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The development of the Scottish health service, during the period 1939-60, is only beginning to be documented in detail, and the historiography has not fully considered the influence of local authorities.  Local authorities provided health services within Scotland prior to the establishment of the National Health Service (NHS) and were key players within the health policy network which negotiated the NHS (Scotland) Act, 1947.  This paper will consider three key themes within this relationship, including:, the impact of the relationship between the Scottish Office, the Department of Health (DHS) and the local authorities on the negotiations leading up to the 1947 Act; the impact of local authorities on the implementation process; and the way in which the relationships formed affected the operation of the NHS.

The Scottish health service prior to the NHS was distinctive from its English counterpart.  Such distinctions were particularly noted in 1913 when the Highlands and Islands Medical Service (HIMS), which provided free health care for the population of that region, was established.  The HIMS was the first service to provide a range of free health services and incorporated a salaried General Practitioner (GP) service.
  Furthermore, the need for advances in the Scottish health care system was recognised through the publication of the Cathcart Report in 1936, the Hetherington Report in 1943, and the establishment of Clyde Basin Experiment in 1939.  These reports and experiment in social medicine created a consensus within Scottish political and medical spheres that a comprehensive, regionalised health care system was necessary. Morrice McCrae argues that the consensus over Scottish health services was so widespread that the NHS was accepted with very few areas of conflict.
  Jacqueline Jenkinson also acknowledges the smooth passing of the NHS (Scotland) Act in 1947, attributing this to the autonomy Scottish health services held before the Scottish Board of Health was established in 1919.
 According to her view, the centralisation of health services dispelled the fears of the Scottish medical profession of local authority control. The consensus that McCrae and Jenkinson highlight does not reveal the entire story.  

My study uses policy network theory to analyse NHS development within Scotland.  Policy networks occur when information is exchanged between interest groups and the government, acknowledging that the interest group has a concern over a policy area.
  The approach taken in my study is in accord with the European literature dominated by the theoretical considerations of Rhodes.  Rhodes identifies five types of network:  policy/territorial community, professional network, intergovernmental network, producer network and issue network.
  The prominence in both Scottish and UK political spheres of the Scottish Office make it an exceptional case.  The uniting of central and sub-central interests, according to Rhodes, was embodied in the welfare state as professional groups became prominent in policy making and agencies such as the NHS were removed from regional control.
  Scottish policy formation, however, can be seen as part of the central-local relationship whilst also having some autonomy from central government.  

The health policy arena is usually typified as a professional network due to British Medical Association (BMA) dominance.
  I would argue that there is a dual network, because an intergovernmental network was also established between the DHS and local authorities.  As local authorities already administered health services, they should have had a strong position within the network.  Within the intergovernmental network three associations represented local authorities: the Convention of Royal Burghs (Royal Burghs), the Association of County Councils (Counties) and the Scottish Counties of Cities Association (Cities).  

Negotiations prior to the NHS (Scotland) Act, 1947

Each association made representations at meetings held with the Secretary of State and the DHS.  The liaison committee consisted of 15 members from the Associations and five members from the DHS.    

The analysis of liaison committee discussions demonstrates that local authorities voiced their fears over the proposals within the NHS White Paper, 1944.  The White Paper proposed that the Secretary of State for Scotland would be accountable to Parliament for the administration of the NHS.  To assist the Secretary, the Central Health Services Council for Scotland would be established.  Additionally, a tri-partite service would be established around GP, hospital and local health authority services.  The hospital and specialist clinic services would be removed from local authority administration whilst they would continue to administer auxiliary services such as district nursing and maternity and child welfare. 

Thomas Johnston, Secretary of State for Scotland, was central to setting the group dynamics in the discussions.  Jenkinson attributes the relative smoothness of talks within Scotland to the strong leadership of Johnston.
  Johnston certainly set the tone for the discussions of local authority views.  His opening statement suggested that local authorities would have central administrative control within the NHS.
  Johnston created an environment in which local authorities felt at ease over the new health service.  Johnston, however, wanted hospital service administration to be undertaken by the DHS, thus keeping control of wartime services.  Throughout discussions in March 1943, all three Associations agreed with the principles of an NHS administered by local authorities.
  The Associations were under the impression that local authorities’ place in administrative control was safe, and they could agree certain changes resulting from the establishment of the NHS without jeopardising their central place in its administration.  

