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SUMMARY

This research identifies and examines the circumstances and
processes surrounding the migration and racialisation of doctors
from the Indian subcontinent to Britein. Thecretically the research
will critically evaluate several current debates within sociology
and reconstructs a different set of criteria to that which has until
recently governed investigations into racism.

The research argues that the concept of ‘race' is an ideological
construction with no analytical role to play in the investigation of
racism and discrimination. The real object of analysis is the
development and reproduction of racism as an ideology within
specific historical and material conjunctures determined by the
uneven development of capitalism. Within this context a full
explanation of the migration and raclalisation of doctors from the
Indian subcontinent requires not only an examination of the post-war
era, but also an investigation of the origins of that migration and
racialisation during the pre-1945 period when India was the subject
of British rule,

A great deal of contemporary research on migration and racism, has
tended to concentrate on unskilled and semi-skilled migrant labour.
This study will focus on the neglected area of the 'professions',
through an investigation of doctors from the Indian subcontinent and
their relationship with the British °‘professional' occupation of
medicine. Through the exegesis and critique of the 'sociology of
professions', the research will demonstrate that doctors from the
Indian subcontinent represent a racialised fraction of the new
middle class.

The main question surrounding the analysis of the relationship
between Indian doctors and the British ‘'professional' occupation of
medicine as 'gatekeepers' of the occupation, will focus on the
relationship between professionalism and racism. The research will
contend that the content of professionalism does not merely define
certain occupations as 'professions', but more importantly, profes-
sionalism like racism is an ideology. Professionalism not only
operates to justify and legitimate the supposed special status of
medicine, but it also reinforces racist exclusionary practices in a
'sanitised' form within the occupation.

This provides the research with the rare opportunity of analysing
the nature and content of two ideologies operating within the same
arena: the relationship between racism and professionalism. This
will illustrate that the racism which black migrant 'professional’
labour is subject to, does not only operate in a functional way for
capitalism in providing labour for the less desirable specialisms of
medicine, but also operates through the mediation of the occupation
of medicine to help reproduce the °‘professional status' of the
occupation.
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Introduct ion

This research is offered as a contribution and stimulus
to the recent embryonic debates within sociology
concernlng racism and the !'professions'. [CRE: 1987a;
1987b1l It focuses on racism within the 'professional’
occupation of medicine by identifying and examining the
circumstances and processes surrounding the migration
and raciallsation of doctors from the Indian subcon-
tinent, Migrant doctors from the Indian subcontinent
were chosen as the doctor group to be Iinvestigated,
because they have historically been shown to be the
targest grouping of black migrant doctors working in the

Nat ional Health Service.

The way 1Iin which this question arose and has been
constructed, implies a different starting point of
analysis from that which usually governs research into
racism and the 'profession' of medicine. This 1is a
result of moving beyond the confines imposed by the
sociology of 'race relations', and utilising an
alternative conceptualisation of racism and

discrimination.

Preliminary research in this area had indicated to me,
that there was a gap in the literature on racism and the

' professional’ occupation of medicine. In the past the




Introduct ion

focus has been on identifying whether and to what
degree, black migrant doctors working in Britain are the
object of racist discrimination. [CRC: 1976; Smith:
1980; Anwar and Ali: 19871 These 'snap-shot' studies
tell wus that black migrant doctors are dlscriminated
against, but provide little detail on how the racism
they face occurs. A 'problem' is lildentified, but its

origins and reproduction are largely left unexplored.

This failure to take account of the historical context
of racism and black doctor migration, is, I want to
argue, primarily the result of these research studies
operating within what has been termed a 'race relations'
perspective. Essentially the sociology of !'race
relations' remains within the 'mythology of race'. What
I mean by this, is that until very recently sociology
has accepted the view that certain social retlations,
which are set within a framework which divides the the

worlds population into distinct 'races' and ranks them

hierarchically, result in racism and discrimination.
The supposed existence of distinct 'races', the
relations between these 'races', and the racism and

discrimination which derive from these 'race relations’,
become the objects of analysis for this perspective.
The fact that people believe that the worlds population

can be divided into distinct 'races' which are then

..10_



Introduct ion

ranked hlerarchically, ls the starting point of analysis

for the sociology of 'race relations'.

This research, however, argues that there is a
fundamental flaw with the approach of the sociology of
‘race relations'. There is no scientific evidence to
support the belief that the world's population can be
divided Iinto distinct 'races'. Neither the pseudo-

science of the nineteenth century, nor contemporary

genetics provides a scientific basis for ‘race
categorisation', Consequently, the concept of 'race'
and its derivative, 'race relations', have no analytical
value. They should not be used as the starting point of

analysis.

This leaves us with three questions which need to be

addressed. First, if the concept of ‘race' and its
derived problematic, 'race relations', do not actually
exist, then what do these phenomena which people
continue to believe in, represent. Second, {if racism

and discrimination do not derive from relations between
the supposed distinct 'races', how do we explain the
existence of racism and discrimination. Third, what

should be the starting point of sociological analysis,

..11_



Introduct ion

given the fact that the concept of 'race' has no

objective reality.

The first question is resolved when we recognise that
the concept of 'race' and the ‘race relations'
problematic, merely represent ideas. They are the ideas

through which we as people come to make sense of and

understand the world in which we participate. In this
sense, 'race' represents a social construction. It is
the social significance attributed to certalin

characteristics, such as skin colour, which structure
the social relations between social groups, rather than

their supposed actual existence as distinct 'races'.

The second question, concerning the manner in which we
explaln the existence of racism and dlscrimination, 1is
derived from the resolution of the first. The social
construction of 'race' implies a historical and social
process of 'race—-making', or racialisation.
Raciallsation refers to the political and ideological
process whereby the idea of 'race' is historically
created and reproduced. It is this historical,
political and ideoiogical process of racialisation which
creates and reproduces racism as an ideology and

dliscrimlnation as its practice.

_12...



Introduct ion

The third question, relating to the appropriate starting
point of analysis, is resolved as a consequence of
conceptualising the creation and reproduction of the
ideology of racism, as an integral constituent of the
racialisation process, wWwhen we recognise that racism
occurs as a result of a historical process, we also
recognise that in order to fully understand how it
operates within the material world at any given point in
time, we have to trace the basis of its historical
development. The starting point of analysis should be
concerned with how people historically have come to
believe that 'races' exist and how that belief is

continually reproduced.

The analysls of racism and discrimination, therefore, is
an historical project. It requires an exploration of
the clrcumstances and processes surrounding its creation
and reproduction. In relation to this research,
therefore, we can only begin to fully understand the
speciflc form of occupational racism and discrimination
faced by black migrant doctors from the Indian
subcont inent, by both tracing its origins within
Britain's colonial rule in India, and its subsequent

reproduction in the post—-1%945 period.

_13_.



Introduct ion

Even given this alternative historical conceptualisation
of racism, a complete understanding of the circumstances

and processes involved in the racialisation of black

migrant doctors from the Indian subcontinent, is not
possible without taking into account the impact of
professionalism upon that process. I will argue that
professionalism Like racism, 1is an ldeology. As an

ideology It operates to justify and Llegitimate the

special status accorded the occupation of medicine.

More Importantly, however, it will be argued that
professionallsm as an ideology can operate to reinforce
racist exclusionary practices, by obscuring their racist
content within the politicatiy neutral Llanguage of
professional ism, The occupation has  historically
legitimated increased controls on black migrant doctors
from the Indian subcontinent by containing the debate

within the issue of 'professional' standards.

The main conclusion to be drawn from this, is that
during lts raclialisation of black migrant doctors from
the Indian subcontinent, the occupations claims to
'professional' status were reinforced. Throughout the
history of this racialisation process, which will be

shown to span the period from British colonial rule 1In

_14_



Introduction

Indla through the agency of the Indlan Medical Service
to its continued reproduction In the post-1945 era of
doctor migration to Britain, the British 'professional’
occupation of medicine used 'professional' criteria to
problematise black migrant doctors. In doing this, the
occupation was able to present itself as defenders of
‘professional'’ medical standards. Consequently, in the
process of racialising black migrant doctors, it also
reproduced and reinforced the ideology which allowed the
occupation to be successful In its racialisation of

black migrant doctors in the first place.

The issue of ldeological articulation between racism and
professionalism provides the research with the rare
opportunity to investigate the nature, content, and the
relationship between two distinct ideologies operating
within the same social and political arena. The
alternative historical conceptualisation of racism
referred to eariier, enables the research to move beyond
the static, ' snap—-shot!' research which is usually
undertaken concerning the 'probiem' of migrant doctors
working in Britain. In addition, by focussing on the
'professional’ occupation of medicine, the research
contributes to the comparatively small amount  of
investigative work done in relation to black

'professionals' in contemporary Britain. Research on

_15_
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racism has traditionally concentrated on the situation

of the black working class in Britain,

The presentation of the research which follows is
divided 1into five chapters covering Chapter 1l to
Chapter VII. Chapter [l presents a brief outline of the

historical context of doctor migration from the Indian

subcontinent to Britain. Chapter 11l is divided into
two distinct parts. The first part elaborates the
central theoretical concepts which will be used to

analyse the historical evidence in Chapters 1V, V and
VL. The second part provides an outline of the methods
used. Chapter 1V is also divided into two parts. The
first part outlines the historical roots of British
racism, while the second part connects this to the
specific relationship between British and Indian doctors
during Britaln's colonial rule of India. Chapters V and
VI provide a detailed historical account of the the
creation and reproduction of British racism and the
raciallisation of black migrant doctors during the post-
1945 period. Chapter V covers the period between 1945
and 1974, and Chapter VI 1974 to 1990 (with a summary of
the whole period). Chapter VII presents the conclusions
drawn from the preceding analysis, and offers some

thoughts on the implications for the future.

_16_



CHAPTER I 1

DOCTOR MIGRATION T O BRI TATIN:

A H1 STORI1 CAL OVERVIEW
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Historical Overview

INTRODUCTION

This chapter will provide a brief outline of the

historical context of doctor migration from the Indian

subcontinent to Britain. This will be done by reference
to the available statistical evidence on doctor
migration to Britain, the influence of both the

'professional' occupation of medicine and the British
State on those migration flows, and an examination of
recent research into the position of migrant doctors
working in Britain. First, the reasons behind the

migration of doctors to Britain will be identified.

BRITAIN'S DEMAND FOR MIGRANT DOCTORS

The demand for migrant doctors in Britain is usually
linked to the creation of the NHS in 1946 and the
expanslon of health provision associated with this.
Some of the first tabour recruitment drives were
initiated by the administrators of the NHS. In 1941
‘aliens' were recruited as nurses, and in 1948 selection
committees were set up in sixteen UK colonies to recruit

nurses and midwives. [Doyal: 19801

._18._



Historical Overview

This sgpecific demand for labour in the NHS, coincided
with general Llabour shortages in the UK economy after
the Second World War. Britain was utilising labour from
the European Volunteer Force and ex—service personnel
from the New Commonwealth. Indeed, as eariy as 1947, a
Government Economic Review recognised that migrant
labour was the only substantial additional source of
labour power available to Britain. [Unit for Manpower

Studies: 19761

Other potitical policy decisions, historic colonial
Links, and individual motivations, combined to encourage
migrant doctors to come to Britain to train and work.
In the Policy Studies Institute <(PSI) research on
migrant doctors in the NHS, Smith suggests that poor
medical tabour power planning in Britain, was one factor
in the demand for migrant doctors. ([Smith: 19801 The
Willink Committee of 1957, greatly underestimated
Britain's future doctor tabour power reguirements.
These Llow estimates then served as the foundation for
planning the output of British medical schools for the
following fifteen vyears. Consequently, the NHS could
not be provided with sufficient number of British

medlcal graduates to meet lts service needs.

_19_



Historical Overview

In relation to doctor migration from the Indian
subcontinent, Smith further suggests that migration from
this area developed naturally from ex-colonial inks.
The hospital services in India (and the other areas of
the subcont i nent where Britain governed), were
established by the British administration in a similar
form to that operating in Britain, and medical training
and practice were carried out in English, The
independent government in India subsequently extended
the pattern of the medical system, based on the British

model. [ Smith: 19801

Historically, Indian medical graduates had come to
Britain to gain postgraduate quallfications and to
qualify for entrance into the Indian Medical Service.
This will be referred to in greater detail in
Chapter 1V. The colonial connectlion between Britain and
India, therefore, had resulted in the exchange of
doctors for many years prior to the post-1945 medical

Labour needs of the NHS.

The circumstances which motivated New Commonwealth
doctors to migrate to Britain, were not solely related
to the relative earning levels. Research by both the

PSI and the Commission for Racial Equaltity (CRED

_.20_



Historical Overview

provides us with more specific reasons why doctors
migrated to Britain from the New Commonwealth. Both
studies show that migrant doctors come to Britain
primarily to obtain further qualifications and

experience. [Smith: 1980; Anwar & Ali: 19871

It should be remembered, however, that economic demands
for tabour, political policy decisions, historic
colonial links and individual motivations, occur within
certain structural determinants. The migration of New
Commonwealth Labour to Britain needs, therefore, to be
analysed within the context of the uneven development of
capitalism internationaily. [Phizacklea: 1984; Miles:
19901 In general terms, economic stagnation in the New
Commonwealth, combined with population growth, led to
increasing unemployment and greater competition for the
Jobs that were avaitable. [Layton—-Henry: 19841 Britain
on the other hand, was experiencing large scale economic
expansion as a result of post-war reconstruction. In
the specific case of migrant doctors, it was the lack of
postgraduate medical training in the Indian subcontinent
and its availabllity in Britain, combined with the
shortage of qualified doctors in a rapidly expanding
NHS, which facilitated the movement of medical Llabour

power.

_21_



Hislorical Overview

STATISTICAL DATA ON MIGRATION FLOWS

Detailed historical statistical information concerning
migration to Britain from the Commonwealth is scarce.
Thig is especially true in relation to migrant doctors.
Immigration statistics rarely contain data providing a
breakdown by occupation, and labour statistics collected
by the Department of Health and Soctal Security (DHSS)
do not distinguish between the various country's of
birth. At best, DHSS data only indicates the
historically increasing reliance on migrant doctors by

the NHS.

The only official data collected prior to the 1962
Commonwealth Immigrants Act, concerns the migration
flows in and out of Britain by sea, contained in the
Central Statistical Office Annual Abstract of
Statistics. The Home Office from 1955 onwards
maintained incomplete estimates of migration flows
between Britain and the New Commonwealth and Pakistan,
in its Control of Immigration Statistics. In addition,
the International Passenger Survey (IPS), undertaken by
the Office of Population Censuses and Surveys (OPCS),
carries out a sample survey of migration flows at
seaports and alrports. The IPS, however, includes all

migrants whereas immigration statistics are confined to

_22_



Historicel Overview

those migrants who are the subject of immigration
control, and therefore, the two sets of data are not

comparable. [Gordon: 1988]

Since 1962, the Home Office has attempted to be more
systematic with its Control of Immigration Statistics,
by publishing annuat statistics of people entering
Britain who are subject to immigration control. Except
for a short period between 1968 and 1971, however, there
is an absence of any really detailed information
concerning the occupation (intended or otherwise) of
migrants. Table 1 reproduces these data in retation to
doctor migration into Britain. It is reasonably clear
from Table 1, that New Commonwealth doctors constitute a
substantial majority of the total migrant doctors
entering Britain to practice medicine over the period

ldentified, between 1962 and 1271.

The only other source of official data on doctor
migration is provided by the DHSS Annual Digest of
Health Statistlics series, which was begun in 1969,
although in retation to doctors the data itself begins a
little earlier. Unfortunately, as with so many official
statistics, the criteria on which the data is collated

has changed several times. For both hospital doctors

_23_
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Table 1
Number of Category B Voucher Doctors Arriving Between 1968 and 1971 ©*?

1968 1969 1970 1971
No, % No, % No, ] Ne, 5
NEW COMMONWEALTH
India 782 77 735 74 21 52 193 49
Pakistan 176 17 184 18 47 12 48 12
Ceylon 27 3 14 1 27 7 33 8
Total 985 98 933 94 285 7t 274 89
OLD COMMONWEALTH
Australia 7 1 19 2 59 15 57 14
Canada 1 X 3 X 0 0 2 1
New Zealand 8 1 22 2 27 7 31 8
Total 16 2 44 4 86 21 90 23
OTHERS 9 1 19 2 32 8 2 8
TOTAL 1010 996 403 395
DOCTORS AS A % OF TOTAL
VOUCHERS ISSUED 45 57 26 24
[ From June 1st 1971 doctors no longer required employment vouchers to practice in Britain, but were admitted with

Entry Certificates only,
Note: Total and sub-total percentage columns may not add-up correctly due to rounding,
¥ = too small a number to register as a percentage,

SOURCE: Compiled from Home Office: Control of Immigration Statistics (Annually: 1968-71)

AIIAJIAQ 193140151



Historical Overview

and general practitioners, the geographical coverage has
changed from England and Wales (up to 1972) to England
onty from 1972 onwards. In addition, the classification
by grade of hospital doctors had changed at least twice
(although this 1Is not significant for our present

purposes).

For our purposes, however, the major drawback with this
data, is its failure to categorise migrant doctors by
country of birth and/or country of first qualification.
For hospital doctors, the series classifies doctors by
place of birth with two categories: 'UK and Irish
Republic' and 'Elsewhere!'. For general practitioners,
there are three place of birth categories: ' Great
Britain', 'Other UK and Irish' and ' Elsewhere' (as well
as classification by sex). This data is presented in

Tables 2a-2d and Tables 3a-3d.

The only significant information the above tables
lllustrate, is how heavily the NHS relies on migrant
doctors to meet its demand for doctors, and therefore,
ensure its service provision. For example, over the
time periods identified, migrant doctors have
consistently represented over one—-third of all hospital

doctors working in the NHS, except for a slight decline

_25_
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Table 2a
Hospital Doctors: Analysis By Place Of Birth (ENGLAND & VALES 1967-1971)

1967 1968 1969 1970 1971
No, L] No, ] No, ¥ No, ] No, ¥
ALL STAFF
All Places of Birth 22547 180,0 23376 100,86 24131 100,0 247758 100,0 25669 100, 0
UK / Irish Republic 15417 68,4 15770 67,5 16076 66,6 16558 66,8 17282 67,9
Elsewhere 7130 31,6 7606 32,5 8055 33,4 8217 33,2 8397 32,7
Table 2b
Hospital Doctors: Analysis By Place Of Birth (ENGLAND 1969-1973)
1969 1970 1971 1972 1973
No, % No, % No, % No, 4 No, ¥
ALL STAFF
All Places of Birth 22855 100, 0 23478 180,6 24353 100,06 25469 10,0 26752 199, 0
UK / Irish Republic 15295 66,9 15745 67.1  lbad? 67,5 16938 66,5 17475 65,3
Elsewhere 7560 33.1 7733 32,9 7906 32,5 883 3.5 977 34,7

MZIALIAQ 18I1I0ISIH
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R Table 2c
Hospital Doctors; Analysis By Place Of Birth (ENGLAND 1974-1978)

1974 1975 1976 1977 1978
No, ¥ No, % No, L No, % No, %

ALL STAFF
All Places of Birth
UK / Irish Republic

27576 180,09 28922 180, 29719 100,0 30520 169,6 31515 100, 0
17949 65,1 18758 64,8 19433 65,4 20236 66,3 20984 66,6

Elsewhere 9627 34,9 10167 35,2 10286 34,6 10284 33,7 1653 33,4
Table 24
Hospital Doctors: Analysis By Place Of Birth (ENGLAND 1979-1984)
1979 1989 1981 1982 1983 1984
No, ] No, ] No, L] No, L] No, ¥ No, ]
ALL STAFF

All Places of Birth
UK / Trish Republic
Elsevhere

32647 109,90 33475 160,0  34218 199,0  3458§ 108,0  35238 109,9 35338 100, 9
21856 67,4 220§ 67,9 23472 68,6 24025 69.5 24994 70,9 25243 1,8
19751 33,0 16760 32,1 19746 3.4 10560 305 10244 29,1 10095 u,0

Source; Compiled from DHSS Digest of Health Statistics (Annually: 1967-84)
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Table 3a
Genaral Medical Practitionars; Unrestricted Principals; Analysis By Place Of Birth (ENGLAND & WALES 1965~19/4)-

1965 1969 1970 1971
No, 1 No, % No, ) No, 4
All Places of Birth 20014 100,0 20133 100,0 21387 100,0 20633 100,0
UK / Irish Republic 17759 88,7 17440 86,7 17471 85,8 17558 85,1
Elsewhere 2255 11,3 2693 13,4 2886 14,2 3075 14,9
Tabla 3b

General Medical Practitioners; Unrestricted Principals: Analysis By Place Of Birth (ENGLAND 1968-1974)

1968 1970 197 1972 1973 1974
No, ) No, ) No, i No, ] No, 4 No, |
All Places of Birth 18732 100,80 19099 160,08 19374 160,0 19778 100,90 19997 100,08 20219 100, 0
UK / Irish Republic 16391 87,0 16332 85,5 16426 84,8 16618 84,0 16647 83,2 16654 82,4
Elsevhere 2431 13,0 2767 14,5 2948 15,2 31587 16,6 3356 16,8 3565 17,6
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Table 3¢
feneral Medical Practitioners: Unrestricted Principals; Analysis By Place Of Birth (ENGLAND 1975-198¢)

1976 1976 1977 1978 1979 1980
No, L] No, ] No, ¥ No, H] No, ] No, ¥
#11 Places of Birth 20377 100,9 20851 108,86 2079 100,06 21040 109,8  21357 100,4 21812 109, 0
UK / Trish Republic 16641 81,7 16647 81,0 16786 80,3 16994 79,8 16871 79,8 17675 78,3
Elsevhere 3736 18,3 394 19,6 4098 19,7 4286 28,2 4486 21,86 4737 21,7
Table 3d
fenaral Medical Practitioners: Unrastricted Principals; Analysis By Place Of Birth (ENGLAND 1981-1986)
1961 1982 1983 1984 1985 1986
No, ] No, ] No, ] No, ] No, ] No, )
All Places of Birth 22304 100,8 22786 109,0 23254 100,0  23649 199,90 24935 100,0 24460 100,09
UK / Irish Republic 17326 1.1 17627 77,3 17963 77,2 18241 77,1 18539 77,1 18654 7.1
Elsevhere 4978 22,3 5189 22,6 5291 22,7 5399 22,8 549 22,9 5606 22,9

Source; Compiled from DHSS: Digest of Health Statistics (Annually; 1965-1986)
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ln 1983 and 19284, Migrant doctors working as general
practitioners (GPs) have nearly doubled as a proportion
of the total of GPs working in the NHS over the same

period.

The decline in the proportion of migrant doctors working
in the hospital sector in the years 1983 and 1984, is
due to the British medical professions successful
campaign to place greater controls on the entry of
migrant doctors generally, and black migrant doctors in
particular. This decline in the proportion of migrant
doctors working In the NHS will probably extend into the
migrant doctor GP population, and will continue for both

groups of doctors in the future.

Smith ldentiflies a 'time lag' between migrant doctors
working as hospital doctors and moving into general
practice, as a result of difficulties in obtaining
specialist and consultant hospital work of their choice.
[{Smith: 19801 Consequently, there will be a 'time lag'
between a proportional decline in the migrant hospital
doctor population, and its corresponding reflection in
the migrant GP population. The dectine for both groups
of doctors will contlnue as new immigration regulations

place increased restrictions on their entry into the UK.
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CONTROLS ON MIGRANT DOCTORS

The influence of the State on the migration of doctors
from the Indian subcontinent has taken two main forms.
On the one hand, it has implemented a series of laws to
restrict immigration to Britain since 19462, which as we
shall see had both a direct and indirect impact on both
immigration and racialisation of Indian doctors. On the
other, it has instigated various committees and reports
examining migrant doctors working in Britain. The
influence of the 'professional' occupation of medicine
operates through its various occupational organisations,
such as the British Medical Association (BMA) and the
Royal Colleges. The occupation has the power to
influence government committees in all matters concerned
with health, and makes its opinion known to the general

public through the media.

Officiat and ‘'professional' concern over the standards
of migrant doctors working in Britain appears to have
surfaced in the early 1960's. This concern focused upon
their clinical competence and ability to speak English.
Gish indicates that as early as 1962, the quality of
postgraduate training and the experience gained in

Britain by migrant doctors was ldentified as below that
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which was deemed sufficient to guarantee safe medical

practice. [Gish: 196%]

As a result of this concern, the Porritt Report of 1963,
which investigated medical aid to ' developing'
countries, suggested that a voluntary assessment scheme
shouid be instigated for migrant doctors working in
Britain. This assessment would involve a clinical
attachment for a period of two months before a
recommendation for appointment to a permanent post could
take place. The underlying principle at this time was
that migrant doctors were not receiving the necessary
training and experience which would be of use to them on

their return to their country of origin. [Gish: 1969]

This theme of assessment for migrant doctors on entry
into Britain to work, was continued in 1969 when the
then head of the DHSS, Richard Crossman, suggested that
compulsory assessment was now necessary for migrant
doctors who wished to work in British
hospitals. [Gish: 1969] The emphasis had changed from
assessment for the benefit of the doctor to assessment

for the benefit of the British hospital service.
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Assegsment through clinlcal attachment, however, dld
tittle to assuage concern over the competence of migrant
doctors. Throughout the eartly 1970' s, clinical
competence and ability to speak English remained as the
central debate concerning migrant doctors in the NHS.
This period culminated with the Merrison Report in 1975,
which investligated +the requlation of the medical
profession. Using evidence from the Royal Colleges
concerning the relatively poor pass rates of doctors
from the Indian subcontinent compared to their white
overseas counterparts, the report came to the
“inescapable conclusion' that:

... there are substantial numbers of overseas

doctors whose skill and the care they offer to

patients fall below that generally acceptable in
this country. 1)

Following the publication of the Merrison Report, the
General Medical Council (GMC) acted on the supposed
substandard competence of many migrant doctors.
Immediately prior to the publication of the Merrison
Report, eighty six overseas medical schools were
recognised by the GMC for the purposes of full
registration, with fifty five of these located in India.
Following publication of the Report, the GMC withdrew
recognition for full registration from alt Indian

colleges because the council was not satisfied as to the
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standard of the qualifications granted. [Anwar & Ali:

19871
The GMC, however, did recognise these qualifications
for the purposes of temporary registration. At the same

time, the GMC Initiated the Temporary Registration
Assessment Board to test migrant doctors who were
eligible for temporary registration in medical and
linguistic ability. In January 1976, temporary
registration was also made conditional upon the
compiletion of one years interneeship 1in a hospital

before coming to Britain. [Anwar & Ali: 19871

The  GMC at this time granted three kinds of
registration: provisional, temporary and full. Futll
registration means that there are no limitations on the
practising doctor. In order for a migrant doctor to be
recognised by the GMC for full registration, the primary
medical quatification and practical experience obtained
(which should be of a broadly similar nature to that
undertaken by a British qualified doctor during the
first pre-registration year as a resident House Officer
in a hospital) should meet the approved

standard. [(Smith: 19801}
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Provislonal registration Is the kind normally held by
British qualified doctors during their first year of

practice after obtaining their Bachelor of Medicine or

equivalent, Following this first year as House Officer
in a hospital, they are wusually eligible for full
registration. Most migrant doctors do not apply for

provisional registration, because usually they undertake
their first year of practical experience in the country

of first qualification. [Smith; 19801

Temporary registration places certain restrictions upon
doctors. They have to work in a specified post for a
specified period, and registration is tied to that post.
This means that a migrant doctor has to be accepted for
the post prior to applying for temporary registration.
The registration lasts for twelve months only, and the
doctor has to re-apply at the end of this period.
Finally, temporary registration is confined to hospital
posts and is not available for general practice. [Smith;

19801

Clearly the ending of reciprocity arrangements with
India and other New Commonwealth countries by the GMC in
1975, indicated that what were once recognised

qualifications for the purposes of full registration to
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practice in Britain, were now deemed unsatisfactory. In
addition, those doctors who entered the UK with these
qualifications, were now subject to increased controls
on their occupational activities and training while on

temporary registration,

Two further changes occurred in the 1970's. First, 1in
1976, as a consequence of Britain joining the European
Economic Community <(EEC), new EEC medical directives
allowed free movement of doctors within the community to
those who were nationals of EEC countries and held basic
gqualifications obtained within the community. Under
these reqgulations, however, British nationals whose
basic medical qualifications were obtained outside of
the EEC, such as migrant doctors from India, would be
denied this free movement within the EEC. [CRC: 19761
Second, the 1978 Medical Act replaced temporary
registration with limited registration. Migrant doctors
who were eligible for limited registration would only be
able to qualify for full registration after being in

Britain for five years. [cited in Anwar & Ali: 19871

The British 'medical professions' campaign to place
increasing restrictions on the entry and activities of

black migrant doctors, also influenced the British
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state's stance on Immigration regulations. Inttiatly,
however, New Commonwealth migrant doctors were largely
exempt from the increasing constraints immigration
legislation imposed on other New Commonwealth migrants

attempting to enter Britain.

Historically, it had been a custom and practice of the
British Empire that atl its citizens were equal
subjects under the Crown. This principle was enshrined
in the the 1948 British Nationality Act. The Act gave
all citizens of the UK and its Colonies, and independent
Commonwealth countries, equal citizenship rights. Al l
British subjects, therefore, had a right to enter and
settle in the UK without restriction. {Handsworth Law

Centre: 19801

The 1962 Commonwealth Immigrants Act for the first time
ptaced restrictions on Commonwealth citizens entering
Britain. The Act, therefore, extended the statutory
control of immigration from ‘'aliens' only, to include
British subjects. From 1962 onwards, all Commonwealth
citizens (ie. all British subjects and British Protected
Persons, except those born in UK and those UK citizens
who held a British Passport), who wished to enter

Britain to work and settle had to possess an employment

..37_



Historical Overview

voucher, issued by the Ministry of Labour. Migrants
from the Republic of lreland were exempted from these
provisions. [Evans: 1983] This demonstrates the extent
to which the British State wanted to exclude black
migrants specifically, and continue to encourage 'white'

migration from Eire.

