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Part I

Background





Chapter 1

Preparing the ground

OUTLINE
The years between the two world wars, and the experience of the
Second World War, produced a deep desire and readiness for
fundamental changes in the relationship between the State and
its citizens. In the 1945 general election, in spite of the personal
popularity of Winston Churchill, the Labour Party was put into
power with a resounding majority with the mandate to build the
Welfare State foreshadowed in the wartime Beveridge Report.
This chapter focuses on the task of restructuring the system of
public health care so that it satisfied new principles more gener-
ous than those of earlier times.

The importance of the Second World War
It is tempting to see the creation of the National Health Service
(NHS) and the changes that it brought to the everyday lives of the
citizens of the United Kingdom in a sort of ‘Big Bang’ scenario
made up of:

● the election of the Labour Government in 1945
● the passing of the NHS Act in 1946
● the actual setting-up of the NHS on 5 July 1948.

The temptation is understandable. The Second World War was a
new kind of war that involved the whole population, civil as well as
military. The 1945 general election produced the first Labour
Government with a solid House of Commons majority, which
could allow it to enact its programme. And the new Government
enacted major pieces of legislation, including the 1946 National
Health Service Act. But this view is too simple in that it paints a
before-and-after picture of unqualified bad turning into unquali-
fied good.



Even before the war, there were many signs that all was not well
in the relationship between the State and the mass of the popula-
tion, particularly the poor, the young, the unemployed and the sick.
For example, although the British Medical Association (BMA) was
ever watchful for what it saw as threats to the status, pay and con-
ditions of doctors, it had already put forward proposals aimed at
widening the availability of medical care funded through national
health insurance, so that coverage would extend beyond the wage
earner to include the family and to provide for specialist services.

Similarly, there was widespread recognition that existing arrange-
ments, whereby most hospitals were run by local authorities,
although about a quarter were independent and voluntary, were
unsatisfactory and that the two streams needed to be more closely
integrated.

However, if we compare the government’s view of the obligations
of the State towards its citizens, in the middle/late 1930s and fifteen
years later, it is clear that there had been a fundamental re-ordering
of priorities. By 1950, there was a Welfare State, which included an
NHS. A decade earlier, some of the bits and pieces had existed, but
not enough to form a complete jigsaw. There had been, without
doubt, a major change.

The origins of change
This change can be traced back to the public health legislation of
100 years before, whereby Parliament began to define a role for
local authorities. There were Public Health Acts in 1848, and (fol-
lowing the report of the Royal Sanitary Commission) in 1872 and
1875. However, the legislation allowed measures rather than com-
pelled them, and the response of local authorities varied widely. But
the 1848 Act created the General Board of Health and the 1872 Act
created sanitary authorities with the duties of appointing Medical
Officers of Health and providing public health services. The grow-
ing number of public authorities operating at local level (and not
just in the field of health care) needed to be rearranged into a local
government system, and this, too, happened towards the end of
the century. The poor state of health of British soldiers in the Boer
War led, via the setting-up of the Committee on Physical
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Deterioration, to the provision of school meals and school medical
services early in the twentieth century and legislation was also
passed relating to midwifery services.

In other words, throughout the nineteenth century, government
was becoming aware of, and seeking to shape responses to, health-
related problems. This often produced a reaction that, though in
itself inadequate, did at least expand knowledge of the scale of the
problem and then led to further measures. For example, the 1875
provision for the appointment of Medical Officers of Health
turned out to be full of potential, for these officials were able, par-
ticularly within the emerging local government system, to act as
champions of public health. The great reforming Liberal adminis-
tration, which came into office in 1905, accelerated this process of
the State assuming responsibilities towards those not best able to
look after themselves. The Victorian view that it was up to individ-
uals to stand upon their own two feet had been carrying less and
less conviction, and was giving way to a more collectivist view. By
early in the last century Britain may not have been ready for a
Welfare State, but it was ready for Lloyd George, and 1919, after
the horrors of the First World War, saw the establishment of a
Ministry of Health.

Britain might eventually have established a Welfare State, and an
NHS, even without the Second World War. But it would almost cer-
tainly have taken longer to arrive, and longer to establish, and the
details might have been different. For example, without the experi-
ence of the wartime Emergency Medical Service, the case for taking
the hospitals out of both local authority and voluntary control, and
effectively ‘nationalizing’ them, would have appeared weaker.

The Second World War, like many wars, was an important har-
binger of social change. The trauma of the First World War had
been followed by disappointment. ‘Homes Fit for Heroes’ remained
only a slogan; the reality, for many, was unemployment. But the
Second World War turned out to be different from anything expe-
rienced before and its impact was even greater. Bombing of civilian
targets meant that the whole population was involved. The whole of
economic life had to be bent towards victory, and this involved
controls on everyday life on a scale that had never before
been experienced.
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And there were more specific factors at work. The formation of
the Coalition Government under Churchill in 1940 brought the
Labour Party into the heart of government, with the Labour leader,
Attlee, assuming the post of Deputy Prime Minister by 1942. Apart
from what this did to public perceptions of Labour politicians, it
also gave them experience of ministerial office.

The war also showed that extensive State direction of economic
life was a practicable proposition. Five years’ experience of a war
economy showed that the argument that there were areas of activ-
ity where government was simply incapable of getting involved was
groundless. And, quite apart from direct controls, 1941 saw the
first budget put together along Keynesian lines, i.e. being used as a
device to keep inflation down. This opened the way for budgets to
be seen as more than just devices for keeping government expendi-
ture to a minimum but, instead, as a method of guiding the
economy, sometimes towards deflation and sometimes towards
expansion. In other words, budgets could be used as a way of help-
ing governments to do things rather than as a brake on their
ambitions. This had further implications for the role of the
Treasury, which henceforth would find it more difficult always to
say no.

The Beveridge Report
The high point of this climate of change was the publication of the
Beveridge Report in 1942, which was a blueprint for the future
Welfare State, based on three fundamental assumptions:

● the NHS;
● family allowances;
● the maintenance of employment (Addison 1994, p. 169).

The Coalition Government was divided in its reactions to the
Report. Broadly, the Labour members were in favour of accep-
tance at once, while the Conservatives were more hesitant,
sometimes opposing its recommendations in principle. Churchill
was reluctant to give firm undertakings before the war was over,
preferring to wait and see what would be affordable. He was able to
impose his view on the Cabinet, which in turn made Labour MPs
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unhappy with Labour ministers. But the widespread approval given
to the Beveridge Report in the country at large could not be
ignored, and by the Spring of 1943, Churchill was broadcasting
promises that the war’s end would see a new House of Commons
legislating in a number of major areas. Although no detailed com-
mitments were given, this was almost a promise that victory would
be followed by the implementation of a great number of
Beveridge’s proposals.

By the end of the war it would have been close to unthinkable for
the post-war government – Labour or Conservative – not to have
started constructing what became known as the Welfare State,
including a national system of health care. Education in the period
after the war had already been taken in hand with the passing of
the 1944 Education Act, and family allowances were provided even
before the Labour Government took office.

Post-war negotiations with the doctors
Although it was evident that a national system of health care was
necessary, there were still many details to be decided. The govern-
ment had issued tentative proposals for a comprehensive health
care system during the war, but these had envisaged a major role for
local authorities that horrified the BMA and led to a stalemate
until the 1944 White Paper A National Health Service got discus-
sions going again. Even so, the BMA fought a rearguard action
almost until July 1948. The leading figures in the BMA only gave in
when faced with the undeniable fact that many GPs were actually
signing up to the new Health Service (the consultants and their
Royal Colleges had been more receptive to Aneurin Bevan’s ideas
from the start).

As the Labour Minister of Health, Bevan had a reputation as
something of a socialist firebrand, but he was also a skilled politi-
cian, and was willing to build upon existing ideas and to negotiate.
Possibly the most fundamental decision concerned what to do
about the hospitals. Within a few weeks of becoming Minister of
Health, Bevan decided, effectively, to nationalize them. The
Emergency Medical Service during the war had shown that this
was a possibility, and there had been serious concerns about the
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financial viability of the voluntary hospitals after the war. Bevan
decided that the most effective solution would be to bring all the
hospitals under the control of his Ministry. There was disagree-
ment within Cabinet but, with the backing of Prime Minister
Attlee, Bevan won the day.

The details of these disagreements and compromises can be
found elsewhere (see Addison 1994, Chapter 10; Hennessy 1992;
Timmins 1996; Willcocks 1967). What is more important is to note
the basic shape of the system that came into being in July 1948, and
the principles that it was supposed to enshrine.

The new NHS
The NHS was essentially tripartite, being composed of:

1 Hospitals
2 General medical and dental practitioners, pharmacists and

opticians
3 Health care services (provided by local authorities)

See Figure 1.1.
In one sense this was an extension of what had gone before, since

by 1939 there was already quite a wide range of health care available
to most people. These arrangements had grown up in a rather piece-
meal fashion, however, and were less than adequate in coverage,
quality and geographical distribution. To some extent, then, the
NHS was meant to tackle questions resulting from a lack of clarity
and inefficiency. It had a practical, administrative element to it,
which Klein (1995) describes as a rational paternalist approach (an
approach that stretched back to Edwin Chadwick’s General Board
of Health exactly 100 years before).

And yet the NHS was meant to be much more than this. One of
Bevan’s favourite words was serenity, by which he meant peace
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of mind and freedom from worry. It was the task of the new Service
to provide serenity for all and without distinction. The 1946 Act
took a particular view of health care, seeing it not as an individually-
based right made real through a transaction between doctor and
patient, funded via insurance. Instead, health care was established
as a public good, freely available to all, an intrinsic part of a civi-
lized society. This explains why, for example, the very wealthiest,
who could easily afford to pay for private health care, were included
in the scheme. They, too, were a part of society. They paid their
taxes and they were also entitled to use the NHS.

The importance of taxation
People do not pay taxes solely in order to finance the services that
they, individually, receive. Taxation is essentially a collective under-
taking, and individuals pay in order to finance, in a general way, the
activities which government undertakes for the benefit of society as
a whole. The NHS was to be paid for through the tax system; this
would justify the free delivery of NHS services to the population at
large, whatever their tax status. These arrangements are consistent
with the universal principle, which holds that the care and treat-
ment provided by the NHS should be available to all. In other
words, simply being a member of society, regardless of age or sex,
or how much tax is paid, is all the qualification one needs. And
again, in keeping with the spirit of the NHS, care was not to be
offered on a limited basis for a restricted range of conditions;
rather, the Service was aimed at the full range of medical needs.

The founding and establishment of the NHS, then, can be por-
trayed at two levels, the first more limited in scope, the second
more fundamental and wide-ranging. At the more limited level,
the 1946 Act knocked into shape and built further upon develop-
ments that had already been taking place. Setting up the NHS was
a major administrative undertaking. But the detailed working-out
of how the new arrangements would operate was supported by the
more fundamental commitment and set of values that the new
Service intended to enshrine and make real. These can be summed
up as the intention that, in future, the provision of health care
should be:
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● universal
● comprehensive
● free at the point of delivery
● available to all who needed it.

This was meant to be a fresh start of epic proportions, and was seen
as such by the general population. It is not difficult to understand
the place that the NHS quickly came to occupy in the affections of
society in general, which, in turn, explains the anxiety of
Conservative ministers during and after the 1980s to reassure the
voters that the NHS was safe in their hands.

It is easy to be caught up in the optimism of the years imme-
diately after 1945, but dreams seldom last for ever, and it is no
surprise that, the ‘finest institution ever built by anybody anywhere’
(Hennessy 1992, p. 144) was less than perfect. It was, after all,
designed by fallible human beings. Eventually, optimism had to
give way to more mundane questions about the bases on which
health care should be provided, the structure of the machinery of
delivery, and, most persistent of all, the cost of it. It is with these
questions that the rest of this book is concerned.

Key points
● There was a wide measure of agreement, even before 1939,

that improvements were needed to the existing health care
system.

● The experience of the war brought about a consensus in favour
of the kind of change proposed in the Beveridge Report.

● The arrangements for health care set in place in 1946, with the
benefit of wartime experience, were in part a continuation and
further development of what had gone before.

● There was a strong ethical component, realized through the
founding principles of a health service that was universal, com-
prehensive, and free of charge at the point of delivery.
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Guide to further reading

The period from 1945 to 1950 was an extraordinary one in
British social and political history. Having won through to vic-
tory at last, the next few years were to combine much
grimness and austerity in everyday life with high hopes for
building a new future. This atmosphere is captured wonder-
fully in Peter Hennessy’s (1992) Never Again, London:
Jonathan Cape.

Paul Addison’s (1994) The Road to 1945, London: Pimlico,
reminds us that what happened in the five years after 1945
was in large part conditioned by developments during the
war and, indeed, during the twenty years between the two
world wars. Nicholas Timmins’ (1996) The Five Giants,
London: HarperCollins Press, is eminently readable for the
same period. Finally by way of general background, the slow
seeping through of everyday grimness is well conveyed in
Robert Harris’ (1995) novel Enigma, London: Hutchinson.

Concentrating more specifically on health care and the
NHS, the first chapter of Rudolf Klein’s (1995) The New Politics
of the NHS, London: Longman, is both perceptive and inter-
esting, while A.J. Willcocks’ (1967) The Creation of the
National Health Service, London: Routledge and Kegan Paul,
illuminates the interactions of the various interest groups with
a stake in the new undertaking.
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Chapter 2

Change and development

OUTLINE
The National Health Service rapidly won the approval and
affection of the British people. But the passing of time sug-
gested that there were flaws in its design and problems in its
operation. This chapter looks at these flaws and problems and
at the various attempts to remedy them. Some attempted
remedies were ad hoc and tactical, whereas others involved
more fundamental reorganization. The most ambitious
attempts of all came during and after the 1980s, with the intro-
duction of general management followed by the internal
market, and then, from 1999, an attempt to radically reconfig-
ure the whole health care system.

Introduction
If the establishment of the NHS in 1948 was cause for self-
congratulation, it was not long before clouds began to gather.
Within five years the Guillebaud Committee had been set up to
examine the dilemma of continuing to provide an adequate level of
health care without, at the same time, condemning the Treasury to
having to meet ever-rising costs. Over the following decades the
problem refused to go away. Responses were sometimes piecemeal,
aimed at a particular problem such as the need for investment in
hospital building. At other times attempts were made at more
fundamental remedies, either by changing structures or, particularly
after 1982, by changing what went on inside the structures.

Changing the structure 1948–74
As shown in the previous chapter, provision of health care prior
to the NHS had developed along the three lines of GP services,



hospitals, and local authority services, and this tripartite
structure continued essentially unchanged after 1948, as shown in
Figure 2.1.

● Primary care was provided through the general practitioners
(GPs) and others, who generally constituted the first port of call
for the patient. They were independent contractors rather than
salaried employees, and their contracts were administered by
Executive Councils, whose members were appointed partly by
the clinicians themselves, partly by the Ministry and partly by
local authorities.

● Secondary care was provided by the hospitals, most of which
operated within a structure of fourteen (later fifteen) regions,
each with a Regional Hospital Board appointed by the
Ministry. Teaching hospitals were outside this structure, oper-
ating in direct contact with the Ministry.

● Local authorities continued to provide a range of public and
personal services, although they had lost their responsibility
for hospitals.
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This tripartite structure was to remain essentially unchanged until
1974, although it was apparent that there were problems with the
way in which the system was functioning. The links between the
three parts of the structure sometimes appeared tenuous, and when
remedies were sought they were usually looked for in one or other
of the three sectors rather than throughout the service as a whole.

In 1956, the Guillebaud Committee had drawn attention to a
backlog of capital spending needed for new hospitals. An ‘increas-
ing gulf ’ was also developing between GPs in their surgeries and
consultants in their hospitals (Ham 1992, p. 19). In general the first
quarter century in the life of the NHS was a period of low morale
among GPs, and they were slow to take advantage of Bevan’s gen-
erous financial incentives for establishing health centres, so that by
1963 there were only eighteen, purpose-built centres operating in
England and Wales (Allsop 1995, p. 54). On the local authority
front, there was considerable variation in the range of health and
welfare services provided.

These problems elicited various responses. The 1962 Hospital
Plan promised £500 million for capital expenditure over the next
ten years. 1963 saw the publication of Health and Welfare, relating
to local authority services. Given, however, that local authorities
enjoy their own democratic base and a measure of independence
from central government, the Ministry of Health could be much
less definite, so that the document was really more of a survey of
the differences between authorities and a set of hopeful proposals
than a plan as such. Local authority provision remained something
of a disappointment to central government, in spite of the fact that
the 1959 Mental Health Act implied a reduced role for hospitals
and an increased role for local authorities in caring for the mentally
ill. However, growing interest on the part of both GPs and local
authorities led eventually to a steady growth in the number of
health centres, particularly after GPs’ working conditions were
improved through the 1966 Family Doctor Charter.

