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Sally Sheard, Senior Lecturer in the history of medicine at Liverpool

University, and Sir Liam Donaldson, Chief Medical Officer,

Department of Health (DH), have collaborated to review the evolu-

tion and development of the role of the Chief Medical Officer

(CMO). Their book is not organised chronologically or biographi-

cally (although at the end there are vignettes of all holders of the

office) but rather by themes. Their account closes in 1998, a year

after the return of the Labour government, with the retirement of

Donaldson’s immediate predecessor, Sir Kenneth Calman. Their

story of the last decades of the century, which would be of most

interest to those working in the NHS today, is vague. For the goings-

on in the DH they hide behind the ‘30-year rule’, resort to unattrib-

uted anecdote, and only selectively divulge information by quoting

from the evidence given by Sir Donald Acheson and Calman to the

extraordinarily wide-ranging Phillips BSE Inquiry. 

The office of CMO was created with the establishment of the

Ministry of Health in 1919. It has been the convention, however, to

start the dynasty with the remarkable Sir John Simon who was

appointed to the new position of medical officer to the General

Board of Health of the Privy Council in 1855. Simon exploited his

novel situation to the full, not least by his use of the press. But this

independence only lasted until 1871 when Simon’s department was

subsumed, along with the Poor Law administration, into the newly

created Local Government Board (LGB). The dead hand of the

Victorian civil service descended on Simon, who resigned frustrated

in 1876, and upon all his successors. The principal medical officer

was downgraded and confined to public health surveillance and,

like Acheson and Calman a century later, had to battle for even a

minimum establishment of supporting medical officers. The last

holder of the post, Sir Arthur Newsholme, appointed in 1908, wrote

that he was not informed ‘beforehand when important public

health measures were under discussion [and had no say] in the final

decision’.1

At the beginning of the twentieth century, the LGB was held by

many to be irredeemably bad and fit only for deconstruction.

Innovation in health services came not from the LGB but from the

Board of Education, where the brilliant and unorthodox Sir Robert

Morant introduced systematic medical inspection of all school chil-

dren in 1908 and established a new cadre of school medical officers

under Sir George Newman. Morant correctly anticipated that

inspection would ‘reveal such a mass of disease … that no govern-

ment … would be able to resist the demand’ to provide treatment.2

The second blast of innovation came from the Treasury under Lloyd

George whose 1911 National Insurance Act provided medical care

for working men. Morant, appointed to launch the new scheme,

needed to enlist the support of the medical profession. The general

practitioners (GPs), however, had been stirred into opposition by

the BMA. Morant joined forces with Dr Christopher Addison, a

Liberal MP and Dean of St Bartholomew’s Hospital Medical School,

and together they successfully enrolled doctors for the scheme.

From 1911, Addison, Morant and Newman worked towards the

creation of a Ministry of Health. Morant, a member of the

Machinery of Government Committee, produced the design and

Addison, Minister of Reconstruction in the Wartime Coalition

Government, brought in the bill for the new ministry in November

1918. The ministry was established in July 1919 with Addison as

minister, Morant as permanent secretary and Newman as the first

CMO. The LGB, which had consistently opposed the creation of the

new ministry, was abolished and with it went its senior civil servants

including Newsholme. Sheard and Donaldson do not explore the

inability of government departments to reinvent themselves in

response to changing needs and circumstances. Just as the LGB

failed to adapt, so the DH and NHS have been repeatedly refash-

ioned from 1970 onwards – by special advisers, the Treasury and

Downing Street. It is perhaps too soon to assess the influence of suc-

cessive CMOs on this evolution and the authors do not attempt to

do so. 

The succinct bill to create a Ministry of Health in 1918 contained

two clauses which surprised contemporaries and which foreshadow

two themes considered by Sheard and Donaldson. First, there was

provision for independent advice to the minister, and, second,

responsibility for medical research was removed from the ministry.