Ministry of Labour employment vouchers could be obtained
under three categories: 1) category A vouchers were for
applications by employers in the UK who had a specific
Job to offer which could not be filled by indigenous
tabour; 2) category B vouchers were for applications by
those with specific skills and qualifications which were
in short supply in the UK (although with no specific job
to go to on arrival). Doctors and dentists were among
those occupations specified under this category;
3) category C vouchers were for applications by those
who were unskilled and without a pre—arranged job to go

to on arrival. [Evans: 1983]

In the first year of the 1962 Act a total of 400
employment vouchers per week (ie. almost 21,000 per
annum)> was set to be issued. As early as 19265, however,
with the publication of a White Paper on Commonwealth

Immigration, category C vouchers were discont inued, and
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the total vouchers lssued was to be reduced to an
effective 7,500 per year for categories A
and B. [Gish: 1968] Gish suggests that this measure had
the effect of reducing the inflow of Commonwealth
migrant voucher holders by two-thirds, [Gish: 1968: p32}
although it is clear that those migrants who continued
to be eligible for category A and B vouchers remained a
priority for the British economy: doctors and dentists

included.

The next major immigration legislation to effect migrant
doctors, came with the 1971t Immigration Act. The
general principal of the Act was to introduce the notion
of patrial. Broadly speaking, a patrial is someone who
is either: 1) a citizen of the UK and Colonies who was
born, registered or naturalised in the UK and Istands,
or had a parent or grandparent which meet these
criteria, or had been resident in the UK for at Lleast
five years; or 2) a citizen of a Commonwealth country
and had a parent born in the UK and Istands and was a
citizen of UK and Colonies, or is/had been married to a
man with patrial status. From January 1973 onwards, all
Commonwealth citizens who were not categorised as
partials would be in the same position as 'aliens' for
purposes of entry and settlement in the United

Kingdom. [Evans: 19831

._39_



Hislorical Overview

The 1971 Act abolished the employment voucher system and
it was now necessary for all nationals outside the EEC
to have a work permit. The permit normally lasted for
12 months and restricted the holder to a partlcular job
with a specific employer who had applied for it,
Migrant doctors were exempted from the work permit
system, and only required an entry certificate in order
for them to take up medical posts in the UK. ([Evans:

1983, Handsworth Law Centre: 19801}

This Llargely Llaissez-faire attitude to the entry of
migrant doctors remained without significant change
until new immigration rules were introduced iIin April
1985. These new rules in combination with the advent of
limited registration, effectively removed the special
exempt ions which had previously governed the entry of

migrant doctors and dentists into Britain to train and

work. Under these new regulations, migrant doctors had
to undertake medical and language assessment
examinations on entry to the UK as visitors. ¥ they

passed the test, then they were eligible to apply for
limited registration and could request the Home Office
to allow them to remain in Britain with a permit—free
status for the purpose of undertaking postgraduate
training tn a hospital for up to four years. [Anwar &

All: 19871 All other migrant doctors seeking to work in
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Britaln would be subject to the same work permit
restrictions as all other migrant Labour entering

Britain.

RESEARCH DATA ON MIGRANT DOCTORS

'Professional’ and political concern over migrant
doctors working in the NHS, prompted three research
initiatives in the late 1970's and early 1980's. [CRC:
1976; Smith: 19280; Anwar & Ali: 19871 These studies,
elither rely on aggregate national data similar to that
presented above, or on sample surveys which represent
Little more than a 'snap shot' picture of migrant
doctors, or a combination of the two. The authors
concur that a detailed historical overview of doctor
migration is difficult, if not impracticable, due to the
lack of historical data. Consequent ly, while these
studies do not contribute significantly to a historical
understanding of doctor migration, they do provide
additional information on the position of migrant

doctors working in Britain.

The three studies illustrate that Britain relies heavily
on the labour of migrant doctors generally, and doctors

from the Indian subcontinent in particular. One-quarter
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of all doctors working in the NHS are migrant doctors:
about one-fifth of GPs and about one-third of hospital
doctors, with the majority originating in the Indian

subcont i nent.

All three studies also conclude that black migrant
doctors are a disadvantaged grouping within the
occupational structure of medicine. The evidence of the
research Indicates that migrant doctors from the New
Commonwealth are: 1> over—-represented in the Llower
hospital grades and under—-represented 1in the higher
hospital grades; 2) over-represented In the less popular
hospital specialties and under-represented in the more
popular hospital specialties; 3) generally only reach
higher hospital grades in those specialties which are
less popular; and 4) under-represented in the teaching

districts. [CRC: 1976; Smith: 1980; Anwar & Ali: 1987]

The under-representation of black migrant doctors in
teaching hospitals is significant because migrant
doctors come to the UK primarily to gain more experience
and qualifications. Teaching hospital districts are
generally regarded as offering a wider range of training

opportunities than non-teaching ones, and in the case of
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London teaching hospitals their workloads are generally

lighter.

The study for the Commission for Racial Equality by
Anwar and All (1987, provides the clearest evidence
that the disadvantaged position of biack migrant doctors
is due to racist discrimination. The primary objective
of the research was to compare the position of white and
black British—-trained doctors with simitar

qualifications.

Although the numbers of British trained black doctors
was relatively small and the findings concerning them
coutd only be regarded as indicative rather than
conclusive, the report argued that in relation to the
main segregation patterns, black British—trained doctors
were located in very similar positions to their black
overseas—trained colleagues. [Anwar & Ali: 1987] This
suggests that country of birth and first qualification
are less significant factors in recruitment and career

progress, than one's supposed 'racial' classification.
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SUMMARY

This chapter has attempted to provide a brief outline of
the historical context of doctor migration from the
Indian subcontinent. It has been shown that this
migration has occurred within the parameters set by the
uneven development of capitalism internationally.
India's inability to develop its British based system of
medical care in terms of postgraduate medical training,
and Britain's need for qualified doctors in an expanding

NHS, provided the basis for this migration.

Britain's NHS also benefited economically from this
arrangement.. By encouraging the migration of already
qualified doctors from the Indian subcontinent, doctors
who had been trained in the 'British way', Britain did
not have to fund their initial training. The costs of
producing this qualified migrant lLabour had been born by

India.

Comprehensive historical data on this transfer of
medical iabour, 1is scarce. Only in recent years have
the DHSS and Home Office collected and published
anything approaching effective records. Despite this,

no ILnformatlion is provided in relation to a detailed
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breakdown of country of origln or first qualification.
At best, the data only indicates how heavily the NHS has

relied on migrant doctors to meet its service needs.

The degree to which the NHS has relied on migrant
doctors is, however, lLikely to be less in future years.
Both the British 'professional' occupation of medicine
and the State have operated to restrict the entry and
the activities of black migrant doctors In particular.
The !'profession' actively sought to question the
competence and standards of black migrant doctors, and
as a result was able to impose increasing restrictions
on their entry in terms of assessment procedures, reform
of registration requirements and withdrawal of

reciprocity in the recognition of qualifications.

The British State supported these changes within the
‘professional' occupation of medicine, and importantly
gave official recognition to the 'problem' of black
migrant doctors through the Merrison Report. In
addition, it subsequently removed the exemptions black
migrant doctors had historically received in relation to

lmmigration regulations,
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The supposed 'probliem' of black migrant doctors, also
gave rise to a number of research projects which
investigated their situation in Britain, This research
data consistently identified the fact that black migrant
doctors in particular were located in a disadvantaged
position within the ' professional! occupation of
medicine. They were over-represented in the Llower
hospital grades, the less popular specialties and the
non-teaching districts, and under—-represented in the
higher hospital grades, the more popular specialties and
the teaching districts. They tended to reach the higher
hospital grades only in those specialties which were

less popular.

Evidence from the CRE, which compared the position of
white British trained doctors and black British trained
doctors, illustrated that black British trained doctors
were located in very similar positions to their overseas
trained colleagues. This clearly indicates that it is
not necessarily the doctors country of birth or first
qualification which mitigates against career progress in
the NHS, but rather it is the doctors supposed 'racial
origin' which Llargely determines their disadvantaged

position in the medical occupational structure.
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The above historical overview of doctor migration to
Britaln, has indicated that processes have operated to
first, encourage the migration of doctors from the
Indian subcontinent to Britain, and then second, to

produce various mechanisms of restrictive controls on

that migration movement. The complex detail of those
processes is the subject matter of Chapters, 1V, V and
VI. These chapters wlll investigate how the ideologies

of racism and nationalism, and professionalism, have
operated as mechanisms of inclusion/exclusion and
Justified discrimination and disadvantage in the
'professional'! occupation of medicine. Before moving on
to this historical Iinvestigation, however, the main
theoretical concepts of analysis will be elaborated, and

the research method will be outlined.
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INTRODUCTION

This chapter 1is divided into two distinct sections. The
second section will outline the methods used. The first
section will elaborate the central theoretical concepts
which will be used to enalyse the historical and
emplirical evidence presented in Chapters IV, V, VI. It
will be shown that sociology's traditional
conceptualisation of ‘race' and ' profession' are

inadequate.

It will be argued in respect of the concept of 'race’,
that soclology has traditionally tended to give
analytical importance to the concept which 1s not
deserved. Although people act as though distinct
‘'races' exist, it 1s not appropriate to take these
directly experienced social phenomena as the starting
point of analysis. To do so, disconnects these
phenomena from the material conditions of their

existence and reproduction.

It will be argued that ‘races' do not really exist, and
therefore, should not be given undue importance by
making them the starting point of sociological analysis.

Rather, the belief in the existence of distinct ‘races’
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is the outcome of historical, political and ideological
processes. It 1s these processes which should be the

starting point of analysis.

With respect to the concept of 'profession', it will be
argued that certain occupations, such as medicine,
should not be defined as a 'profession’ as a result of
some supposed unique characteristic assoclated with the
occupation, such as occupational autonomy. Rather,
certain occupations can be defined as a 'profession' by
virtue of their political power to be successful
historically in having their claims to 'professional

status' accepted as legitimate.

My contention is that first, racism and professionalism
should be regarded as 1ideologiles. Ideologies that
justify and legitimate the categorisation process which
identifies people as distinct 'races' and certain
occupations as 'professions', and as a consequence of
this categorisation process, operate as mechanisms of
inclusion/exclusion. Second, that these processes of
categorisation should be conceptualised as racialisation
and professionalisation respectively. In combination,
these political and 1ideological relations present

otherwise common class interests as appearing to be
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fractured. Third, that as ideologies which operate as
mechanisms of inclusion/exclusion, racism and
professionalism are able to articulate with each other.

I will begin by outlining my definition of ideology.

THEORY — THE CENTRAL ANALYTICAL CONCEPTS:

IDEOLOGY, RACISM AND RACIALISATION, AND PROFESSIONALISM

Ideology

A Marxist conceptualisation of 1declegy argues that
ideoclogy has its origins 1in the way class society
organises human productive practice. It 1is through
human productive practice, by creating and reproducing
themselves and society, that humans come to know and
understand the social reality of which they are a part.
In these terms, the ideas which allow humans to make
sense of their existence, are grounded in the material
and social reality of that existence. Within capitalist
class soclety, however, the underlying material
conditions of human existence, which determine the
class-based nature and form of capitalist soclety, are
not directly accessible to human consciousness. This is
due to the relational character of capitalist social

reality. [Larrain: 1979, 1983]
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Marx characterised this aspect of capitalist society by
the distinction between essence and appearance (or
phenomenal form). Appearances are the phenomens of the
external, social world, and are the representations of
social reality which become 1internalised as people's
lived experiences of that world. Phenomenal forms are
the obvious, directly experienced forms of social
reality. They constitute the surface appearance of the
way 1in which capitalist society 1s organised, and
manifest themselves as universal, natural and
inevitable. Essence, on the other hand, are those
underlying relations which provide the conditions for
the existence of the phenomenal forms. The essential
relations explain the form and content which the
phenomenal form takes. [Geras in Blackburn <(ed): 1972;

Larrain: 19791}

It is the class—based nature of capitalist society which
constitutes the essence of that society. These
essential relations give rise to and explain the form
and content of the phenomenal forms which manifest
themselves. It is these phenomenal forms which people
experience directly and make sense of 1n order to

understand their role and place in socliety.
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If the phenomenal forms of capitalist social reality is
the basis of human consciousness, then the ideas with
which humans make sense of that reality will fail to
grasp it completely in its totality. Human conscious-
ness will not penetrate to, or be able to comprehend,
the underlying essential structures which give rise to
the phencomenal forms. Human consciousness under these
conditions, therefore, operates to misrepresent and
distort human understanding of the material and social

world. This 1s the basis of ideology.

Ideology comes into existence, therefore, as a
consequence of the transformation of essential relations
into their phenomenal manifestations. This transform—
ation is referred to as the process of reification.
Reification can be understood as the process which
gives the phenomenal form of reality an independent
existence which 1t does not actually have. [Larrain:
19791 By operating 1in this manner, the essential
relations which give rise to the phenomenal form, become
obscured and appear to play little or no part in human
experience and understanding. Under these circum—
stances, the class-based nature of capitalist society is
largely hidden from human experience. The social
relations which are directly experienced, are perceived

as natural, universal and inevitable. They appear to be
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disconnected from their origin in essential relations:
essential relations which are the outcome of a specific
set of class-based relations of exploitation. [Geras 1in

Blackburn (ed): 1971]

Reification presents the phenomenal form of capitalist
social reality as the cutcome of natural and universal
processes which are independent of human thought and
actions. The fact that capitalist society is the result
of a specific way of organising social relations is
obscured, as 1s the recognition that other forms of
organising society are possible which do not create a

class society based on exploltation.

Ideclogy, therefore, can be conceptualised as the
projection into consciousness of the experienced,
external, phenomenal world, and is the mechanism through
which humans make sense of and participate in that
world. The experienced world, however, is a distorted
phenomenal representation of wunderlying and largely
hidden essential structures. Consequently, ideological
consciousness becomes a distorted representation of
social reality, which obscures the nature and content of
the essential relations, and operates to Jjustify and

legitimate the existing social structure.
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In conceptualising 1declogy in this way, the phenomenal
form should not be regarded merely as illusory. Both
appearances and essence are real, because reality is the
unity of essence and appearance, [Larrain: 198791 The
relationship between essence and appearance should not
be regarded as an external causal one, 1ie. that the
essence causes, deterministically, the phenomenal forms.
The relationship is more appropriately conceptualised as
one of internal entailment, where the phenomenal form
embodies incomplete, but practically adequate, rep-
resentations of the essence. [Sayer: 1979] In other
words, the correspondence between essence and appearance

cannot be regarded as one of total continuity.

There are at least two consequences for 1ideology in
relation to this lack of continuity between essence and
appearance. First, because ideology arises out of the
relationship between essence and appearance which is not
causal and deterministic, it can generate effects within
capitalist soclety of its own accord, although always
within the parameters set by the capitalist mode of
production. This possibility will become clearer in the

next part of this chapter, when racism 1s examined.
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Second, discontinuity can arise where ideology may
itself contain contradictory notions, and therefore,
will be unable to adequately make sense of the material
world for humans. In this sense, ideology 1is
continually negotiated esnew 1in relation to the partial
experience humans have of their material conditions of
existence. This allows the possibility of creative and

alternative forms of theory and practice emerging.

The notion of creative alternative forms of ideological
thought and practice has been taken up by Paul Willis.
[Willis in Barton & Walker <(eds): 1983] He concept-
valises this process as one of cultural production.
Willls defines cultural production as:
the active, collective use and exploration
of received symbolic, 1deoclogical and cultural
resources to explore, make sense of and

positively respond to 'inherited' structural and
material conditlons of existence. (1)

Willis is arguing that while individuals are born into a
given, already existing social structure with its own
ideclogical and cultursal symbols and resources, these
mechanisme of making sense of the world may not be
totally appropriate in terms of explaining the
individuals actual material and social existence.

Consequently, 1in order to make 'better' sense of their
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participation in the social world, individuels
constantly respond in an active and creative way to the
given 1deological and cultural symbols and resources.
As a result, revised and ‘'new' forms of ideological and

cultural images and resources are generated.

For example, black people have generated for themselves
positive 'race identities' as a challenge to the given
content of racist categorisations. This, however, while
performing a subjective role, appears to have done
little to undermine the ‘'‘mythology of race'. This 1s
probably not surprising, given that positive 'race
identities' continue to reproduce the belief 1in the
existence of distinct ‘races', and therefore, this
positive conceptualisation 1itself continues to obscure
the historical and political process of racist
categorisation on the basis of skin colour. This
process of ‘race—making' will be examined next, and the
conceptualisation of ideology elaborated above will be

used in relation to racism

Racism and *'Race—-Meking': The Mythology of ' Race'

The aim of this section is to reveal the ideological

basis and content of racism, and thereby re-construct a
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more appropriate theoretical framework within which to
understand the production and reproduction of racism
This will be partly achieved by critically referring to
some of the main arguments which underpin how sociology
has traditionally analysed ‘'race' and racism. It is not
my intention, however, to 1investigate the whole
substantial 1literature which 1is associated with the
soclology of 'race relations'. This tradition contains
Weberian, Functionalist and so—-called Marxist
interpretations of the ‘'race relations' problematic. <2)
A systematic exegesie and critique of this literature
has been undertaken by others. (3) 1 will then go on to
outline in some detall my preferred neo-Marxist
approach, which while defining racism as an ideology,
grounds its preoduction and reproduction within

capitalist relations of production.

The Sociology of °'Race Relations’

The colonial and post-1945 history of British racism, as
we shall see in the Chapters IV, V and VI, has been
produced and reproduced within the language of the
concept ‘'race’'. Black people have historically been
perceived as fundamentally different and 1inferior to
white people, by virtue of the biological difference of

skin colour. Other social and cultural characteristics
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have then been attributed to thie apparent basic

difference.

Sociology too, has historically recognised certain forms
of social 1interaction as being structured by beliefs
about the existence of distinct 'races'. The concept of
‘race' can be defined as a classification based on the
belief that the percelived difference which distinguishes
the =specified group |1is immutable and fixed 1in
nature. [ Kahn 1in Husband <(ed): 1982] This process of
‘race identification' usually takes the form of
biological categorisation by phenotype and/or genotype.
The biological groups identified are then structured
hierarchically and typlcally attributed with fixed
cultural characteristics. [Miles in Husband <(ed): 1982]
The analysis of social relations categorised 1in this
way, has given rise to the sociology of ‘race
relations'. Racism and discrimination are perceived as
the primary and 'natural' outcome of relations between

the distinct ‘races'.

The sociology of 'race relations' characterises ‘race’
and its derivatives, racism and the 'race relations'
problematic, as real soclal categories. They are

presented as referring to real social and political
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phenomena which have determinant effects in the material
world. 'Race', ‘'race relations' and racism become the
objects of descriptive and explanatory importance: they
become the objects of analysis. To focus exclusively on
‘race' and 1its derivatives in this way, however, implies
that black people are in opposition to, or outside of,
other locations 1in the social structure, such as class.
In these terms, 'race' and class are given equivalence
as analytical concepts within the sociology of ‘race
relations'. This has led some Marxists [eg. Sivanandan:
18821 and others, to grapple with the apparent problem
of the relationship between 'race' and class 1n
sociological theory. [Miles: 1982; April 1984] It will
be argued below, that this so-called ‘'problematic 1is

itself the consequence of racialised thinking.

In utilising the concept of ‘race' 1in this way, 1t
appears as though it is the facticity of black people,
of 1itself, which generates racism organised around
colour, and as a consequence leads to discrimination.
Skin colour becomes the biological referent through
which ‘race identification' takes place. The belief in
the existence of distinct ‘races’ 1is the mechanism
through which relations of superiority and inferiority
can and are reproduced. This in turn informs the

practices guiding social interaction between the ‘races’
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and produces unequal outcomes. The disadvantaged
position of black people is explained primarily as a
consequence of them belonging to a distinct and inferior
‘race’, a categorisation which 1s presented as a

‘natural' phenomenon.

The sociology of ‘race relations' has generally remained
within the discourse of 'race'. It has tended to
analyse what 1s believed to be, ie. that 'races' exist,
and has uncritically accepted this perspective as the
correct starting point of analysis. This has remained
the case despite writers such as Rex, recognising that
the concept ‘'race' is socially constructed and not an
appropriate basis for sub-dividing the worlds population
into discrete groups. [Rex: 1970] In this way,
although studies in the fileld of 'race relations' have
done a great deal to reveal the endemic nature of racism
in British society, by remaining within the 'race’
paradigm, the socioclogy of ‘'race relations' has tended
to continue to reproduce the mythology of °‘'race'. We
have to look beyond the sociology of 'race relations'
towards a political economy of racism in order to de-

mythologise the concept of 'race'.
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A Political Economy of Racism

A political economy perspective on racism is provided by

Robert Miles in his book, Racism and Migrant
Labour (1982). Miles argues that the ©biological
arguments for the existence of ‘races' are without
scientific and objective foundation, and that

variability in phenotype and genotype prevent a division
of the world's populations into discrete and permanent
‘races' which can be structured hierarchically. Put
simply, there i1s no scientific basis for the concept of
‘race'. The pseudo-science of the nineteenth century
nor twentieth century genetics, provide any evidence for
the existence of 'races’'. Consequently, the concept of
‘race’ and 1ts derivative ‘race relations', have no
analytical value, and the apparent 'problem' of the

dichotomy between ‘'race' and class dissolves.

Miles goes on to argue that the continued adherence to

the concept of 'race! and the ‘race relations'
problematic in academic discourse, 1 due to the
reification of the concepts. As we saw earlier 1in the

discussion of ideology, reification is the process by
which the relational character of capitalist soclal
reality is misrepresented. By reifying its

conceptualisations the sociology of ‘race relations' 1is
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only addressing the apparent or phenomenal aspects of
the social world, and by giving them a determinate
status equivalent to that of the essential relations
which are the basis of their origin, the phenomenal
categories of ‘race' and ‘race relations' become
incorrectly perceived as the real and active subjects

of analysis.

By conceptualising social reality in terms of the
distinction between phenomenal forms and essential
relations, Miles can recognise that people do conceive
of ‘races' and also that some social relations are
described as ‘race relations'. The concept of 'race',
however, has no objective reality, and therefore, the
notion of ‘'race' and the ‘race relations' problematic
merely represent 1ideas. They are the 1deas through
which humans make sense of some of the social relations
they experience. The concept of ‘race' 1s a social

construction. It is the social significance attributed

to biological difference, such as skin colour, which
generates the view that there are differential social
relations defined in terms of 'race'. It is this social

significance which structures social interaction, rather

than the mere facticity of biological difference, such
ag skin colour. [(Miles: 1982} Signification, therefore,

is:
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a central moment in the process of
representation, that is, the process of
depicting the socilal world and social processes,
of creating &a sense of how things 'really
are'. 4)

The idea of ‘race’ is, therefore, the result of a
process of signification whereby certain phenotypical
characteristics are attributed with meaning and are then

used to organise human populations into distinct groups

defined as ‘'races'. Groups categorised in this way are
also usually attributed with certain cultural
characteristics. The result is that these groups are

then perceived as embodying a specific set of biological
and cultural attributes. This process of 'race-making',
whereby the application of the 'race' 1label to groups
distinguished by certain signified phenotypical and
cultural characteristics, represents an aspect of the
social construction of reality. ‘*Races' are socially

imagined rather than biological realities. [Miles: 1989)

The process of 'race-making', where the idea of ‘race'
is socially constructed and reproduced, 1s concept-
ualised as the process of racialisation. Racialisation
can be defined as:
the political process by which attributes,
such as colour, country of origin, language,

religion, values and beliefs are defined as
constituting discrete organising principles of

_.65._



Theory and Method

human consclousness and conduct. These
attributes are thus used to categorise people
into groups, and such groups are deflined as
‘races’. Ractalisation ossifies historically
specific cultural responses 1into unchanging and
unchangeable elements of human identity. An
individuals 'raclal' characteristics then assume
the burden of explaining thelr behaviour and
attitudes. Racialisation puts the concept of
‘race' 1Into everyday discourse; ‘'race—-ism' 1s
the ideological form of thls process. (5)

Raclialisation 1s the real social process, whereby the
‘race' label 1s socially constructed and applied in the
social world, and 1ts application produces specific

effects of itself through racism ([Miles: 1982]

The conceptualisation of the 'race-making' process as
one of racialisation means that racism and
discrimination derive from racialisation and not from
the 'presence of races'. In these terms, Miles defines
racism as an ideology, and distinguishes racism as an
ideology from discrimination as the practice. (Miles:
19821 He defines the concept of racism as referring to:

those negative beliefs held by one group
which 1dentify and set apart another by
attributing significance to some biological or
other 'inherent' characteristic(s)> which 1t 1s
said to possess, and which deterministically
assoclate that characteristic(s) with some other
(negatively evaluated) feature(s) or action(s).
The possession of these supposed characteristics
may be used to Jjustify the denial of the group
equal access to material and other resources
and/or political rights. (6)

Racism defined in these terms operates as an ideology of

inclueion for the group performing the signifying, and
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as an 1deoclogy of exclusion from the group being

signified. [Miles: 1989]

If we utilise the concept of ideology elaborated
earlier, we can see that racism as 1ideoclogy is not
imposed upon people 1n order to produce a conscious
falsification of social reality. It has 1ts own
conditions of existence and reproduction, although these
are set within the constraints of the material basis of
soclal 1life. Capitalist production relations are the
terrain upon which racism <(and other ideclogies) are
generat ed and reproduced, although not determin-
istically. In these terms, 1ideoclogy is not fixed and

given, but 1is actively produced and reproduced through

the 1lived experience of humans. Their content and
object are, therefore, the subject of change. As =8
consequence of this, ideology can have specific

structural effects upon capitalist production relations.

The political process of racialisation 1s similarly
produced and reproduced within the context of the
capitalist mode of production. The mode of production
determines the nature and form of the class structure.
The process of racialisation, therefore, occurs within

the parameters set by the capitalist mode of production,
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including the relative positions of classes. Yet,
because 1deological and political processes can have
specific structural effects upon capitalist relations,
raclalisation can precipitate specific conjunctures
within the economic, political and ideological relations

of the social formation. [Miles: 1982]

As a consequence of thisg, raclalisation results in the
fractionalisation of classes. In other words, in so far
as people act upon racialised world views; that s,
where discriminatory practices produce patterns of
segregation organised around colour which result in
differential material rewards, then in this sense, one's
fundamental class 1interests appear to be 'fractured'.
Racialisation 1s one means by which persons are
allocated to specific positions within the structure of
class relations. [Miles: 1982] Miles, himself, puts it
in the following way:

The articulation of racism, and the development

of practices 1n accordance with this ideology,

is but one means by which persons are so

allocated and reproduced within & soclal

formation, not simply as a class, but always as

a class fraction. In the historical instance of

labour migration from the New Commonwealth to

Britain since 1945, the political and the

ldeclogilcal have had determinate effects,

simultaneously with the economic, in creating

and reproducing a racialised fraction of the
working class (and other classes). (7)
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The raciaelisation of people and groups, by definition
entalls the racialisation of the processes which they
participate in, and thereby, the structures and
institutional arrangements that ensue. Miles argues
that institutional racism should refer to two sets of
circumstances. First, where exclusionary practices
originate from a racist discourse, but may no longer be
overtly Justified by that discourse. For example,
although British immigration legilslation does not employ
an explicitly racist discourse, the debate was conducted

within a racist discourse at the time. [Miles: 19891}

The second case of institutional racism refers to those
circumstances where an overtly racist discourse has been
altered to remove its explicit racist content, but other
words are then used which embody the original racist
meaning. For example, British immigration legislation
refers to controlling the entry of 'immigrants' in order
to promote good 'race relations'. '‘Immigrant' became/
remains a euphemism for ‘coloured' or 'black' migrants,
so that controlling the entry of ‘immigrants' was
understood to apply principally to ‘black' migrants.

{Miles: 1989]
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We shall see below, that this second from of
institutionalised racism did occur in relation to black
migrant doctors. In the mid-1970's, the occupation of
medicine constantly referred to doctors with a lack of
competence 1n English ae a 'problem' for service
provision for the NHS. Lack of competence in English
was understood to refer primarily to black migrant
doctors. Consequently, the formal testing procedure
introduced at this time for all newly arriving migrant
doctors, wase also understood to apply principally to

black migrant doctors.

By conceptualising racism as an ideclogy, and
recognising the belief 1in the existence of distinct
‘races' 18 socially constructed through the ‘'race-
making' process of racialisation, 1t has been possible
to move beyond the limitations of the 'race relations'
discourse. Black people do not constitute a distinct
‘race', but are located as a racialised class fraction,
where racism becomes the justificatory mechanism through
which this allocation is produced and reproduced. The
ideology of racism, therefore, operates as & mechanism

of exclusion/inclusion.
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Raciem 18 not the only ideology which operates as a
mechanism of exclusion/inclusion. If two or more
ideologies operate in this way, there is the possibility
that the ideologles will combine and interact with each
other 1in various ways to facilitate exclusionary/
inclusionary outcomes. Miles suggests that this process
of ideological articulation is evident in the
relationship between racism and nationalism. Miles:

1987; 1989] This is the subject of the next section.