Improvements in various areas notwithstanding, it became
increasingly clear during the 1960s that an underlying problem con-
cerned lack of integration between the different parts of the
structure. It hardly needs stating that the needs of individual
patients are liable to spill over between the different sectors. Some
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patients who begin by going to see their GP will find themselves
being referred to hospital, and some of those will continue to need
the assistance of local authority health services after the hospital
has discharged them. Clearly, the three sectors should be working in
such a way that they each support the efforts of the others in pro-
viding for the needs of patients. By contrast, the risk with a
tripartite structure is wasteful duplication and poor co-ordination
(which, incidentally, contributed to the fragmentation of primary
care, see Chapter 9). These risks are present in many organizations,
but there were features of the NHS which rendered it peculiarly
susceptible to them.

The details of the tripartite structure meant that it was not under
the direct control of the Ministry of Health. As we have seen, local
authorities had an important role to play, and they are not just
creatures of central government. Giving local government a respon-
sibility makes central control inherently more difficult while, at the
same time, creating the possibility of varied provision between dif-
ferent local authorities. In addition, family practitioners were
independent contractors, so that if, for example, GPs chose not to
be attracted by the idea of health centres, then the Ministry was
limited in the pressures it could bring to bear. Thus, co-ordination
by the Ministry of the three parts of the structure was always likely
to be problematic. The dilemma arose not only from the fact that it
was tripartite but from the actual details of the tripartism.

It fell to the Labour Government elected in 1966 to begin the
process of discussion and consultation that would eventually lead
to the first major reorganization of the NHS since 1948. In the
attempt to secure greater unification, a first proposal was for the
creation of about fifty area boards, which would be responsible for
health services in their areas. A further Green Paper increased this
number to ninety, with regional councils above them for planning
purposes and, below or within the areas, about two hundred district
committees to provide an avenue for local participation. The
Conservative Government, which came into office in 1970, further
developed these ideas and incorporated them into the National
Health Service Act of 1973. This Act came into effect on 1 April
1974 – the same day as the new, reorganized local government
system began to operate.
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Public health care 1974–82
There was a wide measure of agreement within the political parties
that the ideal solution to promote greater unification would be to
hand over the health services to local government. However, as
Klein points out, this idea, while supported in principle, was also
recognized to be a political non-starter due to the continuing deep
hostility of the medical profession to any notion of coming under
local government control. Similarly, the proposal to transfer local
authority services to the NHS was opposed by the local authorities
(although they did lose their community health services). Instead,
and very much as a second-best solution, the boundaries of the
new Health Authorities (HAs) were aligned with those of the new
local authorities (Klein 1995, p. 82), see Figure 2.2. The new inno-
vations were:

● Family Practitioner Committees replaced Executive Councils.
● Regional Health Authorities replaced Regional Hospital

Boards. Below the Regions were a new layer of Area Health
Authorities, and within the larger Areas was a further layer of
District Management Teams.

● Community Health Councils (CHCs) were an innovation
intended to go some way towards representing the views of con-
sumers and interest groups (see Chapter 5).

The reorganization took place at a time when great faith was placed
in structural change, but structural change cannot achieve very
much if the same processes simply carry over into the new struc-
tures. In the case of the NHS reorganization, the gains from greater
unification were less than had been hoped for. The teaching hospi-
tals lost their special status, their Boards of Governors, and their
direct access to the Ministry, so there was some greater unification
within the hospital sector. But there were now three levels below the
Ministry (region, area, district), and the family practitioners still
remained independent contractors separately administered.

The need for greater integration between the NHS and local gov-
ernment was fudged, along with Sir Keith Joseph’s dream of
improving management efficiency through restricting Area Health
Authority appointments to those with known management ability.
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Faced with both the doctors and the local authorities pressing for
representation, and with the practical difficulty of recruiting
enough people with business experience, Joseph compromised by
conceding representation to doctors and nurses as well as to local
authorities. Representation for the doctors is justified by the central
role that they play in the actual delivery of NHS services. However,
clinical expertise is not the same thing as management ability, and
one effect of this compromise was to confirm the already consider-
able power enjoyed by the doctors.

In a further compromise, management by those with known man-
agement ability had now given way to the idea of ‘consensus
management’. In practice, this turned out to mean no such thing.
The management teams, which were appointed at all levels, included
nurses, accountants and administrators as well as doctors, and it was
hoped that one result would be to shift priorities away from acute
medicine towards community health services but this did not
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happen. Consensus management gave a veto power to the various
members of the teams, which they proved more than willing to use
in defence of their own sectors. More specifically, the role of admin-
istrators continued to be seen as pre-eminently one of giving the
doctors what they needed. It would take a further reorganization
(Griffiths 1983) and the internal market, before managers could
really begin to assert themselves against the clinicians.

Changing the structure again – 1982
The effects of the 1974 reforms were disappointing, and were soon
criticized. In the meantime, however, much deeper changes were
developing on the British political scene that would lead to the
election of a Conservative Government in 1979 led by Margaret
Thatcher. Thatcherism was to lead to changes in many areas,
including the provision of health care.

The Conservatives had gone through the 1979 election campaign
promising to match Labour’s commitment to increased spending
on the NHS. The new Secretary of State, Patrick Jenkin, was aware
of problems in the NHS which the 1974 reforms had failed to
resolve, but his first instinct was to continue along the path of struc-
tural change that had been followed in the past. In 1976, the Labour
Government had appointed the Royal Commission on the NHS
(the Merrison Commission), which reported in 1979 soon after the
Conservatives came into office. The Report referred to the many
achievements and successes of the NHS but nevertheless suggested
improvements, including that one of the management levels below
the regions should disappear, as should the Family Practitioner
Committees (Royal Commission 1979). The government rejected
the latter recommendation but accepted the former, so that from
1 April 1982, the areas and districts were replaced by 192 District
Health Authorities. Within districts, encouragement was given to
further delegation to management units, although the idea of a chief
executive was rejected on the grounds that it would not work in a
service which was necessarily so reliant on a wide range of profes-
sionals (see Figure 2.3). The NHS, then, went through its second
re-structuring within ten years, with little hint, however, that the
years to come would make 1974 and 1982 pale into insignificance.
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Changing the processes – Griffiths and after
The first step down this new path was taken when Roy Griffiths,
Managing Director of Sainsbury’s, was asked to look at manpower
in the NHS, but insisted that what really needed looking at was
management. The result was the Griffiths Report in 1983 which
constituted a blast against consensus management, with the now
famous comment that if Florence Nightingale had been carrying
her lamp through the corridors of the NHS then, she would almost
certainly have been searching for the people in charge.

Griffiths called for the replacement of consensus management by
general management at all levels. Administration should be
replaced by management, and doctors should be encouraged to
become managers (see Chapter 5). At the centre there should be a
Health Services Supervisory Board responsible for setting strategy,
and a Management Board responsible for actually managing the
NHS. The result would be more dynamic and proactive leadership
able to constantly press for improvements and monitor progress.
The government accepted the Griffiths recommendations and
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established the NHS Management Executive under its own Chief
Executive and HAs were given until the end of 1985 to appoint gen-
eral managers at all levels. This went some way towards separating
out policy-making and management. It institutionalized the idea
that management was more than just administration, and that it
had an agenda of its own within the broad strategy (and funding)
set out by the politicians and officials in Whitehall. Moreover, the
management function should be operational at all levels of the
service.

Griffiths, then, was being put into place but it was shortly to be
overtaken by a crisis relating to NHS funding. After the expiry of
the three-year commitment to increased spending, attention had
shifted to generating extra resources through other means. In what
has been described as ‘a maelstrom of initiatives’ (Timmins 1996, p.
406), Derek Rayner’s Efficiency Unit extended its cost-cutting scru-
tinies beyond Whitehall and into the NHS. Authorities were told to
make efficiency savings, surplus land began to be sold off, and such
management techniques as performance indicators began to be
introduced. However, it was becoming more and more common
for HAs to run out of money a couple of months before the end of
the financial year and to respond by closing wards. By the second
half of 1987, after a third consecutive Conservative general election
victory, the NHS was in a state of financial crisis that regularly
made media headlines. By the end of the year 4,000 beds had been
closed, including some intensive care facilities for children, and the
presidents of three of the Royal Colleges had issued a warning that
urgent action was needed (Timmins 1996, p. 457). In January 1988,
Margaret Thatcher stepped directly into the fray on Panorama by
announcing an NHS review.

The review was conducted by a very small number of ministers,
led by Thatcher, civil servants and advisers. It considered a number
of possible remedies but gradually came around to the idea of a
purchaser–provider split and an internal market, based on ideas
which had been put forward a couple of years previously by the
American health economist Alain Enthoven. The basic idea was
simple. Services would be provided by hospitals and community
units as self-governing Trusts, and those services would be pur-
chased by HAs and by fundholding GPs who would control their
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own budgets. The providers would be in competition with one
another to sell their services, while the HAs and GPs would be
anxious to obtain the best value that they could for the money that
they were spending. There would be, in effect, a quasi-market oper-
ating within the NHS, which would serve as the continual spur to
even greater efficiency (see Figure 2.4).

Not surprisingly, the reforms ran into opposition, not least from
the BMA, but the Health Minister, Kenneth Clarke found allies
among the new, Griffiths-style managers who saw that the internal
market could boost their position in relation to the hospital doc-
tors. Clarke, and his successor William Waldegrave, refused pleas to
soft-pedal or delay implementation. It was never intended that all
GPs would become fundholders or that all hospitals and commu-
nity units would become self-governing Trusts immediately;
nevertheless, the reforms could have fizzled out if too few signed up
for the first wave from April 1991. In the event, 57 hospitals and
1,700 GPs began operating under the internal market.
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The NHS and the internal market
In the second half of the 1990s, the NHS was still recognizable in
the old, tripartite terms, with the founding principles of a compre-
hensive and universal service, largely free at the point of delivery.
But the interrelationships between the different parts of the service
had changed markedly.

The introduction of the internal market underlined the potential
importance of the management function, particularly at the lower
levels, where health care services are actually provided and pur-
chased. Although, as a matter of record, general management and
the internal market were not introduced as a single package, they
certainly complemented one another. Arguably, the negotiating and
contracting that were at the heart of the internal market needed to
be driven by proactive management. At the same time, the market
provided managers with the opportunity to practise their trade to
the fullest extent. The growth of the internal market also led to a
change and reduction in the role of the Management Executive
and of the Regional Health Authorities, so that their relationship
with purchasers and providers became more distant.

The result was that the most important players to emerge, at
least on a short- to medium-term basis, were the HAs and the fund-
holding GPs, on the one hand, and the self-governing hospital and
community health service Trusts, on the other. The HAs had the
function of assessing the health needs of their populations and of
contracting with the Trusts for the purchase of those services not
already being purchased by the GP fundholders, while the fund-
holders purchased those services which they needed for their
patients. The HAs and the fundholders, then, were the purchasers,
while the Trusts provided the services for them to purchase. Outside
of this there were still Directly Managed Units which had not (yet)
taken on Trust status, as well as GP practices, which were not (yet)
fundholders, but the intention was clearly that they would become
less and less significant.

In addition, Family Health Service Authorities, descendants of
the old Executive Councils and Family Practitioner Committees,
were responsible for paying out the money to the contracting pro-
fessions as well as for monitoring their service provision.
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During the 1980s, their management role was strengthened until,
in 1993, they were merged with the HAs to form Integrated Health
Authorities. And, finally, the CHCs continued, rather constrained
in their staffing and budgets (see Chapter 6), but still with a role to
play in linking the general public to the other parts of the system
(see Figure 2.5).

Subsequently there was debate about how far private sector man-
agement values, practices and techniques could be imported into
the public sector (see Chapters 4 and 8). Given the popularity of
the NHS, it would have been surprising if the internal market had
not aroused some strong reactions. It is true that public sector orga-
nizations were established for reasons other than simply to make a
profit. It is equally true that, in a democratic political setting, they
(and their managers) can be subject to politically inspired con-
straints – to do with levels of funding, or of capital investment, or
the setting of priorities – not of their own choosing. But, allowing
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for admitted differences, there are undeniable similarities between
management in public and in private settings.

In any case, the internal market was not intended to fully replicate
a private sector market. It was meant only to be a ‘quasi-market’.
The consumers were not individual customers, but HAs and GPs
acting (and spending) on behalf of those members of the public
who needed health care; the suppliers were the Trusts, competing
with one another for the contracts of the consumers (Le Grand and
Bartlett 1993). But if the internal market was not intended to be a
real market, it was meant to replace monopoly provision with a
competitive atmosphere and incentives to greater efficiency.

There had been, in effect, a change of strategy for the NHS on
the part of the politicians and the policy-makers. As shown, the
earlier reforms of 1974 and 1982 were mainly structural. With the
introduction of general management and the internal market, how-
ever, it was the processes that go on within the structures that were
being changed. By 1997, when the Labour Government published
the White Paper The New NHS, Modern and Dependable
(Department of Health 1997b), the intention was to bring some
alteration to both structures and processes. Structurally, Primary
Care Groups and Trusts (PCG/Ts) are compulsory groupings of
GP practices. In terms of processes, while the split between pur-
chaser (now more commonly referred to as commissioner) and
provider has been retained, the emphasis has shifted from compe-
tition to collaboration, both vertical and horizontal and extending
beyond the formal boundaries of the NHS (see Chapter 9).

Key points
● Concerns about costs of and operational problems within the

new health care system began to emerge within a few years of
its inception in 1948.

● The tripartite structure failed to operate as the seamless web of
care for which health problems often called, and central control
was difficult to implement.

● The structural reform in 1974 was meant to address the question
of lack of coherence between the different parts of the system,
although in the end it fudged the question of NHS–local
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authority links while, at the same time, introducing a number of
layers which added to complexity and led to the further reform
of 1982.

● From the early 1980s, under the Thatcher administrations, the
focus of attention began to move away from structures to the
processes inside those structures.

● This led to the introduction of general management from 1983,
and, towards the end of the decade, to the internal market.

● From 1997 the Labour Government introduced further
changes, this time to both structures and processes.

Guide to further reading

Chris Ham’s (1999) Health Policy in Britain, London:
Macmillan, is thorough and wide-ranging over the whole
field, while Rob Baggott’s (1998) Health and Health Care in
Britain, Basingstoke: St. Martin’s Press, is the ideal handbook.
Judith Allsop’s (1995) Health Policy and the NHS: Towards
2000, London: Longman, approaches the subject from a vari-
ety of angles, but Chapters 1–5 are particularly pertinent to the
subject matter of this chapter.
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Chapter 3

The health care arena

OUTLINE
Most people in Britain receive the majority of their formal health
care from the NHS. However, this is an incomplete picture.
Families play an important part in determining lifestyle; infor-
mal carers provide valuable support for vulnerable kin;
voluntary organizations make an important contribution; and
the commercial sector plays a part in the provision, funding and
supply of health care. This chapter seeks to outline these roles
and to explore some of the key issues, such as the State’s
reliance on informal carers and voluntary organizations, the
implications of the informal caring relationship for both the
carers and those for whom they care; and the debate to which
the recent renaissance of the voluntary and commercial sectors
has given rise.

Introduction
We cannot fully understand the British NHS without recognizing
the landscape of health care in which it exists. Its creation did not
entail the abolition of private or voluntary provision. In addition,
there remains a frequently neglected, but important, informal
sector. Provision outside the NHS is particularly pertinent in the
present climate in which the responsibility for meeting needs has
increasingly been shifted from the State on to the family and inde-
pendent sector.

The informal sector
Broadly, this can be said to comprise networks of families, neigh-
bours, colleagues and friends. In pre-industrial days the bulk of
responsibility for caring for the sick, elderly and disabled rested



here and, although throughout the twentieth century there had
been increasing intervention by professionals, often through the
medium of the State, the everyday work of caring for dependants
still takes place within the informal sector.

Families and communities
It is here that much of the control over lifestyle, now known to play
a large part in determining health, lies. Cultural norms and prac-
tices with respect to diet and recreation, for example, are established
within families and local communities. It is here also that the day-
to-day business of shopping for and cooking food, arranging
leisure activities and determining many aspects of the physical envi-
ronment take place. Moreover, family and friendship networks
serve to mediate between individuals and those formal services con-
cerned with health promotion, by taking children to clinics;
attending school medical inspections; encouraging other family
members to attend well person clinics and to participate in screen-
ing programmes. All of this, of course, is part and parcel of what
might be considered the ‘normal’ caring role of families.

Informal care
When the amount or type of care given goes beyond the norm
(however ill-defined that norm), the term ‘informal care’ is
applied. The first national survey of informal carers defined
them as people looking after or providing some regular service
for a sick, handicapped or elderly person living on their own or
in another household (OPCS 1992). The survey, carried out as
part of the General Household Survey, found that 4 per cent of
adults were providing informal care for a dependant living in the
same household (co-resident carers); 10 per cent were caring
for dependants living in another household (extra-resident
carers); and 19 per cent of households contained an informal
carer. In total, six million adults were informal carers, meeting
many of the physical, social and emotional needs of dependent
people including:
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● attending to matters of feeding and personal hygiene
● providing companionship
● organizing social activities
● administering medication
● performing basic nursing duties
● acting as a conduit between the user and the formal network of

services (e.g. mobilizing services, arranging appointments, orga-
nizing transport).