Nevertheless the Associations brought up many problems they perceived with the proposals such as: representation on central boards and committees; the dominance of the BMA; and the removal of hospital services from local authority control.  The Associations showed no sign of co-operating to gain a position of strength within the discussions.  Archival research has not found any evidence that the Associations discussed a joint strategy for retaining health service administration prior to the meetings with the DHS.  

When considering the establishment of joint hospital boards
, for example, local authorities had many concerns.  The Cities were vehemently opposed to the removal of hospitals from their jurisdiction, as they felt they could adequately administer hospital provision.
  The Burghs, however, were not against the Boards provided hospital ownership remained with the local authorities.
  Although the Cities and Burghs had common ground here, they did not discuss a united strategy.  The Burghs saw the prospect of their attachment to larger, more dominant local authorities as a loss of administrative control.  The local authorities were not only working individually against the Scottish Office, but were also attempting to keep autonomy from each other.  Local authority concerns were dismissed by the DHS, as Joint Boards would provide both a simpler financial structure and more flexible staffing arrangements.
  Nevertheless, the DHS suggested that day-to-day administrative functions would be delegated to local authorities.
  Throughout the discussions, the DHS made many assurances that local authorities would receive administrative authority of the hospital and GP service at some stage.  It appears that the suggestions put forward by the DHS were merely ways of silencing the varied concerns raised by local authorities.  

The Department implied that the Secretary of State did not want to remove any functions from local authorities.  Simultaneously they were not willing to reach agreements that satisfied all of the Associations.  The lack of accord between the Associations is clear throughout the discussions.  This allowed the DHS and the Secretary of State some flexibility during the discussions, and suggests that they were going through the motions of negotiation and were willing and able to imply local authority dominance to gain agreement, without conceding local authority control of hospitals. On the appointed day, 5th July 1948, the NHS (Scotland) Act 1947 left local authorities with an auxiliary role within the health services.

Implementation  

Policy-making, however, does not end with the passing of an Act.  Smith believes the implementation process was central to policy development because it continued the bargaining process as network members undertook implementation.
 Consequently, less dominant organisations have an opportunity to influence the implementation process. Recognising this link between policy and implementation can distinguish between what is agreed through policy and what is implemented in practice.  Considering the implementation of the NHS Act is critical for understanding the development of the NHS and the reaction of local authorities.

The implementation of the NHS (Scotland) Act was not as effortless as many historians would argue.
  Local authorities saw the changes in their remit as a loss of power and tried to increase their influence within the health sphere.  During 1952/3, the Associations united to demand increased representation on the Scottish Health Services Council.
  The Council was central in providing advice to the Secretary of State on health matters and increased representation would amplify the influence of local authorities.  The DHS did not agree with the local authorities’ position that the number of representatives should be increased.  In a letter to the Associations, the DHS replied that ‘the members with local government experience are expected to make their primary contribution under the head of local authority administration’, as public opinion was voiced through Westminster.
  The letter clearly places local authorities at the bottom of the political chain, subordinate to Westminster and the Scottish Office.  Local authorities merely advised the Secretary on administrative matters relating to local authority health services.  Furthermore, the DHS letter states that local authority health services were adequately provided for through their Standing Advisory Committee, which was ‘heavily weighted’ in their favour.
  The DHS position made it difficult for local authorities to influence larger NHS issues in any credible way.  The policy network had not opened the implementation process as a means of increasing influence through these committees.  Local authorities were placed at the lower end of the hierarchical political chain allowing the DHS to keep them in their preferred auxiliary role.