Nationalism will also be shown to be an important factor
in the post-war racialisation process. For example, 1in
the general political arena Powell used a nationalist
discourse to Jjustify his position on immigration and
repatriation. From the 1late 1960's onwards, the
occupation of medicine used the language of nationality

to identify black migrant doctors as a 'problem'.

In addition, the process of ideological articulation is
a significant process in relation to the racialisation
of migrant doctors. It will be argued below, that
professionalism is most appropriately conceptualised as
an ideology which operates as a mechanism  of
inclusion/exclusion, and that as an ideology it operates

in combination with racism and nationalism to racialise
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migrant doctors within the occupation of medicine. This
articulation will be confirmed when the historical and

empirical record is examined in Chapters IV, V and VI.

Ideclogical Articulation

Miles argues that the ideology of nationalism operates
to justify and legiltimate the belief that the world's
population c¢an be naturally divided 1into distinct
‘nations’ on the basis of cultural difference, usually
identified by language. Nationalism Justifies this
notion by asserting that the 'nation' defined in this
way represents the ideal 1location for the continued
reproduction of the collective self-determination of a
people within recognised geographical boundaries, which
embodies the ‘'national' character and identity of that

people. [ Miles: 1987, 1989]

Ae with the idea of ‘'race’, the 1dea of ‘nation'
represents a social construction and a reification of
concepts. Cultural differences only have social effects
when social significance is attached to that difference.
It is the process of attribution of significance which
is the active element in the process of categorisation,

rather than the fact of cultural difference in itself.
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The idea of 'nation' 1s reified because it is presented
as the appropriate object of analysis with an existence
which is independent of the material conditions of its
origin and reproduction. The real object of analysis
should be those processes which came together
historicelly to put the 1idea of ’'nation' into social
discourse and then continued to reproduce it 1in 1its
varying forms. The content of nationalism 1is the
ideoclogical aspect of this process, which operates to
legitimate and justify the continued use of the idea of

‘nation’. [(Miles: 1987; 1989]

The idea of ‘nation', 1like that of ‘race', 13 a category

of exclusion/inclusion, where the boundary of
categorisation in the case of ‘nation' 1is cultural
rather than biological. The potential for the

interlinking of the two 1ideas is clear, when it 1is
remembered that the idea of ‘'‘race' asserted that the
biological criteria that supposedly defined a distinct
‘race’', also determined the cultural characteristics
attributed to that group. With the idea of ‘'nation'
defined in terms of a cultural collectivity, then it is

possible that ‘'nation' could refer to a biologically

grounded grouping sharing similar cultural
characteristics. In these terms, 'nation' becomes the
location for a particular ‘race': an articulation where
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‘race' 1is ‘nation'. This proposition is verified by the
recognition that the 1ideas of ‘race' and 'nation'
underwent a similar process of theorisation during the
late eighteenth and nineteenth centuries. [Miles: 1987;

19891

The correspondence between the idea of ‘race' and the
idea of ‘'nation' <clearly have implications for the
manner in which the discourse surrounding black
migration to Britain in the post-1945 period was con-
duct ed. On the one hand, a conception of English/
Britishness based on the ideas of ‘nation' and 'race',
would provide a definition of self and belonging, as
well as a definition of other and outsider. Black
migrants from the New Commonwealth would thus be

signified as a threat, an intrusion or a dislocation of

the imagined community that constitutes that
Englishness/Britishness. On the other hand, with the
idea of ‘nation' grounded in the idea of ‘'race', then

the use of a nationalist arguments to either justify
increased immigration controls on black migrants, or
increased controls on the entry of Indian migrant
doctors, would by definition contain ‘hidden' references

to a discourse of 'race.

_74_



Theory and Method

The relationship between racism and nationalism 1is
clearly very close, even symbiotic. The next section
will explore the notion of professionalism, and it will
be argued that professionalism is also an ideology which
operates as a mechanism of inclusion/exclusion.
Consequently, because the three distinct ideologies
share the common characteristic of being mechanisms of
inclusion/exclusion, professionalism could articulate
with racism and nationalism 1in the racialisation of
migrant doctors. The examination of the historical and
empirical record in Chapters IV, V and VI will confirm
this. The relationship between professionalism on the
one hand, and racism and nationalism on the other,
however, 1s not symbiotic, as is the case between racism

and nationalism.

Professionalism as Ideology

Introduction

Sociology's response to the issue of the ' professions'’
and professionalism, has traditionally operated on the
basis that one or more of the supposedly unique
characteristics associated with certain occupations
defines it as a 'profession'. I want to suggest, by a

critical analysis of a selection of the sociological
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material, that criteria such as occupational autonomy,
are an inadequate basis for defining an occupation as a
‘profession'. Rather, 1t is the power an occupation is
able to exert, to both successfully claim ‘'professional
status' and have that claim legitimated, which operates

to define an occupation as a 'profession'.

It will also be argued that a successful claim to
‘professional status' and its 1legitimation, is the
result of the process of professionalisation.
Professionallsation 1is the process whereby certain
occupations such as medicine, have historically produced
and reproduced an ideology of professionalism to justify
and legitimate their supposedly special status, their
high material rewards in society, and sustained thelr
mechanisms of 1inclusion/exclusion to the occupation.
The first task, however, 1s to briefly outline how
sociology has traditionally analysed the concept of

professionalism.

Sociology and Professionalism

A review of some of the pertinent sociclogical
literature relating to professionalism, tends to fall

into two broad perspectives. (8) On the one hand we
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have the traditional or orthodox view of sociology,
which 1is represented by the 'trait' and ®'functionalist'
approaches. On the other, are more recent alternative
conceptualisation provided by Freidson's neo-Weberian

approach, and Johnson's neo—Marxism.

The ‘trait’ and ‘functionalist' approaches, have
utilised the concept of professionalism to refer to a
set of supposedly essential elements which serve to
distinguish 'professional' occupations from other forms
of occupation. For example, the key characteristics
which would define the occupation of medicine as a
'profession' would include the notion of & skill base
that requires a long period of specialised education, a
comprehensive system of testing the standard of those
acquired skills, self regulation through autonomous
organisations, an adherence to a code of ethics which
governs the practice of the specialised skills, and a
service ethic which 1s oriented to the community
interest rather than the self-interest of the
'professional’. These characteristics are then said to
explain both the status and high income afforded the

occupation. [Johnson: 1972]
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The 'trait' approach, 1s an atheoretical attempt to
provide a model or ‘ideal type' of 'profession'. A

simple 1listing of attributes which are viewed as

essentially 'professional', and which constitute a
‘checklist' against which to measure an occupations
'professional' status. The 'functionalist' approach
attempts to be more analytical. The characteristics

identified are supposed to 1llustrate the functionally
positive contribution the ‘'professions' make to the
maintenance of society. [Johnson: 1972] The occupation
of medicine, for example, 1s functionally significant
because many of its activities involve the reproduction
of soclety's members, which 1is an essential requirement
for the maintenance of society. [Johnson: 1976] This
functional significance 1s presented as the basis of

professional power. [Johnson: 1972]

An alternative explanation 1s provided by Johnson and
Freidson, although from different theoretical
perspectives. [Johnson: 1972; Freidson 1in Halmos (ed):
19731 They argue that orthodox sociology's
conceptualisation of professionalism does not really
provide the basis for a definition of 'professional'
occupations. For them, professionalism does not
correspond to the supposed nature and content of the

work undertaken by 'professional' occupations. Rather,
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professionalism refers to a specific form of
occupational control: autonomous control of the
occupations activities by the occupation

itself. [Wilding: 19821

Freldson argues from a neo-Weberian perspective, that
professionalism 1s most appropriately understood in
relation to the increasing significance of science and
technology 1in a 'post-industrial' world, where the
dominant class will 1increasingly be constituted by
'professionals' and 'technologists'. Freidson suggests
that the °'professional' occupations represent a unique
form of organised work, which 1s due to a dual and
mutually reinforcing tendency inherent 1in Kknowledge-
based labour. Not only does this type of labour tend
towards the establishment of stable occupations, but
also the complexity and esoteric nature of its content
renders it resistant to processes of routinisation and

fragmentation. [Freidson in Halmos <(ed>: 1973]

This inherent resistance to routinisation and
fragmentation provides an effective barrier to
intervention in the organisation of 'professional’

occupations from external agencies, such as management

or the State. In these terms knowledge and technique
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are perceived as having their own internal logic, which
not only determines the emergence of specialised
functions, but also their resistance to other forms of
authority. The authority structures of post-industrial
socliety, therefore, are characterised by conditions
which enable the emergence and future dominance of
knowledge-based occupational groups - a 'professional

class' of technocrat's. [Freidson in Halmos (ed): 19731}

Freidson's argument asserts that it 1s the complex and
esoteric nature of expert knowledge that provide the
conditions under which an occupation is able to secure
for 1itself, autonomy and monopoly over 1ts practice.
Expert or ‘'scientific' knowledge becomes the basis for
both 'professional' power and the status and high
rewards offered to these occupations 1in society.
[Freidson in Halmos <(ed): 1973; Johnson 1in Scase (ed):
19771 For Freidson, professionalism as a form of
autonomous occupational control, 1is determined by the
complexity and esoteric nature of 'scientific’ knowledge
associated with the nature and content of the work done

by 'professional’ occupations.

For example, the medical ‘profession' would derive its

high status and material rewards from the complex and
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esoteric nature of the occupations knowledge base. Its
complexity arises from 1its reliance on a variety of
natural sciences, such as biology and anatomy. Its
esoteric or mysterious nature would derive from the
cccupation dealing with life and death situations. It
is this dual quality of medicine's knowledge base which
ensures the activities of the occupation are best left
to the occupation itself to manage and regulate. Other
agents, such as NHS managers or the relevant State
authority, would not have the appropriate knowledge to
judge whether an occupatiods activities were appropriate

to any given medical or clinical situation.

Johnson, arguing from a neo-Marxist position, suggests
that professionalism 1s 1in reality a strategy. A
strategy by which an occupation aims to achieve for
itself those characteristics which appear appropriate in
defining it as a 'professional' occupation, and thereby,
secure its aut onomy and monopoly over practice.
[Johnson: 19721 The strategy of professionalism is only
effective when the core work activities of the
occupation fulfil the global functions of capital 1in
terms of surveillance and control. ([Johnson 1n Scase
{ed): 19771 For example, the ‘profession' of medicine
only came 1into existence when ideological processes,

such as claims to competency and expertise based on
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scientific rationalism, effective self-regulation and
control and, service ethic, and politicel processes,
such as State sanctioning of occupational autonomy and
monopoly of practice, which in combination operate to
sustain occupational autonomy, are consistent with the
requirements of capital and the specific function of

medicines role in the reproduction of labour power.

In these terms, professionalism as a strategy is also a
professional ideology, whose component characteristics
operate to Justify occupational power, privilege and
status. In addition, professionalism as a form of
institutionalised occupational control, represents for
Johnson &a process which "“i1s Integral to the class
structuration” of the medical 'profession' as part of
the new middle class. {JTohnson 1in Scase (ed): 1977;
pl1061 For Johnson then, professionalism is a strategy,
an ideology, and as a form of occupational control

operates as a mechanism for intra-class structuration.

All the four approaches outlined above define certain
occupations as 'professions'’ in relation to one or more
supposed unique criteria, which are associated with the
activities of the occupation. I want to suggest, by a

critical analysis of the four approaches, that an
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occupation may only be defined as a 'profession', if
historically, 1t had the political power to succeed 1in
its claim to 'professional status'. The criteria which
are supposed to define an occupation as a ‘'profession®
such as occupational autonomy, therefore, represent the
ideology of professionalism rather than the basis of
definition. To create and sustain these claims to
'professional status', occupations such as medicine have
produced and reproduced an ideology of professionalism,
which operates to Justify and legitimate their
supposedly special status, their high material rewards
in society, and their mechanisms of inclusion/exclusion

to the occupation.

A Critigue and Re—-Construction

The key concept 1in understanding how these four
approaches misrepresent the true nature of 'professions’
is that of reification. We earlier defined reification
as the process which misinterprets the relational
character of capitalist society, whereby, the phenomenal
representations of social reality appear to have an
existence independent of the essential relations which
are the basis of their existence. All four approaches
reify the concepts they utilise, giving them a

determinate, analytical status which 1s invalid. In
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addition, Johnson is gulilty of conceptual
imprecision/slippage, especially in relation to

professionalism.

Both the ‘trait! and ‘functionalist!' approaches
uncritically accept everyday 1images and representations
of ‘professional’ occupat ions, and use these
formulations as the basis of their analysis.
Reification occurs because both approaches fail to take
account of the process of professionalisation.
Professionalisation refers to the historical process
through which an occupation, such as medicine, was able
to successfully make a case to be categorised as =a

'profession'.

The professionalisation of the occupation of
medicine, occurred mainly during the nineteenth century
when Britain was undergoing massive structural changes
brought about by the rapid development of
capitalism. (9) These changes provided the necessary
conditions for a transition in the mechanism of control
governing the occupation of medicine. Client control
through patronage was replaced with occupational
control. The occupational community itself, through its

autonomous 'professional' associations and i1ts monopoly
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over medical practice, gained control of the occupation,
and was able to define both client needs and the manner
in which they were serviced. Both occupational autonomy
and monopoly of practice were sanctioned by the State as
a result of a successful campaign by the occupation of
medicine to claim °'professional status'. [Johnson in

Hurd (ed): 1973]

Both the ‘trait' and 'functionalist' approaches are
essentially ahilstorical formulations. They refer to
sets of attributes that are fixed in time, and make no
reference to changing forms of occupational control that
occupations necessarily undergo during the process of
professionalisation and their transformation into

' professions'.

The °'functionalist' approach 1is also ahistorical as a
consequence of 1t being derived from a structural
functionalist theory of soclety: where social
differentiation and the corresponding system of rewards
are functionally related to a graduated hierarchy of
skills. This is supposed to ensure that the required
skills are available in the correct location to fulfil
society's needs and solve 1its problems. History,

however, indicates that any given structure of rewards
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is the consequence of the power of various social
groupings to secure their claims and create their own
systems of legitimation. { Johnson: 1972} This 1is
exactly what the process of professionalisation

illustrates.

The 'trait* and 'functionalist' approaches disconnect
their categorisation from the historical and material
conditions which give rise to them It 1s the social
significance attributed +to characteristics such as
specialised knowledge and occupational autonomy by these
two approaches, that is the active element in
categorisation, rather than the nature and content of

these characteristics themselves.

Freidson is not only gullty of reification but in the
process of this reification, his analysis also
contradicts itself. Freidson asserts that professional-
ism should refer to a specific form of occupational
control, where the occupation itself controls all
aspects of the occupatiods activities, rather than to
the supposed nature and content of the work undertaken
by ‘'professional' occupations. Simultaneously, however,

he argues that it is the complex and esoteric nature of
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specialised knowledge which determines a successful

occupational claim to autonomy and monopoly of practice.

If it were possible to sustain the «claim that
specialised knowledge of an occupation had an existence
independent of the nature and content of the work
activities of that occupation, then Freidson's analysis
would not be ambiguous. It 1s, however, not possible to
sustain this dualism The work activities of an
occupation are the practical outcome of the application
of the occupations specialised knowledge within the work
context. The actual work performed, and the specialised
knowledge which frames and informs those work

activities, are mutually inclusive of each other.

Freidson's use of the notion of specialised knowledge is
also implicated in the reification of concepts in his
approach. Freidson is unequivocal in his assertion that
the ‘scientific knowledge'’ associated with an
occupation, 1is the basis of the ‘professional' power
that an occupation can exert. This is an inversion and
distortion of the relationship between knowledge and
technique, and power. This results in a form of
technical determinism where knowledge and technique on

the one hand, determines relations of power on the
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other. My sense is that a more adequate
conceptualisation of the relationship between technique
and power 1is to be found within the Marxian concept mode
of production. This concept distinguishes between the
forces of production and the relations of production,
with the latter being determinant. Thus,
within any given mode of production, such as
capltalism, technology 1s developed and applied

in a form consistent with the dominant relations
of production. (10)

The relations of production in the capitalist mode of

production are ones of exploitation and therefore are

antagonistic. This 1s the structural basis of social
power. These power relations, grounded 1in the
capitalist mode of production, determine how the

continuous revolution in the technical means  of
production are applied. [Johnson: 19761 1In these terms,
the relationship between knowledge and technique, and
power are reversed. The Marxian perspective, therefore,
has the capacity to,
v generate a theoretical view which
comprehends power as Integral to the
organisation of work rather than the effect of
technical causes. (11)
Within this framework, *professional’ power or
occupational authority is determined by the occupations

location within the social relations of production, 1ie.

its class location in the Marxist sense, rather than on
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the esoteric and complex content of the occupations base

of knowledge and technique.

In a2 similar manner to that identified with the ‘trait®
and 'functionalist' approaches, Freidson's inversion of
the relationship between knowledge and technique, and
power, disconnects specialised knowledge from the
material conditions which create, reproduce and apply
that knowledge in the real world. Freidson's
conceptualisation of professionalism, which is
determined by the complex and esoteric nature of the
specialised knowledge which informs an occupations work
activities, is unable to recognise that it is the power
of the occupation to successfully claim 'professional
status' which defines the occupation as a 'profession’,
and not the esoteric nature of specialised knowledge.
It is the social significance he attributes to
specialised knowledge that is the active element in the
process of categorising an occupation as 'profession’,

rather than the nature and content of that knowledge.

Johnson's approach is limited by his imprecise use of
the concept professionalism, in which he defines 1t in
several different ways. This is 1in part due to his

reification of his conceptualisation of 'profession',
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where he defines °'profession' in relation to the
autonomy of an occupation. This reification is itself
the result of conflating the distinction between the
political—-legal process of professionaligation and its
ideological form: professionalism, and referring to both

entities as the 'strategy of professionalism'.

Johnson is correct to claim that professionalism should
be regarded as an 1deology, and that 1ts content
includes claims to competency and expertise based on
sclientific ratiocnalism, effective self-regulation and
control, and a service ethic. In this way, the ideology
of professionalism can operate to Justify the
occupations autonomy and monopoly of practice, as well
as legitimating the occupations power, high status and

material rewards.

By not analytically distinguishing between the
political-legal process  of professionalisation and
professionalism as 1its ideological component, however,
Johnson fails to recognise that the capacity of an
occupation to claim 'professional status' 1is dependent
upon its ability to exert 1its political power to that
end. It is the power of an occupation to successfully

claim 'professional status' which 1is the significant
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moment 1in defining an occupation as a 'profession', and

not merely the fact that an occupation is perceived as

aut onomous.

Johnson, by defining °‘professions' in the way that he
does, gives occupational autonomy an analytical role
that is not justified. Occupational claims to autonomy
is an important Justificatory component of the
professionalisation process by which an occupation aims
to be categorised as a ‘'profession'. Indeed, 1in the
case of the ‘professional' occupation of medicine,
occupational autonomy was sanctioned by the State.
Johnson, however, gives occupational autonomy a
determinate status, which denies and simultaneously
obscures the role of occupational power 1in securing

'professional status' for an occupation.

By addressing the inconsistencies in Johnson's approach,
along with the above critical analysis of the other
three approaches, we can now reconstruct a more
appropriate conceptualisation of the concepts profes—
slonalism and professicnalisation. Professionalism
should refer to the ideology which operates to justify
and legitimate those characteristics which are supposed

to constitute certain occupations, such as medicine, as
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'professions’. The actual process of categorising
certain occupations as 'professions' 1is the result of
the political process of professionalisation.
Professionalisation should refer to the ©political
process by which attributes such as specialised
knowledge and expertise, self regulation through
autonomous organisation, and the ethic of service,
become defined as principles by which occupations who
exhibit these characteristics are categorised as
'professions’. The process of professionalisation
represents the political process through which an
occupation has been able to exercise 1ts power to
successfully claim ' professional status',
Professionalism is the ideological form which justifies

and legitimates this process.

Having reconstructed a more adequate concept of
professionalism and professionalisation, the next task
is to contextualise this theorisation within the
caplitalist mode of production. The object of this is to
1llustrate the structural effects of the professional-
isation process and the operation of professionalism as

an ideology.
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The political process of professionalisation, and the
ideology of professionalism are produced and reproduced
within the capitalist mode of production. The mode of
production determines the nature and form of the class
structure. Therefore, the process of professional-
isation occurs within the parameters set by the
capitalist mode of production, including the relative
positions of classes. Yet, because ideological and
political processes can have specific structural effects
upon capitalist relations, professionalisation can
precipitate specific conjunctures within the economic,
political and ideological relations of the social

formation.

As a consequence of this, professicnalisation results 1in
the fractionalisation of classes. In other words, in so
far as people act upon professionalised world views;
that 1is, where certain practices of inclusion/exclusion
produce occupational categorisations supposedly
organised around the notion of specialised knowledge and
occupational autonomy which result in differential
rewards, then in this sense, one's fundamental class
interests appear to be 'fractured'. Professionalisation
is one means by which persons are allocated to specific

positions within the structure of class relations.
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The actual class location of 'professional' occupations,
has been the subject of a great deal of debate in recent
years. It is not my i1intention to enter into this
debate. (12) Wright, in a recent collection of essays
on contemporary class structure comments in relation to
conceptualising the ‘professionsg' as part of the class
structure:

In many ways, experts and professionals of

various sorts, ... constitute the category which

has caused me (and others) the most persistent

difficulty 1in formulating a coherent Marxist
class structure concept. (130

To attempt to address this 'problematic' in any fruitful
way, 1s far beyond the remit of the present project.
For our purposes 1t 1is sufficient to suggest, that the
occupation of medicine 1s located as part of the new
middle class. Consequently, the professionalisation
process operates to locate persons to specific positions
within the new middle class, as a professionallsed class

fraction.

By conceptualising professionalism as an ideology, and
recognising that the content of this ideology comes into
existence to justify and legitimate an occupatioﬁs claim
to ‘professional status’ through the process of

professionalisation, it has been possible to move beyond
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the limitations of the sociology of 'professions'.
People working in certain occupations are not organised
within the social formation as a distinct 'professional’
class, but are 1located as a professionalised class
fraction, where professionalism becomes the
justificatory mechanism through which this allocation is
produced and reproduced. The ideology of
professionalism, therefore, operates as a mechanism of

exclusion/inclusion.

In conclusion the above analysis has argued that
'professional' occupations exist and operate in the real
world by virtue of their power to successfully claim
'professional status', rather than as a result of some
unique criteria such as occupational autonomy which is
supposed to set them apart from other 'non-professional'’
occupat ions. I have argued that if we are to retain the
concept of ‘profession', then what defines a
'profession' 1is an occupatioﬁs power to have its claims

to 'professional status' accepted as legitimate.

It has also been argued that a successful claim to
‘professional status' 1is the result of the political-
legal process of professionalisation. For example, 1in

the case of the 'professional' occupation of medicine,
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the occupation has historically been able to utilise
criteria such as specialised knowledge, examination of
entrants, a code of ethics, self-regulation through
autonomous organisation and the ethic of service, to
create and sustain 1its 'professional status.' Added
legitimacy was provided for the occupation through the
State providing a legal basis for monopoly of practice
and sanctioning occupational autonomy for the
occupation. These criteris, however, are not an
appropriate basis by which to define an occupation as a
'profesasion'. Rather, they represent the content of the
ideology of professionalism, which operates as a
mechanism of Justification and legitimation to the

occupations claims of *'professional status'.
p P

Sociology has traditionally relied on one or more of
these criteria of professionalism, to explain why
certain occupations may be defined as 'professions'. 1In
doing so 1t has been quilty of reifying its concepts.
It is not the actual content and nature of criteria such
as occupational autonomy which forms the basis of
categorisation, but rather the social significance that
is attributed to such criteria that operates as the
principle of definition. The real basis of

categorisation should be the power an occupation is able
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to exert 1in order to make a claim to 'professional

status' successful.

Summary

The arguments presented above have demonstrated that
soclology's traditional conceptualisations of ‘race' and
‘professions' is inadequate. By reifying both concepts,
the discourse that ensues remains within phenomenal
relations, failing to take adequate account of the
material conditions of existence and reproduction of
these forms. The alternative conceptualisation, allows
us to recognise that the belief that distinct °'races’
exist and that certain occupations cen be defined as
'professions', 1is the outcome of historical, political
and ideological processes within the capitalist mode of
production. These processes have been conceptualised as
racialisation and professionalisation, and racism and

professionalism have been defined as ideologies.

Racialisation is the historical and political process by

which 'race!’ categories are socially created and
reproduced. Racism is the ideological form of this
process. Racism as 1ideology sustains the belief that

people can be categorised and ranked on the basis of
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biological criteria, to which other cultural
characteristics are attributed. Consequently racism

operates to Justify and legitimate differential

treatment and outcomes for those groups. As an
ideology, racism operates as a mechanism for group
inclusion/exclusion. Piscrimination 1is the practice

associated with the ideclogy of racism.

The effect of these political and ideological processes
is to make 1t appear as though common class interests
are fractured by organising human actions in such a way
that discriminatory practices produce patterns of
segregation organised around skin colour, which denles
access to meterial resources. That 1is, the creation of
a space for the establishment and reproduction of groups
of people who are 1located disadvantageously within
classes. In this sense, black doctors can Dbe

conceptualised as a racialised class fraction.

Professionalisation 1s conceptualised as an historical
and political process by which certain occupations
become categorised as 'professions'. Professionalism as
ideology sustains the belief that certain occupations
can be categorised as uniquely different by reference to

claims of scientific expertise, occupational autonomy
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and service ethic, As a result, professionalism
operates to Jjustify and legitimate differential access
to material rewards and power by the various
occupations. As an 1deology, professionalism, 1like
racism therefore, operates as a mechanism for
inclusion/exclusion to an occupation. The power to
control the entry requirements of the occupation is the

practice of the ideology of professionalism.

The effect of these political and ideoclogical processes,
is once again to make it appear as though common class
interests are fractured. By organising occupational
activities in such a way as to strictly control access
to that occupation, ensures that access to materilal
resources by that occupation 1s privileged in relation
to other 'non-professional' occupations. That is, the
creation and reproduction of a space in which certain
groups of people are located advantageously within
classes. In this sense, the occupation of medicine can

be conceptualised as a professionalised class fraction.

Black migrant doctors are subject to both sets of
processes. They are simultaneously a professionalised
class fraction, and a racilalised class fraction. The

relationship between racism/nationalism and profession-
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alism would appear to be a contradictory one. Racism
contains a negative connotation, 1ln the sense that it
denies access to material rewards and structures of
power 1in society to those subject to 1its operation.
Professionalism o©n the other hand, has a positive
connotation, 1in that it facilitates access to material
rewards and structures of power for those who benefit
from 1its operation. The concrete outcome of this
relationship between the operation of the ideologies of
racism, nationalism and professionalism cannot be

specified theoretically.

The discussion relating to the ideology of nationalism,
where people appear to divided into ‘national' groups on
the basis of common cultural attributed, illustrated in

respect of racism, that 1deologies can articulate with

each other. The ideologles of racism, nationalism, and
professionalism, ail operate as mechanisms of
inclusion/exclusion. The precise nature of this

articulation: between racism and nationalism, and these
two and professionalism, will become apparent when they
are applied to the historical record relating to the
racialisation of British politics and the British
medical profession, which follows 1in the next four

chapters
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METHOD

The primary objective of the research is to identify,
record and explain the process of racialisation that
doctors from the Indian subcontinent have undergone as a
consequence of their migration to Britain to train and
work. There would be two aspects to this process of
racialisation. On the one hand, would be the
racialisation of migrant doctors within the occupation
of medicine. This would focus on the response of white,
British—trained doctors to their Indian qualified
counterparts. This 'occupational racialisation',
however, would take place within a broader political
context, which 1identified black migration into Britain

as a 'problem'.

The scope of these two main themes - the general and the
specific aspects of the racialisation process, was
initially determined by a review of the existing
research on migrant or 'overseas' doctors. It was
apparent that although there was little <concrete
statistical data on this migration, doctors from India
were travelling to Britain to train and work during
Britain's colonial rule of 1India. The research,

therefore, had to extend 1its coverage beyond the
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contemporary period of migration since 1945, to colonial

rule in India in the nineteenth century.

The project relied on documentary evidence as its source
material. For the general racialisation of British
pelitics, secondary sources were used. It was decided
that this area had already been very well documented,
both 1n terms of the historical 1legacy of British
colonialism, and the more recent discoveries from the
Public Records Office, concerning the covert political
creation and reproduction of a 'race/immigration
problem' 1in Britain between 1945 and the late 1950's.
The investigation of primary sources would be confined
to the historical record relating to the 'occupational

raclialisation' process.

The 're-construction' of this historical record, relied
on three primary sources. The two main sources were the
general medical journals of the occupation: The British
Medical Journal (BMJ) and the Lancet. The third source
was the Annual Reports and Minutes of the General
Medical Council (GMC> - the regulatory body of the
occupation. All three series of publications covered
both the the post-1945 period of doctor migration into

Britain, and the era of British colonial rule in India.

-102-



Theory and Method

British colonial rule in India was slignificant, because
the British 1introduced the western style of medicine
into the country and established a medical system based
on the one operating in Britain. Consequently, the
first Indian doctors to practice western style medicine
in India, gained their qualifications through a
transplanted British system. British colonial rule in
India with a British type of medical system, therefore,
formed the context within which relations between

British and Indian doctors first occurred.