Addison and Morant intended that there should be four consulta-

tive councils including Medical and Allied Services, to be chaired by

Lord Dawson, and a patients’ council. Encouraged by Addison to

produce a ‘comprehensive policy for the extension and development

of health services’ Dawson drove his council to produce an interim

report in four months.3 It laid out a structure ‘which was adopted

almost unchanged’ for the NHS a quarter of a century later.4 The

report introduced the terms primary and secondary care, the con-

cept of a health centre as a focus for group general practice, and

stressed the importance of professionally independent GPs and hos-

pital consultants. Morant died before the report appeared by which

time Addison was losing political influence and was soon forced to

resign. Newman, who was to remain in post for another 15 years,

believed that the council and its report undermined his authority,

and did nothing to promote its vision. All four consultative councils

were allowed to wither away.

This early experiment with advisory groups was the first of many

attempts over the next eighty years to engage with different profes-

sional and public constituencies in developing advice on health ser-

vices. Sometimes the groups were formally constituted with repre-

sentation from Royal Colleges or medical schools, sometimes

experts were brought together to address a specific problem, and
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sometimes the groups were for informal intelligence gathering. The

CMOs have been key figures sometimes as a chairman or a member

of such groups, sometimes a little removed, but always involved in

their establishment, and in the receiving and interpreting of their

reports. Whitehall has a comfortable culture which controls the cre-

ation, remit, independence and output of advisory groups, and

which readily identifies ‘predictable experts’ for membership. Only

rarely is such control lost, as with the Beveridge Report in 1942 and

famously the Black Report on Health Inequalities in 1980. As these

consultative processes have the potential to augment the authority

of the CMO within and without Whitehall, a considered assessment

by Donaldson of his predecessors difficulties, successes and failures

would have been of interest.

Most difficult for the DH to manage has been collaborative

working on contentious issues with other departments or indepen-

dent organisations. The authors take as an example the mishandling

of the slowly evolving BSE crisis by the Ministry of Agriculture,

Fisheries and Food with the later involvement of the DH, explored

by the Phillips Inquiry. Another earlier example, which the authors

consider at length, is how the Ministry of Health responded to the

research, coming from the Medical Research Council (MRC) in the

1950s, demonstrating the association between smoking and lung

cancer. Sir John Charles, the CMO, and the permanent secretary

buckled under extreme pressure from the Treasury and the tobacco

industry. Perhaps Donaldson might have been more sympathetic to

his predecessor had he not been writing before he himself had suf-

fered the mortification of having his own advice on passive smoking

rejected by ministers. It was the 1962 report of the Royal College of

Physicians (RCP) which finally forced the government to act, and a

more balanced account of the personalities involved and the

sequence of events is given in the recently published fourth volume

of the history of the College.5

One of the main arguments to establish the Ministry of Health

had been the need to develop services which could use the results of

new medical knowledge. Research is one of the themes running

through Sheard and Donaldson’s history. The MRC had been estab-

lished by Morant and Addison but they took care to ensure its com-

plete independence from their new ministry. Relations between the

MRC and the ministry were not always fruitful although the CMO

was ex officio a member of the Council. Newman refused to act on

evidence from MRC of malnutrition in the population or to insti-

tute a national diphtheria immunisation programme. Even after the

Second World War, during which Whitehall came to value opera-

tional research, the Ministry of Health did not develop any capacity

to evaluate the performance of the new NHS. Sir George Godber in

the 1960s dabbled in health services research but the department

was entirely unprepared when, as a result of the Rothschild Report

in 1971, it was designated as a contractor for medical research to

which a quarter of the MRC’s budget was transferred. Sir Douglas

Black was hastily recruited as a credible chief scientist but, not being

given the resources to administer a substantial programme of

research, he returned the greater part of the budget to the MRC

badged for loosely specified departmental priorities. The later

House of Lords Select Committee Report on Priorities in Medical

Research (1988) was scathing about the failure of the Department to

develop research to support ministers and by the NHS for its own

operational needs. The tardy and feeble response of the department

to this report so enraged the Select Committee members that in

1990 they carpeted the secretary of state, Kenneth Clarke, and the

permanent secretary.6 This produced a Damascene conversion.

