But the other aspects 

of the system were far from ideal. Those without health care coverage were often 

forced to forego many of the usual preventive measures and check-ups. Primary care 

became increasing difficult and many uninsured persons were forced to rely on 
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hospital emergency rooms for the treatment of routine sicknesses and complaints. 

Health care costs continued to rise unchecked to the point where they consumed 

more than one-seventh of the nation’s economy. 

The late-century American health care debates started in an effort to reverse 

these trends. Its overarching notion was to establish local health care networks which 

were to provide adequate and affordable health care for all the nation’s citizenry. It 

was a policy which, in some respects, marks a radical departure from previous 

national health insurance initiatives. Its financing strategically avoided broad-based 

taxes and favored the use of employer mandates. Under the plan, all employers 

would have been required to offered their employees health care insurance. 

Individuals who are between jobs or permanently unemployed were to be covered 

through a government sponsored health care insurance plan. Thus, for the first time 

in this nation’s history would have been possible to guarantee all Americans some 

basic form of health care coverage. 

The Clinton plan used a system of managed competition to control overall 

health care costs. The basic idea was to get health care providers to compete against 

each other in a way that fosters cost-conscious decision making in all quarters. It was 

a policy designed to encourage greater efficiency and less waste while still retaining 

the precepts of American capitalism. All the major players were to be kept within 

the system while preserving the critical elements of patient choice and quality. The 

underlying incentive was to encourage all American’s to use their health care dollars 
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more wisely and to provide a network of health care for all citizens. However, this 

policy, conceived in a closed policy stream, never fully emerged from the political 

stream. 

Health Care Policy Windows 

The issue of British national health care emerged during the early part of the 

century as the result a myriad of factors. The dire conditions of England’s Boar War 

recruits and the increasingly dismal plight of that nation’s industrial workers almost 

| certainly had an influence. Even more important was the election of a new Liberial 

majority in Parliament and the revocation of the House of Lord’s absolute veto. This 

created the political conditions necessary to transform the Liberial Government’s 

policy agenda into law. 

The policy window of England’s mid-century debates opened during the height 

of World War II. The class break-down of a wartime society, damage to the health 

care infrastructure, and the readily apparent inadequacies of the 1911 initiative 

helped to open, and keep open, that nation’s health care policy window. The Labour 

party’s 1946 victory enabled it to adopt the party’s sweeping vision of health reform 

into law. In doing so, Labour was aided by a society accustomed to self-sacrifice and 

unified by the war. Great Britain’s welfare state sprang into life from this 

environment, and the crown jewel of its formation, the NHS, became a reality. 

The 1980s saw many changes within British society and its government. The 

pressures of an aging population, a global economy, and a national recession, helped 
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to usher in a long period of Conservative rule and again opened the health care 

policy window. Unlike previous policy windows however, the opportunity for massive 

new health care reform seemed less certain and much more temporary. The Thatcher 

Government sought to make the most of every minute in putting through a bill that 

was to completely change the face and philosophy of British health care. 

The early U.S. health care debates were surrounded by many of same sets of 

circumstances as had been the case in Great Britain. The industrial revolution was 

producing intolerable poverty and disease, and a new political philosophy was 

sweeping the nation. The efforts of the Republican Progressives were instrumental 

in putting an end to the spoils system and instilling a new sense of government 

involvement in addressing the excesses of the industrial revolution. It was this sense 

of responsibility and the ardent desire for change created pressure to open the early- 

century policy window. 

But a nation’s attention span is limited, and faced with the political realities 

of loosing a presidential sponsor and an impending war, the health care policy issue 

lost much of its original momentum and the window of opportunity finally closed 

without scarcely an editorial footnote. 

The next time the U.S. health care policy window opened was during another 

time of national crisis—the depression. The country was in a state of desperation and 

ready to consider almost any measure that promised to improve economic conditions. 