The medical jJjournals provide useful informaticn on the
attitude of white, British-trained doctors towards their
Indian counterparts, especially through their editorials
and other special articles. Both Jjournals also report
regularly on the debates and decisions of the GMC. In
addition, the BMJ provides regular accounts of the
British Medical Associations (BMA) Annual Representative
Meetings, which recount the policy decisions of the
Association. These primary sources of historical data
will be supplemented by evidence drawn from the various
State sponsored reports, such as Committees of Inquiry
and Royal Commissions, which are concerned with migrant

doctors.
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It was hoped that two other sources of information would
make a useful contribution to the research. Given the
value of the data drawn from the Public Records Office
in relation to the covert political agenda on ‘race and
immigration' mentioned above, 1t was hoped that the
records would prove equally valuable 1in relation to
doctor migration. This was not the case for two
reasons. First, 1t is extrémely difficult to identify
data on sgpecific narrow subjects from within the very
broad categories used to collate the records held. The
process involved tends to be a time consuming 'hit and
miss' affair. Second, the significant time period 1in
relation to post-1945 ‘'occupational raclalisation' 1is
bet ween 1960 and 1975, Confidential Government
documents for this period, currently remain closed under

the 'thirty-year rule'

It was slso hoped that the Overseas Doctors Association
would provide a useful input into the research. The
Association, however, operates a policy of confident-
iality on information regarding migrant doctors. The
views and policy recommendations of the Association can
only be identified through its contributions to various

official reports.
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An alternative approach to this research may have been
to undertake interviews with doctors from the Indian
subcontinent working in Britain. This, however, would
only have repeated other empirical studies such as that
by Smith, which have provided useful information on the
subjective experiences and expectations of migrant
doctors working in Britain. [Smith: 19801 I do not wish
to imply that the experiences of black migrant doctors
working in Britain are not important, but my objective
is of a different nature. I wanted to investigate how
the racism and discrimination black migrant doctors have
faced came about, and the role the 'professional'
occupation of medicine has played in the racialisation
process. Interviews with black migrant doctors would
not provide the information necessary to achieve this
aim. Consequently, the historical record which frames
the migration of black doctors to Britain, 1s the main

object of investigation and analysis.
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Roots of British Racism and Racialisation of Doctors in India

INTRODUCTION

This chapter has two main objectives. First, it will
outline the historical roots of British racism. It will
be shown that Britain's involvement in the slave trade,
the use of slave labour in the plantation economy of the
West Indies, and the subsequent expansion of Empire,
required a Justificatory racist discourse in order to
legitimate these activities. This discourse operated to
obscure the wholesale exploitation of black people
throughout the British Empire, and secure the economic

development of British capitalism.

Second, the chapter will explore the specific
relationship between British and Indian doctors during
Britain's colonial rule of India. It will be shown that
the racist discourse outlined in the first part, was
reproduced by the British ‘professional’' occupation of
medicine, in combination with the ideologies of
professionalism and nationalism, to secure the
domination of British doctors in the Indian Medical
Service (IMS), and the consequent subordination of
Indian doctors within the service. The ideoclogies of
racism, professionalism and nationalism articulated with
each other to produce and reproduce Indian doctors as a

racialised fraction of medicine within the IMS.
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THE ROOTS OF BRITISH RACISM

The language of 'race' has a long history, which 1is
strategically linked to British involvement in the slave
trade and the use of black labour in the West Indies,
and to Britain's role at the centre of Empire. British
history generally 1s a history of colonial expansion and
domination, and more specifically, it is a history of
exploitation of ©black people throughout the world.
Racism developed as a mechanism through which this
exploitation and domination could be Justified and
legitimated. Britain's colonial legacy contains within

it the roots of British racism.

The Origins of Plantocracy Racism

British racism emerged in its first 'systematic' form
with the development of the slave trade. This
plantocracy racism provided a Jjustification for the
enslavement of black people in the New World.
Plantocracy racism itself, however, was a development of
earlier myths and 1legend concerning the differences
within the human population, which was deeply embedded

in the consciousness of white Europeans. [Fryer: 1984]
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Even before the first expeditionary contact with
Africans in 1550, when English merchant explorers
traded with the natives of Africa, the terms black and
white were already loaded with emotional meaning. The
word black was associated with things being soiled,
dirty or foul; with death, wickedness and things
sinister; a symbol of the devil: baseness, evil, danger
and repulsion. The word white, on the other hand, was
associated with purity, virginity and virtue; beauty and

Godliness. [Jordan in Husband (ed): 1982}

It is not surprising, therefore, that skin colour should
be the main focus of comment by travel writers of the
time, when one of the fairest skinned peoples came face-—
to—-face with one of the darkest. The fact that Africans
were described as ‘black' was an exaggeration which
signified the impact of differing skin colour upon the
perceptions of the white European observer. The black
African appeared to be the ‘'perverse negative' of the

white Briton. [Jordan in Husband (ed): 1982]

The African was also identified as heathen. The English
reaction to heathenism was not so much 1in terms of it
being a specific defect of the African native, but 1t

had more to do with an inability not to live a civilised
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life. English Christianity was closely 1linked to
English nationality, and to be an English Christian
meant more than merely subscribing to a set of religious
doctrines. It was a quality inherent in the individual
and the society from which that individual came. To say
Africans were Godless and lawless, was tantamount ¢to
saying they were not English. [Jordan in Husband (ed):
19821 The Bible also provided a Justification for
explaining human differentiation. The 0Old Testament
identified blackness as being synonymous with sin, where
God curses Ham for looking on his father's nakedness by

turning his skin black. [Fryer: 1984]

Africans were also equated with beasts. It was an
unfortunate coincidence that at the same time that the
English first came into contact with Africans, they were
also introduced to the apes of the African continent.
Ancient literature had often indicated the existence of
ape—-like humans. Apes were described as lustful, devil-
like and evil, and some commentators even suggested that
Africans were direct descendants of the ape.
Speculation about the relationship between beast 1like
humans (the African) and human like beasts (the ape)
were widespread. The apparent similarity between the
two, at 1least 1in English perceptions, led to the

conclusion that Africans and apes inter—bred. A belief
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in the supposed potent sexuality of Africans was well
established prior to first contact with the African

continent. [Jordan in Husband (ed): 19821}

These early beliefs about black peoples, were already
well established in the perceptions of white Britons by
the time the plantation economy 1in the West Indies,
which was based on the labour of black slaves from
Africa, was established. The array of images, themes and
mythology concerning Africans, could be taken up and
reproduced to Jjustify the slave trade. The need to
Justify the use of slave labour in the West Indies and
the more general trade in slaves Britain was involved
with, became increasingly necessary as humanist
activists began to assert pressure for the abolition of
the slave trade and slavery in the late eighteenth

century. [Walvin in Husband <(ed): 1982; [Fryer: 1984]

Plantocracy Racism

The need to justify the use of slave labour is apparent
when it is realised how important the slave trade was to
the economic development of Britain. Slavery was a
triangular trade. British manufactured goods were

exchanged for slaves on the African coast. The African
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slaves were then transported across the Atlantic ocean
and sold for the sugar produced on the West Indian
islands. This sugar, and other goods, were then shipped
back to Britain to be sold. British manufactured goods
were then bought, and the whole cycle began afresh. The
trading cycle was particularly profitable because on
each leg of the journey the ships were always carrying a
cargo of one sort or another. [Williams: 1964; Fryer:

1984; 19891}

The British economy benefited in a number of ways from
the slave trade. Industrial capitalists who produced
the manufactured goods in Britain which were both traded
for the slaves and exported to the plantations for
consumption by white estate owners, profited from the
new market in Africa and the West Indies. Textiles,
guns, wrought 1iron, brass and copper products, flint,
pewter, cutlery, gunpowder, bullets, tallow, tobacco,
glass beads, toys, malt spirits and beer, all found a
new outlet in Africa, allowing a wide variety of British
industries to expand, develop and prosper. [Williams:

1964; Fryer: 1984; 19891

The English owners of the plantation estates profited

from the sale of sugar produced from slave labour, and
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the merchant capitslists who shipped the slaves to the
West Indies also prospered. This wealth was
subsequently wused to purchase either 1luxury goods or
became investment capital in British industry. The iron
and coal industries of south Wales, the slate industry
in north Wales, the Yorkshire iron industry, the Great
Western and Liverpool and Manchester Railways, were all
initially funded in full or in part out of the profits
from the slave trade. Finally, the early history and
development of the British banking system and insurance
industries had close links with the triangular

trade. [Williams: 1964; Fryer: 1984; 19891

It was not surprising then, that West Indian planters in
particular, and others more generally, would perceive 1t
to be Iin their interests to use whatever means were
necessary to legitimate the slave trade and the use of
black slave labour. The pro-slavery lobby were eager to
demonstrate that black African slaves were little more
than animals, and that slavery was operating as a
humanising mechanism, which was actually of benefit to

the slave. [Williams: 1964; Fryer: 19891

The notion that British involvement in the slave trade

represented a civilising mission, 1is clearly expressed
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in a passage from a pro-slavery pamphlet by Jamaican

planter John Gardner Kemeys in 1789:

Many of the negroes imported from Africa partake
of the brute creation; not long slnce a cargo of
them arrived 1n Jamaica, whose hands had little
or no ball to the thumbs, whose nails were more
of the claw kind than otherwise, and their want
of 1ntellectual faculties was very apparent.
Every planter knows that there are negroes, who

cannot be humanised as others are, that they

will remaln, with respect to their
understanding, but a few degrees removed from
the ouran—-outang [1e. the chimpanzee and

gorillal; and from which many negroes may be
supposed, wilthout any very 1mprobable conjecture
to be the offspring ... The Colonists of the
West-Indies are 1instrumental 1in humanising the
descendants of the offspring of even brutes

to the honour of the human species, and to the
glory of the divine being ... (1)

Such openly racist propaganda in Britain towards the end
of the eighteenth century, was possible due largely to
the works of three ‘eminent' thinkers of the century:
Sir William Petty, John Locke and David Hume. Sir
William Petty is often regarded as the founder of modern
Political Economy. In an essay of 1677 entitled The
Scale of Creatures, he argued that Europeans differed
from Africans in almost all respects: skin colour, hair
type, various aspects of body shape, skull shape,
behaviour and intellectual capacity. For Petty, the
African was inferior to the European 1in all these

aspects. [Fryer: 1984]
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John Locke, a 1liberal philosopher and contemporary of
Petty was able to reconcile his theory of the
inalienable rights of man (sic) with a defence of
slavery. In addition, 1in a paper of 1690 entitled Essay
Concerning Human Understanding, he contributed to the
belief that Africans were an inferior 'race' of humans
by outlining the foundation for a possible racist theory

of intellectual gradation. [Fryer: 19841}

The third ‘'eminent' thinker of the eighteenth century,
the philosopher David Hume, was openly racist. In a
footnote added to his essay entitled Of National
Characters in 1748 he commented:

I am apt suspect that negroes, and 1n general
all the other speclies of men (for their are four
or five different kinds) to be naturally
Inferior to whites. There never was a civillised
nation of any other complexion than white, nor
even any 1individual eminent either in action or
speculation. No 1ingenious manufacture amongst
them, no arts, no sclences ... Such a uniform
and constant difference could not happen, 1n so
many countries and ages, 1f nature had not made
an original distinction betwixt these breeds of
men. (2)

The supposed authoritative nature of the texts of these
three well respected intellectuals laid the foundation
for many more racist outpourings 1in the years that

followed. Two volumes of the twenty-three volume work
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the Universal History (1736-1956) contains page after
page of vitriolic abuse of Africans. Various Greek and
Roman authors are cited describing Africans as
deceitful, inhuman, cowardly, treacherous, savage,
cruel, incestuous, lazy and treacherous, amongst others.
{cited in Fryer: 1984; p153] William Knox, a racist
pamphleteer from 1768 onwards, who had first hand
experience of slavery having been provost—marshal of
Georgia between 1757 and 1761, was convinced that blacks
were intellectually inferior to whites, were incapable
of education and had no emotional feelings. ([Fryer:

19841)

Probably the most influential and widely read of the
propagandists of plantocracy racism was Edward Long, the
son of a Jamaican planter. In a pamphlet of 1772,
having described black people in Britain as a "disolute,
idle, profligate crew", he went on to defend the purity
of the 'white English race' in the following way:

The lower class of women 1n England, are

remarkably fond of the blacks, for reasons too

brutal to mention; they would connect themselves
with horses and asses 1f the laws permitted

them By these ladies they generally have a
numerous brood. Thus, 1n the course of a few
generations more, the English blood will become
so contaminated with this mixture ... this alloy

may spread so extensively, as even to reach the
middle, and then the higher orders of the
people. (3
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Probably Long's most infamous work i1is his three volume
History of Jamaica (1774), which contains lengthy
sections detailing the 1innate 1inferiority of black
people. This text has come to be recognised as the
classical expression of eighteenth century English
plantocracy racism. For example:

When we reflect on ... thelr dissimilarity to

the rest of mankind, must we not conclude, that

they are a different species of the same genus?

. Nor do [orang-utans] seem at all 1inferior

in the 1Intellectual faculties to many of the

Negroe race; with some of whom, 1t 1s credible
that they have the most iIntimate connexion and

consanguinity. The amorous Intercourse between
them may be frequent ... and 1t 1is certain that
both races agree perfectly well in

lasciviousness of disposition. (4)

In this short passage, Long crystallises the central
beliefs white Europeans had about black people: thelr
supposed distinctiveness as a separate and inferior
'race'; their inhumanity and beast-like behaviour; theilr
lack of intellect and prodigious sexuality. The manner
in which Long wrote enabled him to claim scientific
rigour for his assertions, and in this sense he can be
recognised as the first pseudo-scientific racist: 1t was
his writings which bridged the gap between the self-
interested racism of the plantation system and the so-
called scientific racism of the nineteenth century.

[Fryer: 19841
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Pseudo—-Scientific Racism

Plantocracy racism had ensured that racist ideas had
taken a firm hold in Britain by the 1770's. The British
slave trade ended in 1807, however, and slavery was
terminated in 1833. The new basis for the development
of pseudo-scientific racism was the expansion of the
British Empire. Edward Long's History of Jamaica
operated as one of the linking mechanisms between the
two forms of racism. His arguments depicting the
inherent inferiority of black people, were widely read
and accepted by scientists of his own time and for a
further forty years after his death in 1813.
Plantocracy racism was being reproduced and refined in a
more supposedly scientific form in order to justify the

expanding British Empire. (Fryer: 1984]

Empire, like the slave trade and the use of black slave
labour in the sugar plantations of the British West
Indies, was crucial to the economic development of
Britain. British colonial rule was primarily a
mechanism for providing British capitalism with cheap
raw materials, land and 1labour. In the various
colonies, minerals were dug by low-paid black workers in
British owned mines, and crops were produced either by

poorly—-paid black workers on British owned plantations
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or by peasants whose crops were bought by British
moncpeoly enterprises who could dictate the 1lowest
possible price. Black 1labour created profits for
British enterprise by producing sugar and bananas in
Jamaica, tea and rubber in Ceylon, cocoa on the Gold
Coast, groundnuts 1in Gambia, cloves in Zanzibar, and
sisal and coffee 1in Tanganyika. Besides this direct
exploitation of black labour 1in the colonies, British
traders were also able to generate profits from their
investments in mines and plantations, from selling goods
manufactured 1in Britain 1in the closed and protected
markets of the colonies, and through shipping, banking
and other services which ensured the system was

maintained. [Fryer: 19891

In short, British capitalism was able to profit
enormously from its exploitation of black people in the
colonies. While British capitalists grew rich, the
majority of black people in the Empire suffered from
chronic poverty and hunger, disease, atrocious housing,
illiteracy and tyranny. Conditions which were a direct
result of the colonial economic system. [Fryer: 19891
If we take the example of India, 1t will be possible to
illustrate how this enrichment of Britain at the expense
of the impoverishment of a colony under British rule

took place.
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The East India Company (EIC), founded in 1600,
established British rule in India with its first base in

Surat in 1619. Initially, the trading merchants of the

EIC traded with India, exchanging silver for the goods
produced 1in India. Britain obtained the necessary
silver through its trade in slaves with Spanish America.
By 1687, the EIC had moved 1its headquarters to Bombay
and more than one hundred British resident agents were

operating in India. [Desail: 1976; Fryer: 1989]

British military victory at Plassey in 1757 by Clive,
ensured that Britain had control over a great deal of
the country. The EIC began the exploitation of the
India shortly afterwards. The company replaced the
traditional form of taxation with a system which
introduced a fixed tax irrespective of productivity. In
a poor year Indian farmers were forced to borrow money
at high interest rates from British money lenders to pay
their taxes. The taxation system not only reduced the
living standards of Indian farm workers, but also
undermined their agricultural economy and political
structure based on self-governing villages. British
monopoly control of productive activity in the country
allowed exploitation to become endemic, with resistance
or inability to meet obligations imposed by the EIC

brutally repressed. [Desai: 19761 Between 1757 and 1815
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estimates suggest that Britain drained between £500
million and £1, 000 million from the Indian

economy. [(Fryer: 1989]

Monopoly control of the Indian economy by Britain,
through the EIC, led to the de-industrialisation of the
country. Prior to British exploitation, India's economy
in agriculture and manufacturing was reasonably
advanced. India produced cotton, silk and woollen
products, was 1involved in shipbuilding and metal mining
and manufacture, and had an effective export capacity.
Under British rule, however, this indigenous development
ceased. India became an agricultural colony of British
capitalism, forced to export raw cotton, wool, Jjute,
oilseed, dyese and hides to Britain. British tariff
controls ensured that any exports to other destinations
was severely restricted. At the same time, India became
a new market for the continued expansion of British
manufactured goods. Previously the country had been a
substantial exporter of textiles, but under British rule

India became an importer of textile goods. [Desai: 19761

The EIC handed over its rights of trade in India to the
British Crown in 1858, following the first national

uprising sgainst British rule by the Indian population.
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By this time, however, Britain had already found a new
use for Indian labour. The abolition of slavery
throughout the Empire in 1834 resulted in the freed
slaves leaving the plantations in the West Indies in
large numbers. The plantation estates were desperately
in need of cheap labour, and from 1838 to 1917 about
half a million poor Indian workers left the poverty and
harshness of British rule in India in order to go to the
West Indies as 1ndentured labour, in the hope of a

better life. [Tinker: 1974; Fryer: 19891}

Indenture, however, proved to be 1little more than
serfdom. Recruiting agents on behalf of the planters in
the British West Indies would tour India encouraging
labourers to sign—-up and migrate. Indian men were
contracted for five years, and women for three, They
were held criminally liable, with draconian penalties,
for even the smallest breaches of contract. In
addition, most Indian workers arrived in the plantations
with little idea of their conditions of work.
Labourer's could not withdraw from their contracts under
any circumstances, they could not move freely between
one estate and another in order to sell their labour
power, nor could they leave their own estates without a
pass. The labour of indentured migrant Indians (the

‘coolie' system) saved the sugar economy of the British
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West Indies, enabling them to continue making a
contribution to British wealth. ([Tinker: 1974; Fryer:

19891

The situation 1in India was repeated in one form or
another, throughout the British Empire: Africa, South
Africa, Tasmania, Australla, New Zealsand, Malaya, Fiji
and Mauritius. British <colonial rule meant the
enrichment of the British economy through subjugation
and exploitation of the black populations of the various
countries which constituted the Empire. [Fryer: 19891
‘Sclentific racism', which aimed to provide a scientific
basis to the notion that black people belonged to an
inferior ‘'race', crated the necessary justification and
legitimisation for British rule and control of black

people and their lands.

The early forms of pseudo-scientific racism by authors
like Long, was nourished by various aspects of the
developing biological sciences of the late eighteenth
and nineteenth centuries. Swedish botanist Car Linne
(generally known as Linnaeus), who laid the foundations
for the modern classification of plants and animals,
categorised Africans and Europeans in the following way

in t1792:
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H. Europael. Of falr complexion, sanguine
temperament, and brawny form ... Of gentle
manners, acute 1n judgement, of quick invention,
and governed by fixed laws .

H___Afri. of black complexion, phlegmatic
temperament, and relaxed fibre ... Of crafty,
indolent, and careless disposition, and are
governed 1in thelr actions by caprice. - Anoint
the skin with grease. (5)

The so-called science of craniology was also used as a
basis of human differentiation. The originator of the
study of human skulls, Johann Friedrich Blumenbach, a
German professor of medicine, identified five varieties
of humans. The word 'Caucasian' to describe white
humans, comes from his studies of skulls. One skull
from the Caucasus in Russia led Blumenbach to suppose
that Europeans originated in that region. He preferred
the 'Caucasian’ type of skull to those of the
‘Mongolian' or ‘'Ethiopian' type, which he asserted were
furthest removed from the ‘*Caucasian’ form.
Blumenbach's method of studying skulls relied on him
placing the skull between his feet and then examining
them from above to determine their shape and which
category they belonged to. (Fryer: 19841 Blumenbach's
method was clearly a subjective approach, which had
little connection with the objective criteria of
analysis and measurement usually associated with

scientific investigation.
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A variation of craniology, phrenology, asserted that it
was possible to determine human character from skull
shape. Phrenologist believed that there was a direct
correlation between skull shape on the one hand, and the
different human groups and their level of civilisation
on the other. They asserted that the skulls of black
people were very similar to that of monkeys, and
consequently were inferior to the highly developed skull

of the white European. [Fryer: 19841}

A further variation on the study of skulls, was the
measurement of ‘facial angle*, devised by Dutch
anatomist Peiter Cramer. Cramer's technique measured
the extent to which the jaw jutted out from the rest of
the skull. He supposed that a wider angle proved a
higher forehead and therefore indicated a bigger brain
and greater 1intellect. Cramer concluded from his
studies that the angle grew wider as one moved from apes
to Africans, then to Indians and finally to Europeans.
Cramer's technique, °‘'proved' therefore, that Europeans
had the bigger brain capacity and greater intellect.

[Fryer: 19841}

By the beginning of the nineteenth century, then, the

so-called 'sciences' of the time had propagated the view
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that the human population could be sub-divided 1into =a
number of distinct ‘races‘, which could be graded
hierarchically. Pseudo—-scientific racism supported the
view that the white 'race' was biologically superior to
the black 'races', and therefore, was destined to rule

over them. (Fryer: 19841

In the middle of the nineteenth century Social Darwinism
arrived to add its weight to the claims of 'scientific
racism'. Darwin's theory of evolution, published 1in
1859, proved conclusively that white Europeans were
related to Africans and that all humans were 1in turn
related to Apes. While it had already been argued by
some, <(eg. noted author Thomas Carlyle in 1853) that
white European society represented the culmination of
the human evolutionary process, 1t was not until the
sociologist Herbert Spencer applied Darwin's 1deas to
human societies and ethics, coining the phrase 'survival
of the fittest', that writers began to draw racist
conclusions from the Darwin's ‘natural law of

evolution'. [Fryer: 1984]

Sir Francis Galton, Darwin's cousin and founder of
‘eugenics', (6) believed that human evolution had left

the black ‘'races' two grades lower 1intellectually than
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the white ‘races*. He also claimed that his findings
were supported by the statistical techniques he had
used. Karl Fearson, a pupil of Galton and a professor
at London University and fellow of the Royal Society,
argued that the black 'races' were of "poor stock", and
he went on to declare:

History shows ... one way, and one way only, 1n

which a high state of civilisation has been

produced, namely, the struggle of race with

race, and the survival of the physically and

mentally fitter race ...

This dependence of progress on the survival of

the fitter race ... gives the struggle for
existence 1its redeeming features. (7)

This was how Darwin's theory of evolution had been
distorted to authenticate racist theory and Jjustify
British colonial rule. At 1ts most extreme form,
evolutionist racism was not shy about advocating the
extinction of supposed inferior black ‘races’' to make
space for the supposed superior ‘white races’.
Deplorably, the extinction of black people was not
confined to theory. British rule in Tasmania, which
began in 1803, resulted in the extinction of the black
population (estimated at some 4,000 at 1its largest)

within seventy-five years. [Fryer: 1989]
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This extreme form of pseudo—-scientific racism was
exemplified by the work of the Scottish medical
practitioner and anatomist, Dr Robert Knox. In April
1855, the Lancet published an article by Knox, which
outlined his views on ‘race' categorisation. [Lancet, 1,
7-4-1855; pp357-601 For Knox, the human family had a
common origin, but was divided 1into distinct ‘races‘.
The races of humankind, could be identified by
scientifically determined anatomical differences. The
minutiae of anatomical difference, however, was not
sufficient by 1itself to allow the categorisation of
‘races’. Knox was adamant that:

the presence of the exterior 1s necessary,
and the most Important. (8)

In an approving retrospective review article of Knox's
The Races of Man, the Lancet reproduced his ideas to
explain ‘'racial conflict® as & natural phenomenon.
[Lancet, 2, 2-12-1865; pp626-7] The article comments:
Amongst the more important of the principles
enunciated by the once great anatomical teacher
was the doctrine that human character,
Individual and national, is traceable solely to

the nature of the race to which the individual
or nation belongs ... (9

The article cited Knox's belief that 'race' is what

"stamps the man" (sic). 10> Consequently, human
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literature, science and art, the very signifiers of
human civilisation, depended on 'race'. Conflict
between the 'races', therefore, was 1inevitable and

natural, and merely another form of Darwin's natural
selection. Knox is further reported as suggesting that
only one ‘race: black or white, would be master of the
world. Consequently, because the 'white race' was
superior in all respects, 1t was legitimate that white
Europeans should take up arms in order to defend and

extend their colonial Empires.

Knox not only contributed to the production and
reproduction of pseudo-scientific racism, but his views
also demonstrate how 1deological articulation between
racism and nationalism occurred. Knox argued that
historical analysis demonstrated that each 'race' was
engaged in a struggle to form its own laws, literature,
and language, that is it own civilisation, in accordance
with 1its bilological characteristics. In addition,
because these cultural phenomena were biologically
determined they could not be socially transmitted.
[Miles: 19871 As Knox commented:

The fact, the simple fact, remains Just as it

was: men are of different races. Now, the

object of these lectures 1s to show that 1in

human history race 1s everything.

The results of the physical and mental qualities
of a race are naturally manifested 1In 1ts
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civilisation, for every race has 1ts form of
civilisation. (11)

Knox 1 clearly arguing that each 'race' requires 1its
own territory within which its distinctive capacity for
‘civilisation' could be realised. For Knox, then,
‘nation' 1is grounded in the concept of 'race'. The
determining character of ‘race' shapes all aspects of
culture to such an extent that the category of 'nation'
dissolves 1into that of ‘'race. The articulation and
interdependence of the categories 'race' and 'nation'

was, for Knox, hierarchical and biologically dominated.

By the beginning of the second half of the nineteenth
century, pseudo-scientific racism had enabled British
rule over 1its Empire to go largely unquestioned 1in
Britain 1itself. The white British as the superior
‘race' was biologically best suited to instil the
benefits of civilisation upon the inferior black 'races'
over which 1t ruled. That this perspective was taken
for granted 1in Britain, 1s summed up by the Colonial
Secretary Sir Edward Bulwer Lytton, who told MPs in 1858
that it was in the nations common interest to:

.. fulfil the mission of the Anglo—-Saxon race,

in spreading 1intelligence, freedom, and the

Christian faith wherever Providence gives us the
dominion of the soifl. (12)
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Racism was now, in nineteenth century Britain,
permeating eall aspects of 1life. Historiography,
children's literature and popular literature, all

operated in their own ways to reproduce the mythology of

‘race’'.

The youth of Britain was taught a version of history
which glorified Britain's leading role in Empire, and
portrayed black people as 1inherently inferior. For
example, James Anthony Froude, Regius Professor of
Modern History at Oxford, wrote 1in The English 1n the
West Indies (1888):

The poor black was a faithful servant as long as
he was a slave. As a freeman he 1s conscious of
his inferiority at the bottom of his heart, and
would attach himself to a ratilonal white
employer with at least as much fidelity as a
spaniel. Like the spaniel, too, 1f he 1s denied
the chance of developing under guldance the
better qualities which are in him, he will drift
back into a mangy cur .

We have a population to deal with, the enormous
majority of whom are of an inferior race
Give them independence, and in a few generations
they will peel off such civilisation as they
have learnt as easily and as willingly as their
coats and trousers. (13)

British school children were alsc subject to a racist
version of history. Cassell's Class History of England

(1884) commented:
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{In the British Empirel] we are face to face with
barbarous peoples, whom 1t 1s profitless to
conquer, yet amongst whom 1t 1is difficult

otherwise to enforce peace and order ... [This
difficultyl] meets every nation which goes forth
to carry civilisation to uncivilised

peoples. (14)
and School History of England (1911) by C L R Fletcher
and Rudyard Kipling, describes black inhabitants of the
West Indies as:
.. lazy, vicious and 1ncapable of any serious
Improvement, or of work except under compulsion.
In such a climate a few bananas will sustain the
life of a negro quite sufficiently; why should
he work to get more than this? He 1s quite
happy and quilte useless, and spends any extra
wages which he may earn upon finery. (15)
Some of these students then went on to reproduce British

history distorted by racism for the next generation, and

into the twentieth century.

The British ‘'professional occupation of medicine,
through the occupations journals were also involved in
reproducing pseudo-scientific racism into the twentieth
century. The Lancet, in 1906, in an article entitled,
Ractal Peculiarities of the Negro Brain f Lancet, 2, 10—
11-1906; pp1314-51 reported that it had now been proven
beyond all doubt that the 'negro' was of smaller stature
and weight, with less skull capacity and a smaller
brain, than the 'caucasian'. The article suggested that

these phenotypical differences between ' negro’ and
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'caucasian' by which ‘races' are characterised, was

largely due to this difference in brain size.