Within months a Director of Research and Development had been

appointed who was to be independent of the CMO and to report

directly to the Secretary of State. This history is not related by

Sheard and Donaldson. If the NHS has since adopted evidence-

based medicine the department yet remains addicted to policy-

based evidence making.

The title of this book The nation’s doctor implies a very special

role for the CMO, public recognition of professional authority and

great influence within the heart of government. Not all holders of

the office, however, have had equal recognition and authority. What

were the particular circumstances which at different times afforded

CMOs the greatest influence? There have been three short periods

in the past century when health has been led by a powerful and

visionary triumvirate comprised of a forceful minister, an out-

standing civil servant and a great CMO: briefly in 1919–20 with

Addison, Morant and Newman; at the inception of the NHS with

Aneurin Bevan, John Hawton and Sir Wilson Jamieson; and in the

early 1960s with Enoch Powell, Sir Bruce Fraser and George Godber.

On each occasion the triumvirate came together when the political

stars were favourable and, sharing a radical vision of what might be,

seized the opportunity to make a change in health services for the

nation. Jamieson, the greatest of all CMOs, had established his per-

sonal authority in the extraordinary circumstances of war, and had

well-developed ideas about a practicable health service for the

nation when Bevan became minister with a mandate for such a ser-

vice. It was good fortune that their triumvirate remained together

for five years firstly to carry through the legislation (steered through

a Tory House of Lords by Addison reincarnated as Viscount

Addison and Leader of Labour in the Lords) and secondly to start

up the NHS. Likewise, Godber was fortunate in the first four years

of his long tenure of office to work with the same minister and per-

manent secretary to reorganise hospital services and re-invigorate

primary care. But like Newman, Godber was less effective when his

triumvirate broke-up. 

Two CMOs have achieved public recognition by directly and

courageously addressing the nation on taboo subjects. Jamieson

famously broadcast on venereal disease and Acheson overcame the

prudery of Mrs Thatcher and her ministers to promote a memorable

television campaign about the behavioural causes and incipient

danger of a HIV epidemic.

There is one subject which is curiously absent from Sheard and

Donaldson’s account: a consideration of the evolution and nature of

the specialty of public health medicine. All the CMOs, except for

Calman, came from public health. Aside from the small staff in the

department the CMO has had no direct authority over the nation’s

public health doctors. Initially concerned strictly with matters of

public health in local authority areas, the Medical Officers of Health

acquired responsibility for the Poor Law hospitals when these were

transferred to their authorities under the Local Government Act of

1929. Within the administrative structure created for the new NHS,

public health doctors accumulated new functions for service plan-

ning and provision while losing direct involvement with hospitals.
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A specialty has evolved uncertain of its identity, its purpose and its

relationships with other health professionals. Acheson attempted to

redefine the role and training of public health doctors but their role

and identity has again been blurred in the subsequent on-rush of

structural changes in the NHS and Department of Health.

Sheard and Donaldson in their preface note, ‘there is no history,

only histories’. Their account of the role of the CMO is ‘a history’

from one perspective and therefore inherently partial. This means

that while their work will be of interest to many, it also requires it to

be read critically.
RICHARD HIMSWORTH 

Former Director of the Institute of Public Health

University of Cambridge

References

1 Newsholme A. The last thirty years in public health. Recollections and
reflections on my official and post-official life. London: George Allen &
Unwin, 1936:49.

2 Brock L. Correspondence to V Markham. In: Markham V. Friendship’s
harvest. London: Max Reinhardt, 1956:200.

3 Ministry of Health. Consultative council on medical and allied services.
Interim report on future provision of medical and allied services. Cmd
693. London: HMSO, 1920.

4 Pater JE. The making of the National Health Service. London: King
Edward’s Hospital Fund for London, 1981:10.

5 Briggs A. A history of the Royal College of Physicians of London, Volume
IV. Oxford: Oxford University Press, 2005.

6 House of Lords Select Committee on Science and Technology. Priorities
in medical research. Supplementary report. HL Paper (51). London:
HMSO, 1990. 