The reasons why people become informal carers are varied. In
some cases, the carer willingly takes on the role, but all too often
the carer feels compelled or pressured to do so. All carers have to
make personal sacrifices, particularly with respect to paid work
since they are often bound to the house. Physical and emotional
exhaustion, resentment, stress and a sense of exploitation, are
commonly reported, among even the most willing carers (see
Davey et al. 1995, especially Chapters 12 and 45). In other words,
there are heavy economic, emotional and social costs attached to
informal caring.

For recipients, informal care casts them in the role of suppli-
cant. Abrams (1978) argued that the distinction between informal
and formal care rests both on different criteria for eligibility and on
rights to care. People become eligible for informal care by virtue of
their social relationships, whereas eligibility for formal services is
determined by bureaucratically defined criteria. With respect to
rights, in the informal sector these are ill-defined and unwritten.

The nature and extent of informal caring vary considerably. At
one extreme, it may involve as little as an hour or so a week; at the
other, it is likely to be a full-time and onerous commitment for ‘the
single carer working alone in her own home carrying out, all day
and every day, all the tasks akin to those of the nurse, the home help,
the care assistant, and the social care manager’ (Ungerson 1987, p.
154). It has been calculated that, on average, a co-resident carer
spends fifty-two hours per week on caring duties and an extra-
resident carer nine hours per week so that, ‘if we ascribe a nominal
value of £4 per hour to the work undertaken then informal carers as
defined by the General Household Survey undertake work to the
value of £15,599–24,041 billion per annum’ (Victor 1991, p. 153).
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Relationship with the formal sector
Without informal care, care in the community would be untenable
for many people and formal services would be placed under even
greater pressure. Equally, if informal carers are to continue to pro-
vide such extensive care they need the support of formal service
providers, a situation acknowledged by Griffiths (1988).

In an ideal world the two sectors would be mutually supportive,
each working to its strengths in providing elderly and other vul-
nerable people with a ‘seamless web’ of care. In reality, there is
overlap and interweaving of tasks, ambiguity surrounding the divi-
sion of responsibility, and inadequate support from the formal to
the informal sector.

Part of the reason for this is the domestic, private nature of infor-
mal caring work, which means the costs to the carers are often
unseen, and consequently underestimated, by those responsible for
supporting them. Another reason is that community care policies
since the 1980s have been shaped by the desire of governments to
control levels of public spending and justified by the contention
that there is a solid core of informal care which should form the
basis of all care.

We cannot operate as if the statutory services are central
providers with a few volunteers here and there to back them
up . . . we should recognise that the informal sector lies at the
centre with statutory services and the voluntary sector pro-
viding expertise and support.

(Health Secretary Patrick Jenkin, 1980,
quoted in Allsop 1995, p. 100)

Gender and caring
The OPCS Survey found that of the 6 million carers in Britain, 3.5
million were women. While men and women care for their spouses
fairly equally, daughters are much more likely than sons to be
caring for elderly parents. For children with disabilities, the mother
is almost always the chief carer.

Male and female carers view their role differently. Ungerson

The health care arena 29



(1990) suggests that men are more likely to refer to love as the
motive for caring and yet to talk about caring as work, using lan-
guage drawn from the labour market.

Gender differences are grounded in the assumption that care-
giving is a normal, natural role for women. Women are more likely
to be expected to become the informal carer in the first place and,
when they do, gender-related assumptions in the formal services
result in men being given more support than women. For example,
district nurses generally expect female informal carers to cope
better than males with the result that men cared for by their wives
are visited less frequently than wives being cared for by their hus-
bands (O’Keefe et al. 1992).

These assumptions are reinforced by structural pressures on
women, particularly to do with employment. The career patterns,
low pay and part-time nature of much female employment mean
that, for many women, it makes more sense to take on the role of
carer than to continue in employment and pay someone else to do
it. There are also social pressures. Nurturing and caring are not
seen simply as women’s work but as a source of satisfaction and ful-
filment for women, even as a defining characteristic of femininity.
Thus, women experience social pressure to care for relatives and,
quite possibly, stigma if they do not.

Supporting the carers
The prominence of informal caring is likely to increase in the future
as the numbers requiring care increase, access to formal services is
reduced and the pool of informal carers diminishes. As a result, the
needs of informal carers have been increasingly recognized.

Their refusal to continue to be taken for granted (O’Keefe et al.
1992) prompted the launch of the New Deal for Carers in 1989 by
several organizations including the Carers National Association,
Kings Fund, National Schizophrenia Fellowship, Alzheimer’s
Disease Society and Age Concern. Part of this initiative was the
formulation of A 10 Point Plan for Carers (O’Keefe et al. 1992).
This raised important political questions about the carers them-
selves and their relationship with the formal sector. One of the
most controversial points in the Plan referred to payment. There is
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a view that, from both the carer’s and user’s point of view, informal
caring can, or even should, be done only for love and that financial
reward would sully the relationship by clouding the motive of the
carer. The counter-argument is that financial recompense for carers
would provide real practical support and also recognize their
important contribution. Such ambiguity helps to explain the scep-
ticism with which initiatives such as the invalid care allowance were
greeted. They could be viewed as a step towards formal support for
the contribution that carers make or as a way of obtaining ‘welfare
on the cheap’ (Baldock and Ungerson 1991).

Less controversial are the points in the Plan which relate to the
belief that formal service providers should support carers rather
more effectively than they have done in the past. While resources
may be constrained, the views, needs and preferences of informal
carers in areas such as need assessment, defining quality and infor-
mation dissemination can be taken into account. This would ensure
that the knowledge and expertise of informal carers are fed into the
policy and decision-making process. As part of its ongoing concern
that this should be the case, in 2000 the Carers National
Association launched a one-year national campaign entitled A Fair
Deal for Carers.

The voluntary sector
Voluntary organizations cover the spectrum from large interna-
tional enterprises such as the Red Cross and UNICEF through
national bodies such as Age Concern and MIND to local concerns
such as the Yorkshire Association for Disabled. What they have in
common is that they are non-statutory bodies, set up and run by
their members rather than by government and accountable to their
members rather than to the public through democratic procedures.
They may be registered charities (like most of those active in the
health field), registered companies, chartered bodies, or have some
other legal status. Essentially, then, voluntary bodies are private
organizations operating on non-commercial or social principles.
They make extensive but not exclusive use of volunteers: volunteers
are also to be found within the statutory sector, and substantial
numbers of paid employees work within the voluntary sector.
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The activities undertaken by voluntary organizations include:

● direct service provision
● raising funds
● innovating and pioneering new services
● undertaking activities where, for reasons of moral, legal or reli-

gious sensitivity, it is difficult for the State to intervene
● educating public opinion
● identifying unmet needs
● meeting minority needs
● acting in a more flexible and sensitive way than statutory bodies
● offering informed criticism of State policy
● acting as pressure groups.

In carrying out these functions, voluntary organizations depend heav-
ily on the State for financial and other forms of support (Webb and
Wistow 1982). In addition to direct grants and subsidies, those regis-
tered under the Charities Act enjoy financial benefits through the
relief of tax payable on money raised; a favourable status with respect
to local tax on premises; and the right to reclaim tax paid by individ-
uals on donations given as a covenant. In total, voluntary bodies in
the field of health and personal social services receive £50 million
annually from the central government, as well as funding from local
authorities and the NHS (Baggott 1998). In times of financial strin-
gency, however, these funds are highly vulnerable (as are donations
from the public). Moreover, even at times of high unemployment, it is
not easy to recruit volunteers. Consequently, the voluntary sector
tends to have unpredictable and inadequate resources, making it an
unreliable alternative to State health care. Indeed, the societies them-
selves tend to see their role as complementary to rather than as a
substitute for State provision; and most accept that the relationship is
one of mutual dependence and mutual benefit, with voluntary orga-
nizations making a major contribution to health care and receiving in
turn a high level of support from the government.

Historical background
The origins of many publicly-funded health services lie in the nine-
teenth century in the pioneering work of volunteers and voluntary
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organizations, most notably, health visiting; community nursing;
milk banks and infant welfare clinics; hospitals; the blood transfu-
sion service; occupational therapy; family planning; and family
planning and maternity services for unmarried people. They con-
tinued to be used extensively by local authorities in the provision of
community health care up to and beyond 1948 (Ottewill and Wall
1990).

The voluntary role was shaped by the volume and urgency of the
social problems associated with industrialization and urbanization
and by the fact that governments adopted a minimalist stance.
There was, therefore, plenty of scope for voluntary effort, which
was viewed as the more acceptable method of both giving and
receiving help. Consequently, the nineteenth century witnessed the
creation of many major organizations, some of which are still in
existence today, as well as myriad smaller ones that subsequently
disappeared. In the mid-nineteenth century, such was the level of
activity that the Charity Organisation Society was set up to ratio-
nalize and co-ordinate their efforts. At this stage, voluntary work
was associated with the middle classes, particularly women for
whom it was one of the few acceptable occupations and it was very
clearly founded on the principle of philanthropy (rather than
mutual aid).

The voluntary sector experienced a second heyday during the
inter-war years when unemployment and widespread deprivation
produced high levels of social need and governments that were pre-
occupied with the economy. With respect to health care, voluntary
organizations continued to act as a major provider of basic services
such as hospitals and district nursing and to contribute signifi-
cantly to the care of people with disabilities.

The creation of the Welfare State in the 1940s led some to believe
that the voluntary sector would disappear. Many agreed with
Professor Simey that ‘the solid framework of social administration
must be provided by the State, which must also carry the burden of
the “mass-production” services’ (Simey 1937, quoted in Wolfenden
Committee 1978, p. 19). Although this proved to be a reasonably
accurate description of post-war Britain, the voluntary sector did
not disappear. Human need is infinite and state provision, even at
its best, is never perfect. So in the period between the late 1940s and
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mid-1970s, which might be termed the ‘golden age’ of the Welfare
State, despite the existence of a universal, comprehensive NHS, the
voluntary sector continued to make a major contribution. For
example, with respect to the care of vulnerable and inarticulate
groups, such as those with physical disabilities or mental health
problems, voluntary organizations were sometimes able to provide
services in a more sensitive way and to articulate the views of clients
in a way which statutory services seemed unable to do. Moreover,
their pressure group role was well illustrated in the 1960s, when
MIND and other organizations exposed the shortcomings of the
NHS with regard to the care of the mentally ill. Similarly, voluntary
organizations were better able to reach drug dependents living on
the fringes of the law or members of sexual minorities seeking
anonymity.

The voluntary sector today
The NHS still makes extensive use of voluntary endeavour both by
individuals and organizations. NHS hospitals even appoint orga-
nizers of such services. The associations are virtually part of the
NHS itself. They have grown well beyond the nineteenth-century
paternalistic image and now employ a broader range of people
such as the unemployed and newly retired. Many are high-profile,
orderly, and politically active organizations, such as the National
Childbirth Trust, MIND, Age Concern and the Royal National
Institute for the Blind. They are often run by well-known figures
regarded as authorities in their areas, consulted by governments
and appearing in the media as pundits. They are professional and
organize their affairs along modern managerial lines, producing
mission statements and business plans; adopting new methods of
fund-raising aimed at small givers; and employing marketing
managers.

A number of factors have contributed to this revival. First, new
needs such as those associated with HIV and AIDS; specialist areas
such as terminal care; and the ‘new public health’ have demanded
innovative responses which societies such as the Terrence Higgins
Foundation, London Lighthouse, Macmillan Nurses and Public
Health Alliance have been able to provide. Indeed, Care in Action
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(DHSS 1981) encouraged the use of voluntary organizations on the
grounds that they were more likely to be sensitive to new demands.

Second, changing social mores have generated similar challenges
with respect to mental health, the use of drugs, sex education and
family planning services for young people.

Third, since the late 1970s, government has relied more explicitly
on the voluntary sector in its attempts to contain public spending
on health care and to limit the role of the State. Under the 1977 Act
(DHSS 1977) and a circular in 1988 (DHSS 1988), HAs were
obliged to collaborate with voluntary organizations, which had to
be represented on certain bodies such as Joint Consultative
Committees and CHCs. In discussions leading up to the reorgani-
zation of the NHS in 1982, the Secretary of State for Health
expressed the view that more should be done directly by the volun-
tary sector, leaving the State as a safety net. The care in the
community initiative was the most obvious example of this.

Moreover, after the introduction of the internal market under the
NHS and Community Care Act 1990 (Department of Health
1990), the role of voluntary organizations in the context of health
care changed. Some HAs, in undertaking needs assessment and
service specifications as part of their purchasing (or commission-
ing) role, consulted voluntary organizations, and, as one of the
providers of health care services, voluntary organizations were
sometimes in competition with NHS Trusts. Paradoxically, this
placed them in the position of being both formally consulted by
statutory bodies and in competition with them. The old idea of a
partnership between the public and voluntary sectors founded on
collaboration gave way to contractual relationships and
competition.

Predictably, the expansion of the role of the voluntary sector
has had a mixed reception. Few deny the important contribution
which voluntary bodies make in extending and enhancing State
provision and guaranteeing a degree of diversity. However, it can be
said that, with the possible exception of the pressure group role, the
specific functions of voluntary bodies could, and perhaps should,
be carried out by the State. Certainly, the Labour Party in opposi-
tion and others (Mishra 1990) believed that the government was
absolving itself of its proper responsibilities for welfare. Moreover,
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there is concern that the traditional campaigning role of voluntary
organizations may be marginalized as a result of the new relation-
ships with the State.

The voluntary sector itself is concerned about its ability to cope
with the greater burden and, in response to the circular which rec-
ommended that HAs engage in fund-raising among the general
public, protested that such a move would impede their own fund-
raising activities. As a consequence, the government published
supplementary guidance stressing the importance of collaboration
between the NHS and voluntary bodies in the matter of fund-
raising.

Interpretations of the wider impact of the voluntary role also
differ. In promoting voluntarism, that is, facilitating giving in the
form of time, money or expertise on the part of individuals and
groups, voluntary organizations can be said to enrich the commu-
nity. Beveridge stressed the importance of the moral contribution
of voluntary organizations in ‘making and keeping something
other than the pursuit of gain as the dominant force in society’
(Beveridge 1948, p. 322, quoted in Wolfenden Committee 1978,
p. 20).

Over forty years later, Kingdom wrote of the ‘morally integrating
force . . . [which] . . . the involvement of citizens in giving, not their
money, but their time to serving the community’ generates (1992,
p. 115).

The more cynical interpretation, however, is that people give
because they perceive some real or potential private benefit, or
because they feel under pressure to do so. Furthermore, people’s
willingness to give, for whatever reasons, can be exploited by a gov-
ernment wishing to limit public expenditure and responsibility.
‘There is real concern that private funds raised by charities are not
merely providing optional extras but funds for core services’
(Baggott 1998, p. 167).

The commercial sector
The defining characteristic of the commercial sector is that the
individuals and organizations of which it consists are privately
owned and controlled and operate on a profit-seeking basis.
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Despite the dominance of the public sector in the British health
care system since 1948, the NHS has always been obliged to
embrace the commercial sector, the role of which has been diverse
and complex and includes:

● provision
● funding
● supply.

Provision
All types of health care service are provided on a commercial basis
outside the NHS. Hospitals, nursing homes, and clinics can be
accessed through the market place and practitioners such as doc-
tors, dentists, nurses, opticians and most paramedical professionals
can treat patients privately on a fee-for-service basis. The practi-
tioners may be working outside the NHS or combining private and
NHS work as their contracts allow.

Most GPs are under contract to the NHS and have not, in fact,
exercised their right to undertake private practice at the same time.
By contrast, the private work of NHS consultants, although until
recently relatively small scale, has always been both evident and
controversial. In particular, the existence of pay beds in NHS hos-
pitals, which has allowed consultants to treat patients privately
within NHS facilities, was a matter of concern over which Barbara
Castle took up the cudgels in 1976 (see Chapter 6).

The situation for pharmacists is slightly different. Although also
under contract to the government, they have always sold over-the-
counter medicines, cosmetics and toiletries, as well as dispensing
prescriptions for the NHS. In this sense they too are part of the
commercial sector, working as private individuals, seeking to make
a profit. The balance between the two roles, however, has always
been something of an issue and with the growth of large pharma-
ceutical chains such as Boots and Lloyds, the local, single-handed
pharmacist has become increasingly hard-pressed and the tension
between the two roles correspondingly more apparent.

As well as direct service provision, the commercial sector has
had a long-standing involvement in the provision of ancillary
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services and, with the introduction of compulsory competitive ten-
dering for services in 1983, this has been extended dramatically.