As a consequence of this assertion, the article defined
the 'caucasian' as:

... subjective, dominant and masterful, full of
determination, will power, self-control, with a
high development of the ethical and aesthetic
faculties. He 1s a great reasoner ... (16>

The article, then presented the 'negro' as the direct
opposite of the 'caucasian':

The negro 1s affectionate, very emotional,
sensual, and under excitement passionate. He
has 1love of ostentation, of outward show, of
approbation, love of music and singing, and
undeveloped artistic power and taste, for he
makes a good artisan. He has 1nstabllity of
character, lack of self-control (especislly 1n
sexual relationships), and a certaln pecullar
bumpt tousness caused by toc high an appreciation
of himself and his surroundings. He 1s meek and
submissive but prone to become violent when any
sudden danger appears. His body senses, smell
and sight are usually well developed. (17)

The journal was clearly reproducing racism as ideology.
It first defined the main difference between the white
and black ‘races’ by reference to phenotypical
characteristics, and then explained the distinction 1in
terms of brain size. Having defined the two ‘races' in
this manner, the article then goes on to attach a range

of cultural attributes to the two basic somatic groups
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identified. This corresponds almost exactly to the
definition of racism as ideoclogy identified earlier in

Chapter II.

Summary and Conclusions

The above outline of the historical roots of British
racism, 1illustrate how racism as an ideology had its
origins 1in Britain's colonial connections: initially
through the slave trade and then in relation to the
expansion of Empire. These two aspects of Britain's
colonial history, formed the material basis for the
generation and reproduction of racism. Plantocracy
racism emerged to justify and legitimate the economic
exploitation of black slave labour and participation in
the slave trade. Pseudo—-scientific racism of the
nineteenth century reproduced and modified plantocracy
racism 1in order to justify and legitimate colonial
expansion and the exploitation of black people, their
lands and resources, throughout the British Empire.
Both the slave trade and Empire were crucial to

Britain's development as a capitalist society.

These two forms of racism were the outcome of much

earlier perceptions about the ‘'other'. The British
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already had a language and set of 1images to make sense
to the distinction between black and white. Black was
ascribed negative evaluated characteristics, and white
carried with it ©positive meanings. It was not
surprising, therefore, that when the white British came
into contact with the black African, skin colour should
become a primary signifier of the differences between

the two peoples.

Plantocracy racism operated within this process of
signification to describe black people as animals with a
potent sexuality. They were said to be generally
inferior and specifically intellectually inferior to
white people. Slavery was touted as a humanising and
civilising force on black people. With respect to
pseudo-scientific racism, the desire was to demonstrate

that the process of signification had a scientific

basis. Biology, anatomy, craniology, phrenology, the
bastardisation of Darwin's notion of ‘natural
selection', were each used as evidence to support the

belief that black people were of a different and
inferior ‘race' to white people, while at the same time
emphasising the superiority of the English race and
claiming it was a moral obligation for Britain to bring

civilisation, christianity and the law to black 'races'.
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The transition from plantocracy racism to pseudo-
scientific racism raises an interesting question in
relation to whether at any historically specific point
in time we are observing and analysing a single manifes-
tation of racism, or a number of distinct varieties of
racism. Plantocracy racism was concerned primarily with
the African as a slave, and although popular conscious-
ness did and continues to distinguish between black
people of African descent from those of Asian origin,
this subtle distinction is not readily apparent within

plantocracy racism.

It was shown, however, that pseudo—sclentific racism did
posit this distinction by identifying Indian or Asian
people as a biologically distinct 'race’, located
'between' the African and European 'races'. [see pl128]
However, it is again unclear whether Africans and Asians
were the object of distinct variations of pseudo-
scientific racism. The available 1literature focuses
almost exclusively on racism in relation to the African

or black people generally.

It will also be shown 1in the next section of this
Chapter, which investigates the Indian Medical Service

operating 1in colonial India, that the ' professional’
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occupation of medicine reproduced this general form of
racism, There 18 no evidence to suggest that the
occupation undertook a specific re-formulation of this
racist discourse which related to black people
generally, in order to racialise Indian doctors seeking

to enter and work in the IMS.

This 1issue does suggest, however, that the actual
content of any historically specific form of racism
could itself be constituted by more than one concrete
form of racism. Because black people are themselves a
heterogeneous grouping, they may be subject to a variety
of actual racisms. Indeed, it will be shown in Chapter
VI, that from 1974 onwards, migrants from the West
Indies and India were subjected to distinct forms of
racism. The ‘race/immigration' issue of post—1945
Britain continued to be reproduced in respect of the
continued migration of dependants from the Indian
subcont inent. For the migrant, now obviously settler
West Indian population, however, the racist discourse
was re-formulated because continued migration from the
West Indies had largely halted. The ‘'immigration' of
West Indians was no longer the issue. The re-formulated
racist discourse focused on the 'problem’' of the ‘second

generation' West Indian population. West Indian youth

-140-



Roots of British Racism and Racialisation of Doctors in India

were being politically criminalised as the ' enemy

within'.

With pseudo-scientific racism relying so heavily on the
biological and ‘'natural' sciences, it 1is not surprising
that doctors were 1involved in sustaining the mythology
of 'race'. Craniology was founded by a German professor
of medicine, and Dr Robert Knox exemplified the most
aggressive form of 'scilentific racism'. A discourse
which was highly regarded by the medical journals at the
time. In addition, Knox's writings also illustrated the
articulation of nationalism with racism, where he
grounded his idea of ‘nation' within his

conceptualisation of ‘race'.

By the second half of the nineteenth century, the
efficacy of ‘scientific racism' as a satisfactory
mechanism of explanation of Britain's colonial
relations, had resulted in the idea of 'race' becoming a
largely unquestioned common sense notion. Racist ideas
were part of British historiography, and children's and
popular literature. By the first—-quarter of the
twentieth century , the British ' professional’ occupation
of medicine was continuing to reproduce the idea of

‘race', by giving credibility to the belief 1in the
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natural and 1inherent biological differences between
'races', and linking this biological differentiation to

cultural variation.

Plantocracy and pseudo-scientific racism formed one part
of the ildeological terrain upon which British colonial
rule in 1India occurred. The effects of racism as
ideology during this period are the subject of the next
chapter. It will be argued that the ideology of ractism
operated to shape the relationship between the British
'‘professional' occupation of medicine in colonial India
and Indian doctors. A process which was to have a
legacy in relation to the post-1245 migration of Indian

doctors to Britain.

THE RACIALISATION OF DOCTORS IN COLONIAL INDIA

Introduction

The objective of this section 1s to outline and analyse
the process of racialisation that doctors from the
Indian subcontinent have faced, in terms of their
relations with the British ‘professional' occupation of
medicine. It will be shown that Indian doctors were

subject to unequal treatment in relation to entry into
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and terms of conditions of employment in the IMS, when

compared to their British counterparts.

This will be followed by an exploration of the
Justificatory arguments used by the British 'profes-
sional' occupation of medicine, to create and sustain
their dominance within the IMS, and the subordination of
Indian doctors. Before presenting any detailed outline
of the racialisation of doctors 1n colonial 1India,
however, a brief description of the Indian Medicsal
Service will be provided, 1in order to set this early

phase of the racialisation process in context.

British Medicine and the Indian Medical Service

The creation of the IMS by the British ruling
administration 1in colonial 1Indisa, which was Dbased
largely on the system of medical education and service
provision operating in Britain at the time, had 1its
origins in the operation of the East Indian Company
(EIC). The first British medical officers arrived in
India on the original three ships sent out by the East
India Company in 1600, when trading relations were first
established with India. These were then succeeded by

other fleet surgeons and medics who remained in India to
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gerve 1in the company settlements. ([BMJ, 1, 31-5-1924;
pp970-11 The first surgeon general of the East Indian
Company was John Woodall, who was appointed in 1612,

[Lancet, 2, 30-8-1947; p3191]

Although the Indian Medical Service was not formally
established until 1897, [(BMJ, 1, 31-5-1924; pp970—-131 the
first ‘native' Indian medical students emerged under the

control and supervision of the surgeons of the East

India Company. Initially these students were taken on
as apprentices 1in dispensing, with instruction 1in
chemistry, anatomy and pharmacology. As the benefits

from this system were recognised by the Company, all the
major subjects of the medical curricula were
subsequently included in the training programme. ([(BMJ,

1, 15-3-1930; pp508-11]

The Indian government in colonial India began to involve
itself in the organisation of medical education with the
establishment of medical colleges at Calcutta and Madras
in 1835, This was supplemented in 1845 with the opening
of Grant Medical College in Bombay, a medical college at
Lahore in 1860, and Lucknow Medical College in 1911, By
1925 there were ten university medical colleges 1in

colonial India. [BMJ, 2, 14-9-1946; pp369-72] In the
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early days many medical colleges in colonial Indis
granted their own diplomas, but affiliation to the newly
developing universities provided a guarantee of
educational standards. [BMJ, 2, 14-9-1946; pp369-72]
All of these colleges were to quickly become government
institutions working in close relationship with the IMS.

[BMY, 15-3-1930; pp508-111]

There was no coordinating body to register or maintain
medical education standards, such as the GMC in Britain.
Medical education was largely controlled by high ranking
medical officers of the IMS. [(BMJ, 2, 14-9-1946; pp369-
721 All the professors working in the medical colleges
were initially part-time Presidency officers of British
origin. Entrance to the IMS as a medical officer was
gained only by passing an examination in London. All
candidates for the service, Indian and British, had to
be holders of British qualifications. ([BMJ, 1, 15-3-
1930; ppb508-111 This requirement ensured, 1n the early
years of the IMS at 1least, that the main medical
teaching posts 1in colonial India were held by white

British-trained medical officers.

The IMS was both a military and civil operation.

Although it main medical work was military, a number of
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appointments were reserved for civil duties. These
civil appointments were always subject to recall for
military purposes. A doctor had to spend the first two-
to-five years in the service providing for the medicsal
needs of the army in colonial India, before becoming
eligible for transfer to civil employ. The 'elite' jobs
in the reserved civil medical posts were the civil
surgeoncies, These included specialist appointments at
teaching hospitals and the most prestigious research
jobs. [(BMJ, 2, 9-10-1937; pp222-32. Lancet, 1, 8-3-

1913; pp707-91]

The IMS5 was supplemented by two other military branches
of medical provision: the Royal Army Medical Corps of
India (RAMC)> and the Indian Medical Department <(IMD).
The RAMC was concerned mainly with medical care of
British troops and their families, and had little to do
with the civil population of India. The IMD supplied
the subordinate military medical personnel for the armed
forces in India. It comprised two divisions. On the

one hand, were the military assistant surgeons who

serviced British troops in India. They were mostly
Anglo-Indians, and underwent training in medical
colleges funded by the government of India. On the

other hand, were the sub-assistant surgeons who served

Indian troops. They were trained in medical schools,
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attached to Indian Station hospitals and served under
IMS officers. Both assistant surgeons and sub-assistant
surgeons could be selected for civil appointments. [BMJ,

2, 9-10-1937; pp222-32. Lancet, 1, 8-3-1913; pp707-91

From 1919 onwards, much of the control of medical
provision in India was regionalised under Provincial
Medical Services. From this date onwards medical
administration, hospitals, dispensaries, asylums, medial
education, public health, sanitation, health statistics,
and the regulation of medical qualifications and
standards all came under the control of the various
provincial administrations. (BMJ, 2, 9-10-1937; pp222-

321

The civil medical head of each province was a surgeon-—
general, who 8lso acted as the chief administrative
officer of the province. Each province recruited 1its
own medical personnel, with the exception of those IMS
officers who were eligible for civil employ, who were
appointed. As a result, one—fifth of all civil
surgeoncies were allocated to IMS medical officers. The
duties of civil surgeons varied with the locality, but
typically they were responsible for the medical

administration of the district and all government
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hospitals. They also acted as medico-legal advisers to
the government, and provided medical care for government
officers and their families. They were assisted by a
number of assistant and sub-assistant surgeons. [BMJ, 2,

9-10-1937; pp222-32. Lancet, 1, 8-3-1913; pp707-91

Typically, & district hospital in each province had 100
beds with one civil surgeon, one assistant surgeon and
one sub—-assistant surgeon. Smaller hospitals were
supervised by assistant surgeons, and even smaller rural
hospitals would be run by sub-assistant surgeons. Both,
however, remained under the overall control of the civil

surgeon of the region. [BMJ, 2, 9-10-1937; pp222-32]

Graduates of recognised 1Indian universities, after
competitive examination, were selected as civil
assistant surgeons. They were employed as lecturers,
professors, assistant-professors in medical schools,

demonstrators in medical colleges, house surgeons and
physicians in large hospitals. Licentiates of Indian

medical schools were selected as civil sub—assistant

surgeons. They were located in many and varied
occupations covering all the medical posts of
subordinate status. Assistant surgeons could be

promoted to become civil surgeons and sub-assistant
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surgeons could progress to assistant surgeon, but only
after many years experlience. [BMJ, 2, 9-10-1937; pp222-

32}

We have already seen above, that many matters dealing
with medicine in 1India had been transferred to the
regional authorities at the end of the First World War.
Regulation of medicine was attempted between 1912 and
1936, when most of the provinces 1in India had
established Provincial Medical Councils, although these
were solely concerned with medical education in the
specific region. [BMJ, 2, 14-9-1946; pp369-72] This,
however, lead to problems of effective coordination,
because each province had a large degree of independence
in relation to how it operated with other provinces and
with respect to the central government. (BMJ, 1, 15-3-

1930; pp508-111

The solution to this problem, was the establishment of
an All India Medical Council (AIMC) to oversee medical
education and standards, 1in February 1934. The Council
was established to ensure the maintenance of a uniform
minimum standard of medical education for the whole of

British India, and to establish reciprocity with
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appropriate countries and institutions. {BMY, 2, 14-9-

1946; pp369-721

Other features of the AIMC's activities included its
active support 1in encouraging the upgrading of medical
schools to medical colleges <(and the abolition of
medical schools that could not efficiently be upgraded),
as well as supervising the establishment of new medical
colleges during post-war re-construction. In addition
it had been encouraging licentiates to undertake extra
tuition in order to gain medical degrees. At the
outset, the AIMC recognised all British qualifications,
and following negotiations with the GMC, the Council
agreed to recognise all medical qualifications granted
by British Indian Universities recognised by AIMC. [BMJ,

2, 14-9-1946; pp369-72]

The creation of the AIMC was preceded by a long drawn
out dispute over British recognition of Indian
qualifications. It also corresponded with a substantial
decrease in the proportion of European teachers in the
older colleges. For example, in the two new colleges
affiliated to the universities of Calcutta and Bombay

respectively during this period, the professorial staff
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included no British doctors. [BMJ, 1, 156-3-1930; pp508-

111

This ‘Indianisation'’ of western medicine 1in colonial
India was progressing quickly, especially with the
prospect of 1Indian independence on the political
horizon. In addition the independent medical profession
in India was growing rapidly in the first thirty years
of the twentieth century, especially in the larger towns
of colonial India. Most of them were graduates and a
number had come to the UK to gailn postgraduate
qualifications. Some of them acted as honorary officers
in government medical schools and colleges and private
hospitals. The less qualified licentiate had converged
on the towns, operating privately alongside graduates.
{BMI, 2, 9-10-1937; pp222-32. Lancet, 1, 8-3-1913;

pp707-91

This was the position prior to Indian Independence in
1947, The IMS ceased to exist at midnight on Thursday,
August 14, 1947, with Indian independence. At the birth
of India as an independent ‘'nation-state’, the country
was left with ten medical colleges training students for
university medical degrees, and seventeen medical

schools for licentiate education (most of which were
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rapidly being raised to the status of colleges with

University affiliation). [BMJ, 2, 23-8-1947; pp300-1]

The British Medical Journal's leading article at the
time commented:

What of the legacy that the IMS bequeaths to
India and Pakistan? In the first place 1t has
two lineal descendants — the Provincial Medical
Services, 1n most provinces highly efficlent,
and the young and vigorous Indian Army Medical
Corps. In addition, 1t leaves behind a highly
organlised and 1ndependent medical profession of
some 50, 000 medical practitioners, of which the
vast majority were directly taught by officers
of the Service, and the remainder by teachers
who had recelved thelr own professional
"education from that source. The creation and
development of thils Independent profession has
been, and 1s, &a socurce of legitimate pride and
pleasure to the whole Service; and the
professional and ethical standards set by the
IMS will provide its successors — In the public
services and In the 1lndependent profession allke
- with an inspiring tradition and a yardstick by
which their success or fallure will be
measured. (18)

While this self-congratulation by the British
'professional’ occupation of medicine may in part be
Justified, it will be demonstrated below, that the
British occupation was able to ensure Indian doctors
became/remained a racialised fraction of medical
practice in colonial India. The occupation drew on a
racist discourse to both secure for itself the °'best’

posts in the IMS, while simultaneously relegating Indian
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doctors to a largely subordinate and supportive role

within the service.

Occupational Exclusion and Control in the IMS

There were a number of clearly defined constraints on
Indian doctors joining the IMS, and progressing within
the service in a similar way to their British
counterparts, Although technically, the IMS as whole
was open to all doctors whose qualifications were
recognised by the GMC to compete for entry, the
requirement that ‘native' Indian doctors must take their
entry examination 1in England obviously placed severe
constraints on the number who could afford to take up
this offer. [Lancet, 1, 30-5-1908; p1598: Lancet, 2, 19—

12-1908; p18591]

The terms and conditions of employment on entering the
IMS were also different for Indian and British doctors.
Recruitment to the IMS for British doctors provided a
permanent post, with the first three years of service
representing a probationary period. The longer they
worked as an officer in the service so their retirement
gratuity increased proportionally. (BMJ, 2, 9-10-1937;

pp222-321 Before April 1937 Indian doctors entered the
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IMS on a temporary basis. Commissions were renewable
year—-on—year. and 1t would take up to five years before
an Indian doctor became eligible for permanent
appolntment. In addition, retirement with gratuity was
limited to Indian officers completing six years service
from the date of permanent appointment. [(BMJ, 2, 9-10-

1937; pp222-32]

After April 1937, the rules governing admission to the
IMS for Indian doctors were revised. A short-service
commission lasting for five years was introduced. These
officers were then asked on conclusion of their short-
service commission whether they wished to be considered
for a permanent appointment. It was estimated at the
time that only seventy per cent of those whose stated
preference was to be considered for a permanent
poeition, would be accepted. The remainder would be
retired with a small gratuity. While this system may
appear more adequate for those who failed to be selected
for a permanent position in the IMS, those who were
successful under the new system lost the right to any
retirement gratuity after six years service (ie. after
one years service with a permanent commission). [BMJ, 2,
9-10-1937; pp222-321] Under either system, Indian
doctors did not enter the service on the same basis as

their British counterparts.
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In relation to rates of pay, both Indisn and British
doctors 1in the IMS were paid the same basic rates.
British doctors, however, also received an overseas
allowance which Indian doctors were not eligible for.
The difference in gross pay was further widened in 1937,
when basic pay was reduced while the overseas allowance

was increased. [BMJ, 2, 9-10-1937; pp222-3]

Other privileges of being an officer in the IMS were not
equally shared between Indian and British doctors. A
limited number of posts such as civil surgeoncies,
teaching, research and public health, were reserved for
officers of IMS in civil employ. The number of civil
posts reserved for Indian IMS officers was significantly
less than the number reserved for British IMS officers,
and no speclalist posts 1in the principal teaching
centres were reserved for Indlian officers of the
service, In addition, Indian doctors in the independent
private sector were excluded completely from these
reserved posts. This effectively denied this section of
Indien doctors any contact with specialist medicine or

innovative techniques. [BMJ, 2, 9-10-1937; pp222-32]

The requirement to take entry examinations in England,

the differing criteria governing the appointment to
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permanent posts and pension entitlements, restricted
entry to the most prestigious civil posts, and the
differing pay structure, 1illustrates how the British
'professional' occupation of medicine in colonial India
was able to control and exclude Indian doctors in the
IMS. The justificatory arguments which legitimated this
'second-class' status of Indian doctors practising in
colonial India, were conducted through the language of
the ideologies of racism and nationalism, and
professionalism. This justificatory discourse was most
vividly expressed in relation to the debate concerning
the increasing use of ‘native' Indian doctors in the

IMS, that is, the Indianisation of the IMS.

From the beginning of the twentieth century, the British
‘professional’ occupation of medicine believed that
their position in the IMS was increasingly under attack
because of the expansion 1in the number of ‘'native’
Indian doctors entering the service. This was of
particular concern to the occupation, as medical work in
the colonial territories generally, and the IMS in
particular, carried with it high status and material

rewards for white British trained doctors.
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A leading article in the BMJ of 1909 identifies the
existence of a secret dispatch by the Secretary of State
to the Government of India (Lord Marley) (19) stating
that there was to be no further increase in the IMS, and
that 1ts civil side would be increasingly recruited from
'native’ Indian doctors qualified in Indian
universities. ([(BMJ, 1, 15-5-1909; pp1203-4] The idea
was that 'native' Indian doctors should be encouraged to
establish themselves in private practice in the cities,
towns and villages of India and be available and willing
to undertake government work within the IMS when
necessary. (BMJ, 2, 24-7-1909; pp223-4] They would be
required to undertake competitive examinations in
Calcutta, rather than by examination in London which was

currently the practise. [Lancet, 1, 16-3-1901; pp818-9]

The BMJ warned that such a move would reduce the
attractiveness of the IMS generally to British
graduates, resulting in a substantial decline in their
willingness to apply to join the service. [BMJ, 1, 15-5-
1909; pp1203-41] The fear of the occupation was that a
change 1in policy 1like that suggested by Lord Marley
would operate to replace the British civil officer of
the IMS. [BMJ, 2, 24-7-1909; pp223—-41] The Lancet went
even further, when its ‘'Special Correspondent' on India

comment ed:
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... 1t 1is ... absurd to compare an Indian degree
and education with those obtained in the British
Islands, The feeling 1in the service 1s that

there are too many natives 1In 1t already, so
that any further concessions 1n this direction
would be undoubtedly unpopular. (20)

The British ‘'professional’ occupation of medicine,
through the Lancet, 1s using the language and imagery of
professionalism to Jjustify its position against the
trend towards the increasing number of Indian doctors
entering the IMS. Although the medical education system
in colonial India was based on the one operating in the
UK, the Lancet is clearly implying that the high medical
education standards existing in Britain which allow the
occupation to claim that medicine 1is based on highly
specialised scientific knowledge, and therefore operates
to safeguard the health interests of the population, 1is
not reproduced in Indian medical colleges.
Consequently, the clinical standards of Indian graduates
is presented as insufficient to warrant their wholesale

entry into the IMS.

Four years later in 1905, however, the Lancet appeared
to be less harsh about the abllities of ‘native' Indilan
doctors. In a leading article on the IMS, the journal

recognised that India was increasingly producing its own
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qualified doctors capable of undertaking most of the

duties of British commissioned officers of the IMS:

It 1s not 1logical ... that we should spare no
pains to educate the Indian and, at the same
t 1 me, should refuse him forever the

opportunities of a free exercise of the talents
that we have enabled him to cultivate. (21)

In recognising the increasing employment of ‘native’
Indian doctors in more responsible and highly placed
posts, however, the Lancet article goes on to warn:
... we must not I1lgnore the influence which the
difference of race Introduced into 1t - not
merely those of a physical nature but racial
distinctions of character, religion, education
and methods of thought which ... tend to keep

the European and the native races of India more
or less apart. (22)

The article then asserts that these fundamental
differences between the European and Indian 'race'
result in different standards of ethical conduct.
Further, it is suggested that the evidence for this 1is
provided by the preference of ‘native’ Indians
themselves to be treated by a white commissioned officer
of the IMS. [Lancet, 1, 18-2-1905; pp441-21] From this
line of argument, the article then goes on to suggest
that it 1s perfectly "“natural” for Europeans in power in
India to wish to continue to be treated by their “own

countrymen”. The article states:
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1t goes without saying that Europeans
serving 1in India will always prefer medical men
of thelr own race. (23)

The final argument of this leading article in the Lancet
of 1905, introduces one further inability that Indian
doctors are supposed to display. The article reports
that Indian doctors are not as capable as their British
counterparts to deal with administrative duties. While
‘native' Indian doctors, qualified through the British
medical system in India, are perfectly capable of taking
medical charge of the smaller districts in India, so
long as British rule in India lasts. It is suggested
that British medical officers would be required for the
larger stations and more important appointments for some

time to come. [Lancet, 1, 18-2-1905; pp442]

It is very clear that the Lancet is using the discourse
of ‘'race' to justify the continued subordination of
‘native' Indian doctors through their exclusion from the
the more powerful, prestigious and highly rewarded posts
in the IMS, and of course by definition, to ensure white
British trained doctors alone are eligible for these
positions. The article makes it clear that the
different biological characteristics of Indian doctors

are perceived as determining thelr cultural,
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psychological and ethical attributes and organisational
or administrative abilities. The implication is that in
all these respects Indian doctors are inferior to their
British counterparts, solely because of supposed

inherent ‘racial' differences.

The expressed desire that British officers and their
families serving in colonial India would prefer to be
treated by their ‘own countrymen', 1is in itself, of
course, not racist. Only when it is articulated in
relation to justifying some form of exclusionary/inclu-
sionary practice, 1s 1t racist. The expression of
preference 1involves a process of ranking doctors
according to their supposed suitability as medical

practitioners: in this case, a process which operates to

exclude Indian doctors. By suggesting that preference
is ‘only natural', the journal 1is Justifying this
process of exclusion as non-racist. The criteria by

which this process of ranking takes place, however, 1s
clearly racist. As the article goes on to argue, Indian
doctore because of their supposed ‘racial' character—
istics are inferior in every way, compared to their

British counterparts.
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The Lancet was once again facing two ways at once in
respect of opening-up the IMS to 'native' Indian doctors
in 1909. In a leading article of that year the Lancet
states that, "properly qualified candidates ... from the
excellent [ Indianl Medical Colleges" should have
existing appointments thrown open to them. The article
goes on:

As to the intellectual and professional ability,

both of the native Indian - whether Bengalil,
Parse, Sikh or Mohammedan, or Madrassi, and the
Eurasian, there can be no doubt. Thelr mental
acuteness 1s equal to thelr industry and power
of application, They pass excellent
examinations, they lay 1In a large stock of

knowledge, and they devote themselves with zeal
to thelr profession. (24)

The sting 1in the tale comes later in the article when
the leader comments:

[Slpeaking 1n general terms ... 1t cannot be
said that, as years go on, they 1ncrease 1n
scientific knowledge or professional skill, or
in the wisdom that comes from s gradual ripening
of the 1intellectual facultles, reinforced by
practical experlence.

{Als a general rule, though the Indian, as &
student, meets on equal terms, and frequently
excels, his British fellow, the mature middle-
aged Indian practitioner stands 1n quite a

different comparative relation with the
European—-born medical man of similar age and
experience. There 1s undoubtedly precocity of

development 1in the Eastern compared with the
Western races: as far as concerns the particular
class of men that enters the medical profession
in India, the brilliant promise of youth and
early manhood 1is not as a rule fulfilled: there
is a want of the power of 1nitlative, &
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disinclination to take responsibility, a
tendency to run in a groove ... (25)

The Lancet suggests that the solution to thie apparent
maturity problem of the 'native’ Indian doctor 1s the
civilising influence of European education and
communication with Europeans, because only then will:

the Indian-born [doctorl] ... progress, and
approximate the European characteristics. (26)

It 1s this slow, gradual 1improvement through the
civilising influence of the European, which leads the
author of the article to contend that there should be
increasing employment of 'native'-born medical men 1in
India, but suggests that it should be:
slow and deliberate, the fitness of the
native-born for his 1ncreased responsibllities
being measured, not by the examination success
of the youthful student, but by the gradual

evolution of character in the mature
practitioner. (27)

This suggested restricted intellectual development in

mature Indian doctors 1is presented as the result of

‘raclal' difference. The argument is slightly more
subtle, however, than earlier presentations by the
Lancet. The journal no longer suggests that medical

education in India is of a lower standard than that in

the UK. The 'problem' is one of an inherent lack of
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initiative and responsibility 1in the 1Indian doctor.
This subtle change of emphasis is not surprising given
that medical education in India had been created and was
operating on similar 1lines to the British system.
Consequently, to criticise the basic clinical competence
of Indian doctors would by implication be undermining
British medical educational standards. If British
medical education could be criticised in this way, then
the so-called scientific basis of professionalism would
also be undermined. In this way, this change of
emphasis, while remaining within a racist discourse,

operated to safeguard the ideology of professionalism.