Stutter’s casebook. A junior hospital doctor 1839–1841. 
Edited by EE Cockayne and NJ Stow. Suffolk Records
Society, Vol 48. Boydell Press, Woodbridge 2005. 224pp.
£35. 

During the past half century, the study of history has been greatly

expanded. Instead of the ponderous constitutional histories of the

past, or the detailed analytical history of followers of Sir Lewis

Namier, modern historians have concentrated on social history and

subjects such as local and oral history have come to be seen as

important. George Rude’s study of the crowd in the French

Revolution, for example, was a social history that concentrated on

the sans-culottes who actually stormed the Bastille rather than on

the great men of history such as Robespierre, Jean-Paul Marat or the

Marquis de Lafayette. There has also been an increasing number of

studies of local areas, Ronald Blythe’s study of a Suffolk village,

Akenfield, being perhaps the best known contemporary example of

this genre. It is a remarkable evocation of rural change. As in

Akenfield, oral history has made an important contribution to the

work of local historians.

Suffolk, however, is making a contribution to the study of local

history whose importance goes far beyond Akenfield. The Suffolk

Records Society, based in the Suffolk Record Office in Bury St

Edmonds, has taken upon itself the task of making available in print

selected examples of the county’s manuscript records, ‘for the use of

scholars and amateur historians all over the world’. It is to their great

credit that to date they have published 48 volumes. Volume 47, pub-

lished in 2004, contained the maps and roadbooks of the Kirby

family and includes rare large-scale Suffolk maps of the early 18th

century. Volume 49, to be published in July 2006, will present

83 documents relating to the Suffolk family of Sir Thomas (later

Viscount) Savage. Volume 48, the subject of this review, moves into

the world of medicine and presents for the medical historian the

case book of a young Suffolk doctor between the years 1839 and

1841. 

WG Stutter (1815–87) was for much of his life a respected general

medical practitioner in the Suffolk village of Wickhambrook. His

casebook, along with other documents, was discovered in the 1970s

in the attic of the house where he lived. It lists the patients and the

treatment they received during the two years when Stutter was the

house surgeon and apothecary at the Suffolk General Hospital, Bury

St Edmunds. There are records of 77 admissions. Little is said of

diagnosis and the most significant information is the treatment

given. The prescriptions are mostly in Latin and the measures given

in minims, scruples and so on. The customary use of purgatives and

of bleeding, whether by venesection or by leeches, is well described.

Many of the patients were young and tuberculosis was frequent. The

material, however, is a useful account, given verbatim, of therapy in

a country hospital in the early 19th century. 

The book does not, however, limit itself to the publication of

original documents. The editors have also provided an excellent

introduction dealing with medicine and its practitioners in Suffolk

in Stutter’s time. In addition, there is a pharmaceutical introduction

describing the therapies of the time as well as detailing the now

incomprehensible symbols used to describe minims, drachmas and

ounces, and the ways in which prescriptions were written. There are

five appendices: the biographies of doctors listed in the work, the

diagnoses of the patients whose records are given, a description of

the diseases they suffered from, as well as the physical treatments

and the drugs and chemicals that were inflicted upon them.

For so long, medical history has dealt with the heroic doctors of

the past, usually working in the great hospitals and rarely, like James

McKenzie, working in provincial practice or in rural England.

Increasingly, however, the medicine of the sans-culottes of the

provinces is attracting the attention of contemporary historians, as

in Steven King’s recent account of medicine and society in

Lancashire between 1760 and 1830. 

There is so much to be learnt. How many other doctors’ diaries,

records or casebooks are gathering dust in country attics? How much

more can we learn of the life of the patient rather than his medical

attendant? The Suffolk Records Society is to be congratulated on their

efforts; as are the editors of this useful casebook.

SIR CHRISTOPHER BOOTH

Wellcome Centre for the History of Medicine, UCL

The AIDS pandemic: impact on science and society
Edited by Kenneth H Mayer and HF Pizer. Elsevier
Academic Press, San Diego, CA 2005. 520pp. £52.99.

I can do no better than to use the same quote given in the preface to

this excellent book taken from The plague, part V by Albert Camus: 
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