Funding
Approximately 15 per cent of British health care is funded pri-
vately. This is still low compared with most developed countries
(USA 51 per cent, Australia 31 per cent, Italy 24 per cent: Wall
1996). Private funding is normally through the medium of insur-
ance companies but there is also a considerable amount of direct
payment from the public for low-cost treatments, non-prescription
drugs, appliances and therapies, and charges for NHS goods and
services such as sight and hearing tests and prescriptions. Also rel-
evant in this context are the contributions made to charities and
voluntary bodies that are active in health care. The growth of com-
pulsory competitive tendering and introduction of the Private
Finance Initiative (PFI) (due to be extended through the creation of
the Local Improvement Finance Trust under the Health and Social
Care Act 2001) make it harder to gauge the amount of private
money going into the NHS.

Supply
With respect to supply, the NHS purchases a wide variety of goods
and equipment from commercial suppliers ranging from drugs and
surgical equipment to bandages and crockery.

The moving picture
Together, then, the informal, voluntary and commercial sectors
contribute significantly to the promotion and maintenance of
health. However, the changing relationship between these partici-
pants is shaped by wider socio-demographic, economic and
political factors. For example, in the 1980s, government became
concerned about what it saw as over-dependence on the State and
deliberately sought to shift responsibility back to the informal
sector. In principle the idea of families and neighbours playing a
part in promoting health and sharing the obligation for the care of
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the sick may be acceptable. However, it has to be remembered that
the burden is not equally shared. It falls disproportionately on the
poor and on women for whom there is often little alternative.
Similarly, it was the perceived funding crisis in health, together
with wider concerns about public spending and an ideological pref-
erence for markets which led governments in the 1980s to promote
the commercial sector as a way of reducing costs and increasing
efficiency.

By the end of the 1990s, however, there was a subtle change of
stance. The Labour Government sought to break down old bound-
aries and entered into a Concordat with the Independent
Healthcare Association to set out the ‘parameters for a partnership
between the NHS and the private and voluntary health care
providers’ (Department of Health 2000, para.1.1). Nevertheless,
the willingness of this sector to meet health care needs depends
upon the extent to which such activities represent a sound invest-
ment with good returns. Thus, it seems probable that the role of
commercial organizations will always be limited and that the State
will have to continue to provide for the long-term care of the chron-
ically sick, elderly and those with mental health problems for whom
the commercial sector is least well equipped. These issues will be
explored further in Chapter 8.

Key points
● Since 1948 the NHS has been the dominant but never the sole

player in the health care arena. The well-established informal,
voluntary and commercial sectors continued to make significant
contributions which, since the 1980s, have increased.

● The renewed pressure on the informal sector reflects shifting
patterns of need depending upon demographic and epidemio-
logical trends and political ideology.

● The role of the voluntary sector in health care has been cyclical
and its recent renaissance is similar in origin to that of the infor-
mal sector. Again, this sector carries certain dangers relating to
insufficient funding and the possibility of the State exploiting
its good offices.

● Until the 1980s the role of the commercial sector in health care
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was minimal, but governments concerned about levels of public
spending and seeking new ways to deal with demands on the
NHS are likely to increase its role.

Guide to further reading

Chapters 3 and 4 of Linda Jones’ (1994) The Social Context of
Health and Health Work, London: Macmillan, look at health
work, the family and informal care in the community. She
locates her discussion in the context of a wider theoretical
perspective and sociological debate surrounding family and
community care policies.

Although threaded through the book rather than being con-
fined to one chapter, Rob Baggott’s (1998) Health and Health
Care in Britain, Basingstoke: St. Martin’s Press, deals com-
prehensively with the role of the private sector in the NHS and
rehearses the major arguments surrounding it in a balanced
fashion.

J. Baldock and C. Ungerson’s (1991) chapter ‘What d’ya
want if you don’t want money? – a feminist critique of paid vol-
unteering’ in M. Maclean and D. Groves (eds) Women’s Issues
in Social Policy, London: Routledge, gives a good feminist
analysis of issues related to unpaid caring.

J. Kendall and M. Knapp (1996) The Voluntary Sector in the
United Kingdom, Manchester: Manchester University Press,
provide a comprehensive picture of the voluntary sector. As
well as mapping its scope, the book also explores some of the
substantive issues and major themes such as the changing
relationship with the State. Writing in the late 1990s, the
authors are able to take account of the revival of the voluntary
sector and the process of formalization, which has accompa-
nied the ‘contract culture’.
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The issues





Chapter 4

Resources, rationing and

morality

OUTLINE
As a society, we spend enormous sums of money on public
health care. Initial assumptions about cost were optimistic and
today the annual budget is in excess of £50 billion. This is of
growing concern, and raises questions about whether the money
is well spent, whether we could achieve the same outcomes at
lower cost, and whether we need to think about modifying – even
abandoning – the founding principles of the NHS in favour of
some form of rationing of health care.

Introduction
Health care is expensive, and becoming ever more so. This is true
both from the individual standpoint and for the providers of health
care. It is also true whether we measure health care expenditure in
absolute terms, or adjusted for inflation, or as a proportion of total
public expenditure (Baggott 1998, p. 177). The high cost of health
care binds together those who consume it and those who deliver it
(or, in contemporary language, commissioners and providers). It is
a basic element of the health care scene, and not just in Britain;
rising cost is a pressing problem in many societies.

Different countries have provided health care in different ways
(Wall 1996). One option (the Beveridge model), makes health care
universally available and funds it out of taxation. A second possi-
bility (the Bismarck model), again provides for universal
availability, but funds it through a compulsory insurance scheme to
which employers and workers contribute. A third option (the
Consumer Sovereignty model) minimizes the role of the State and
leaves it to individuals to protect themselves with the health



insurance that they feel they need and can afford. In Britain, after
1945, the choice was firmly in favour of the Beveridge model (see
Chapter 1). From 1948, most people looked to the NHS to provide
the health care they needed, although a minority continued to ‘go
private’. The care provided by local authorities was funded through
the rates (now council tax) paid by householders (although local
authorities also needed central government grants to supplement
their rate incomes), while the NHS itself was directly funded by
central government through taxation.

This method of funding was consistent with the basic principles
behind the NHS; it was also consistent with the collectivist mood of
a people who had just emerged from six years of intensive warfare.
There was an assumption that once the backlog of ill health had
been dealt with, then the cost of health care would fall and, there-
after, would continue at an affordable level. Consequently there
was little thought of rationing health care. It was to be free at the
point of use, universal and comprehensive. In fact, it was to be a
living example of ‘from each according to his ability, to each
according to his need’.

With an undertaking as great in scope as the NHS, it would be
surprising if they had got it right the first time. Adjustments were
to be expected from time to time. In 1966, the Family Doctor
Charter improved the pay and conditions of GPs. Then in 1977, the
Resource Allocation Working Party (RAWP) formula attempted to
bring about a gradual, year-on-year redistribution of resources
away from those regions which appeared to be over-provided with
health care facilities and in favour of those which seemed to be
under-provided. But measures such as these were responses to spe-
cific problems and tactical rather than strategic.

The problem of cost runs through much of the history of the
NHS. Politicians have responded by continually increasing the
money spent on health care, so that its budget today is higher (in
real terms) than it has ever been, yet there is evidence of a growing
shortfall between actual and needed (or target) funding (Ranade
1997). The efficiency savings and the sales of real estate during the
1980s were not sufficient to avoid the funding crisis of 1987, which
eventually led to Working for Patients (Department of Health
1989a) and the internal market.
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Strategic changes had been attempted. The structural reorgani-
zations of 1974 and 1982 (see Chapter 2) were such attempts, and
were intended to address resource issues as much as organizational
ones. Similarly, the introduction of general management from 1983
and then the internal market in the 1990s reflected growing concern
about levels of public expenditure generally.

To a considerable extent, public health care is a victim both of its
own success and that of biomedicine. A century ago there were
many diseases and conditions where medical science was helpless
and, in any case, popular expectations both of medicine and of
State provision were less. Today medicine appears capable of
answering an ever-growing proportion of our health needs, and we
have come to expect it to be there when we need it. In addition, we
are living longer, and thus a higher proportion of the population is
coming to experience the chronic conditions associated with ageing.
The question is raised whether, as a society, we can (or are willing
to) continue to fund public health care in a way that is consistent
with the founding values. It seems likely that, sooner or later, we
will have to give some careful thought to the following issues:

● the resourcing of health care
● the allocation of resources
● the possible rationing of health care.

Resourcing health care
Resourcing generally means providing money. Organizations need
different kinds of resources, such as buildings, equipment or staff,
and sometimes an organization’s problems are not immediately
financial. In the case of health care there have been concerns about
where functions should be located (with local authorities or with
the NHS), about structure (the original tripartite arrangements),
and about roles (the medical profession and the managers). In a
way these concerns revolve around whether the money available is
being put to best use to meet a perceived need.

Broadly, there are two approaches to financing health care. The
global approach concentrates on the total amount of money pro-
vided, while a more specific approach considers whether the money
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available is being put to best use. Of course, the two approaches can
overlap. It is possible to argue that we do not spend enough on
health care and, at the same time, that what we do spend could be
put to better use. For the moment, we shall concentrate on the
amount of money available (the global approach) and look at
whether the money spent on health care meets the need.

The global approach to funding
One problem with the global approach lies in lack of specificity. We
can state how much we do spend, either in absolute terms or as a
proportion of Gross Domestic Product (GDP), but it is difficult to
know how much we should be spending. We can quantify the short-
fall between target and actual spending but, even if we were to
inject enough money to eliminate the shortfall, we would be no
nearer to knowing whether we were then spending enough.
Comparisons are often made with other countries, in many cases
showing that we spend a smaller proportion of our GDP on health
care, but such comparisons do not in themselves show that we are
wrong and they are right. It is possible that our population is
healthier, and thus needs less medical intervention, or that our
health care delivery is more efficient, or that our administrative
costs are lower. The United States spends a much higher proportion
of GDP on health care than we do in Britain, but much of this is
spent by individuals taking out private health insurance.
Administrative costs are considerably higher in America, and few
would wish to move to the American model.

In any case, it has to be appreciated that the decision on how
much is to be spent is a very political one. In the past the final
figure was arrived at as part of the annual Public Expenditure
Survey (PES). Within a total figure for public expenditure, agreed
in Cabinet, a series of bargaining meetings (known as ‘bilaterals’)
took place between the Treasury (represented by the Chief
Secretary, a senior member of the government) and the ministers
from the various spending departments (Grant 1993). In these
bilaterals each spending minister was – quite simply – trying to get
the best result for his or her department. Depending upon the pre-
vailing economic climate, this might mean securing a bigger
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increase in the department’s expenditure total or else minimizing a
reduction. It is true that the PES system was introduced in an
attempt to make the overall process more rational, but the fact
remains, that by the time the stage of bilaterals was reached each
year, the rational element had largely given way to political bar-
gaining. To a large extent the budget was what it was each year
because that was a bit more than it had been the previous year. In
other words, there was a fair bit of incrementalism – or what
Lindblom (1959) called ‘muddling through’ – involved.

After Margaret Thatcher became Prime Minister in 1979, the
emphasis was usually on reducing overall levels of expenditure – if
not always in absolute terms then at least as a proportion of GDP.
Thus, the annual series of bilaterals more often saw ministers trying
to preserve their existing budgets than hoping to increase them.
But there is a pecking order, and the health budget did well in rela-
tion to most other departments. In itself this is not surprising. The
NHS enjoys widespread public support and health care is always a
high profile political issue. But the (relative) good fortune of health
care does not alter the fact that this resulted from a process where
rationality was not the most important consideration. It can also be
argued that the original decision that health care should be funded
out of general taxation has served to embed it firmly in a highly
political decision-making process.

The intensely political nature of health spending decisions was
highlighted in the dying years of the century. The 1998
Comprehensive Spending Review, replacing PES, announced
increases over three years totalling £21 billion, although the BMA
later criticized the way the sums had been done and suggested that
the real increase was considerably less. But this argument was over-
taken in January 2000 when the Prime Minister said that increased
spending on health care of 5 per cent in real terms over a five-year
period would bring it up to the European average as a percentage of
GDP, although it was later explained that the realization of this
promise would depend upon the performance of the economy.
Cutting through the arguments, however, it did appear by the turn
of the century that a political decision had been taken to substan-
tially increase the health care budget, so that for 2001–2 NHS
funding was planned to be £59 billion rising to £69 billion by
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2003–4. At the same time, however, the National Plan and other
measures implied that the NHS would be held to closer account for
its spending of the money, while financial managers within the
NHS were claiming that the wide-ranging targets contained in the
Plan would soak up the increased funding and more.

Allocating health care
We will now examine the second approach and try to assess how far
the money spent on public health care achieves the objectives
behind the spending. A simple approach to this might compare
what is delivered with the founding principles of the service (free,
comprehensive and universal). These seem clear and unambigu-
ous, and have met with widespread popular approval. To re-phrase
the question posed by Martin Powell (1997), we can ask ‘To what
extent does the NHS live up to its principles?’.

Between 1946 and 1948, the principles had to be turned into
practice and made a reality. To a considerable extent, however,
what the health care system has delivered has been a function of
two variables. One, as discussed, is the global total of resources
provided by the politicians. The other has been the clinical deci-
sions of the medics about what treatments to prescribe for the
cases that come before them. In addition, there have been public
health campaigns, designed to encourage people to adjust their
lifestyles (see Chapter 10). There has also been a concerted effort
to even out geographical disparities in the availability of health
services via RAWP.

It is clear that health care resources have not been equitably allo-
cated between all sections of the population. The NHS has not
eradicated the correlation between quality of health and social
class or ethnic group (see Chapter 7). Of course, there is no way of
guaranteeing that all those who need health care will actually ask
for it, any more than there is a sure way of seeing that resources are
never wasted on those who do not really need them. Moreover, the
fact that there are health care priorities implies that, within a lim-
ited budget, those not falling into a priority group might be
disadvantaged. If screening for breast cancer is a priority, then
something else has to give.
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In short, resources have not been – indeed, could never have
been – allocated so as to ensure that provision perfectly matched
need. But this is not a counsel of despair. In reality, much has
been achieved. Most fundamentally, post-war arrangements
removed the cash nexus between the quality of care received and
the ability to pay. The effect of this can hardly be exaggerated,
since it established universal entitlement. In practice, the founding
principles might not have been realized to perfection, but without
the abolition of the cash nexus they could hardly have been real-
ized at all. A free service, then, was a necessary condition for an
equitable allocation of health care although, on its own, it could
not guarantee it.

Today health care is still largely free. Although the rise in the cost
of prescriptions has outstripped the rate of inflation many times
over since 1979, most people do not have to pay for them. More
worrying is what Timmins refers to as bits which have ‘fallen off the
edges’ of the NHS, in particular optical services and dentistry
which are no longer freely available (Timmins 1996, p. 505), and
where, in limited areas at least, the cash nexus has been reintro-
duced. But we have not witnessed a large-scale desertion of public
health care in favour of private. For a great many people, the NHS
continues to meet most of their needs for most of their lives.

Increasing the efficiency of spending
This brings us back to the ever-increasing budget for health care.
The internal market reforms were about efficiency. They were
accompanied by a variety of initiatives which were intended to
place greater emphasis upon achieving value for money; examples
were cost-benefit analysis and the Resource Management
Initiative.

Cost-benefit analysis is a management tool that seeks to calculate
the costs of different courses of action and of the benefits that
should flow from them. Cost-benefit analysis can be useful as a tool
for illuminating different possibilities but problems arise when it is
used in the public sector. In general, the usefulness of this kind of
analysis depends upon the quality of the information available.
More specifically, where the public sector is concerned, there has, in
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the past, often been either a shortage of information or a vagueness
about the cost of services (Flynn 1997, p. 124). Since the 1980s,
however, the position has been improving, and the introduction of
such practices as competitive tendering, internal contracts, perfor-
mance indicators and cost centres has obliged public sector
organizations to become more cost conscious. In the NHS in par-
ticular, the period during and since the 1980s has seen a veritable
epidemic of data collection, including financial data (Allsop 1995),
so that statisticians came to be among the key players.

The Resource Management Initiative, introduced in 1986, relied
heavily on the collection and analysis of reliable data, so as to pro-
vide a bank of information about the cost and effectiveness of
services and activities (Baggott 1998). The intention was that this
would allow clinicians to assume greater responsibility for how
they spent their budgets. Not surprisingly, perhaps, doctors were
often less than enthusiastic about what they sometimes perceived as
an exercise in (or, at least, a prelude to) cost-cutting. There was
insufficient appreciation that, as well as data collection, changes in
attitudes were also needed (Hunter 1993).

Measures such as these set a pattern for subsequent governments
faced with the difficulties of controlling a budget for a service
where demand is liable to keep on increasing, and where actual
spending is in large part the result of myriad decisions being taken
by professionals who are cloaked in clinical discretion and who do
not see it as part of their job to cut costs. Later measures, for
example, the move towards a primary care-led NHS (see Chapter
9), while not directly intended to reduce health care spending, have
evidenced a continuing concern with health outcomes.