Racism and nationalism are used to justify the argument
in the article that the 'problem' of maturity would be
resolved by allowing the ‘civilising’ influence of
British culture and practices to be absorbed by the
Indian doctor. No longer is 1t sufficient for the
Indian doctor to be qualified by virtue of a British
inspired medical education system in colonial India, but
it also now requires the uncritical absorption of
British ‘'‘ways of doing things' 1in order for Indian

doctors to be fit to work in the IMS.
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The BMJ continued these themes into the second decade of
the twentieth century. The Jjournal supported the
continued examination 1in the UK of ‘native' Indian
doctors who wished to enter the IMS. The Jjournal
Justified this in the following terms:

. can 1t be doubted that 1n the interests of
the Empire that it 1s a good thing ...

can 1t be disputed that 1t 1s a good thing
that they should have seen something of English
life and conditions, and have been compelled to
realise by residence that, after all, England 1s

not the decadent Power which so many Indian
seditionists love to picture 1t? (28)

The BMJ's 'special correspondent' in India argued that
opening up civil posts to ‘'native’ 1Indian medical
practitioners could have disadvantageous outcomes for
the progress of 1Indian medicine. The prospect of
impending changes had already meant the IMS had lost a
considerable amount of 1its attractiveness. In the past
the IMS had attracted the best quality British doctors,
who passed on the best traditions of European practice,
research and teaching. The reduction in number of these
gifted practitioners, argued the correspondent, would
lead to a lack of progress for medicine in India. [BMJ,

1, 16-4-1910; p9631
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The BMJ also reported on the BMA's suggestions as to why
the IMS had become less attractive to British doctors.
The 1increasing numbers of 'native’ Indian doctors,
trained in British colleges based in India, had slowly
taken over most of the available private practice.
Traditionally, private practice had been a worthwhile
supplement to the income of British doctors working for
the IMS. Many now had only government service in the
IMS to supply their income. The Association
disparagingly commented:
the teacher has been largely replaced by his
pupil in this lucrative fleld, and ... 1t will
go on lncreasing in the future. (29)

This situation was then further compounded by the
government in colonial India actively restricting IMS
officers from undertaking private practice, 1in order to
encourage 'native' Indian doctors to take up private
practice so that they could be available for secondment
to the IMS when required. Finally increased workloads
and increasing costs of 1living, had made medical

practice in colonial India less attractive to British

doctors. [(BMJ, 1, 7-2-1914; pp57-63]

The journal then goes on to report the BMA's case for
the continued dominance of British doctors in the IMS,
and the need to maintain its attractiveness to British

doctors by keeping the ‘'native' Indian doctor in thelir
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subordinate place. On the clinical competence of the
‘native' Indian doctor, the BMA commented:

Those who know the Indian most intimately, and
who admire most intelligently his many excellent
qualities as a professional man, cannot blind
themselves to the fact that his standards are
still far from beilng those of his British
Brother. (30>

Medical standards could only be maintained and improved
if the pace of change were slow and controlled:

We must move to our goal with the 'ordered
action' of our race. The time 1s not yet ripe
for any wide or sudden change 1in past policy If
the medical education of the rising generation
[1n Indial ... 1s not to suffer ... (31)

The BMA continued to stand by the aszertion that Indian
doctors should be examined in the UK for entry into the
IMS, because it allows the aspirant Indian IMS officer

to become familiar with:

English ways, manners, and customs to enable
them to 1live without mutual discomfort 1n the
society of British officers and of other
Europeans of the same class. (32)

and it allows them:

. to become acquainted with the methods of
sanitation, the modes of 1living, hespital
treatment and duty, and the other features of
medical practice which are so widely different
In Europe and in India. (33)

For this reason, The BMA suggested that Indian

practitioners who wish to serve in IMS should have three
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years medical experience in the UK. This would also
guarantee the highest etandard of medical education
possible:

As Europe 1is the home of Western medicine, the
whole tone and atmosphere of a British medical
school 1s better, higher, &and more stimulating
than that of the Indian medical college. (34)

The journal reports that the BMA concluded:

If the Indian medical practitioner of today were
of the same mental and moral fibre as his
teacher, the European 1Indian Medical Service
officer would speedily be swept away by a force
which would prove Irresistible.

[Tlhe position of Englishmen, and still more of
Englishwomen and children, in India must not be
forgotten when the subject of the provision of
medical ald for the country 1s being handled.

[Flor many long years India will need the best
men the profession at home can supply to foster
and to care for 1ts still 1immature profession.
High standards of work and morals must be set
before the Indian student ... (and]l can only be
set by men whose enthusiastic devotion to duty,
and understating obedience to a high code of
probity and honour are the inheritance of long
8enerations of thought and training. (35)

To restrict the supply of such men would, the
Association argued:
result ... [1n] & widespread deterioration

in the morale, the training, and the efflclency
of the medical profession of India. (36>

The BMJ 1is using a similar Jjustificatory discourse,

centred on the ideologies of professionalism and
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nationalism, both of which are expressed within an
assumption of ‘race' difference, as that used by the
Lancet. The BMA continues to criticise the
'professional standards' of Indian doctors, arguing they
are far below the standards acceptable in Britain.
Consequently, Indian doctors should continue to be
examined for entrance to the IMS in England, where they
can absorb English culture and Western medical ideas and

practice where they coriginated.

The BMA centinually presents the British ®'professional’
occupation of medicine as the guardians and standard
bearers of what is regarded as good medical practice in
colonial India. Any reduction in the numbers of British
doctors working in the IMS as a result of continuing
Indianisation of the service, in order to msake room for
Indian doctors, would result in a reversion back to less
ethical and less scientific methods of operation. It is
argued that the Indian doctor is not yet ready to take
on the awesome responsibilities the IMS would demand of
them. Only with the careful guidance and example of the
best of British medical practitioners, can the Indian

doctor hope to become proficient.
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The above debate concerning the changing role of the IMS
in India, seems to have come to a head with the
publication of the Lee Commission 1in 1924. (37) The
Commission recommended that the IMS should become a
military only service, by incorporation with the Royal
Army Medical Corps of India. The RAMC would operate to
service the needs of British and Indian troops in Indisa.
As a result of this, a new civil medical service 1in
India would be established, which would be administered
by the various provincial governments. Recruitment to
the new civil medical service would be by competitive
examination 1in England and India. However, a minimum
number of posts would be reserved for British medical
officers 1in order that they could supplement the
military service when necessary, and meet the clinical
needs of British officers and their families. (BMJ, 1,

31-5-1924; ?p978—9. Lancet, 1, 31-5-1924; pli4]

The publication of this report appears to have made the
British *'professional' occupation of medicine realise
that the IMS was going to change, and the medical needs
of the population of colonial India would be
increasingly met by 'native' Indian doctors. The Lancet
commented that the Indianisation of the medical service

in India, "It 1s recognised, must be a long and steady

-170-



Roots of British Racism and Racialisation of Doctors in India

process. * (38) The main question for the Journal now was
not:
how many Indians should be admitted into the

service, but what 1s the minimum number of
Englishmen which must still be recruited. (39)

The BMJ, however, were less accepting. In a leading
article in December 1924, the journal argued that the
potential for greater State interference 1in medical
matters with the provincialisation of c¢ivil medical
services 1in India would effectively make 1t less
attractive 1in terms of recruiting more and better
British doctors to serve in India. ([(BMJ, 2, 13-12-1924;

p1123. ]

In 1927, the BMJ published an article by Sir Norman
Walker, a senior officer in the IMS, which argued that
since medical education had been transferred to the
responsibility of provincial governments in Indis, the
number of British medically qualified teachers had
declined markedly. Walker went on to suggest that this
situation had been compounded by several other
circumstances. First, since 1922 the number of medical
colleges 1in India had doubled. This, coupled with no

coordinating authority, such as the GMC in Briteain,
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meant that medical educational standards could vary
considerably throughout India. Third, the standard of
Indian secondary education did not compare with that in
the UK. Walker cites the fact that no British
university accepts the matriculation examinations of any
Indian university as the same as its own, as evidence of

this disparity. [BMJ, 2, 20-8-1927; pp312-13]

It appears that the BMJ was prepared once again to use
the supposedly poor clinical and education standards of
Indian doctors as an argument against thelr access to
the IMS. In addition, the less attractiveness of the
IMS had resulted in fewer British doctors working in the
service, Consequently, the Journal argues that the
situation had deteriorated to the point that British
medical expertise was no longer in a position to
safeguard the standards of medical education in colonial
Indis. Once again recourse to the ideology of
professionalism in the form of maintaining medical
standards, 1s used to justify continued British control

of the IMS.

This, however, seems to have been the last faltering
attempts by the British 'professional' occupation of

medicine to safeguard 1its interests in colonial India.
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The recommendstions of the Lee Commission had set the
agenda for changes 1in the IMS, In addition, as a
consequence of a long running dispute between the GMC
and the Indian wuniversities concerning training 1in
midwifery in colonial India, which was resolved by the
late 1920' s, the All-India Medical Council was

established in February 1934,

The function of the new Council was to secure a uniform
minimum standard for the qualifications of Indian
universities and to arrange reciprocity schemes with the
medical authorities of other countries. Unlike the

British GMC, however, 1t would be a Council of medical

education only, and would not be a registering
authority. The main task of the Council would be to
endeavour to guarantee the ‘“sufficiency” of Indian

medical degrees. [BMJ, 2, 11-11-1933; pp876-7]

The significance of this development was that the GMC in
Britain, for the first time, could judge accurately, on
the basis of the information provided by the inspectors
of the All-India Medical Council, whether the
qualifications granted by the various medical colleges
in India were of sufficient standard to allow the

holders to be registered to practice in the UK. Prior
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to this, the information on which the GMC based its
decisions concerning recognition of qualifications came
directly from the 1Indian  wuniversities themselves.
{Minutes of the GMC, Vol LVIII, 1920; pPp27-36]
Consequently, from the mid-1930's onwards, Indian
medical qualifications had gained a new status: a status
which was on a par with British medical qualifications

and formally sanctioned by the GMC.

Two other factors were dimportant 1in convincing the
British 'professional' occupation of medicine that their
continued influence over the 1IMS was 1increasingly
tenuous. One factor was the increasing agitation within
India for the creation of an independent ‘'nation-state’.
The second factor was the impending outbreak of the
Second World War. The need to provide extra medical
personnel to serve the needs of the British Empire at
war, resulted in a breakdown of some of the inequalities

existing between British and Indian doctors.

The Second World War and the Rise of Nazism

With increasing demand on British civilian doctors for
war work, in January 1941 the GMC under Defence

Regulations temporarily allowed overseas doctors to be
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included on the Medical Register. This meant that
doctors qualified to practice in any part of the British
Empire could be gelected for a medical commission in the
British armed forces, or employment in hospitals,
institutions or service in the UK other than attendance
in patients own homes, Doctors from India, therefore,
who may have been working and training in Britain could
now work for the British military on similar terms and
conditions to their British counterparts. [(BMJ, 1, 18-1-

1941; pp931]

In the spring of 1943, the Indian Army Medical Corps was
established, on the recommendation of the Soutter
Mission. The IAMC was to include both Indian graduates
and licentiates. Regular and commissioned officers of
the IMS would be seconded to it, and the new Corps would
receive by transfer the whole existing personnel of the
Indian Medical Department and Indian Hospital Corps.

(BMJ, 1, 8-5-1943; pp575-6. Lancet, 1, 17-4-1943; p502]

The 12,000 graduates of the Indian medical universities
would easily be assimilated into the new Corps. They
would have passed through a full medical curriculum and
gained qualifications which were registrable in the UK.

As the BMJ at the time commented:
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{mlany of them have attalined distinction and
are capable of specialised work of a high
order. <40)

The 35,000 1licentiates, who had previously been the
subject of derisory comment concerning their varied and
sub—-standard clinical asbilities, were now seen as fit to
for "full medical responsibiliity”, because:
.+ their training, which twenty years ago was
very pocor 1lndeed, has been Improved, and many of
them are skilled doctors who compete

successfully 1in civil 1life with the university
graduates. (41)

It would seem that any previous caution expressed by the
British 'professional' occupation of medicine concerning
the standard of Indian doctors, especlally licentiates
whose qualifications were not previously recognised by
the GMC, could now be dismissed as demand for doctors
increased due to the requirements of war. Indeed, as the
BMJ commented, for the first time:

. every doctor who has qualifled to practise

in India will be given the opportunity to rise

to any position in the corps which his abllities
Justify. (42)

The material circumstances of war had rendered the

ideclogies of racism and nationalism, and
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professionalism, which had previously been used to
justify the exclusion of 1Indian doctors from their
legitimate place alongside British doctors in the IMS,
redundant for the present,. It was not wuntil the
outbreak of the Second World War that Indian doctors
were effectively on an equal footing, 1in respect of
recognition and registration, with their British

counterparts.

This change in attitude by the British °'professional’
occupation of medicine, was also apparent in relation to
their contribution to the reproduction of the ‘race’
concept. The spectre of Nazism 1in Europe witnessed a
challenging of the notion of purity of 'race' within the
medical Jjournals. The conception of the Aryan ‘race’
was presented as ideological <(being 1largely based on
cultural traits) with no anthropological basis. The
superiority of the 'white race', and its destiny to rule
others was vigorously criticised, and the common sense
use of ‘'race’ to Justify and rationalise various

political and national activities was condemned.

For example, the Lancet in January 1938 reported on the
Seventeenth International Anthropological Congress 1in

Bucharest, where Eugene Pittard from the University of
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Geneva gave an address which demonstrated that the
theory about the purity of certain ‘races' was
untenable. [Lancet, 1, 8-1-1938; pp104.1 Pittard argued
that a powerful European ‘'nation' weas being misled by
its leaders. The German people were being told that
they belonged to a ‘pure race' with a great mission.
Pittard suggested that the concept of an 'Aryan race'
was 1deological, because 1t had no anthropological
basis. The belief in such a concept, that nations can
be divided into 'select' and 'first rate' groups, only
led to the encouragement of 'racial hatred'. Pittard
observed:

... the white peoples are not of a higher order

and are by no means necessarlly called to rule

and to beoast of the achievements of thelir

cilvilisation. Innumerable proud civilisations
have disappeared one after the other. (43)

In a similar vein, the BMJ reported that Julian Huxley
presented a lecture at the Royal Institute, 1in which he
argued that there was no 'Aryan race', since the term
Aryan referred to differences of language and national
culture rather than genetic differentiation. The

article concluded:

Today there existed no 1mportant human group
which could properly be called a race and the
term not only had no useful application, but
actually led to confusion, both scilentific and
political. Hence Mr Jultan Huxley held 1t
desirable on every ground to abandon 1t
altogether as applied to exlsting conditions.
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To define race 1in man scientifically was
impossible, since the implications of the term
did not conform with reality. [ TIhe word race
had been widely used 1n a pseudo-scientific way
to Justify and rationalise political and
national activities. (44)

SUMMARY AND CONCLUSIONS

This chapter has outlined the origins of British racism,
and then detailed how the development of this ideology
has operated in relation to the relationship between
British and Indian doctors within the IMS in colonial
India. Although British racism only became an effective
gsocial force in relation to Britain's involvement in the
slave trade and subsequent colonial expansion, this
racism was the outcome of earlier ideas, myths and

legend concerning human differentiation.

Britain already made use of a discourse which
distinguished between black and white. White was
positively evaluated, while black was associated with
negative attributes. Consequently, when the first
contacts with the people of Africa were made in the mid-
sixteenth century, the terms black and white already
embodied specific and diametrically opposed meanings.

It was not surprising, therefore, that skin colour
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should become a primary signifier of the difference

between the white European and the black African.

These early 1ldeas, 1images and myths, were taken up and
reproduced to justify British involvement in the slave
trade and the plantation economy in the West Indies.
The slave trade and the plantation economy based on
slave labour, was crucial to Britain's capitalist
development. It was vital, therefore, that a just-
ificatory 1ideology be created, which would legitimate
these activities. This became especially important when

the anti-slavery lobby became increasingly vocal.

Plantocracy racism attempted to justify the slave trade
and the use of slave labour by identifying the African
slave as a heathen savage, who would benefit from the
civilising influence of the British imposed plantation
economy in the West Indies. Eminent intellectuals of
the time, such as Lock and Hume, provided credibility to
the explicit racist pamphleteering of the pro-slavery
lobby, by arguing that the African was in all respects

inferior to the European.
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Plantocracy racism lost its practical adequacy with the
with the abolition of the slave trade and slavery in the
first half of the nineteenth century. Britain's con-
tinued colonial expansion, however, required another
form of Justificatory ideology. Plantocracy racism was
reproduced and refined into a more supposedly scientific
form in order to justify the expanding British Empire.
Empire was also crucial to Britain's capitalist
development. The exploitation of black peoples under
British colonial rule ensured that British capital was
enriched and the colonies suffered chronic poverty,

hunger, disease and foreign domination.

Pseudo-scilentific racism utilised the developing natural
sciences to provide a more supposed scientific basis to
the notion that the human population could be divided
into distinct ‘races’ and ranked hierarchically.
Biology, anatomy, craniology, phrenology, and the
distortion of Darwin's concept of ‘'natural selection’,
were all drawn upon to give an objective foundation to

the idea of ‘race'.

With pseudo-scientific racism relying so heavily on the
biological and natural sciences, it was not surprising

that eminent doctors at the time would be 1involved 1in
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creating and reproducing this form of racism. Knox was
probably the most vociferous 1in this respect. In
addition, his work on ‘race' and ‘race conflict®,

illustrated the articulation between the ideologies of
raciem and nationalism. For Knox, 'nation' was grounded
in his conceptualisation of ‘race': where ‘'national
character' and culture were determined by the biological
characteristics of the 'race' that constituted that

‘nation'.

By the late nineteenth and early twentieth centuries,
pseudo-scientific racism, had ensured that the idea of
‘race' was generally accepted as a baslis for the
differentiation of the world's population, Racist ideas

had become part of British historiography, and

children's and popular 1literature, and was being
reproduced through the education system The British
'professional’ occupation of medicine was also
implicated in this process. Through 1its Jjournals the

occupation was actively reproducing racism as ideology.
Black and white people were distinguished by their
somatic differences, then a range of cultural
characteristics were attributed to the identified

somatic groups.
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Plantocracy racism, and then pseudo-scientific racism,
were one part of the ideological terrain within which
British colonial rule and expansion occurred. Britain's
period of colonial rule in India was not exempt from
this. These forms of racism as ideology operated to
influence the relationship between British and Indian
doctors 1in colonial India. It allowed the British
occupation of medicine to create and maintain a dominant
position within the IMS, by Jjustifying the subordinate

role of Indian doctors.

There were several forms of inequalities apparent within
the IMS. While technically the IMS was open to com—
petitive entry by all doctors who had qualifications
recognised by the British GMC, 1Indian doctors were
expected to travel to the UK to take the entry exam in
order to practice in the IMS in their own country. Once
accepted into the IMS, British and Indian doctors were
treated differently. British doctors had permanent
posts which carried an incremental pension gratuity on
retirement. Indian doctors, however, were given temp-—
orary posts for the first five years, and then 1if they
were selected for a permanent position they were denied

a pensionable gratuity.
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In terms of remuneration, both sets of doctors received
the same basic pay. British doctors, however, also had
an overseas allowance. From 1937, basic pay was cut and
overseas allowances were increased, Yo that the
differential was increased further. Finally, the number
of prestigious reserved civil posts for Indian officers
of the IMS was significantly less than that for British
of ficers. In combination, such mechanisms ensured that
British trained doctors were able to maintain a dominant
position in the IMS over their 1Indian trained

counterparts.

The British 'professional’ occupation of medicine
utilised a number of Jjustificatory arguments to sustain
this dominance of British doctors in the IMS. This dis-
course was most clearly expressed in relation to the
occupations reaction to the increasing 'Indianisation'
of the IMS. This strategy appears to have been de-
veloped in order to defend the high status and material
rewards which were available to British doctors who were

prepared to work in colonial Indisa.

The core argument presented by the British
'professional' occupation of medicine in defence of its

interests focused on the assertion that increasing
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numbers of Indian doctors entering the IMS would not
only meke it more difficult to recruit the best British
doctors to the service, but this situation would also
undermine the standards of medicine in India as the
influence of the British example was not actively and

continually reinforced by a strong British presence.

These arguments were often explained 1in terms of the
supposed fundamental differences bet ween the two
‘races’'. It was argued that the difference in medical
educational standards, 1in ethical standards, 1in human
development tendencies and in different capacities to
govern medical districts, were determined by inherent
biological and cultural characteristics which were
assoclated with the two distinct ‘races'. The 1impli-
cation was that ‘racial' differences were a barrier to

achieving an adequate level of 'professionalism'.

It should be recognised, however, that some of these
arguments were ‘double edged'. For example the
occupation found it 1increasingly difficult to simply
suggest that the qualities of Indian doctors were
substandard, because many of them were trained in India
by the best British doctors of the time within

institutional arrangements and educational forms copied
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directly from the British system To have taken this
line of argument would by implication have undermined
the system which produced the supposedly superior

British trained doctor.

Consequently, while young Indian medical graduates could
be recognised as equal to or even excelling the
standards  of their British counterparts, it was
simultaneocusly asserted that this precocity went
unfulfilled in the mature middle—-aged Indian through
lack of continued application. A 'problem' which was

the result of ‘racial' difference.

The proposed solution to this supposed 1inadequacy of
Indian doctors, was that they should be made to absorb
English culture. It was no longer sufficient that they
should be educated in medicine through a British type of
medical education system, it was now necessary for them
to be ‘civilised' by English culture directly. Racism
and nationalism, and professionalism, were in
combination being used to maintain the subordinate role

of Indian doctors in the IMS.
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Towards the end of the 1920's and early 1930's, 1t was
increasingly realised by the British 'professional’
occupation of medicine, that the trend towards
‘Indianisation' combined with moves towards Indian
independence, was making their position increasingly
untenable. With this recognition came a change of
emphasis in the debate. The occupation now decided that
any changes in the IMS should be slow and controlled in
order to ensure that high 'professional' standards would
always be maintained, while the Indian doctor was 'made

fit* to work in and run the IMS.

Interestingly, this later stage of the debate, 1implies
that the supposed differences of ‘'race' could be
overcome given the appropriate example of how things
should be done (that 1s the 'British way'). This 1n
itself undermines the notion of ‘race’ as a
categorisation based on fixed biological and cultural
characteristics. Consequently, even during the
application of the discourse of ‘race' to Jjustify the
arguments defending British occupational control of
medicine in India, the actual changing material
conditions were themselves evidence of the falsity of

the concept of 'race’.
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The question of medical standarde in India seemed to
have been resolved i1in 1934, with the establishment of
the All India Medical Council. This allowed the GMC 1in
Britain to Jjudge the quality of medical education in
India and subsequently recognise many qualifications for
the purposes of registration to practice in Britain.
Many Indian medical qualifications were now on an equal

footing with those awarded by British medical colleges.

Although the Indianisation of the IMS, the prospect of
Indian independence and the creation of the AIMC was the
basis of a change of emphasis in the debate, 1t was only
with the advent of World War Two and the spectre of
Nazism, that the relationship between British and Indian
doctors became one of more or less equality. Indian
doctors, whether graduates or licentiates, were welcomed
as equal partners in meeting the medical needs of the

British war effort.

Racism, nationalism and professionalism were now
redundant ideclogies, because the need to recruit
doctors for the war effort took precedence over the
occupations desire to maintain a racialised fraction in
a subordinate position, and thereby, secure their own

dominant role. This was also reflected 1in medical
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journals of the period, where the occupation was now
using ite influence to undermine the use of racism and
nationalism to Justify and rationalise fascist political

objectives.

This first period 1in the relationship between the
British ®'professional' occupation of medicine and Indian
doctors was brought +to 1its conclusion with Indian
Independence in 1947. With independence came the formal
disbanding of the IMS, on August 14, 1947, ending an
association which had lasted over 330 years. As we
shall see below, however, Indian doctors and the newly
established British NHS would continue that association,

but on slightly different terms.

Nazism had changed the nature of the debate on 'race’.
Explicit racism would from now on be extremely difficult
to Justify. This, however, would not prevent newly
arriving doctors from the Indian subcontinent, who were
encouraged to migrate to staff the expanding NHS, from
being subject to the process of racialisation. The
discourse was less overtly racist, with a reliance on
the ideology of nationalism to mask the racist content

of the debate. The post—1945 migration and
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racialisation of doctors from the Indian subcontinent,

is the subject of the following two chapters.
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INTRODUCTION

Thie and the next chapter will provide a detailed
historical account of the creation and reproduction of
British racism and the racialisation of black migrant
doctors, during the post-1945 period. Chapter V will
describe how the ‘race/immigration' issue was
constructed in such a way as to present the black
presence 1in Britain as a ‘'problem'. It will also be
demonstrated how racism came to be institutionalised

within the practice of the State by 1971.

Chapter V will also illustrate how within this broader
political context, the occupation of medicine came to
regard black migrant doctors as a 'problem', after
initially actively encouraging them to come to Britain
to train and work. The occupation began to problematise
black migrant doctors from the late 1960's onwards, as
competition for scarce, good training posts 1in the

hospital sector began to increase.

Chapter VI will describe how British racism continued to
reproduced by the State, through 1its labelling of
British black youth as the ‘'enemy within' during the

1970's and reproducing the 'race/immigration' 1issue in
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relation to new Asian migration and the entry of Indian
dependants. It will then go on to detail how the State
reproduced racism through the debate on 'nationality' in

the 1980 s.

It will also be demonstrated in Chapter VI, how the
occupation of medicine was able to racialise black
migrant doctors, by having 1ite campaign to diecredit
their competence supported and given legitimacy by the
State sponsored Merrison Report of 1975, It will be
shown how the occupation were then able to persuade the
government that black migrant doctors should no longer
have exemptions under immigration legislation, but
should be subject to the same regulations and

restrictions as all other New Commonwealth migrants.

THE POLITICAL CREATION OF A *RACE/IMMIGRATION PROBLEM'

AND DOCTOR MIGRATION FROM INDIA: 1945-62

Introduction

Between 1945 and 1962, both Labour and Conservative

government's were involved 1in secret discussions to
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introduce immigration control 1legislation. With the
help of a public campaign by some right-wing Tory MPs,
the creation of a 'race/immigration problem' in post-
1945 Britain culminated in the 1introduction of the

Commonwealth Immigrants Act of 1962,

The official public stance of the State during this
period, however, endorsed the °‘open door' policy of the
1948 Nationality Act, which provided free movement and
residence rights within the Commonwealth. On the basis
of this policy, the British 'professional' occupation of
medicine actively encouraged the migration of doctors
from the Indian subcontinent to fill the vacancies in an

expanding NHS.

On the whole during this period, Indian migrant doctors
were welcomed into Britain and recognised for the
valuable role they performed in meeting the service
needs of the NHS. At the time of the introduction of
the 1962 Commonwealth Immigrants Act, however, the
British 'professional’ occupation of medicine were

beginning to question the quality of these doctors.
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The Post-War lLabour Government 1945-51

Post-war economic reconstruction had left Britain with
acute labour shortages 1n agriculture, coal-mining,
textlles, clothing and the foundry industries. A
Cabinet Manpower Working Party reported in November 1945
that there would be an estimated labour shortage of
240,000 by June 1946, and that this would rise to

1,346,000 by the end of 1946. [Joshi & Carter; 19841}

The demand for 1labour beyond that which could be
supplied internally, led to a number of private and
State recruitment 1initiatives. Consequently, bet ween
1946 and 1950, 77,000 displaced persons from Eastern
Europe were brought to Britain wunder the European
Volunteer Worker scheme, and a further 88,000 members of
the Polish Armed Forces who did not wish to return to
Poland after the war were encouraged to settle 1in
Britain to work. [Miles & Phizackles; 19841 In
addition, there were an estimated 30,000-40,000 Irish
migrant workers entering Britain annually at this time.

{Joshi & Carter; 1984)

This predominantly white European migration to Britain

was supplemented from 1948 onwards with the arrival of
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black migrants from the New Commonwealth. The begin-~
nings of this post-war labour migration from the New
Commonwealth 1is usually identified with the arrival in
Britain of the 492 West Indians on the Empire Windrush

in 1948. [Layton—-Henry; 19841}

It has previously been argued in Chapter II above, that
New commonwealth migration into Britain was structurally
determined by the uneven development of capitalism.
Within this, specific policy decisions on recruitment of
migrant labour by the British State, historical colonial
links, and 1individual motivation, all combined to
encourage workers from the New Commonwealth, including

doctors from India, to migrate to Britain.

The type of people this migrant labour should be,
however, had already been the focus of considerable
debate, with much of this debate being held in secret
discussions within the Cabinet. The first public
expression came through the Royal Commission on
Population, published in 1949. The Commission had the
task of providing the basis for a planned expansion of
the economy. The Commission's report suggested that
140,000 migrant workers would be needed immediately to

meet the labour shortages Britain was then experiencing.
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In addition, considerable resources would have to be
deployed in housing, the social services and industrial
training provision 1in order to service this migrant

labour. [Royal Commission on Population: 1949]

On the preferred type of migrant labour, the Commission
comment ed:
Immigration on a large scale 1Into a fully
established soclety 1like ours would only be
welcomed without reserve 1f the immigrants were
of good human stock and were not prevented by
thelr religion or race from intermarrying with
the host populaticen and becoming merged 1n
¢, (D
The 1implication 1is clear: Britain's acute 1labour
shortages should not be met by encouraging the entry of
black migrants from the New Commonwealth. The 1issue of

'race/immigration’ was already being presented as a

'problem’

This conclusion by the Commission is not surprising when
it is realised that the Labour government had already
been very concerned about potential black migration to
Britain. Two days after the arrival of the Empire
Windrush, eleven Labour MPs sent a 1letter to Prime
Minister Clement Attlee urging the introduction of
immigration controls, commenting:

An Influx of coloured people domiciled here 1s
likely to 1mpalr the harmony, strength and
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cohesion of our public and social life and to
cause discord and unhapplness among all
concerned. (2)

Even earlier, in March 1948, correspondence between
senior civil servants concerning the use of surplus
colonial 1labour power indicates that the use of black
migrant labour was perceived as problematical. On the
one hand, there was the perceived difficulties of their
assimilation as UK citizens with permanent settlement
rights, and on the other, was the question of their
physical and mental suitability for the types of work
available in Britain, as well as acceptance by the Trade

Unions. [Joshl & Carter; 1984]

In the October of 1948, following representations from
various Colonial governments, the Labour government
established an Interdepartmental Working Party to:

... 1nquire into the possibilities of employing

in the United Kingdom surplus manpower of

certain colonial territories 1n order to assist

the manpower situation in this country and to

relieve unemployment in those colontal
territories. (3

The Working Party appeared to prefer European migrant

labour. Unlike New Commonwealth migrants who as British
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citizens were not bound by restrictions governing their
entry or length of stay, European migrant workers were
subject to strict controls. They were assigned to a
particular Job, could not change their jobs without
permission, were required to belong to the relevant
Trade Union, could not be promoted over British workers,
would be the first to be made redundant, and could be
deported 1if they became unemployed, injured or disabled.
These were one set of reasons why the Working Party
recommended to the Cabinet that no organised large scale
migration of New Commonwealth labour should be

contemplated. [Layton-Henry; 19841

Indian Migrant Doctors and the ‘'Problem’

of New Commonwealth Migration

Doctor migration from the Indian subcontinent during
these early years of post 1945-Britain, however, seems
to have been less of a political ‘problem'. In relation
to the covert ‘race/immigration' agenda, the debate was
primarily associated with semi- and unskilled working
class migrants from the New Commonwealth. For example,
a memorandum by the Secretary of State for Commonwealth
Relations 1in September 1955, reported that recent
increases in working class Indian migration to Britain

was:
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... & new development, and unless it i1s checked,
it would become a menace. (4)

The relatively small number of °'professional!’ migrants
from India, appears not to have presented the same

'problem' for the British State.