But the policy window of the mid-1930s was limited, and the prospect of having to 
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admit both an old age pension program as well as a national health care system 

proved to be too much. The decision to drop one initiative in order to guarantee the 

passage of another was particularly painful and Roosevelt vowed that the fight for 

national health insurance would go on. So when the policy window of the 1930s 

closed, administrative policy makers had already begun building a new proposal and 

planned to launch it at the next available opportunity. 

The end of World War II marked the third opening of the U.S. health care 

policy window. Society was engaged in all the activities of a peacetime conversion and 

the U.S. legislature was in the midst of passing massive new legislation to 

accommodate the transition. It was the need to repay American society for the 

sacrifices of war and to complete Roosevelt’s plan for a comprehensive social welfare 

package which first served to open the late 1940s health care policy window. 

Another contributing factor undoubtedly had to be the dismal condition of the 

early war recruits. The new leader of the free world could ill afford this kind of threat 

to its national security. But, as profound as the need for some type of broad based 

health insurance might have been, it was no match for the hysteria of postwar 

communism that the medical profession capitalized on to link health care reform with 

"socialized medicine." 

In short, while the start of one war served to strengthen the need for national 

health insurance, another war, the cold war, served to slam the policy window shut. 

And when that mid-century policy window finally came down during the early 1950s, 
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it did so with such vehemence that few dared to come near it until the cold war had 

ended. 

The late century U.S. health care debates have also come during a time of 

societal and industrial change. The transfer from a manufacturing society to a service 

economy has had profound effects in America. Millions suddenly found themselves 

without health insurance and the medicare portion of the entitlement program was 

growing at an unprecedented rate. The health care policy window of the 1990s seems 

to be opening largely as the result of spiraling health care costs and the growing 

number of uninsured. These two factors have become a deadly combination which 

are said to threaten our nation’s ability to control its national deficit and the health 

of our nation. 

President Bill Clinton made health care reform one of the cornerstones of his 

presidential candidacy. Within the first year of taking office he delivered a health 

care reform address to both houses of Congress and campaigned earnestly in order 

to build support for the measure. But other interests were also at work, and dozens 

of rival plans surfaced to compete with the President’s health care initiative. These 

plans ranged from European-type single payer systems to a totally voluntary health 

insurance program. In short, what had developed was a cacophony of health care 

verbosity, with the American public caught in the middle and as confused as never 

before. 
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One fact, however, does remain for certain: this is that the nation’s struggle 

over national health delivery is not over. National health care is a road well traveled, 

and almost every nation finds the need to return to it as their society and needs 

change. So, whether the Clinton health care plan succeeded or failed will not, for all 

intents and purposes, determine if this issue is to reappear upon some future 

presidential agenda--only when. 

Kingdon’s Framework and Comparative Health Policy 

This analysis of some eighty years of health care policy history has 

demonstrated the complex and ever changing nature of health care policy agenda 

formation. The ability to examine complicated issues of this kind is where the 

strength of Kingdon’s theory lies. It allows us to think about the formulation of health 

care policy as a characteristic of time and the conditions which ultimately shape it. 

Ironically, however, Kingdon’s model, conceived in American politics, actually is more 

helpful in explaining British politics. 

Demographic, economic, and technological changes are all well accounted for 

under the Kingdon model. The problem and policy stream approach bring these 

factors to the forefront of the agenda formation process. Aging populations, economic 

depressions, and scientific advancements have all done their part in pushing national 

health insurance reform onto the national agenda. 

Kingdon’s emphasis on war was also well documented in this study. England’s 

Boer war, World War I, and World War II were all instrumental in refocusing 
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national health care’s place on the national agenda. While the Boer war and World 

War II served to draw national attention to the issue of health care reform, World 

War I had the opposite effect and signaled the closing of the U.S. policy window. 

Changes in national mood and ideology were taken into consideration by the 

models policy and political streams. British Fabians and American Progressives were 

authenticated as having helped to influence the agenda formation process. The 

emphasis in privatization and scientism of the 1980s and 1990s was also well 

illustrated by Kingdon’s theory. Thatcher’s Conservative Government rode the wave 

of anti-welfare state spending to force through a complete reorganization of 

England’s entire health care system. 