Rationing health care
At first glance, rationing does not appear to sit easily with the
founding principles. It is easy to see how it offends against com-
prehensiveness and universality. Even if health care remains free,
rationed care implies that is limited in some way, and it seems to
open up a Pandora’s box of unpleasant possibilities for the future.
Nor does it help much to talk, instead, about prioritizing. As we
have already remarked, giving a higher priority to some (whether

50 The issues



social groups or medical conditions) implies giving a lower priority
to others. Prioritizing, then, might only be a veiled word for
rationing. It can come as something of a surprise, then, to learn
that rationing has long been practised in the field of health care.

The facts are simple. As already stated, health care is expensive,
and yet the budget is limited. If the budget is not large enough to
allow all who need treatment to receive it (within a reasonable
period of time), then de facto rationing exists, if only through the
mechanism of waiting lists.

It can even be argued that rationing is not so out of place in the
NHS as we might at first think. It was pointed out in Chapter 1
that, as well as the idealism, the NHS also stands as an example of
rational paternalism. It was designed to provide people with what
they needed, and this would not necessarily be the same thing as
what they wanted. What people needed would be decided, essen-
tially, by the medical profession. There was no guarantee that
individual patients would leave their GPs with a bottle of pills;
they might, instead, be told to take more exercise. Similarly, and at
a more general level, it is the medical profession that has set the
main patterns of health care availability. Screening for cervical
cancer is offered because clinicians believe that it is detectable and
treatable at an early stage. Allsop cites a study looking at the selec-
tion of patients for renal dialysis, which implied the existence of a
favoured group (aged between 15 and 45, otherwise healthy and
married with children) who were more likely than others to be
offered dialysis (Allsop 1995). Furthermore, the fact that
‘Cinderella groups’ (such as the mentally ill) have existed is yet
more evidence of de facto rationing.

In other words, if we see the term rationing as a reflection of the
reality of a system that can only call upon limited (albeit consider-
able) resources, and which allocates those resources as a result of
medical rather than popular decisions, then its existence becomes
more understandable. Rationing becomes not so much a betrayal of
principles as an imperfection in the system.

By the 1990s a different kind of rationing had moved up the
agenda, partly as a result of the growing importance of manage-
ment, and partly as a result of the financial disciplines introduced
by the internal market. Thus, there was a more open acceptance
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that the resources allocated to the health care system were insuffi-
cient to allow it to do all that it was capable of doing, and a greater
readiness to think about the possible bases for allocating (and, by
extension, for not allocating) those resources. Baggott (1998), for
example, claims that the new rationing was more explicit than the
old.

Lessons from Oregon
Possibly the most overt step in this direction occurred not in this
country but in Oregon, USA. The objective was to include a
greater number of low income individuals and families within
Medicaid provision, but the quid pro quo was that the range of
medical care offered would have to be limited (Baggott 1998,
Chapter 3). Two features of the Oregon project are particularly
worth noting. First, although cost-benefit studies were used in
drawing up a list of treatments, members of the public were also
consulted (by telephone). Second, it was proposed to withdraw
some treatments (e.g. of some cancers) where only a small per-
centage of those treated were likely to survive beyond a certain
period after treatment. Public consultation raises the interesting
question of whose voice should carry most weight in the event of
disagreement between the public and the medical profession.
Health care provision in this country has been largely based on the
assumption that the expert knows best, and the traditional rela-
tionship between doctor and patient has not been one of equality.
However, if patients are to be thought of more as customers, then
it is presumably logical to pay more attention to their demands.
And yet, ascertaining those demands might be a problem, partic-
ularly if the public are being asked for their views on which
treatments might be excluded. Somebody who has never suffered
from, say, bronchitis might well give a different answer from a
chronic sufferer, and it would be difficult to know which view
should carry the most weight.

There are, as well, objections to the blanket element of the
Oregon approach since, as Klein points out, it ignores the fact that
individuals are different, even in their illnesses (1995, p. 245). For
example, the Oregon proposal to cease providing treatment for
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cancers with a poor prognosis ignores the likelihood that, general-
ized prognosis notwithstanding, some sufferers – albeit only a few –
would have benefited from treatment.

Alternative calculations
An alternative to the blanket approach has been to attempt calcu-
lations in individual cases of the benefit, or improvement to quality
of life, which treatment is likely to deliver. One technique has been
the Quality Adjusted Life Year (QALY) formula. By applying a
formula which builds in the likely survival period as well as an
attempted measurement of the degree of improvement after treat-
ment, together with the cost of treatment, it becomes possible to
say which treatment is more cost-effective, whether between
patients with different conditions or different patients with the
same condition (Baggott 1998). Thus, spending, say, £5,000 to
effect a minor improvement to the quality of life of an elderly
person is less cost-effective than spending the same amount to give
a much improved life quality to a younger person. Not surpris-
ingly, clinicians themselves often feel unhappy with this sort of
approach, since it conflicts deeply with the medical ethic and seems
to reduce questions of life and death, distress and comfort, to eco-
nomic calculations.

In the health care system of today, information and techniques
are available that make rationing a more practicable proposition
than ever before. Indeed, the NHS is already some way down this
path. Medical audit, evidence-based medicine, and the National
Institute for Clinical Excellence (NICE) are not in themselves
rationing devices, but they do add to the stock of information
which would be relevant to a rationing process. And, since its remit
was extended to include the NHS, the Audit Commission has
undertaken well over forty investigations, covering such diverse
topics as GP prescribing practices, improving Accident and
Emergency services, and measuring management costs.

At the present time, some rationing does happen, for example,
through the mechanism of waiting lists, or through charges if they
have a deterrent effect. Other rationing takes place when doctors
decide not to proceed with treatment because, in their opinion,
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little good would come of it. Occasionally rationing comes more
out into the open, when an HA decides not to purchase treatment,
but these cases are likely to have been influenced by medical opin-
ion (for example, a decision to discontinue ear grommets in cases of
glue ear). There are, as well, management tools that can help to
clarify at least the economics of these kinds of decisions. And yet,
at the end of the day receiving treatment can be a lottery, varying
between authorities and between doctors (Macdonald 1996). The
HAs are responsible for purchasing health care on behalf of their
populations, and so it is the HAs that are often the targets for crit-
icism, especially when a particular case is taken up by the media.
For their part, HAs often feel that rationing decisions have been
forced on them by shortage of funds. Thus, at the end of the day, it
comes down to money, and money for the commissioners comes
from the government. Unless we argue that the NHS is becoming
steadily more wasteful then, sooner or later, the politicians will
have to face up to the dilemma caused by limited supply coupled
with limitless demand.

Managing demand
The White Paper The New NHS (Department of Health 1997b)
announced the introduction of NHS Direct, a telephone help and
advice line staffed by nurses. Three pilots started in March 1998,
with national coverage planned for 2000. If this is successful it
could result in members of the public playing a greater part in the
management of their own ill health episodes, in many cases not
needing much more in the way of further NHS involvement.
Looked at optimistically it could result in better management of
demand for NHS services for those conditions which often need
little more than good professional advice, in which case resources
could be freed up to be concentrated more where they are really
needed (Pencheon 1998). However, there is still much about the
new service that remains to be finalized. It holds out the prospect of
a degree of patient empowerment, but it needs a public less wedded
to the idea of being able to pop into their GP surgeries. There is
also, of course, the risk of media headlining the first time a nurse
on the end of a telephone misjudges a situation. But, at the least,
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the NHS Direct idea might be an early sign of a revision of the
traditional paternalist doctor–patient relationship. On the other
hand, it could turn out to be another example of disguised
rationing.

Key points
● The rising cost of health care has been a matter of growing

concern in Britain and elsewhere.
● Responses in Britain have been partial, and sometimes pallia-

tive, without significantly alleviating the problem.
● It is difficult to know whether we spend too much or too little

on health care. Deciding how much to spend is a political
process that is not inherently rational. Similarly, at a global
level we cannot be confident that resources are actually allo-
cated so as best to meet the health care needs of the population.

● Increasingly, questions of efficiency have come to be empha-
sized, and measuring techniques originating in the discipline of
economics have been employed.

● Slowly, there has developed a greater willingness to admit that
some rationing of health care already takes place, albeit rela-
tively unsystematically. However, we appear to be still a long
way from adopting rationing as a formal policy response to the
problem of ever-rising cost.
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Guide to further reading

Rob Baggott, once again, is a reliable companion to this chap-
ter, as is Rudolf Klein. For a general background to changing
perceptions of the public sector as a whole, see Norman
Flynn’s (1997) Public Sector Management, London: Prentice-
Hall/Harvester Wheatsheaf, particularly Chapters 1–4.

For a more specific examination of the issues which can
arise where finite resources meet potentially infinite demand
it is worth looking at Chris Ham’s (1998b) Tragic Choices in
Health Care London: King’s Fund. 

Questions relating to assessing and judging the record of
the NHS in delivering health care, including possibilities for
rationing, are addressed in Martin Powell’s (1997) Evaluating
the National Health Service, Buckingham: Open University
Press, particularly Chapters 5–8, as well as in David Hunter’s
(1993) Desperately Seeking Solutions Harlow: Longman. In
addition, the British Medical Journal has published a number
of articles in recent years on the subject of rationing, e.g., Bill
New (1996) ‘Education and debate: the rationing agenda in
the NHS’, vol. 312, no. 7046, p. 22.

Taking a wider view, Angela Coulter’s and Chris Ham’s
(2000) The Global Challenge of Health Care Rationing Milton
Keynes: Open University Press, illustrates that resourcing
problems are not confined to the United Kingdom.
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Chapter 5

Interest groups in health care

OUTLINE
The public health care system is huge and complex. In addition to
its three basic divisions (hospitals, primary care services, local
authority services), it is made up of hundreds of smaller organi-
zations, and it is home to major groupings of players. From a
human resources viewpoint these players collectively populate
the system, but their interests do not always coincide and they
often approach health care questions with different considera-
tions in mind. From the start clinicians have played an
indispensable part; more recently they have had to learn to work
side-by-side with a new breed of manager; more recently still
there have been moves in the direction of patient empowerment.
This chapter looks at some of the issues raised by this shifting
picture of group dynamics within health care.

Introduction
Organizations are not simple things. Behind the formal picture, as
depicted by an organization chart, lies the reality of the informal
organization – the way things actually get done – and the difference
between the two can be variable. A unitary perspective, which sees
the different parts of the organization all working together, pulling
in the same direction and dedicated to the same goals, is an unreal-
istic model. A pluralist view, however, accepts that differences exist
within organizations with frequent contests played out through the
interactions of different groups within the organization.

The larger the organization, and the more varied its functions,
the more true is the pluralist model. In the case of health care, the
undertaking is so huge that it is questionable whether it should be
seen as a single organization. There is a health care system,
certainly, but it is made up of hundreds of organizations, from



PCG/Ts and GP practices to HAs to hospitals and Trusts to the
NHS Executive, local authorities and the voluntary and private
sectors (see Chapter 3). Each of these constitutes a pluralist system
in itself, which come together to form the much larger system.
Additionally, there are cross-cutting links providing elements of
common interest in the overall system. These cross the boundaries
between different organizations, so as to provide what we might call
sectors. PCG/Ts might share common concerns that are not felt by
hospital Trusts; clinicians in a hospital might feel more common
ground with clinicians in other hospitals than with the managers in
their own hospital. Managers in NHS Trusts might empathize with
their counterparts in the private health sector. When one takes all
this into account, the picture becomes very complex indeed.

Ever since its establishment the NHS has stood high in public
esteem, and yet it appears that it is never satisfied. Those engaged
in providing health care appear always to be demanding more
resources, and it is not difficult for them to back up their demands
with arguments centring on the cost of research, new techniques,
advances just over the horizon, or the needs of an ageing popula-
tion. And the media stand ever ready to report bad news about
waiting lists or refusals of treatment on grounds of expense. Health
care is a very political area. Disagreement and compromise, nego-
tiation and bargaining were present at its birth, and they have never
gone away.

Pressure groups and the NHS
The health care system provides a home, or at least a focal point,
for many interest groups. Such groups and their activities are at the
heart of the pluralist model.

Since 1948, there have been few people who have never come
into contact with some part or other of the NHS. It has played a
very large part in our post-war social history, and it is not surpris-
ing that there are pressure groups whose areas of concern bring
them into regular contact with the health care system. Such groups
range from the British Limbless Ex-Serviceman’s Association to
MIND and SCOPE. They lie outside the strict boundaries of the
system, and do not devote their entire attention and resources to
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influencing it. Their activities often bring them into contact with,
while trying to influence, those with responsibilities for the delivery
of health care. Sometimes this activity will be directed at the high-
est, policy-making levels; at others it will concern some aspect of
local provision.

In addition to these groups outside the NHS, there are others
that operate inside the system. These are the different groups of
employees, each seeking to bend the system towards the direction
that it believes to be desirable. It is to these groups that we now turn
our attention, specifically:

● doctors
● nurses
● managers
● citizens and patients.

Doctors
Academic sociologists debate about which groups in society should
be labelled professionals. Nurses, social workers and teachers, for
example, have been described as belonging to ‘semi-professions’
(Etzioni 1969). But there is little disagreement that doctors belong
to a profession. The professions are set apart by certain defining
characteristics:

● their members will have been educated in a body of specialized
knowledge;

● professionals are employed to apply their knowledge and skills;
● the skill of the members of the profession is recognized by the

possession of a professional qualification, either instead of or in
addition to a university degree;

● the knowledge needed to obtain this qualification is controlled
and defined by a governing body such as the General Medical
Council.

In this way professions can be, to a considerable degree, self-
regulating concerning who is allowed to join and the degree of
knowledge and skill which they must demonstrate in order to do so
and it is quite common for the governing body to concern itself, not
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only with the technical knowledge and skill of the profession’s
members, but also with their ethical behaviour.

There is no doubt that ‘medicine has most of the features com-
monly associated with a profession’ (Baggott 1998, p. 39).
Furthermore, membership of the profession is necessary before the
individual can practise as a doctor within the NHS (hence the seri-
ousness of being ‘struck off ’). What is more, State involvement in
the definition of who is entitled to be seen as a ‘proper doctor’
long pre-dates the NHS, having been established through the
Medical Act of 1858 (Bynum 1994). The Act did not outlaw other
approaches to health care, but it did place scientific medicine on
something of a pedestal compared to, for example, homeopathy or
herbalism. If the Act did not guarantee eventual victory to scien-
tific medicine, it allowed it to define the terms of the debate about
the best approaches to health care (Weatherall 1996). Scientific
medicine was also helped by developments in medical science itself,
so that, as time went on, it seemed increasingly to actually work. By
the end of the nineteenth century we can legitimately talk about the
existence of a medical profession. Admission to and continued
membership of the profession were largely controlled by the pro-
fession itself, and the approach to health care in which its members
were educated and trained was that of scientific medicine. During
the twentieth century these essential features of medical profes-
sionalism have remained largely intact, being reinforced by the
central role in the provision of health care given to scientific med-
icine by the NHS.

Willcocks (1967) has pointed out that the group that secured
most out of the negotiations about the post-war NHS was the med-
ical profession. This is hardly surprising. Without the doctors there
would not have been an NHS, and they were able to secure much of
what they wanted in terms of representation on administrative
bodies, freedom from local government control and from the threat
of a salaried service. The hospitals (especially the teaching hospi-
tals) were the palaces in the new service, and within the palaces the
consultants sat on the thrones.

This, in turn, affected the ethos of health care. Doctors have
been largely educated into the scientific, biomedical approach
which tends to focus on individual ill-health episodes. Symptoms
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are observed, leading to diagnosis and treatment and, hopefully,
cure. It has been remarked that the NHS is really a National
Sickness Service, concerned with us only when we are sick but less
interested while we are still well. In other words, scientific biomed-
icine emphasizes cure more than prevention, individual symptoms
more than social factors, and these emphases have largely deter-
mined our approach to health care. It is, after all, doctors who
define and determine what constitutes ill health and, by extension,
what constitutes health. Further, it is the doctors who are uniquely
qualified to decide on the appropriate treatment for the cases that
come before them.

The suggestion, then, is that the medical profession has not only
performed its immediate task – the treatment of illness – but that,
in addition, it has been able to determine the kind of health care
which is available to us. The elected politicians might decide the
broad parameters and set the global funding levels, but below this
their influence has been extremely limited. What the health care
system has actually done, on a daily, monthly, yearly basis, has
been the result of the daily, monthly, yearly activities of the medical
profession.