Operation

Local authorities continually attempted to increase their influence through individual issues associated with their provision of services.  Local authority influence, however, depended on whether the DHS felt the issue affected the wider NHS.  The issue of unmarried pregnant mothers, for example, caused much discussion between the local authorities, DHS and National Assistance Board (NAB) in the late 1940s and early 1950s.  Caring for these mothers was an issue which could come under either the NHS (Scotland) Act or the National Assistance Act.  Mothers were often housed within Salvation Army Homes for a four-month period, two months before confinement (birth) and two months after.  These mothers had no permanent home in which to live.  The NAB provided assistance on the basis that the women were in residential accommodation.
  This was therefore a matter of great importance to both the mother and baby.

Many DHS civil servants believed that this was a matter for the NAB to deal with, although they did consider many solutions such as local authority autonomy in decision-making and making it a joint health and welfare matter.  It was, however, brought to their attention that many of the women were experiencing their first pregnancies and had a high risk of complications.
  Consequently, their care would become a health matter due to the medical attention required.  In this case, no one was taking responsibility for the care of the expectant mothers.  The NAB thought this was a matter between the DHS and local authorities, whilst local authorities and the DHS thought this was primarily a welfare issue.  The DHS thought that local authorities had the right to choose under which Act they instigated a particular service and were not required to intervene.  The DHS welcomed the solution whereby mother and baby homes were considered as the women’s normal homes.  Therefore, the local authorities could care for the mothers in the same way as other pregnant women whilst the NAB could continue welfare assistance.
  Negotiations between the DHS, local authorities and NAB defined the role of the local health authority and the Assistance Board providing clarity in this area and created straightforward arrangements for the mother and baby homes and the expectant mothers.

On other issues, however, the local authorities were not allowed to influence the implementation of policy.  The provision of maternity outfits, i.e. packs that were provided to expectant mothers for home confinements, was such an issue.  The maternity pack included items such as sterilised maternity pads, cotton wool and cord ligatures.
  A range of methods was employed by local authorities to supply maternity outfits.  Many women were advised to ask their GP for a prescription for these packs; however, many GPs were unwilling to provide a service outwith their remit.  In areas such as Glasgow, however, the local authority midwives provided the packs.
 In a meeting with the DHS, local authorities commented that some items from the maternity outfits could be supplied by GPs.  The meeting resulted in local authorities accepting that it was their duty to supply outfits, but requesting authority to charge for these supplies.
  The DHS, however, reminded local authorities that they did not have such authority and would have to bear the cost themselves.
  The local authorities had to accept that they were responsible for providing maternity outfits.


It is interesting to note that the DHS consulted with the BMA on this issue.  Within the network dynamics, the BMA was the primary force in negotiating the NHS Act, whilst local authorities tended to be sidelined.  In resolving the issue over maternity packs, this dynamic was reinstated to compel local authorities to fulfil their duties.  The influence of local authorities did not prevail on this issue.  The hierarchical nature of the relationship between the DHS and local authorities, along with the backing of the BMA, defeated the local authorities.  Although local authorities managed to influence some areas on a case-by-case basis, they were unable to influence central NHS issues.  

Conclusion

The transition to the NHS was not as smooth as many historians would assert.  The policy network established allowed the DHS to create a strong position allied to the BMA, and set in place a hierarchical relationship with Scottish local authorities.  The DHS made assurances that local authorities would receive administrative authority for the NHS at a later stage, putting local authorities at their ease.  The lack of unity among the three local authority associations, who were unable to capitalise on shared resources and knowledge in the bargaining process, strengthened the position of the DHS.  As a result the NHS (Scotland) Act, 1947, placed local authorities in an auxiliary role within the tri-partite health service.  

Policy network theory acknowledges that policy formation continues with policy implementation.  During the implementation process, local authorities attempted to assert greater influence within the network.  By requesting increased representation on boards and committees and by influencing individual issues, local authorities tried to reassert a position of authority.  The network, however, had firmly placed local authorities in a hierarchical relationship with the DHS, a subordinate relationship which did not allow local authorities the manoeuvrability to influence the NHS to any great extent.  The DHS continually used their position and the strength of the relationship with the BMA to keep local authorities in their auxiliary role.  Considering Scottish local authorities within the establishment of the NHS in Scotland highlights a general consensus over an extension in health services, but the transition to the new service was filled with conflicts over implementation and disagreements over its operation.
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