In relation to official state policy on migration
generally, and doctor migration in particular, the
government were advocating the 'open door' policy
enshrined in the 1948 Nationality Act which allowed free
movement and residence within the Commonwealth to all
its citizens. In the case of migrant Indian doctors,
this policy was reflected 1in the findings of the 1944
interdepartmental Goodenough Committee, which had
investigated the organisation of medical schools, with
special reference to clinical teaching and medical

research. [Goodenough Committee: 19441

With respect to migrant doctors, the Committee concluded
that those doctors who were suitably qualified,
especially those from the Commonwealth and Empire,
should be made welcome and their suitability to study in
Britain should be judged by the same criteria as British

born doctors.
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The Committee, however, did comment that the primary
obligation of British medical schools should be to
British born medical students, and that it was
preferable 1if migrant doctors should have gained their
primary medical qualifications 1in their country of
origin, Given this proviso, the Committee regarded
postgraduate training of migrant doctors as a from of
aid to 1less developed Commonwealth countries. In
addition, the Committee recommended that British medical
schools should continue to make staff available to
develop medical schools in the colonies. [Goodenough

Committee: 1944]

Labour®'s Covert Agenda Continues

The cont inued migration of working class New
Commonwealth migrants to Britain remained a pressing
concern to the post-war Labour government. A further
interdepartmental meeting was held at the Home Office in
February 1949. This meeting recommended to the Cabinet
the introduction of a series of ad hoc administrative
measures designed to discourage the entry of black
migrants. These measures were to include instructions
to Colonial governments to make it clear to intending
migrants that employment and accommodation were

difficult to obtaein in Britain, that identified
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‘undesirable' New Commonwealth migrants would not be
issued with passports, that there would be a clampdown
on stowaways, and that immigration controls at UK ports
of entry would be tightened by requiring all arrivals to

prove British nationality. [Layton-Henry; 1984]

In West Africa, for example, this demand for proof of
British nationality was effected by the modification of
British Travel Certificates used 1in the ares. This
document had previously identified the holder as a
British subject for the purpose of travelling between
French and British Colonial territories along the West
African coast, and also, therefore, provided a legal
means of entry into Britain. The new form of document
had no citizen status on 1it, and consequently, those
arriving in the UK with this document could be deported
as aliens, although it would be known that the holder
was a legitimate British subject. ([Carter, Harris &

Joshi; 19871

Other control measures included placing migrants from
the West Indies who were bound for Britain at the back
of the queue on shipping lists. In India and Pakistan,
passports were withheld unless migrants could prove that

they could establish themselves 1in the UK without
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recourse to public funds. These covert, and sometimes
illegal, ad hoc administrative measures to discourage
black migrants from entering Britain, were continued by
the Conservative government of 1951-55. ([(Carter, Harris

& Joshi; 19871

The Labour government, however, remained concerned at
continued migration from the New Commonwealth, and in
June 1950 the Cabinet ordered a further confidential
review of the means by which immigration into Britain
from British Colonial Territories might be checked. The
Review Committee noted that since 1945 5,000 black
migrants had entered Britain, and went on to concentrate
on the 1llegal (ie. stowaways) and threatening (ie.
'‘invasion' and 'swamping' of British society) aspects of

this migration. [Joshl & Carter; 19841

Three potential forms of control of black migration were
identified. First, to extend the law covering alien
entry to British overseas subjects. This was rejected
on the grounds that 1t would be extremely difficult to
justify the exemption of white migrants from the Irish
Republic, Second, the deportation of British subjects
who had abused National Assistance, were convicted of

serious criminal offences or 1involved 1in industrial
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unrest. Third, to tighten the messures concerning
stowaways, although this would only deal with part of

the 'problem'. [Joshi & Carter; 1984]

The Review Committee recognised that all three proposals
would cause embarrassment to the government which
introduced them, Britain was the 'Mother Country' of
the Commonwealth and freedom of entry to the UK was one
of the principal benefits of British subject status.
The 'open-door' policy enshrined in the 1948 Nationality
Act made it extremely difficult to introduce
restrictions which were designed to specifically control
Black British Subjects. The Review Committee concluded,
that due to the controversial nature of control measures
for New Commonwealth migrants, no restrictions should be
introduced while the numbers entering the UK were so
small. The Committee did add, however, that 1if New
Commonwealth migration increased, than control

legislation would be essentisl. [Joshil & Carter; 1984]

The Conservative Government: 1951-56

The post-war Labour government had clearly identified an
apparent ‘race/immigration’ issue concerning black

migrant labour from the New Commonwealth. When the
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Conegervatives came to office in 1951, they were also

concerned about the ' problem’ of ‘race'’ and
‘immigration'. It was noted above that the Conservative
government, like the Labour government before 1it,

continued to utilise a series of ad hoc administrative
procedures to discourage black migrants from entering

Britain.

By the early 1950's some government departments were
supporting the introduction of <contrel 1legislation
because these ad hoc measures had failed to halt
increasing migration into Britain from the New
Commonwealth. For example, the Welfare Department of
the Colonial Office in September 1955, reported that:

it would be far better to have an openly

avowed policy of restricted Iimmigration than
fall back on rather devious devices. (5)

The Conservative government realised, however, that it
had to bulld a strong case to Justify immigration
controls which were primarily aimed at Black British
Subjects. At a confidential meeting at the Colonial
Office in April 1954, Conservative Ministers realised
that this would require the collection of information on
Britain's black migrant population by various government

departments. This would involve gathering detalls about
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unemployment levels, claims on National Assistance,
numbers entering and resident, housing conditions,

health and criminality. {Carter, Harris & Joshi; 1987}

It was hoped that this data would establish the ' fact®
that migration of black labour posed grave problems for
social, economic and political stability.
Consequently, the Ministry of Labour, the National
Assistance Board, the Welfare Department of the Colonial
Office, the Commonwealth Relations office, the
Department of Health, Housing and Transport, and various
voluntary organisations were instructed to carry out
surveys of Britain's black population. [Carter, Harris &

Joshi; 19871

The results of the various surveys were collected and
passed on to the Working Party concerned with employment
of New Commonwealth labour in Britain, which had been
established 1in December 1953. In each instance,
evidence for a ‘'strong case' which would facilitate the
introduction of immigration controls was not proven.
The comments by the Working Party in relation to
employment, housing and criminality are interesting in

terms of how they produce and reproduce stereotypical
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images of black people in Britain. [Carter, Harris &

Joshi; 19871

On employment the Working Party commented that the
evidence suggested that black migrant men generally
lacked stamina and were physically unsuited for certain
types of labour: especially winter outdoor work and work
in hot conditions underground. Black migrant women were
characterised as being slow mentally, with the speed of
factory work totally beyond their capabilities. [Carter,

Harris & Joshi; 1987]

The Working party went on to conclude that these
characteristics were the reason for relatively high
black unemployment, and therefore, relatively more black
migrants were dependent upon National Assistance. This
assumption that black unemployed workers would
automatically be entitled to National Assistance,
however, fails to take into account that arrivals of
less than one years residence would not qualify for

benefit. [Carter, Harris & Joshi; 19871

In relation to housing, a Cabinet statement prepared

from the Working Party's findings, asserted that black
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migrants were competing with white people for housing
which was in very short supply. This in turn, had the
consequence of causing serious problems for 1local
authorities, both in terms of allocating resources for
new housing and in relation to providing accommodation
for black migrants 1in preference to long-term white

residents. [Carter, Harris & Joshi; 19871}

This statement on housing assumes that black and white
pecple were competing for the same housing resources.
Black migrants, however, would not be considered for
council housing until they had met the qualification
requirements. In addition, the housing shortage was not
the result of black migration to Britain, but was
largely due to government housing policy. Macmillan,
the then Minister of Housing had cut council house
building from 235,000 units in 1953 to 160,000 in 1954.

[Carter, Harris & Joshi; 19871

On criminality of the black population, the Working
Party commented that certain police areas had reported
that there were large numbers of black men living off
the immoral earnings of white women, and that reported
levels of crime involving the black population was

considerably below the actual level. The association
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between black men and white women was presented as a
threat to the sanctity of white womanhood (and by
implication, the patriarchal structure on which it

rested). [Layton-Henry; 1987]

In each area of political concern, however, there was
little concrete evidence to support the belief that
Britain's black population was causing severe social
problems. The failure of the Conservative government to
preduce a ‘'strong case’ for the introduction of
immigration controls, did not prevent the Cabinet from
establishing a Interdepartmental Working Party in May
1954 to examine what form such control might take.
[Carter, Harris & Joshi; 1987] The objectives of the
Working Party were explained by Cabinet Secretary Norman
Brook in a briefing to the Prime Minister:

Its purpose should be, not to find a solution

(for 1t 1s evident what form control must be),

but to enlist a sufficient body of public

support for the legislation that would be
needed. (6>

The Working party recommended that controls on entry to
the UK should not apply to self-governing countries or
citizens of the Irish Republic, but should apply to
citizens of the UK and Colonies who did not ‘'belong' to

Britain. Those who 'belonged' to the UK were defined as
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one who was born or had been born of parents who at the
time of the birth were normally resident in the Britain,
or who had ordinarily been resident in the UK for more
than seven years and had not since been continuously
resident in any other part of the Commonwealth, or were
naturalised in Britain, or were a wife or child of any
of the above categories. {[Layton—-Henry; 19871 Clearly,
immigration controls on the basis of 'belonging' to the
UK as defined above, would in the vast majority of cases

only apply to black migrants seeking entry into Britain.

The Working Party went on to recommend a set of
essential measures for immigration officers to apply to
any British subject who was liable to control on arrival
in the UK. The immigration officer could refuse entry
unless the migrant had approved employment, was a
genuine visitor, or had proof that recourse to public
funds would not be necessary. In addition, the
immigration officer should have the absolute right to
refuse entry to migrants who had a criminal record, were
certified unfit, or were stowaways or seamen deserters.

[Layton-Henry; 18871

The Workling Party's recommendations were recognised by

the Cabinet as being very difficult to reconcile with
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Britain's leading role as head of the Commonwealth. The
racist measures would be offensive to the Colonial
Territories, liberal opinion in Britain and throughout
the Commonwealth as a whole. They may have even broken
international declarations Britain had supported. As a
result, the government decided not to act on the Working

Party's recommendations. {Layton-Henry; 19871}

Occupational Support for Doctor Migration to Britain

While the covert attempt by the 1951 Conservative
government to bulld a strong case in order to jJjustify
immigration controls was 1in progress, the British
'professional' occupation of medicine were operating
within the official ‘'open—-door' policy by actively
encouraging doctor migration from India. The sub-—
stantial contribution made by 1Indian doctors in
providing extra medical personnel to serve the needs of
the British Empire during the Second World War, had
resulted in the establishment of good relations between
the British ‘'professional' occupation of medicine and
Indian doctors. These good relations were acted upon
during the 1950's. Shortages of junior hospital doctors
in a rapidly expanding NHS witnessed the British

occupations active encouragement of the migration of
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Indian medical graduates to Britain to fill these

vacancles.

As early as 1952, only a few years since the
establishment of the NHS, the BMJ reported that the
Consultants and Specialists Committee of the BMA was
advocating that it might be possible to fill certain
hospital staffing vacancies which had remained vacant
for some time, with doctors from India. (BMJ, 1, 21-6-
1952; p3211 The Committee suggested that this might be
done through the Indian Medical Association nominating

suitable candidates from India.

The Lancet was also supportive of the occupations policy
of encouraging migrant doctors to come to the UK for
postgraduate training. The journal commented:
Many young doctors come from other parts of the
Commonwealth to work 1n our hospitals and to

take our examinations.

It 1is good to know that ... our postgraduate
qualifications are so highly regarded. (7)

In the same article of 1952, however, the journal did
express concern over the unorganised manner in which

migrant doctors entered Britain.
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Throughout the 1950's the GMC was continually adding
qualifications from newly established Indian medical
colleges for the purposes of registration in the UK.
The BMJ reports that between June 1954 and June 1956,
the Council added the qualifications from eleven new
Indian medical colleges to its 1list for purposes of
registration to practice in Britain. [(BMJ, 1, 5-6-1954;

p294: 1, 4-6-1955; p267: 1, 9-6-1956; p344]

This continued expansion of recognition by the GMC of
Indian medical qualifications, was due not only to the
recommendations made by the Indian Medical Council, but
also to the fact that British methods of medical
teaching continued to predominate in India. Not only
were British medical textbooks used 1in the universities
in India, but also, English was the preferred language
of instruction. The educated generation in India at
that time thought and spoke in English. ([(Lancet, 2, 13-

9-1958; pp574-771

The number of medical colleges in India was increasing
rapidly at this time. An ‘original article' in the BMJ
observed that in 1947 there were only seventeen medical
colleges in India, but by 1957 there were forty two.

Admissions of medical students had increased from 2,500
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in 1950, to 3,500 1in 1955, The Indian government
projected that over the five years from 1955 to 1960,
2,500 Indian doctors per annum would graduate. To
facilitate this continued expansion, the Indian
government planned to build more new medical schools,
and expand, 1improve and upgrade its older ones. The
author of the BMJ article concluded by asserting that
these new medical colleges would undoubtedly be of
excellent quality, and would easily match the standards

of the older colleges. (BMJ, 2, 7-9-1957; pp537-9]

The public policy of the government's response to doctor
migration from India, was expressed in the committee of
inquiry to consider the future number of doctors and the
appropriate intake of medical schools, which was
established in February 1955 and chaired by ©Sir
H Willink, ([(Willink Committee; 1957] With respect to
migrant doctors, the Committee were interested in their
contribution to the doctor population in terms of how
this might effect long-term medical labour power

planning.

The Committee undertook a random sample of doctors from
the Medical Directory of 1953 and 1955, and analysed

this sample by place of residence and country of first
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qualification in order to determine how many migrant
doctors were currently practising in Britain. They
discovered that about 12 per cent of the sample had
received most or all of their training overseas - a
similar proportion to that indicated by the Goodenough
Committee of 1943, ([(Willink Committee; 19571 The
migrant doctor population had remained at a relatively

static and low level for over a decade.

The Committee reported that the current stock of mainly
resident migrant doctors had entered and settled 1in
Britain mostly during and immediately after the war.
Since 1950, the numbers entering Britain had been very
small, and they had come to Britain primarily for
postgraduate studies before returning to their country
of origin. Those migrant doctors who were settling in
Britain during the 1950's were almost exclusively from
Northern Ireland, Eire and the Commonwealth. Estimates
commissioned by the Committee indicated that a total of
some 170 doctors from these three locations, would be
expected to arrive and settle in Britain to practice per
annum over the next seven or eight years. [Willink

Committee; 19571
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In terms of future numbers of doctors available to
practise 1in Britain, however, the Committee suggest ed
that even with this intake of migrant doctors, Britain
was a net exporter of doctors at around 200 per annum.
The Committee did believe, however, that this position
would be alleviated as there would be less opportunity
in the future for British doctors to find posts abroad
as these countries expand their own output of doctors,
and increases 1in British medical school output would
cause a decrease in migration to Britain from overseas.

{Willink Committee; 19571

The report of the Willink Committee gives us a valuable
insight into why doctor migration from Indisan was not
perceived as a 'problem' by the State, in the same way
as other New Commonwealth migration was. First, doctor
migration was recognised as temporary for the purposes
of gaining experience and postgraduate training in
Britain, Second, the numbers entering Britain at this
time were few, and had remained at this low level for
over a decade. Third, the Willink Committee concluded
that demand for qualified doctors in Britain would be
met in the future by the increased output of British

medical schools.
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We shall see below, however, that the acsseszsment of the
future level of medical labour power to meet the needs
of the NHS proved be a serious underestimate of the
actual future demand. Expansion of the NHS and a
failure to match the output of British medical schools
to this expansion, resulted in a substantial increase in
the number of migrant doctors coming to Britain to train
and work. As competition between white British trained
doctores and migrant doctors from India for the available
posts 1increased and the career prospects of British
graduates were perceived as under threat from this
increased competition in the 1late-1960's, the British
'professional’ occupation of medicine sought to
racialise migrant Indian doctors and reproduce a racist

ideoclogy under the guise of 'preofessional' criteria.

The Conservative Campaign for Immigration

Controls Continues

Neither the failure to build a strong case to Justify
immigration controls, nor the concrete reality of severe
labour shortages in areas such as the NHS, operated to
prevent the Conservative Home Secretary from preparing a
Draft Bill on immigration control 1in November 1954.
Cabinet discussions of the Draft Bill had to await the

parliamentary session of October 1855, Similar
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objections to those which had been directed at the
Working Party's recommendations of May 1954 were once
again raised in Cabinet,. In addition, at a Cabinet
meeting of November 1955, it was recognised that while
the House of Commons was moving towards support for
immigration controls, the country at large had not yet
been prepared for such a move. [Carter, Harris & Joshi;

19871

This Cabinet meet ing, also for the first time,
recognised how important black migrant labour from the
New Commonwealth was as a cheap source of labour power
to the UK econemy. [Carter, Harris & Joshi; 19871} The
‘racial' threat to the 'British way of 1life', however,
remained paramount, as one member of the meeting
comment ed:
The problem of colonial 1immigration has not yet
aroused public anxiety ... {Butl 1if immigration
from the colonles, and, for that matter, from
India and Pakistan, were allowed tc continue
unchecked, there 1s a real danger that over the

years there would be a significant change 1in the
racial character of the English people. (8)

The government decided to reserve judgement on the Draft
Bill, and in November 1955, Prime Minister Eden declared
in a House of Commons reply to Cyril Osborne's

initiation of a debate on controlling New Commonwealth
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entry, that the Conservative government had no intention
of 1introducing legislation. [Carter, Harris & Joshi;
19871 Eden, however, did not let the matter rest there.
l.ater 1in the month, he appointed a Committee of
Ministers to consider what form legislation should take.

[Layton—Henry; 1984]

The Committee circulated its report to the Cabinet 1in
June 1956, and it was discussed in Cabinet in the July.
The Committee had noted the rise in black migration to
Britain from 3,000 in 1953, teo 10,000 in 1954, and
35,000 1in 1955, but also recognised that this had
presented few problems. Most had found employment with
little difficulty. The black population were generally
law-abiding and 1little 1intolerance had been shown
towards them by white Britons. The Committee believed
that problems were only likely to emerge if economic

recession occurred. [Layton~-Henry; 1987]

On balance, the Committee were against the introduction
of immigration controls at the present time, although
they did recommend that the situation should be kept
under review, preferably on an annual basis. The
Cabinet accepted the report of the Committee of

Ministers and took no action. [Layton—Henry; 19871
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The continued 1nability of government's to produce a
'strong case' for the introduction of immigration
control legislation, did not remove the ‘race/
immigration' issue from the political agenda. From 1956
until the introduction of Commonwealth Immigrants Act of
1962, the issue moved from the hidden political agenda

to the public domain.

The Political Campaign for Immigration

Control Goes Public

The 'race/immigration' issue was clearly a matter of
concern for the post—-1945 Labour and Conservative
governments, although much of the debate had been
conducted secretly within Cabinet. During the second
half of the 1950's and the wearly 1960's, however,
Conservative backbencher's in particular brought the
issue into the public arena. Two of the most vocal in
the mid-1950's were Cyril Osborne (Louth) and Norman
Pannell <(Liverpool, Kirkdale). Throughout this period
in a series of debates in the House of Commons, they
continually sought to make the 1link between New
Commonwealth migrants and crime and disease. Calls for
controls were  not confined to Conservative MPs.
Labour's John Hynd (Sheffield, Attercliffe) argued for

controls on entry because ‘coloured immigration' was
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causing problems 1in employment

Phizacklea; 19841

The Labour party attempted
its right-wing MPs out of
party policy defined the
discrimination,

and opposed

New Commonwealth citizens.

and housing. [(Miles &

to keep the racist views of
the public arena. Official

'problem' as one of racist

restrictions on the entry of

The party also advocated the

provision of resources to aid the process of
assimilation. Some on the Labour backbench highlighted
these other problems in the debates on

'race/immigration' issues.

The Labour MP for South—West

stressed the contribution West Indian's

the economy,
British Subjects was highl
situatio

chronic housing

Islington) argued that

resources was one factor in the cause of racism

& Phizacklea; 19841 Migran
move into inner-city
decline, as the more afflue
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and suggested that

areas

[Miles & Phizacklea; 1984]

Islington, Albert Evans,
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the arrival of Black
ighting the already existing
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ts often had no choice but to

already 1in
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Those white people who were left in
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status of the areas with the arrival of black residents,

[Rex and Tomlinson: 1979]

Support for immigration controls within the Conservative
parliamentary party, was also extended to the activities
of party members outside parliament,. At their 1955
party conference there were resolutions on legislation
to make Commonwealth citizens subject to the same entry
requirements as aliens, and there were repeated calls
that New Commonwealth migrants should undergo health
checks. [Miles & Phizacklea; 1984] The official public
Conservative party 1line, however, was a continued
commitment to the principles of Commonwealth citizenship
and an ‘'open door' policy allowing the free movement of

all Commonwealth citizens. [Layton-Henry; 19841

The Trade Union movement was more 1in tune with the
Conservative party, than with Labour. The major unions,
such as National Union of Railwaymen and the Transport
and General Workers Union supported the introduction of
immigration controls. The General Council of the TUC
also advocated controls, but not on the basis of

colour. [Miles & Phizacklea; 19841}
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Historically the Trade Union movement had been hostile
towards migrant labour, calling for controls on Jewish
migration at the turn of the century, and demanding (and
obtaining) strict controls over the wutilisation of
labour provided by the European Volunteer Worker scheme.
The movement feared that migrant workers would form a
pool of cheap labour which unintentionally would operate
to undermine wage levels and working conditions for the
majority and mainly white 1labour force. [Patterson:

19691

The event which brought the issue of 'race/immigration’
most sharply into the public consciousness, was the
civil disturbances of 1958, first 1in Nottingham in
August then i1in London's Notting Hill 1n September.
Essentially, the disturbances involved attacks by white
Britons on West Indian people and their property.

[Miles & Phizacklea; 19841

In Nottingham, the disturbances lasted for several days
with crowds of between 1,500 and 4,000 reported on the
streets of the city. In Notting Hill, crowds varying
between 200 and 700 were reported and 140 people were
arrested over a four day period. The Prime Minister of

Jamaica, Norman Manley, and the Deputy-Chief Minister of
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the West Indian Federation, Carl Lacorbiniere, flew to
London for consultations and tours of the areas

involved. [Layton—~Henry; 1984]

The reaction of peliticians and the media resulted in
the disturbances being labelled as 'race riots'. On
August 27, the Times reported that Labour and
Conservative MPs in Nottingham were advocating
immigration controls. Subsequent reports in the press
consistently referred to the incidents as a ‘race/
immigration problem', a ‘race riot', a ‘'colour problem'.
These labels operated to obscure the racist basis of the
attacks by white's upon West 1Indian's and thelr

property. [Miles & Phizacklesa; 1984]

The official Labour party response was to denounce the
incidents as the outcome of hooliganism, and outline
appropriate legislation to curb racist discrimination.
Some individual members of the party, however, supported
their Nottingham colleagues with calls for immigration
controls. Labour MP for Kensington North, George Rogers
argued that black migrants were overcrowding housing
needed by white Britons, and supported calls for
immigration controls. { Layton—Henry; 1984, Miles &

Phizacklea; 19841}
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Once again, the TUC was out of etep with the official
policy of 1its political wing. The disturbances of 1958
occurred during the TUC annual conference of that year.
In its annual report, the General Council called for
controls on immigration and the introduction of health
checks for New Commonwealth migrants wishing to enter

the UK. {Layton—-Henry; 1984, Miles & Phizacklea; 1984]

In Parliament, Osborne and Lindsay (Conservative,
Solihull) suggested 'coloured immigration' was the main
problem behind the disturbances. The 1ssue, they
argued, was whether Britain wished to become a ‘multi-
racial' society: a matter which effected the future of
the British ‘race and breed'. At the Conservative party
conference 1in 1958, conference passed a resolution
supporting the 1introduction of immigration controls.

[Layton—-Henry; 1984, Miles & Phizacklea; 1984]

By explaining the disturbances of 1958 within the
‘race/immigration’ framework, commentators on the
incidents had been able to argue that their origin was
natural rather than social, where culture and social
behaviour was the result of ‘racial characteristics'.
The West Indian presence in Britain was identified as

the 'problem'. It followed from this, that the solution
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was to stop further entry 1in to Britain. The
Conservative government of the day, however, decided to
take no action for the present. [Miles & Phizacklea;

1984]

The disturbances of 1958, also allowed a small group of
overt racist MPs, inside and outside parliament, to
advance their views on the national political stage.
This was centred in the Midlands in the late 1950's and
early 1960's. The Conservative election victory of 1959
had resulted in the election to parliament of a number
of racist Conservative MPs 1in the Midlands. This
increased the size of right-wing Conservative MPs in the
party, and provided the opportunity for a more organised
campaign 1in support of immigration controls. ([(Layton—

Henry; 1984, Miles & Phizacklea; 1984]

Conservative MP Harold Gurden (Selly Oak), organised a
series of meetings 1in late 1960 and early 1961 where
backbench MPs could discuss immigration controls, and
which provided a forum from which to 1lobby the Home
Secretary. During this period the Birmingham
Immigration Control Association (BICA) was formed. This
was a small but very active group which organised

protest meetings, the distribution of leaflets, the
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collection of petitions and sent letters to the local
press, 1in order to promote their views concerning the

introduction of immigration legislation. [Layton-Henry;

1984, Miles & Phizacklea; 1984]

In February 1961, Osborne introduced a Private Members
Bill concerned with the introduction of immigration
legislation. The Bill was worded to include all
migrants to Britain, but Osborne identified his racist
credentials when the Daily Mail reported him as saying
he wanted Britain to 'remain white'. In the debate on
the Bill in the House of Commons, Osborne and Pannell
emphasised that the differences in culture, values and
beliefs between black and white people could lead to

conflict, [Miles & Phizacklea; 1984]

The Joint Under-Secretary of State for the Home
Department, David Renton, presented the Conservative
governments official position in response to Osborne's
Bill. He stressed the principle of maintaining the
unrestricted right of entry to Britain of all British
subjects. For the first time publicly, however,
Renton's additional comments reflected a shift in
official Conservative government thinking. He pointed

out that the government was monitoring the situation,
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and that the government agreed with the Bill's
supporters that migrants were exacerbating existing

social problems. [Miles & Phizackles; 1984}

National, regional and 1local press interest in the
‘race/immigration' issue over the preceding decade, had
ensured that the public would have a perspective on the
matter. This combined with the recognition that
immigration into Britain from the New Commonwealth and
Pakistan was 1increasing sharply, had shaped public
opinion to the extent that in 1961 a Gallop Poll
indicated that 73% of the population favoured
immigration controls. [Miles & Phizacklea; 19841 The
Conservative's desire to build a case 1in favour of
immigration controls had been finally realised, and the

1962 Commonwealth Immigrants Act was introduced.

To briefly recap on the details of the Act which were
more fully outlined in Chapter II. The 1962 Act, for
the first time, placed restrictions on Commonwealth
citizens wishing to enter Britain. From this date all
Commonwealth citizens who wished to enter Britain to
work and settle had to first of all possess the relevant
employment voucher. The number of employment vouchers

available in any one year was limited by the Ministry of
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Labour, 1in order to match the supply and demand for

labour in Britain.