It is a further feature of professions that their members often
have considerable discretion in how they operate. Professionals
expect to be allowed to get on with their jobs according to their
own best judgement and in ways approved by the profession itself,
and if they are subject to review or direction it is likely to be by
their peers. This can mean that professionals and general managers
or even members of other professions within the organization are
uneasy associates, with each seeing the others as blinkered and
unco-operative. This has been the case in health care no less than in
other areas where professionals are employed. In particular, politi-
cians and the Treasury, in their concern with ever rising levels of
expenditure, have found the medical profession unwilling to count
the cost, as well as being uneasy about using cost-benefit analysis
techniques in relation to patient treatment (see Chapters 4 and 6).
Doctors have tended to see it as their responsibility to provide and
prescribe the best possible treatment for their patients, regardless of
cost. Many feel that they did not go through the long years of
training just to be turned into accountants, and this unwillingness
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to compromise in the pursuit of savings, taken together with their
central role in the delivery of health care, has added to the difficul-
ties ministers have experienced in trying to mould the NHS to their
political will.

Divisions in the medical profession
Of course, ‘the medical profession’ is a general term, and covers a
variety of specialisms. In the nineteenth century medical profes-
sionals were either surgeons, physicians or apothecaries (what we
now call GPs); today the number of specialisms runs into dozens,
including psychiatry, obstetrics, gynaecology, rheumatology and
many more. Some specialists, such as geriatricians, tend to be more
concerned with chronic than with acute medicine; some, such as
epidemiologists, will have more interest in the public health side of
medicine; others, such as oncologists, might be just as interested in
research as in treatment. Some doctors work in hospitals, some in
research institutions, others in general practice surgeries or health
centres. Not surprisingly, the profession is not always united in what
it wants.

Within the profession greater esteem has in the past gone to
hospital medicine, with community medicine and general practice
suffering by comparison. And even within hospital medicine some
specialisms, such as surgery, have had more glamour about them
than, say, geriatrics or psychiatry. The position of GPs improved
after the bitter negotiations that led to the Family Doctor Charter
in 1966, but it was the introduction of fundholding practice in the
1990s (along with demographic and epidemiological changes)
which really strengthened their hand. Subsequently the idea of a
primary care-led health service opened up the possibility of a
considerable shift of power within the medical profession. GP
practices have been brought together in PCG/Ts and given an
enhanced role, and although there is still a tendency on the part of
hospital doctors to view GPs as the medical second division, it is
a view that is probably approaching its sell-by date. However,
internal divisions such as these are unsurprising, and the things
that unite the different specialisms remain stronger than those
that divide them.
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Nurses
Nurses form an interesting contrast to doctors. If there is little
doubt that doctors, in their many guises and specialisms, form a
profession, there is more room for argument in the case of nurses.
If nurses are seen as little better than doctors’ helpers – making the
beds and taking blood pressures so as to free up the doctors for the
more important tasks – then it is difficult to describe them as a pro-
fession. Indeed, it remains true that the clinical side of nursing
consists to a considerable extent in carrying out procedures and
giving treatment decided by doctors.

If, on the other hand, nurses are seen more as collaborators with
doctors, bringing to patient care their own body of knowledge and
skills, allied to but distinguishable from those of the doctors, then
nurses’ claims to being members of a profession become easier to
accept. Such a view would justify the existence of the United
Kingdom Central Council for Nursing, Midwifery and Health
Visiting, and moves to increase the number of graduate nurses. In
July 1999 the government published Making A Difference
(Department of Health 1999), proposing the post of nurse consul-
tant in hospitals and an improved career ladder. In the primary
sector, too, the introduction of NHS Direct, nurse practitioners
and some nurse-led Personal Medical Services (PMS) contracts
offer enhanced clinical opportunities.

In practice there is room for a considerable amount of variation
in the working relationship between doctor and nurse, and that
between newly-qualified junior doctor and experienced nurse might
not be the same as the one between experienced consultant and a
nurse new to the wards (Hughes 1988). It is also arguable that
nurses subscribe to values which, while not alien to those of doc-
tors, are at least distinguishable; that, whereas doctors are
concerned with cure, nurses are in the business of care.

The picture becomes less clear as we move away from clinical
questions and into the business of keeping things moving. Doctors
rely on nursing staff to keep the machinery running smoothly. One
writer has remarked that nurses ‘see themselves as having a man-
agerial function within a hospital’ and that ‘nurse managers see
themselves as the legitimate and rightful heirs to senior posts in the
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management structure’ (Fox 1992, p. 110). While managerialism,
from the 1980s, represented an opportunity for nurses, it was one
which Klein (1995) believes that they never fully grasped.

The future for nursing staff looks brighter than it has for some
considerable time past. Management posts are still available while,
in addition, an enhanced clinical role is becoming more feasible.
These features might go some way towards addressing continuing
recruitment and retention problems.

Managers
We have already remarked that much of what is actually done in
health care terms is the product of clinical decisions taken by doc-
tors and that doctors rely on nursing staff to keep the whole
operation moving along. Further, this takes place in the context of
a value system, which places quality of treatment and care in a
central place. And yet the 1980s saw the introduction of general
management at all levels of the NHS, in a radical attempt to bring
the system under closer control and to make it respond, at least in
part, to other values. The message was that the private sector had
much to teach public organizations, about cost efficiency and value
for money, about how things should be managed. It was said that
management ‘is the key subsystem in the organizational system. It
spans the entire organization and is the vital force that links all
other subsystems’ (Kast and Rosenzweig 1985, p. 5). Hannagan
believed that ‘managers are the people responsible for helping orga-
nizations to achieve their objectives’ (1995, p. 4). This was along the
lines of what Sir Roy Griffiths had in mind when he called for a
structure of general management to run through the whole NHS
(DHSS 1983).

The kind of management envisaged by the writers referred to
above is positive, vital and central to the organization. It shows
what Peters and Waterman called ‘a bias for action’ (1982). As self-
confident players with their own agenda, there is a good chance
that such managers will come into conflict with other groups in the
organization if those others do not share the management vision.
In the case of health care organizations, this is likely to mean the
medical profession.
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In the past, clinical knowledge was usually met with deference,
and the discretion to prescribe the best available treatment was cen-
tral to the system. Administrators in the NHS might have
complained that doctors did not understand their difficulties, but
they rarely questioned the idea that their job was to give the doctors
what they asked for. If there was any idea of a clinical–administrative
partnership, it was one where the administrators were very much the
junior partners. In turn, this made it very difficult to exert effective
control over the sum total of clinical activity once the broad sums
of money had been allocated by the politicians. Certainly, admin-
istrators did not see it as part of their function to control the
doctors.

By contrast, Griffiths (DHSS 1983) was in no doubt that the
clinicians had to adjust to the real world where funds were not lim-
itless, where economy and efficiency mattered, and where clinical
activity could be judged in terms of cost-effectiveness. In order to
achieve this, Griffiths proposed that the responsibility for actually
running (or managing) the NHS should be taken away from the
DHSS and given to a new NHS Management Executive (since re-
named the NHS Executive) headed by a Chief Executive, while, at
the same time, units at every level would be headed by a general
manager or a chief executive. In this way managerialism and a
managerialist culture would be firmly installed throughout the
whole service.

Managers would be expected to be flexible and to exercise dis-
cretion and imagination in the achievement of their goals, but the
NHS would be given leadership. Nor was this type of management
to be anti-clinician. Indeed, it was hoped that the clinicians would
accept that the use of clinical resources carried with it a responsi-
bility for the management of those resources. Management
budgeting, by turning clinicians into budget-holders, was meant to
encourage them to become more aware of the larger budgetary pic-
ture and to accept greater responsibility for what they did with
their own budgets.

The introduction of general management created a range of pos-
sible relationships between managers and clinicians. At one
extreme, the doctors could simply give in, and allow the managers
to institute whatever they liked in the way of performance
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measurements, monitoring and target-setting. At the other, the doc-
tors could totally refuse to co-operate, knowing that their
knowledge and skills were, in the last analysis, indispensable, and
hope in this way to neutralize any management initiatives. In prac-
tice, neither extreme position was likely, and the reality varied from
place to place. In general, however, the introduction of general
management was less than totally successful. Managers themselves
were often enthusiastic, but the officials in the DHSS effectively
reined them in by showering them with directives and priorities,
which mostly obliged them to concentrate on short-term cost-
cutting and budget-balancing (Ranade 1997). Clinicians were
frequently suspicious, and there was little the managers could do to
counter this. Managers could and did have an impact, but it
stopped short of the medical profession, so that, as one consultant
remarked ‘management stops at the consulting room door’ (quoted
in Wistow 1992). A deadlock developed between managers and
medics, which needed some additional factor if it was to be broken.
The publication of the White Paper Working for Patients in 1989,
and the passing of the National Health Service and Community
Care Act the following year, provided just such a catalyst by intro-
ducing a new feature that appeared to cry out for managerial skills
and expertise – the internal market.

In short, if the doctors were unwilling to manage the internal
market, then the managers would do it for them. It constituted the
new high ground, territory which the managers claimed to be qual-
ified to occupy. In primary care, too, fundholding practices were
increasingly employing practice managers, while since 1999, in
PCG/Ts, the chief executive has emerged as a central player.

Citizens and patients
The system of public health care established in 1948 continues to
enjoy widespread public approval. But this is not to say that, having
been established, it was then to operate in a democratic fashion, any
more than were the nationalized mines or railways. In one sense it
was democratic in that there was, responsible for running it, a min-
ister accountable to the elected House of Commons. In another,
less formalized sense, too, it was democratic in that it continued to
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enjoy considerable general support. But in its day-to-day operations
there was little democracy in the way the NHS went about its
business.

This might seem surprising, given the centrality to people’s lives
of the matters that were the concern of the NHS. The business of
the NHS was sickness and pain, and birth, life and death, and these
things are far more important to most individuals than whether
interest rates rise or fall or whether the balance of payments is in
surplus or deficit. And yet, from the start, the opportunities for the
public to make known their wishes about the kind of health care
available to them were very limited. Perhaps few people wished to
make suggestions. But the fact remains that, had they wished to do
so, then the avenues open to them were few.

In fact, we should not be surprised that this was the case, since it
is of a part with the rationalist and paternalist approach to which
we referred in Chapter 1. The NHS was set up for the people, just
as the whole, post-war Welfare State was set up for them. Both
were created, from altruistic motives, to meet needs. The needs
having been identified by Beveridge, the details could be filled in by
experts, and this was nowhere more true than in the case of health
care, where there was a whole army of experts ready to supply the
details.

None of this is to deny the altruism or the ethical dimension
involved; instead, it is simply to point out that the public were to be
catered for as subjects rather than as participating citizens. But it
did mean that the role of individual patients was a passive one;
once they had walked into the local surgery or through the consul-
tant’s doorway they would believe what they were told and do as
they were told.

Empowering patients
Over the years concerns were expressed about the lack of any
democratic input, particularly in the light of the declining role of
local authorities after 1974. With respect to individual complaints,
the terms of reference of the Parliamentary Commissioner for
Administration (Ombudsman) were extended to include complaints
of NHS maladministration in 1973. Complaints procedures were
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modified as a result of the recommendations of the Davies
Committee (DHSS 1973) in 1973. A step (but a fairly modest step)
in the direction of consulting the users was taken with the estab-
lishment of Community Health Councils (CHCs) in 1974. These
had the role of safeguarding the public’s interests, but, with little in
the way of powers, staff or funds with which to fulfil that role (see
Chapter 6), and in 2001 legislation was put before Parliament which
included the abolition of CHCs.

In 1983, Griffiths still felt that the public needed to be given
more information and that the new breed of manager needed to
make more deliberate efforts to find out what the public wanted
(DHSS 1983). However, if this raised the prospect of managers
assuming the mantle of champions of the people, it has to be tem-
pered with the realization that the new managers still had the task
of establishing themselves while simultaneously coping with the
directives being fired at them from the centre. Being a champion
was fairly low down on the typical manager’s list of priorities.

The introduction of the internal market in the 1990s may have
given the impression that patients were being empowered, but in
practice it was the HAs and fundholding GPs who were the pur-
chasers, amounting to a new form of rational paternalism. Even if
it was true that ‘money follows the patient’, it was equally true that
the patient followed the contract. This still did not amount to direct
empowerment of the public; it was, at best, empowerment of GPs
as representatives of the public.

But what patients could expect was codified and made more spe-
cific in the 1990s through the medium of the Patient’s Charter.
Charterism, beginning with the Citizen’s Charter in 1991, has been
described as the ‘policy embodiment of consumerism within public
sector reform’ (Falconer 1996, p. 191). This might appear to be
claiming too much, especially when we remember that the charters
contained little new in the way of legally enforceable rights, but we
should also remember that the move to charters had strong prime
ministerial backing from John Major. This is not to say that char-
ters had the effect of overturning the traditional relationship
between the citizen and the State. In the case of the Patient’s
Charter, the long-standing view that the clinician knows best
remained strong.
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In 1993 complaints procedures were re-examined by the Wilson
Committee (Department of Health 1994) and as a result were
simplified, but since 1997 a somewhat different approach – some-
times labelled ‘dipstick democracy’ – has been adopted, including
the use of focus groups, patient forums, and patient advocates
(intended to replace CHCs). Nevertheless, the public have never
been seen as consumers in any private sector marketing sense,
freely able to take their custom to another shop, nor have they
been genuinely empowered as active citizens. Even against a back-
ground of growing disillusionment with the medical profession
and an increased media appetite for reporting medical scandals,
the government response was to set up the National Clinical
Assessment Authority. This is a centralized monitoring body more
in line with old notions of political accountability than consumer
empowerment.

Changing relationships within the NHS
The NHS continues to rest upon deep public support, and the med-
ical profession is still highly esteemed. Nevertheless, some changes
in the relationships between different groupings within health care
are now becoming clear. If the medical profession, cloaked with
clinical autonomy, still stands on a pedestal, its position there is no
longer unchallenged. The internal market was much more than
mere exhortation and doctors were unable to ignore its require-
ments and procedures. Even the most reluctant medics were obliged
to accept its presence, as they have more recently been obliged to
accept the collaborative impulses of the new NHS.

In crude terms, then, the medical profession has become less
powerful, while nurses have seen their power increase and the man-
agers have found themselves more able to pursue their own agenda.
Neither managers nor nurses any longer see themselves just as the
medics’ handmaidens, and the medics are obliged to listen to what
both have to say. Although moves to empower the public have been
limited and piecemeal, doctors can no longer dictate to their
patients as they once could.
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Key points
● The public health care system exhibits considerable organiza-

tional complexity.
● Within this complexity the system houses different groups of

stakeholders, most notably clinicians, managers, and patients.
● At one time the doctors operated in something close to absolute

power, with other groups occupying distinctly inferior positions,
although the professional relationship between doctors and
nurses has been fluid.

● More recently the role of management has been strengthened,
in ways often unwelcome to clinicians.

● As managers have become more confident, and as the internal
market increased the importance of the management function,
so the two groups of clinicians and managers had to begin to
define a new way of working together.

● Managerialism also changed perceptions of those who use the
health care system. The paternalism that infused the NHS in its
earlier years has become less appropriate, although there are
still considerable obstacles in the way of genuine consumer
empowerment.

Guide to further reading

Roy Porter’s (1997) The Greatest Benefit to Mankind, London:
HarperCollins, traces the history of medicine and medics over
the past 2,500 years, but is especially interesting in its second
half, where it deals with the emergence of medicine as a
science in the nineteenth and twentieth centuries. Similarly,
Bynum’s (1994) Science and the Practice of Medicine in the
Nineteenth Century, Cambridge: Cambridge University
Press, helps us to understand how, through its claim to be
scientific, medicine and those who practised it were able to
establish their professional dominance in the field of health
care delivery. More generally, Jonathan Gathorne-Hardy’s
(1984) Doctors, London: Weidenfeld and Nicolson, adopts a



Interest groups in health care 71

fly-on-the-wall approach to (pre-fundholding) general prac-
tice which is more descriptive than analytical, but interesting,
nonetheless.

Much more recently, medics have had to contend with chal-
lenges to their position from the emerging profession of
management. This is looked at in Chapters 3 and 4 of Gabe
et al. (1991) The Sociology of the Health Service, London:
Routledge, and in Chapter 6 of Wendy Ranade’s (1997) A
Future for the NHS? Health Care for the Millennium, London:
Longman, while Chapter 5 of Nicholas Fox’s (1992) The
Social Meaning of Surgery, Oxford: Oxford University Press,
concentrates on the management of surgical routines and
procedures. Annabelle Mark and Hilary Scott (1992), in Leslie
Willcocks and Jenny Harrow’s (eds) Rediscovering Public
Services Management, London: McGraw-Hill, analyse NHS
management in some detail from a very theoretical stand-
point.

Martin Joseph’s (1994) Sociology for Nursing and Health
Care, Cambridge: Polity Press, looks at doctor–patient rela-
tionships (fairly briefly) in Chapter 4, and Chapter 12 of Judith
Allsop’s (1984) Health Policy and the NHS, London: Longman,
examines the opportunities for users to ‘exercise their voice’.
Consumerism, which is supposed to be a part of the new
management, is examined by Hunter and Harrison in Chapter
6 of Iliffe and Munro (1997) Healthy Choices, London:
Lawrence and Wishart, and Joseph Jacob, in Chapter 9 of
McKevitt and Lawton’s (1996) Public Sector Management,
London: Sage Publications, forecasts a busy and prosperous
future for lawyers and accountants as ‘significant players in
the administration of medical practice’.