This study identifies several new applications for Kingdon’s agenda formation. 

Its usefulness in studying the long-time longitudinal development of a single policy 

area is profound. The policy stream explicates how an issue continually resurfaces on 

a nation’s policy agenda. This model also allows the researcher to follow several 

divergent policy factors without getting thwarted by changes in the economic and 

environmental structures. 

Another new area of application is in this theory’s ability to trace the policy 

development of two different nations comparatively. The broad focus of Kingdon’s 

policy stream approach readily facilitates studying the agenda formation process 

cross-culturally. All western democracies have problems, political considerations, and 
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policy formation. The advantage of Kingdon’s theory is that it provides enough 

flexibility to examine these streams under differing political and legislative systems. 

The effects of divided government on the policy agenda formation process was 

another concept that this theory revealed. The examination of nearly ninety years of 

health care policy history demonstrates how the U.S. Constitutional system of divided 

government serves to hinder the passage of radical new reforms. Conversely, in Great 

Britain the parliamentary system of combined executive and legislative powers serves 

to limit outside opposition and thus radically simplifies the policy agenda formation 

process. Ironically, Kingdon’s theory, with an emphasis on chief executives as 

principal policy makers, is more helpful in explaining the British system of health care 

agenda formation than it is for the United States. U.S. president’s do not possess the 

unmitigated power to translate policy initiatives into law. 

Application of Kingdon’s theory also illustrated the contemporaneous 

interaction between Great Britain and the U.S.. England’s passage of the 1911 

National Health Insurance Act had a profound effect on the national health 

insurance movement in the United States. The same also held true for Alain 

Enthoven’s concept of managed competition. It was embraced by both the nation’s 

as they sought a solution to their health care problems. Kingdon’s original theory did 

not account for this possibility, but application of this theory in this study revealed the 

importance of such contemporaneous interaction. 
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Factors not addressed by Kingdon’s model that were revealed as important by 

this analysis include the importance of communication, the effect of a strong sense 

of mission, individual state legislative efforts, and changes in political structures such 

as the abolition of the House of Lords veto power in Great Britain. In particular, 

communication has played an important role in furthering health care policy reform. 

The necessity of being able to effectively communicate reform plans is amply 

illustrated in two of three debate periods. The taxonomy of Kingdon’s three policy 

streams does not adequately recognize the role that effective communication plays, 

as illustrated by the health care example. 

This study has demonstrated that Kingdon’s theory of agenda setting amply 

exhibits the circumstances and factors which surround British and American health 

care policy formation. But the study’s most important discovery may be that 

Kingdon’s theoretical model seems to provide a better description of the British 

agenda formation process than it does of the U.S.. Kingdon’s theoretical perspective 

rests upon the assumption that the executive is the principal mover of policy agenda 

formation. While this assumption is certainly correct for some cases of agenda 

formation in America, this study has illustrated that it does not hold true for all cases. 

National health insurance received presidential support in the debates of both the 

1940s and the 1990s. Yet outside forces and Congressional prerogative caused the 

issue to fail in both incidences. This however, was not the situation in Great Britain. 

If the ruling party has a clear majority, the Prime Minister becomes the undisputed 
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head of both the executive and the legislative branches of government. He or she 

then has full control of the policy agenda formation process and the legislative 

calendar. Traditional party discipline also assures the Prime Minister of major 

initiative passage. 

The enactment of all three of Great Britain’s health insurance reform bills 

came under Governments which had an overwhelming majority in the House of 

Commons. This can not be said for the US. political system. This study reveals that 

even if a particular party holds both the Presidency and Congress, as was the case in 

the Truman, Carter, and Clinton administrations, a successful policy outcome cannot 

be guaranteed. So, while Kingdon’s theory still has applicability in describing policy 

agenda formation in the U.S., this study concludes that it is even more accurate when 

used to depict British policy agenda formation. 
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