This desire to match demand to supply, appeared to be
the rational and non-racist basis of the Act. In
reality, however, the Act was introduced primarily to
curb the entry of Black British Subjects into Britain
for the purposes of employment and settlement. The
threat of its 1introduction actually precipitated a
massive 1ncrease 1n entrants from the New Commonwealth
immediately prior to 1ts arrival on the statute book,
{See Table 4], whereas previously migration to Britain
had actually been closely matched to the demand for

labour in the economy. [Miles & Phizacklea; 1984]

If the Act had genuinely been intended to match the
supply and demand for labour, and facilitate the
integration of those black migrants already settled in
Britain, then controls would have been supplemented by a
substantial increase in the resources avalilable for
housing, education and the industrial training of
migrant labour. Finally, its racist content was
revealed by the fact that the Act did not apply to
migrant labour from the Irish Republic, even though they

were not British citizens and the numbers entering the
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Table 4

Estimated Net Immigration from the New Commonwealth 1953-1962

West Indies India Pakistan Others Total
1953 2,000 2, 000
1954 11, 000 11, 000
1955 27,500 5, 800 1, 850 7,500 42, 650
1956 29, 800 5, 600 2,050 9, 350 46, 800
1857 23, 000 6, 600 5, 200 7, 600 42, 400
1958 15, 000 6, 200 4, 700 3, 950 29, 850
1959 16, 400 2,950 850 1, 400 21, 600
1960 49, 650 5, 900 2,500 -350 57, 700
1961 66, 300 23, 750 25,100 21, 250 136, 400
19624 31, 800 19, 050 25, 080 18, 970 94, 900

*+ first six months up to introduction of first controls

Source: cited in Layton-Henry; 1984: p23.
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UK stood at between 60,000 and 70, 000 per year at this
time. The Act was attempting to ensure that the migrant
labour entering the UK, which the British economy

needed, was of the 'right stock': namely, white. {Miles

& Phizacklea; 19841

The Labour party opposed the Act on both political and
economic grounds. Politically, the party argued the
legislation was anti-Commonwealth and anti-colour, and
defended the unrestricted free entry of Commonwealth
cltizens into Britain. In economic terms, Labour argued
the legislation was not needed because up to 1959 New
Commonwealth migration had been controlled by the supply
and demand of the labour market. [Layton-Henry; 1984]
In addition, Labour suggested that the legislation made
no attempt to address the economic and social problems
which had been associated with toc high a level of black

migration. [Miles & Phizacklea; 19841]

The Labour leader, Gaitskell used the issue to unify the
party, which had been riven by internal conflict over
the preceding months. His speeches in the debates on
the B11ll focused on the non-inclusion of migrants from
the Irish Republic. Gaitskell was supported by a very

powerful summary of Labour's position by Patrick Gordon-—
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Walker, and between them they were able to cause
considerable embarrassment to the government over the
racist content of the legislation. The new Act became

law on July 1, 1962. {Miles & Phizacklea; 1984]

The opposition of Labour to the 1962 Act obscures some
of the the issues that both major political parties held
in common on the matter. First, both parties agreed
that New Commonwealth migrants belonged to a distinct
'race’, and that this fact produced problems of
relations between the ‘black' and ‘'white' 'races‘'.
Second, although Labour opposed the specific measures
adopted in the Act, they were not opposed in principle
to dimmigration controls of some form [(Miles &

Phizacklea; 19841}

Continued Support for Doctor Migration to Britain

The political debate which had resulted 1in the
introduction of the 1962 Commonwealth Immigrants Act,
failed to deter the British 'professional' occupation of
medicine from continuing to encourage doctors from India
to come to Britain to train and work. It was shown
earlier in Chapter II, that black migrant doctors from

New Commonwealth countries had exemptions under British
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immigration regulations until the mid-1980' s, It was at

this time coincidentally, however, that the occupation

began to question the quality of those migrant doctors.

In early 1962 the BMJ was eloquent in its praise of
migrant Indian doctors, claiming that:

. we welcome [theml] Iinto our midst and are
grateful for what they have done to keep the
hospital service going. (9

Doctors from the Indian subcontinent were perceived as
being a useful source of medical labour power for the
areas of shortage in the NHS. In the same article the
BMJ argued:

The fact that these have won thelr places 1n
competition with native British graduates 1s
surely a tribute to their merit and expression
of the confidence thelr British selectors have
in them. There must be few I1If any doctors 1n
Britain who have anything but the warmest regard
for the doctors who come here from the great
subcontinent of India. One of the happliest
experiences of British doctors since India
became 1independent has been the 1ncreasing
contact with their Indian colleagues,
accompanied by a respect and friendliness which
we know to be mutual. (10D

The Lancet even went so far as to suggest that perhaps
the NHS was not making full use of some of the more
senior Indian doctors who come to Britain. The Jjournal
comment ed:

There 1s sometimes a regrettable tendency to
treat senior Indians as though ‘they were
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Junlors: they can teach much wherever they
go ... (11D

The Lancet was not, however, averse to indicating 1its
racist predilections at this time. The journal
contributed to the argument prevalent in the wider
pelitical debate concerning the health of New

Commonwealth migrants.

Following the introduction of the Commonwealth
Immigrants Bill, the Jjournal identifies in a leading
article of 1962 entitled The Immigrant, 'black!
immigration as one cause of the transmission of
infectious disease, especially tuberculosis, and
supports the BMA's call for compulsory X-ray examination

of entrants. [Lancet, 1, 21-4-1962; p843]

While the article recognises the important contribution
black migrants were making to the UK economy, especially
in the less skilled area of public sector jobs, 1t is
suggested they had tended to create a greater demand
upon the social services. Contributing to the rhetoric
of the ‘race relations' discourse at the time, the
article suggests that if migration into Britain were
restricted and the burden on the social services

consequently lessened, then these resources could be
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used to ensure those migrants that were settled in the

UK could be fully integrated into British society.

Although the occupation was more than happy to support
the continued entrance of migrant doctors into Britain
to work 1in the NHS, one problem was identified with
respect to migrant doctors working in the UK at this
time. Concern was expressed about the standard of
postgraduate training being offered 1in many of the
poorly equipped hospitals of the NHS to migrant doctors.
This was a situation which applied to all doctors
working in the UK, but it seems to have been addressed
by the occupation in Britain, primarily in terms of the
problems it created for migrant doctors. [BMJ, 1, 24-2-
1962; pp539-401] The Lancet commented that many migrant
and British trained doctors were in posts which were:

.. remote from the larger centres; with much

work and little supervision; with little access

to libraries, and little time to use them; and

with few opportunities to attend meetings, or

even discuss thelir patients with

colleagues. (12)
Given this state of affairs, it not surprising that the
Lancet in 1963 should comment that migrant doctors:

... often have difficulty 1n coping with the

responsibilities that are suddenly thrust upon
them. (13D
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In this article, however, the Lancet argues that it 1is
not the poor training facilities offered to many migrant
doctors which cause these 'coping difficulties'. The
main reason why many of the 3,000-4,000 overseas
graduates who were employed in junior hospital posts 1in
the NHS, and were usually located in the less well
equipped hospitals with heavy worklocads and 1little
supervised training, is the result of the poor
capabilities of migrant doctors themselves. The article
suggests that the undergraduate training of many migrant
doctors was not be up to standard of British graduates,
that they were unfamiliar with workings of NHS, and
their command of English was often inadequate. [Lancet,

1, 23-2-1963; p430l]

Poor training opportunities for migrant doctors 1in
Britain did not rest easily with the occupations
expressed view that postgraduate medical training in the
UK for migrant doctors was an effective form of overseas
development aid. In a leading article in October 1965,
the BMJ commented in relation to Indian medical
graduates working in Britain:

We are fortunate to have them and grateful for

their service, but they come because they need

training which they cannot get at home, Thelr

effective postgraduate training ... represents
one of the greatest contributions Britain can

make 1n the whole fleld of medical atd. (14>

-238-



Fost-1945 British Racism and Racfalisation of Doctors from India

The occupations solution to the problem of poor training
was to support the recommendation of the Porritt Report
of 1962 which advocated the introduction of a two month
clinical attachment scheme 1in selected regional or
teaching hospitals for migrant doctors, before they took
up full-time posts in the NHS. The stated objective was
to provide a better training structure and maximise
postgraduate opportunities for migrant doctors

practising in Britain. [BMJ, 2, 3-11-1962; PpP1174-5]}

The Forritt Report was concerned with the training of
migrant doctors in Britain, with respect to the
development of health care systems 1in the poorer
'developing’ countries of the Commonwealth. Gish
suggests that the report was the first official
expression of the need for some sort of assessment
scheme for migrant doctors training in Britain. The
concern expressed by the working party about the
standards of training and practical experience migrant
doctors were receiving 1in Britain, was presented 1in
terms of its value as a form of overseas aid to the
'developing countries' of the Commonwealth, rather than
in relation to the competence and usefulness of migrant

doctors to the British NHS. [Gish: 19681
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The British 'professional' occupation of medicine
appears to have begun to face two ways at once 1in
respect of migrant doctors from India during the early
1960' s. On the one hand, 1t recognised the important
role Indian migrant doctors were performing in the NHS.
On the other, however, it had begun to question the
‘professional quality' of those same doctors. Although
the new immigration legislation provided certain
exemptions to migrant doctors wishing to train and work
in Britain 1in order to meet the continued increasing
demand for medical 1labour power 1in the NHS, the
dualistic position by the occupation represents the
beginnings of an  occupational campaign to place

increased controls on black migrant doctors.

There seems to be a lack of connection between the more
general racialisation of all black migrants by the
State, and the response of the British 'professional’
occupation of medicine towards the specific instance of
black doctor migration to Britain. This can in part be
explained by the fact that until the mid- to late-1950's
the political debate on the ‘'race/immigration' 1issue was
undertaken largely behind the closed doors of Cabinet.
Outwardly, both post-war government's were endorsing an
open-door policy to migrants from the New Commonwealth.

Not surprisingly, therefore, the *professional’
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occupation of medicine in Britain was operating within
this framework: actively encouraging the arrival of

graduate doctors from India, to work in the NHS and

settle in Britain.

These good relations between British and Indian doctors,
however, did not endure far beyond the introduction of
the 1962 Commonwealth Immigrants Act. It will be shown
below, that during the period between 1962 and 1974,
when racism was politically institutionalised in British
society through the activities of the State, the British
'professional' occupation of medicine reproduced the
content of this racist ideoclogy through the ideology of
professionalism, to present black migrant doctors as a
‘'problem' for the quality of medical provision in the

British NHS.

THE INSTITUTIONALISATION OF BRITISH RACISM
AND THE CREATION OF BLACK MIGRANT DOCTORS

AS A 'PROBLEM': 1962-1974

Introduction

Between 1962 and 1974, successive government's operated

to institutionalise racism in the practice of the State.

-241-



Posit=1945 British Racisw and Racialisation of Doctors from Indis

The political right kept the 'race/immigration' issue
central to the political agenda through its campaigns
surrounding the arrival of Kenyan and Ugandan Asians.
The Labour government during this period, appeased the
racist beliefs of both the political right and the
electorate by operating a dualist policy which combined
legislation to aid the integration of Britain's black
population with stricter immigration controls. The end
result was the extension and rationalisation of
immigration legislation by the Conservative government

in 1971,

The 'professional' occupation of medicine during this
period were engaged in a concerted effort te racialise
black migrant doctors working and training in Britain.
The occupation campaigned to introduce testing of newly
arriving black migrant doctors, and by influencing the
GMC, restricted reciprocity arrangements with overseas
medical institutions and revised registration

regulations for migrant doctors.

The 1964 General Election

The Conservative government had hoped that the 1962

Commonwealth Immigrants Act would have resulted 1in the
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end of the 'race/immigration' debate. The right-wing of
the party, however, believed that the 'white English
race' continued to be ‘under threat' from black
migration to Britain. The Act had effectively
encouraged those black migrants already working in the
UK to settle permanently and raise their families (the
numbers of dependants entering Britain was on the
increase), because of the potential difficulty of being
able to return 1if they left. Consequently, the
political right realised that there would be the
emergence of a new generatlion of black people who would
be born in Britain. This was one of the principle
reasons why the political right continued its campaign.

{Miles & Phizacklea; 1984]

The Labour party, also, could not ignore the
‘race/immigration’ issue. Although the party was
victorious in the 1964 general election, it was also
deeply shocked by the defeat of Patrick Gordon—-Walker in
the Smethwick constituency. Gordon-Walker had been
elected MP for Smethwick, Birmingham in 1950, and was
subsequently made Secretary of State for Commonwealth
Relations 1in the Labour government. It was Gordon-
Walker who had brilliantly summarised Labour's

opposition to the 1962 Commonwealth Immigrants Act in
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November 1961. The speech, however, caused considerable

hostility within the constituency. [(Foot: 19651

The 'race/immigration' issue had already been the focus
of media and political debate 1in the Smethwick area.
The local press in 1960 had carried a series of racist
letters, and the activities of the local branch of BICA
had resulted 1in the introduction of a ‘'colour bar' at
the largest youth club in the area. Mr Finney, the
chair of the Smethwick branch of BICA, jJjoined the
Conservative party and was a successful candidate in the
municipal elections. Finney then went on to campaign on
an anti-immigration platform with Peter Griffiths, the
newly selected prospective Conservative parliamentary
candidate in the 1964 general election. Griffiths
defeated Gordon-Walker with a swing of 7.2% to the
Conservative's 1in the seat, against a 3.5% swing to

Labour nationally. [Foot: 19651

Labour also did poorly 1in the other areas of New
Commonwealth migration settlement. For example, 1t lost
the Birmingham seat of Perry Bar and Fenner Brockway's
seat in Eaton (Slough), both of which the party expected
to win. Although the Smethwick result was untyplical of

the 1964 general election, 1t did illustrate that the
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'race/immigration' issue could be used by unscrupulous

politicians for electoral purposes. [Layton-Henry; 1984)

The Labour Government: 1964-70

Labour's majority in the 1964 general election was five
seats. This very small majority and the discomfort of
the Smethwick result, meant that the new Labour
government had little confidence with which to
positively address the ‘race/immigration'
issue. [Layton—Henry; 1984) One of Labour's first
government declsions was whether to renew the 1962 Act.
They did so in November 1964, but they also promised to
hold discussions with Commonwealth government's on the
isgsue of immigration, thereby, heclding out the prospect
of removing the racist basis of the Act. (Miles &

Phizacklea; 19841

The Labour government's policy on the ‘race/immigration'
issue was to build a bi-partisan consensus with the
Conservative party, in order to remove the debate from
the political agenda so that any immanent general
election could be fought on more traditional 1lines.
Gaitskell's previous outright opposition to racist

immigration controls was modified in the 1light of the
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Smethwick result and the recognition that this
opposition could damage Labour's electoral chances.
This retreat from principle was further enhanced by the
defeat of Gordon-Walker in a 'safe seat' at Leyton in a

by-election in January 1965. [Layton-Henry; 1984]

The change 1in Labour ©policy was given official
expression by Home Secretary Soskice, who announced 1in
February 1965, that following evidence suggesting
apparent widespread illegal immigration under the 1962
Act, deportation regulations and entry requirements for
dependants would be tightened. f Layton—Henry; 1984,
Miles & Phizacklea; 19841} In March 1965, the new Labour
leader, Harold Wilson, announced measures which would
provide some ‘'balance' in Labour's new policy. [Layton-

Henry; 19841}

Following a series of Cabinet meetings, Wilson announced
the appointment of a Minister (Maurice Foley) to
encourage integration and better community relations, to
introduce legislation to outlaw racist discrimination,
to review the administrative machinery concerned with
illegal immigration, and to establish a commission of
inquiry to discuss the problems associated with

immigration control with the relevant Commonwealth
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countries. This final measure, under the directorship
of Lord Mountbatten, returned from 1its mission
completely empty handed, with Pakistan not even allowing
the members of the commission to enter the country.

[Layton—-Henry; 1984]

Labour's appeasement of the racist basis of immigration
control, however, did produce its desired effect: the
establishment of a bi-partisan consensus on the
‘race/immigration' issue. In a major debate in the
House of Commons 1in March 1965, there was widespread
cross—bench support for a dual policy of strict
immigration controls and positive measures to assist
with the integration of black migrants already settled

and working in Britain. [Layton—Henry; 1984]

The first result of this new consensus on the
'race/immigration' issue was the introduction of a Race
Relations Bill by Labour in April 1965. The Bill made
racist discrimination illegal in specified public places
(although employment and housing were consciously
excluded from this clause by the government), and
introduced the category of incitement to 'racial hatred'
as a criminal offence. The exclusion of employment and

housing as areas to be covered by the legislation,
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appears to have been largely the result of pressure from
the Trade Union movement. The TUC had suggested that
the case for discrimination in employment had not been
proven, and to outlaw racism 1in this area would only
produce a privileged minority within the labour force
which would generate tension with the white majority.
The TUC and the CBI had collaborated to oppose the 1965
Bil1l. The Bill became law in November 1965, ([(Miles &

Phizacklea; 19841

The enactment of the 1965 Race Relations Bill, was
preceded by the publication of a White Paper on black
migration to Britain 1in August 1965 by the Labour
government. The White Paper argued that the majority of
new immigration was increasingly from the New
Commonwealth, ie. ‘black? migration, and this was
especially the case 1in relation to the number of
dependants then currently entering Britain, <(although
this assertion totally ignored the continued high levels
of migration from the Irish Republic). The document
recommended that category C employment vouchers should
be discontinued and reductions be made in the other
categories. Powers of deportation would be strengthened
and health checks on arrival in the UK would be
introduced. In addition, the authority of immigration

officers would be extended in order that where necessary
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Commonwealth migrants would be required to register with

the police. [Miles & Phizacklea; 1984]

The White Paper was the first public official
endorsement that immigration led to a ‘race relations'
problem, with the cause of the °‘'problem' identified as
the presence of the migrant. [Miles & Phizacklea; 1984]
Indeed, the racist content of the White Paper and its
recognition of political expediency, was identified by
Richard Crossman in his diaries:

This has been one of the most difficult and

unpleasant jobs the government has had to do.

We have become 1111iberal and lowered the quotas

at a time when we have an acute shortage of

labour. No wonder all the weekend 1liberal

papers have been bitterly attacking us.
Nevertheless I am convinced that 1f we hadn't

done this we would have been faced with
certaln electoral defeat in the West
Midlands and South East. Politically fear
of immigration is the most powerful

undertow today. (15

The debate in the House of Commons in November 1965 over
the White Paper was bitter and protracted. On the left
of the Labour party, there were attacks on the document
for its racist content. Forty-one Labour MPs signed an
appeal to have the White Paper withdrawn. From the

right of the Conservative party there was support for
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tighter controls and calls for the repatriation of black

migrantse. [Layton—-Henry; 1984]

The position of the Labour government, however,
illustrates that there was very 1little difference
between the two major political parties. Both agreed
that the number of black migrant workers entering
Britain should be strictly controlled. The difference
between them focused on the actual numbers which should
be allowed in. Public opinion was firmly in favour of
the measures proposed in the White Paper. Eighty—-eight
percent of the population were reported to support the
proposals. { Layton—Henry; 1984, Miles & Phizackles;

19841

The complete institutionalisation of racism had to wait
a little longer, however. This was partly due to the
appointment of Roy Jenkins 1in December 1965 as Home
Secretary. Jenkins wanted to be remembered as a liberal
and reforming Home Secretary, and wished to move the
debate on the ‘'race/immigration’ issue away form
controls towards integration and assimilation of the
black population. He knew, however, that his plans

could not be put into operation until after the 1966
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general election, when hopefully, Labour would have an

effective working majority. [Rose et al: 1969]

The Labour party duly won the 1966 general election,
with a majority of 100 seats. The strong stand by the
Labour party with 1ts 1965 White Paper, and Heath's
refusal to allow Conservative candidates to exploit the
'‘race/immigration' issue, meant that the issue did not
dominate the election. In fact, Labour was able to
regain the seats it had lost on the ‘race/immigration'
issue, in 1964, Jenkins was retailned as Home Secretary
in the Labour administration, and began to implement his

new policies immediately. [Layton—Henry; 19841]

One of his first acts as Home Secretary was to press the
Race Relations Board (established under the 1965 Race
Relations Act) and the National Committee for
Commonwealth Immigrants (NCCI), to commission research
into the 1levels of racist discrimination in Britain.
The first fruits of this initiative were published by
the Political and Economic Planning group (PEP) 1n April
1967, The report found that levels of racist
discrimination faced by black migrants was substantially
higher than had previously been thought. In addition,

the Street Report on the use of anti-discrimination
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legislation reported 1in October of the same year,
recommending  that legal sanctions should replace
conciliation as the only effective means of discouraging

discrimination. [Rose et al: 1969]

Jenkins used this evidence to persuade the Cabinet that
stronger measures were needed to combat racist
discrimination. Consequently, in May 1967, he announced
the government's intention to introduce a new and more
effective Race Relations Bill. The Labour government at
this time, however, was becoming increasingly unpopular.
In April 1967, the party lost control of the Greater
Londen Council, and did badly in the local government
elections 1in May. In terms of the ‘'race/immigration’
issue, widespread media coverage of 1llegal Asian
immigrants entering Britain in south-east England, and
the arrival of Asian refugees from Kenya, had the result
of undermining Jenkins' attempt to shift the
‘race/immigration' debate away from controls towards

integration. [Rose et al: 19691

The arrival of Asian refugees from Kenya 1in 1967
provided the opportunity for right-wing Conservative MPs
to begin the process of undermining the bi-partisan

consensus between the two major parties. As holders of
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UK passporte the Kenyan Asians were entitled to enter
Britain without immigration control. [Miles &
Phizacklea; 19841} Enoch Powell commented that half a
million people, claiming British citizenship, could be
allowed to enter the country because of a loophole in
the 1962 legislation. The media supported Powell by
reporting the incident with headlines that defined the
migration as an ‘'uncontrolled flood' and a ‘deluge of
immigrants’. There was no comment on the entrants of
Irish migrants or the legal entitlement of Kenyan Asians
to enter Britain. [Foot: 1969] The Labour government's
response to these events was the publication of a new

Commonwealth Immigrants Bill.

Migrant Doctors and the Clinical Attachment Scheme

The British 'professional' occupation of medicine at
this time was intent on increasing the restrictions
faced by black migrant doctors coming to train and work
in the NHS. Following the recommendations of the
Porritt Report in 1962, the occupation was successful in
its campaign for the introduction of a voluntary
clinical attachment scheme by the Department of Health

in July 1966. [Gish: 1969]
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The new scheme was intended to apply to all independent
migrant doctors seeking appointment as house officers or
senlor house officers in the UK. They would have to
complete a period of supervised clinical attachment not
exceeding one month before they could take a permanent
post. The scheme would not apply to sponsored migrant
doctors or those being offered work at registrar or
higher grade, as these were deemed to be of sufficient
standard not to require this introductory training.

[BMJ, 3, 2-9-1967; pl26]

The BMJ reported on the concern expressed by the Medical
Director of the BMA's Commonwealth and International
Medical Advisory Bureaux (Dr Pallister) about the
proposed introduction of this new scheme. [BMJ, 3, 2-9-
1967; pi1261] The Director commented that the new scheme
would add to migrant doctor's anxiety. They already
faced substantial delays in entering the UK under the
regulations of the Commonwealth Immigrants Act.
Pallister questioned why 1t was necessary for migrant
doctors who had salready fulfilled GMC requirements for

registration be asked to undergo further assessment.

There appears to be a question mark over the intention

behind this new scheme. The stated aim was to provide a
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more structured introduction to postgraduate training in
Britain for migrant doctors, in order that they would
gain as much as possible from their time in the NHS.
This 1introductory and assessment period, however, would
appear to be wunnecessary given the already strict
regulations and recognition procedures imposed by the
GMC on migrant doctors seeking registration to practice

in Britain.

This 1s especially the case since only two vyears
earlier, a delegation from the GMC had spent six weeks
in India in the middle of 1965, at the invitation of the
Central Minister of Health (Dr Suskila Nayor) and the
President of Indian Medical Council (Dr C S Patel)., The
delegation visited fifteen of the forty-five medical
tolleges operating in India at the time, and reported
that they were impressed with activities of the IMC.
The medical standard in these institutions were of an
appropriate level to Justify the GMC's Executive
Committee in taking a “liberal view" over the
recognition of Indian Medical Colleges. (16) It seems
clear from this that the GMC were more than satisfied

with the standards of migrant doctors coming to Britain.
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The occupation, however, after a periocd of relative
harmony, remained dissatisfied with the standard of
migrant doctors. In 1966, the BMA proposed the
establishment of an examination in English language for
overseas graduates before they began independent medical
practice in UK, [BMJ, 1, 26-2-1966; p45] and as we have
seen above, the Lancet, three years earlier in 1963, had
expressed doubts about the «clinical competence and

language ability of some migrant doctors.

The defence of °'professional' standards 1s clearly
implicated 1in the occupations Jjustification for the
added assessment procedures migrant doctors would face
under the provisions of the voluntary clinical
attachment scheme. It seems then, that the first moves
to 1increase restrictions governing the entrance of
migrant doctors to Britain were taken under the guise of
promoting a more structured and better postgraduate

training for them through a clinical attachment scheme.

A one-month clinical attachment scheme would not provide
any substantial or coherent form of training for migrant
doctors. It would at best only contribute to a process
of familiarisation with the workings of the NHS for

newly arriving migrant doctors. If the occupation had
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really wanted to address the 1ssue of postgraduate
doctor training in Britain, it could have put its
considerable political influence behind the introduction
of a systematic and comprehensive training programme for
all Junior hospital doctors, Such a measure would have
ensured that all Jjunior hospital doctors, whet her
British or overseas qualified, would meet the required

standard of clinical competency to practice in the UK.

The occupation's campaign 1in support of the clinical
attachment scheme, however, was merely the precursor to
a more concerted effort +to discredit black migrant
doctors working in the NHS during the late 1960's and
early 1970's. Repeatedly, the occupation questioned the
'professional' standards of these doctors during this

period.

The 1968 Commonwealth Immigrants Act

Much of the substance of the Labour government's
Commonwealth Immigrants Bill of February 1968 was taken
from Osborne's 1965 Private Members Bill. This was the
first action of the new Home Secretary, James Callaghan,
who had replaced Jenkins in November 1967. The Act

removed the right of free entry to Britain to all UK
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passport holders who did not have a parent or
grandparent born in the Britain. This provision would
clearly apply most often only to black migrants, and was
therefore, even more overtly racist than its
predecessor. The Act became law in March 1968. [(Layton-

Henry; 1584]

The debates in the House of Commons on the second and
third readings of the Bill, 1llustrate how the language
assoclated with the ‘race/immigration' notion had come
to dominate the definition of the 1issue. Labour and
Conservative MPs spoke of ‘racial purity', 'racial
tension', ‘coloured immigration', ‘alien cultures',
‘racial prejudice' and 'natural instinct'. Only thirty
nine MPs voted against the Bill, and the legislation
went one step further in institutionalising racism in

the practice of the State. [Miles & Phizacklea; 19841

The passage of the new Race Relations Bill followed soon

after the introduction of the new Immigration Act. The
political environment could not have been more
unhelpful. Powell and his colleagues, encouraged by

their success in the debates on the Kenyan Asian
situation, began to campaign against the introduction of

new ‘race relations' legislation. Two days before the
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introduction of the Bill in the House of Commons, Powell
made his infamous ‘rivers of blood’ speech 1in
Birmingham, where he commented on the ‘'madness' of
Britain allowing 1n 50,000 dependants annually of
migrants already settled in the UK. His speech received
massive publicity and a great deal of public support. He
became the figurehead for the expression of ant-
immigration resentment in Britain. Support for Powell
from within the Conservative Shadow Cabinet, however,
was in very short supply. Indeed, Heath sacked him from

the Shadow Cabinet shortly afterwards. [Schoen: 19771}

The Labour government were absolutely furious with
Powell. The Birmingham speech had effectively ended the
bi-partisan consensus on the 'race/immigration' issue.
Labour vigorously pushed through the new legislation
with few amendments. The Bill became law 1in November

1968. [Layton—Henry; 1984]

Enoch Powell's influence on the ‘race/immigration'
issue, following the arrival of East African Asians and
his Birmingham speech, was considerable. In a Gallop
Poll of May 1968, 74% of those polled agreed with
Powell's views on black migration, and 24% preferred him

as leader of the Conservative party. This suggests that
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his views were an important factor in the Conservative
electoral victory in the 1970 general election. [(Miles &

Phizacklea; 1984)

Powell did not wuse the term ‘race' or ‘'coloured
immigrants', but subsumed these notions within the
concepts of 'Britishness' and ‘nationhood'. By doing

this, he was able to both appeal to and legitimate the
experiences and fears of the white British population.
He was totally against the Race Relations Act. He
argued that 1t was a specifically one-sided pilece of
legislation which effectively made white British people
the persecuted population. For Powell, racist
discrimination was the prerogative and 1legitimate
behaviour of every free and private individual: the
State could not legislate to control the feelings of
private individuals 1in their relations with others.

{Miles & Phizacklea; 19841}

The Conservative party in opposition during 1964-70, had
to some degree followed Powell's campalgn, by steadily
becoming more racist. The leader of the party, Ted
Heath, in a speech in New York in September 1968, had
called for a reduction of the numbers of New

Commonwealth migrants entering Britain and financial
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asslstance for those wishing to return to their country
of origin. This move by Heath, alilowed Powell 1in
October 1968, to advocate the establishment of a
Ministry of Repatriation. In January 1969, Heath
demanded that Labour stop all immigration into Britain.

[Miles & Phizacklea; 19841}

Although the campaign led by Powell in the 1960's had
dissolved the bi-partisan consensus between the two
major parties, and contributed to the rightward shift in
immigration policy, by the time of the 1970 general
election his influence had been circumscribed. He was
increasingly at variance with the Conservative
leadership over 1issues other than ‘'race/immigration'
issue. For example, he was totally opposed to Britain's
entry to the EEC. Consequently, his position with the
party became increasingly marginalised and tenuous.

[Layton-Henry; 1984]

Powell's intervention in the ‘race/immigration' debate
of the late 1960's, disseminated with equal passion by
the mass media, however, created a high public profile
for the 1issue. While this political debate was in full

flow, the British 'professional' occupation of medicine
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were engaged in the process of constructing a case to
discredit °‘black' migrant doctors working and training

in Britain.

This campaign by the occupation, as we shall see below,
reflected a central theme of the more general political
debate on the 'race/immigration' issue. For example,
Powell's evocation of the 'numbers game' through the
notion of an ‘'immigration invasion', was reproduced
within medicine by the occupation. Certain sections of
the BMA were becoming concerned about the increased
competition for scarce junior hospital doctor posts.
They believed this was being caused by too many black
migrant doctors freely entering the UK to work and train
within the NHS. As a result, the occupation wanted
measures introduced which would act as a disincentive to
potential migrant doctors. In this way, the number of
black migrant doctors entering Britain would be
restricted, reducing the competition 1in the hospital
sector and ensuring that the best junior hospital posts

went to white, British trained doctors.
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Bullding the Case for Greater Control of

Black Migrant Doctors

The late 1960's saw increasing concern by the British
‘professional' occupation of medicine over the expansion
in the n