Chapter 6

Managerialism, cultures and

control

OUTLINE
The statist conception of the public sector, in the ascendant after
1945, gave way to one where public and private are seen as less
distinct and where, more specifically, the public sector has been
expected to learn from the private. In the health care field this
change has been seen with the embedding of a managerialist
culture. This chapter examines some of the questions raised by
this change of direction, and considers the possibility that it
might, after all, be misconceived.

Introduction
By the second half of the twentieth century the State was taking an
interest in many more aspects of national life than ever before. This
meant that the public sector had become not just larger but more
complex as well. Today around five million people – over 10 per
cent of the workforce – are employed in the public sector and
nearly one in five public sector employees works in the NHS.

The 25–30 years after 1945 have been talked about in terms of a
consensus, a wide measure of agreement about the role of govern-
ment, or the State, and the extent to which it could or should
intervene. This consensus largely held until the economic crises of
the 1970s. Whichever party had been in office after 1974 would
have found itself battered by financial storms, it happened to be
Labour, and so it was the Conservative Party, led by Margaret
Thatcher, which benefited at the general election of 1979. It was
under Thatcher’s premiership that the post-war consensus, and with
it the public–private interface, was re-examined – a process which
has continued since. The belief that the public sector could, to the



benefit of all, be made to behave more like the private sector
resulted in a variety of measures during and after the 1980s, and the
delivery of health care was not untouched by such measures.

Public and private
Gerald Vinten reminds us that, ‘There has never been an absolute
distinction between public sector and private sector, nor has a
“pure” public or “pure” private sector ever existed’ (1992, p. 4).
Nevertheless, there were surely differences between them. Public
and private sector organizations have existed for different reasons,
with different sources of finance, different clienteles, different
owners, different measures of success or failure and, flowing out of
all this, different cultures (see Chapter 8).

If we imagine a continuum, with health care being exclusively a
public sector concern at one end, and exclusively a private sector
concern at the other, then it is true that, from 1948, Britain was
placed towards the public sector end of the line. But it was never at
the extreme end point. Most people chose to use the NHS but a
portion of the population preferred private medicine and contrib-
utory insurance schemes existed to make this possible.

Private and public health care systems have therefore existed side
by side with links between them. At a general level the fortunes of
private medicine have varied as a function of the economic climate.
In times of recession some subscribers to private health care have
withdrawn or else downgraded their cover. At other times, when the
NHS was perceived to be in crisis and so less reliable, private health
care has seemed to some to be more attractive. More specifically,
the NHS allowed a degree of private health care within its own four
walls right from the start. Consultants could choose to be part-
time, which meant that they could supplement their NHS salaries
with income from private practice. There was provision for pay
beds in NHS hospitals as well as for consultants to use NHS facil-
ities in treating their private patients. After 1979, Conservative
Governments introduced measures which, while not designed to
harm the NHS, encouraged both the growth of the private sector
and the degree of interdependence between private and public med-
icine (Higgins 1988). From 1997, Labour Governments, far from
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reversing these measures, further elaborated them in the NHS Plan
and the Concordat (Department of Health 2000).

To return to the continuum mentioned earlier, the growth and
diversification of the private health sector in recent years do imply
a shift away from the public end, but it is only a shift, and health
care for most people, for most of the time, continues to be publicly
provided. Trust status for hospitals, for example, does not mean
entering the private sector. But it does mean behaving differently,
and the more significant change is summed up in the various
attempts to oblige the different organizations within the NHS,
while still remaining within the public sector, to operate in line with
private sector imperatives. General management, working within
the internal market framework, constituted the biggest initiative
but there were others. From 1983, compulsory competitive tender-
ing for ancillary hospital services such as laundry and catering was
intended to introduce market disciplines. The Health and
Medicines Act of 1988 gave HAs opportunities for income genera-
tion and, since 1993, the PFI has allowed and invited private sector
investment in NHS capital projects. The public and the private
health care sectors, existing in pure isolation from one another
since 1948, have in recent years become more mixed together.
Having said this, however, we should also remark that the intention
was for the public sector to learn from the private and to become
accustomed to a process of marketization.

Arguably, public health care today is neither one thing nor the
other. It exists for the same reasons for which it was first estab-
lished, it still has the same clientele and it is still subject to ultimate
control by elected politicians (rather than by shareholders and a
Board of Directors). But, although its finances still come over-
whelmingly from public taxation, the way in which money travels
around within the system is now more closely tied in with perfor-
mance. Thus, measurement of success or failure now has an
undeniably stronger financial component. It is no longer enough
simply to treat the sick; this now needs to be done with one eye on
the budget. In other words, rather than just providing health care,
the system is now enjoined to manage that provision with economy
and efficiency, and this has come as something of a culture shock to
those schooled in the ideologies of curing and caring.
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The cultural impact
Organizations have their own cultures, and one writer has described
the effect of culture as being to teach the members of the organi-
zation ‘the way we do things here’ (Hannagan 1995, p. 224). In
fact, a culture is something of a rag-bag, a collection of ideas,
values, norms and assumptions, but the reason it matters is because
it affects behaviour, and gives rise to a certain consistency and
coherence in values and attitudes.

Certainly, management writers think it worthwhile to talk about
organizations’ cultures. Morgan (1986) cites Robert Presthus, who
suggests that we live in an organizational society, and that organi-
zations are mini-societies that have their own distinctive patterns of
culture and sub-culture. Many such writers argue that the culture
can be manipulated so as to make it better serve the needs of the
organization, and even those who stress the difficulties involved in
such manipulation nevertheless admit the importance of organiza-
tional culture.

The delivery of health care has gone through changes that run so
deeply that the fit between culture (particularly that of the clini-
cians) and practice has been called into question. This is a problem
for those who believe that public health care must learn from and
adapt to a changing environment. The difficulty lies in getting the
cultural side of things to stand still long enough for us to examine
it. This is a common problem in the social sciences, where students
cannot isolate and alter different variables as can, say, the chemist
in the laboratory, and it is made worse by the nebulous nature of
culture.

However, in the case of health care there are organizations that
can make the task a little easier. Hospitals are central to the deliv-
ery of much of health care. They are the places where the
biomedical approach is seen most clearly; indeed, it has been in
hospitals that many of the advances in biomedicine have taken
place, since they have functioned in effect as medical laboratories.
Up to a point, a large hospital has a life of its own. It is open
twenty-four hours a day and, for those admitted as in-patients, it
can (for a while) become the central focus of their lives. Joseph
(1994, p. 26) has suggested that a hospital – along with prisons,
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seminaries and the army – can usefully be seen as a ‘total institu-
tion . . . where a large number of people come together and where
they are relatively cut off from the wider society’. And it is institu-
tions such as these that tend to exhibit a strong culture.

For many years after 1948 the clinical culture was dominant in
hospitals. The doctors (assisted by the nurses) were the people who
actually delivered the product, in the forms of diagnosis, treatment
and (it was hoped) cure. The introduction of a managerial culture
resulted in two sets of values co-existing within the hospital.
Neither could ignore the other. The managers had the backing of
the politicians plus a growing confidence in themselves as they
sought to move towards the status of a profession. At the same
time, the doctors continued to be the ones who had the medical
training, although now they were obliged to apply their knowledge
and skills within a more entrepreneurial framework. In the last
analysis, without the doctors the managers would have had nothing
to manage; on the other hand, the doctors needed the managers to
work the machinery. Some sort of coming together of the two sets
of values, of the two cultures, needed to occur. The personification
of this was the clinician-turned-manager, and there were examples
of this with the post of Clinical Director. But it was too much to
expect the medical profession as a whole to be converted to the cul-
ture of managerialism.

When consensus management was introduced in 1974 it was
intended to be a new process of team-based decision-making
which would work through bargaining and compromise and which
would, incidentally, produce a shift of emphasis away from acute,
hospital medicine. In practice it failed. It was part of a reform
package that allowed the same processes as before to continue.
Consensus management gave the various participants a power of
veto; it merely produced delays and did nothing to change the cul-
ture but, rather, endorsed the prevailing power of the clinical veto
(see Chapter 2).

Inducing cultural change takes time and yet culture is not static.
It can adjust when reality changes. The 1974 reforms were not suf-
ficiently deep to upset the prevailing culture. By contrast,
Griffiths-style general management, combined with marketization,
amounted to an earthquake that altered the landscape of the NHS.
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Many medical professionals might not have liked it but, this time,
they could not continue to act as if nothing had happened, partic-
ularly since they now needed the managers to make the new system
work. This is not to say that a revised culture, to which both medics
and managers can happily subscribe, immediately emerged. But
the political reality changed, and some medics (for example, some
Clinical Directors and some fundholding GPs) positively welcomed
this. In crude power politics terms, if the managers stood their
ground, and if they continued to receive political backing, then
there was the possibility of a new managerial/medical culture
emerging.

Ownership, control and access
The decisions about the delivery of health care which were
enshrined in the NHS Act of 1946 meant that, in one sense, the
NHS belonged to us all. Health care was seen as being what econ-
omists call a ‘merit good ’ – something which the market, left to
itself, cannot be relied upon to supply in sufficient quantity or qual-
ity, but which is held to be so desirable that government intervenes
to ensure its supply. The founding principles, and the method of
financing (out of general taxation), meant that all were ‘members’
of the NHS, even if some chose not to use it.

But the term ‘public ownership’ can be a misleading euphemism.
At no point could a member of the public point to a hospital, or
even a single bed, and say, ‘This belongs to me’. Instead, public
ownership really means – in keeping with the merit good concept –
something operated on behalf of the public by a public organiza-
tion. Public ownership, then, is somewhat removed from ownership
in any generally understood sense of the term, and has more to do
with politics than with law. Furthermore, the same approach
applied to questions of control, so that, just as the public could not
be said really to own health care, nor did they have any meaningful
rights of control over it. There is, in fact, quite a neat logic dis-
cernible here. Ownership generally carries with it connotations of
control. The person who owns a thing is likely to control its use,
and inability to control use implies absence of (or, at least, restric-
tions on) ownership.
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This is in keeping with the rational paternalist approach of the
early NHS. The public were to be beneficiaries rather than owners.
Health care was for them, and it would be delivered to them, but
the details were settled by politicians, officials and the medical
profession, and there was little by way of democracy in the new
system. Hospital Management Committees and Executive
Councils and then, after 1974, the various HAs, were composed in
part of lay members either appointed or approved by the minister,
and in part of nominees of professional medical groups such as
consultants and GPs, together with some members drawn from
local authorities. At best this was a heavily diluted form of repre-
sentation of local interests; indeed, one commentator implied that
it was only a ‘pretence that appointed members represented local
communities’ (Allsop 1995, p. 244), which in any case was replaced
from 1990 by a more straight-forward commitment to a business
ethic. After 1990, the governing bodies of HAs and Trusts would
be most akin to private sector Boards of Directors, with some of
the members coming from senior levels within the organization
and the rest being appointed from outside for their business skills
and acumen.

Such a shift had already been foreshadowed in the 1974 reforms,
when it had been hoped to appoint lay members for their manage-
rial ability. The hope had not been realized then. Nevertheless, it
had been accompanied by a view that, if HAs were to have a pri-
marily managerial orientation, then they should not be expected to
fulfil simultaneously a representative function. And so CHCs were
created to meet this need.

Community Health Councils
At first glance CHCs might appear to have had an impressive part
to play. They might not have said much about ownership, but they
appeared to be relevant to questions of control and access. They
had their existence from statute and were independent of the man-
agement structure. They had the right to be consulted on local
health service developments and, where they raised objections, to
delay the implementation of proposed changes. They also had the
duty of advising and helping individual complainants. They carried
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out a variety of roles from patients’ champion to watchdog for
local interests to information and communication channel. They
could set their own priorities for action, sometimes based upon
their own local opinion surveys.

And yet their impact since they were established was limited and,
while they may have had some influence at the local level, it is more
difficult to identify a sustained impact in terms of national health
policy. Arguably, they were under-staffed and under-funded. A typ-
ical CHC office only had two or three full-time staff, while the
volunteers making up the council were likely to be mostly drawn
from among the retired population. Public meetings were sparsely
attended, except when the occasional high-profile issue was being
considered, and this suggested that the CHCs could not arm them-
selves with much in the way of public support.

Writing in 1979, Garner concluded that ‘The capacity of CHCs
to be dynamic is certainly limited’ (1979, p. 152), and this continued
despite other initiatives aimed at enhancing patient input (see
Chapter 5). Barnes and Cox (1997) suggested that, at the same time
that recent developments in health service management had
increased the importance of CHCs, so too there had been an
increased demand for their services. They had become busier, but
the increased calls on their help had not been matched by increased
resources. Even in the consumerist 1990s Barnes and Cox con-
cluded that whereas CHCs would continue to have a role to play, it
remained questionable whether they were able to play that role to
the full. Baggott (1998, p.250) refers to a need to clarify their role,
and the Labour Government in 2001 proposed their abolition – a
proposal which, perhaps surprisingly, gave rise to some consider-
able opposition. It would appear that the weaknesses pointed up by
Garner in 1979 have yet to be resolved.

Measurement: aiming at the wrong target?
The embedding of a managerialist culture carried with it an imper-
ative to measure and quantify, but it is arguable that policy-makers
came to place too much emphasis on efficiency and not enough on
effectiveness. This emphasis was reflected in the 1980s with an
undue focus on ‘value for money’ (VFM). It was Thatcher’s
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conviction that VFM was best achieved in the market-place. Hence,
so the logic went, if you were to import the market-place into the
public sector, then along with it would come VFM. VFM was gen-
erally held to consist in the ‘three Es’ of economy, efficiency and
effectiveness (to which some would have wished to add, particularly
in the context of the public sector, a fourth ‘E’ – equity). Economy
and efficiency were relatively easy to deal with, since they were
essentially monetary and thus quantifiable. At the simplest level,
economy was to do with inputs of money, whereas efficiency
looked at the outputs side of the equation and meant doing more
than before but with the same money. Thus, in principle, one could
take measurements and say that economy, or efficiency (or both)
had increased.

The problem arose with effectiveness, which is concerned with
the extent to which an organization – whether the whole NHS or an
individual part – achieves its goals. Measuring effectiveness is dif-
ficult where, as is often the case in the public sector, an organization
has numerous and complex goals, or where the goals are difficult to
specify with any great precision. For example, should the effective-
ness of the health care system be measured by the overall state of
health of the population or by the proportion of sick people who
are cured? The temptation might be to count people as cured, or at
least as treated, when they are sent home from the hospital or when
they leave the surgery with a bottle of tablets. Munro (Iliffe and
Munro 1997, p. 68) refers to this as ‘finished consultant episode
(FCE) inflation’. Indeed, this has happened because the contracts
and service agreements that lie at the heart of the system are based
on performance targets of this kind, and those delivering health
care are under pressure to meet these targets. In short, there is the
possibility that the clinical ethic will give way to meeting the targets
in the contract. If this were to be the case, it would amount to
adjusting the figures so as to give the appearance of meeting quan-
tity targets, but at the expense of quality of patient care. However,
Munro (ibid., 1997) argues that clinical effectiveness is an intrinsic
part (indeed, a prerequisite) of VFM in health care, and that
improvements in effectiveness would necessarily include improved
efficiency. It is true that attempts are being made to measure and
improve clinical effectiveness, for example with ‘evidence-based
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medicine’ (ibid., p. 56) and the introduction of NICE and clinical
governance, but there are still tensions between the existence of
clinical discretion and the imperative to measure.

In terms of cultural change it can certainly be argued that a log-
jam was broken through the processes of marketization. Those
responsible for delivering health care have had to take more
account of the world outside their surgeries and hospitals than
used to be the case. GPs are no longer the poor relations and public
health promotion is firmly on the agenda. While clinical auton-
omy has been largely preserved, the medical profession can no
longer ignore the wider management agenda.

But a management culture has been expensive and the costs of
running the system have risen as a proportion of overall cost. The
assumption that the cost of management will be more than offset
by savings elsewhere remains not proven.

In the last analysis, the case for a managerialist culture rests
upon the assumption that it will lead to improved VFM. The risk is
that quantifiable improvements will be presented in evidence to
disguise a falling-away in quality of care.

Key points
● By the middle of the twentieth century the public sector as a

whole was large and complex, reflecting an assumption of
responsibilities by the State which, in its turn, rested upon a new
post-war consensus.

● In the late 1970s this consensus came under attack. The public
sector was portrayed as wasteful and inefficient and compared
unfavourably to the private sector.

● Public sector organizations, including those of the NHS, have
been encouraged to learn from and imitate the private sector.

● The reforms involved have gone so deep as to require changes of
culture in the organizations affected. In the NHS the clinical
culture has been confronted by a managerialist culture which it
cannot ignore.

● CHCs might have been expected to play an increased part in
representing the general public. However, their ability to do so,
as well as their future role, remain uncertain.
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● It would be unjust to dismiss managerialism as having failed.
Nevertheless, there is room for debate about how far consider-
ations of VFM are appropriate to the health care setting.
Arguably, what is really needed is a greater concentration on
clinical effectiveness.

Guide to further reading

Chapter 2 of Le Grand and Bartlett’s (1993) Quasi-Markets and
Social Policy, London: Macmillan, looks at the theory of quasi-
markets, while Ian Tilley’s (1993) Managing the Internal
Market, London: Paul Chapman Publishing, considers a wide
range of aspects at both general and more detailed levels.
But Chapter 5 of Wendy Ranade’s (1997) A Future for the
NHS? Health Care for the Millennium, London: Longman, is
the best short, sharp, but effective treatment of a topic where
so much ink has already been used, while Chapter 8 of
Baggott’s (1998) Health and Health Care in Britain,
Basingstoke: St. Martin’s Press, is, as ever, solidly reliable.
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Chapter 7

Inequality in health and health

care

OUTLINE
Members of minority groups have inferior health, poor access to
health care services and poorer employment opportunities in the
NHS. The pattern of inequality and disadvantage reflects that of
wider society. There are powerful moral, legal and economic
arguments in favour of change. This chapter seeks to examine the
nature, causes and impact of inequalities and to assess measures
to promote equality.

Introduction
Inequality exists both among users and providers of health ser-
vices. The patterns of inequality reflect those in wider society. A
founding value of the NHS was equality of access to health care for
all British citizens but, although widely accepted, proved one of the
hardest to apply; indeed, inequalities appear to have widened rather
than narrowed. We have also come to recognize differential access
to health which has little to do with the NHS, and there is growing
unease about the disadvantage experienced by certain groups with
respect to employment.

The purpose of this chapter is to examine the nature and causes
of inequality from the perspective of both service users and
providers. These two standpoints are related. If women, members
of minority ethnic groups and other disadvantaged groups are not
adequately represented among NHS decision-makers, then their
needs and preferences are less likely to be reflected in services. In
fact, the manner in which services are designed and delivered tends
to reflect the norms, values and interests of white, middle-class
males. We will also examine some of the initiatives designed to



secure better access to health, health care and career development
for disadvantaged groups.

The main focus of the chapter is on inequalities associated with
class, gender and race but it is important not to lose sight of other
less ‘visible’ groups who may also be vulnerable to discrimination
on the grounds of age or sexual orientation.

Minority groups and discrimination
In understanding why some groups are disadvantaged, the concept
of ‘minority’ can be used. This may be a numerical minority (e.g.
black people in Britain), but it can be a social minority, denoting
not the size of the group but its lack of status and power, as with
women. The reasons why some groups are accorded a subordinate
position in society are complex and linked to the human tendency
to generalize and make judgements:

● Most judgements are made without full and adequate informa-
tion; they are premature, pre-judgements. This is the literal
meaning of the word prejudice, meaning unfounded and gener-
alized views about others.

● Judgements are often based on stereotypes, that is, standardized
images fashioned by the wider socio-political context.

Discrimination
The process of prejudging and stereotyping is a way of reaching a
conclusion quickly despite not being in possession of all the facts.
Important decisions may be based on these dubious snap judge-
ments, which reflect stereotypes rather than careful consideration of
the evidence. In other words, irrelevant criteria such as gender or
race may have an undue influence. This is the essence of discrimi-
nation and where it happens consistently and systematically, it can
generate rules, regulations and procedures that work consistently in
favour of some groups and to the disadvantage of others.

Discrimination can be of two types: direct and indirect. Direct
discrimination means treating members of one group less
favourably than those of another, for example, allowing a middle-
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class woman to give birth at home but pressuring a working-class
woman to go into hospital; deciding to send a white nurse on a
management training course rather than an equally well qualified
black colleague. Indirect discrimination occurs when a condition is
applied in such a way that the proportion of people from one group
who can comply with it is considerably smaller than the proportion
of another group. For example, healthy eating advice is easier to
follow where the family budget is adequate; a decision to hold a
breakfast meeting is likely to generate more problems for women
with children than for women without children or for men.

The case for equalizing opportunities
There are, of course, strong moral objections to discrimination. In
terms of natural justice, people should be treated fairly and equi-
tably. Arguably, the NHS, as a large, visible public body with an
explicit ethical dimension to its work, should serve as a role model
for other service organizations in providing an equitable service
and in widening opportunities for and promoting the interests of
minority groups.

However, there are now additional arguments, particularly relat-
ing to employment. First, since the mid-1970s there has been a
growing body of legislation, rules and initiatives, both national and
European, which outlaw certain forms of discriminatory behav-
iour. Thus, in order to stay within the law, the NHS is obliged to
take the issue of equal opportunities seriously.

Second, the ever more urgent need to maximize the use of its
resources has driven much of the NHS’s development. With almost
a million employees (3.5 per cent of the UK workforce), the NHS
is the largest employer in the country. However, familiar and well-
established demographic trends mean fewer young people entering
the labour market. Changing family patterns and the evolving role
of women mean that more women work outside the home and
more people combine employment with domestic duties. The emer-
gence of new skills and professions has been a feature of the NHS
as has the impact of information technology. These factors, taken
together with the more explicit emphasis on competition, have
changed the face of NHS employment and mean that employers
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can ill afford to waste or under-use talent, particularly in the light
of current problems relating to the recruitment and retention of
nurses (Buchan 2000).

Ross and Schneider suggest that:

[while] the ethical case stands up . . . it is the economic case
that will win the argument . . . in the tight labour market for
skills, employers have a strong incentive to ensure that they
make their selection decisions based on merit and create an
environment in which all individuals can develop.

(1992, p. xxi)

Third, the NHS is more likely to be demonstrably effective with a
diverse workforce which reflects the community it serves and is,
therefore, sensitive to the needs and preferences of patients and
better able to work in partnership with them. Moreover, as the
organizations of the NHS work more autonomously and have to
enter into contracts and other working relationships with indepen-
dent bodies, so their diversity and political correctness will serve as
an attraction to such bodies.

Class
The advent of health services free at the point of use in 1948
removed the price barrier that had restricted access for many
poorer people (see Chapter 1). Unfortunately, this did not secure
the expected equal access to services and did nothing to reverse
the persistent class gradients in health status.

One aspect of the problem is that the poor tend to live in areas
where services are less adequate. Even by the 1970s, in the industrial
areas of the North of England and Wales:

● there were fewer hospital beds per head
● hospitals tended to be older
● doctor–patient ratios were less favourable
● there were fewer specialized medical staff
● facilities were of poorer quality.

Predictably, health indicators, such as the infant mortality rate,
varied in line with this. Attempts to remedy the situation such as
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controlling the distribution of GPs had failed, and the system of
funding the NHS tended to perpetuate geographic inequalities.
RAWP (1976) introduced a formula designed to ensure that
resources were allocated according to health need rather than his-
torical accident and, with its later variants, it did go some way to
rectifying geographic inequalities. However, it occurred at a time
when resource constraints had begun to bite, so it was inevitably
based on the principle of shifting resources from those areas of
the country deemed to be over-resourced to those deemed to be
under-resourced; a process which caused resentment in the areas
which lost out through the formula.

Further research in the 1980s found that there were still quite
startling geographic variations in the level of provision (Jones
1994). In 1997, a study comparing life expectancy in all 105 HAs
demonstrated that the gap between the most affluent and the poor-
est areas of the country had widened over the past ten years
(Raleigh and Kiri 1997).

The Black Report
In 1977 the Labour Government set up a working group on
inequalities in health, chaired by Douglas Black (DHSS 1980). Its
remit was to review information about differences in health status
between the social classes, to consider possible causes and the
policy implications and to suggest further research.

The report, presented to a Conservative Government in 1980,
demonstrated that, while mortality rates for men and women aged
over 35 in social classes I and II had fallen, those for people in
social classes IV and V were the same or marginally worse. Ill
health, it seemed, is indisputably linked to poverty. The Report met
with a chilly response from the government, but media interest and
the publication of Inequalities in Health (Townsend and Davidson
1982) assured it gained wide attention.

The resounding message from Black was that to tackle ill health
we must tackle poverty so he recommended raising child benefits,
introducing non-means tested free milk for babies, more health
education, better recreational facilities in inner cities, national
health goals and anti-smoking measures. But its recommendations
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were rejected by the government on the grounds of cost, which was
estimated at £2 billion. The government was not prepared to tackle
the issue of poverty. Its policies had, in fact, resulted in more
poverty as increased numbers of people came to depend on low pay
and benefits. Inevitably, therefore, a report that found that poverty
also damaged health and that the health problems of the poor
could not be laid solely at the door of the NHS was unlikely to find
favour.

In spite of the inaction, Black can be said to have been a seminal
influence in the health debate, drawing attention to the fact that
medical care was only one (and not necessarily the best or most effi-
cient) way of influencing health. It revived the idea (neglected since
the nineteenth century) that health improvements could be achieved
by concentrating on housing and income maintenance. Almost
ten years later the message of the Black Report was re-affirmed
(Acheson 1988).

In 1987 the publication of The Health Divide by Whitehead con-
firmed Black’s findings and broadened the debate, demonstrating
that not only did class inequalities still exist but they were getting
worse and also there were inequalities associated with race and
gender, which had yet to be articulated.

Inequality since the 1990s
Inequality remained in the wings of the NHS policy-making stage
in the 1980s but in the 1990s the climate changed. The WHO’s
regional strategy for Europe (WHO 1985) and the Health of the
Nation (Department of Health 1992) to which it gave rise (see
Chapter 9) contributed to a greater willingness to accept the notion
of class differences in health and the need to tackle these if overall
health is to be improved. Thus, some of Black’s recommendations
were taken on board through the Health of the Nation targets.
These tended to be directed at those conditions characterized by
class gradients such as coronary heart disease, strokes and lung
cancer and the behaviours associated with them such as smoking
and alcohol consumption.

The need to address unequal access to health services is acknowl-
edged in the system of paying GPs, which is so arranged that extra
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fees are payable for patients living in deprived areas. There are
many creative outreach and other programmes designed to improve
access for poorer citizens, and this is an aspect of health care pro-
vision which PCTs and HAs are now called upon to address via
Investment Plans and Health Improvement Programmes (HImPs).

But inequality in health and health care has continued to prove
intractable. Indeed, the gulf between those at the top of the social
ladder and those at the bottom is growing (Graham 1997; Mitchell
et al. 2000; Office of National Statistics 1997; Wilkinson 1996).
There is a marked differential between the mortality rates of men in
social classes I–IV whose death rates have steadily declined since
the 1970s and those of men in social class V for whom death rates
were higher in 1992–93 than they had been twenty years earlier
(see Table 7.1).

Table 7.1 Male standardized mortality ratios by social class,
1920s–90s

Decade I II III IV V

1920s 88 95 96 100 125

1930s 90 92 96 100 108

1950s 82 90 100 105 120

1960s 72 80 98 102 140

1970s 72 80 100 113 138

1980s 63 72 95 113 160

1990s 63 68 100 118 188

Source: based on Graham (1997, p. 15)

In 1997, a five-year, inter-disciplinary project exploring the
causes of variations in health was launched, funded by the
Economic and Social Research Council.

Explaining inequality
The health inequality debate revolves around two contrasting posi-
tions. First is the ‘conservative’ view, which sees health as the
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responsibility of the individual and illness as a problem that can be
solved without changing the class structure. The health of the poor
can be improved by persuading them to copy the lifestyle of the
healthier middle classes. Such a stance may allow that poverty plays
a part in ill health but only in extremis. As long as there is sufficient
income, with sensible budgeting and access to the NHS, a healthy
lifestyle can be attained. This position is difficult to sustain, how-
ever, in view of the widening inequalities in the UK over the past
fifty years (see Table 7.1) despite a universal NHS and huge rises in
the standard of living.

By contrast, the ‘radical environmentalists’ place more emphasis
on structural factors than behaviour as contributors to ill health
and recognize that the complex relationship between health and
poverty can be understood only in terms of social class, of which
occupation is an important part.

Occupation affects health in very direct ways. Certain jobs expose
their members to high risk of illness or injury. Some job-related ill-
nesses have long been recognized, like the ‘phossy jaw’ to which
girls working in match factories were subject in the nineteenth cen-
tury; the scrotal cancer which claimed the lives of many young
chimney sweeps; and the respiratory conditions which long afflicted
miners. Although much has been done to make work safer, the link
between occupation and health remains. The high rate of cervical
cancer among working-class women may, for example, be due to
their contact with harmful chemicals inadvertently brought home
by husbands who work in dusty jobs. Furthermore, there is greater
awareness of the less direct ill-effects of higher levels of job inse-
curity and low pay.

Occupation also largely determines income. Income is the single
most important factor in housing, environment and diet, all of
which have a direct effect on health. Poor housing contributes to
respiratory illness, inner city living is likely to trigger and aggravate
asthma and the poor are less likely to be in a position to afford a
healthy diet.

It should not, therefore, be assumed that the poor have chosen
their lifestyle and that health promotion depends on persuading
them to change. In areas where there is choice, the effects of
poverty may be such that healthy choices are not the most
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attractive. Where behaviour does have an effect, it is more pro-
nounced among those whose socio-economic environment is good,
i.e. healthy behaviour reinforces advantage to a much greater extent
than unhealthy behaviour reinforces disadvantage. (For further dis-
cussion of lifestyle and choice, see Chapter 10.)

It is difficult to disentangle the effects of social class from those
of lifestyle. In carrying out a health audit, Wakefield HA made no
such attempt. It recognized the influence of both its long history of
mining and high levels of smoking in contributing to higher than
average rates of heart disease and cancers (Wakefield Health
Authority 1997).

One device that offers a way of tackling class-based inequalities
is social indicators. These are characteristics known to be associated
with deprivation such as the number of single parent families or the
level of unemployment. These can be used to identify inequalities
and to target efforts to improve access to health care for disadvan-
taged groups. For example, the Jarman underprivileged area score
was used in the health audit undertaken by Wakefield HA
(Wakefield Health Authority 1997) and could be used to inform
resource allocation decisions more generally.

The international perspective
Interest in health inequalities has extended beyond national bound-
aries and research shows that, internationally, the link between
poverty and ill health is not straightforward. ‘Life expectancy is
[generally] higher in countries like Greece, Japan, Iceland and Italy
than it is in richer countries like the United States or Germany’
(Wilkinson 1996, p. 2). When a society reaches a stage of economic
development such that adequate material living standards can be
provided for everyone, further growth does not continue to gener-
ate overall improvements in health.

Arrival at this stage is marked by the ‘epidemiological transi-
tion’, that is, the point at which infectious diseases give way to
cancers and degenerative conditions as the major causes of death.
Moreover, these diseases, once considered the diseases of affluence,
become the diseases of the poor in affluent societies.

The key to health appears to lie not in the total amount of wealth
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but rather in the manner in which it is distributed, with those soci-
eties displaying the most equal distribution having the best
standard of health. ‘It is now clear that the scale of income differ-
ences in a society is one of the most powerful determinants of
health standards in different countries’ (Wilkinson 1996, p. ix). We
now know ‘it is not the richest countries which have the best health
but the most egalitarian’ (ibid., p. 3).

A possible explanation for this is that income inequality under-
mines social cohesion, thereby harming the social fabric and
damaging health (ibid.). The health of everyone living in an
unequal society suffers, not simply those who are least well off.
The equality argument has, in a sense, come back to the Black
Report.

Class and employment
Not only do the poor experience worse health and inferior access to
health services, but their opportunities for employment in the NHS
are limited by their position in the social structure. The NHS is a
microcosm of the wider social system, with a class structure similar
to that of the society it serves.

At the top are the mainly London-based consultants who are
able to combine NHS practice with lucrative private work. Around
500 consultants earn over £150,000 per year with the highest
incomes going to those in fields such as plastic surgery, dermatol-
ogy and gynaecology. Merit awards (received by approximately
one-third of consultants) mean that some 250 consultants earn
more than £100,000 a year from the NHS alone (Adonis and
Pollard 1997). The privileged position of consultants is part of a
long-standing, unwritten and barely acknowledged agreement with
the medical profession, which serves to keep the medical elite within
the NHS, rather than encouraging them to succumb to the lure of
the private sector.

The next level in the hierarchy is the upper-middle class, com-
prising the less well off consultants and senior managers. A typical
NHS Trust chief executive receives around £70,000 a year. The
middle class, GPs on an average in excess of £50,000 a year, and
hospital registrars, are still better remunerated than the middle
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class in general. Then comes the skilled, lower-middle class of
mainly female nurses, therapists, technologists and technicians
earning in the region of £13,000 a year. Finally, the medical prole-
tariat at the bottom includes auxiliary, ancillary and service staff.
Apart from hospital porters, this group is overwhelmingly female.
Their pay has remained at a constant level for the last decade
(£6,000 a year for cleaners), while the salaries of top managers
have soared (Adonis and Pollard 1997).

Gender

Women as users
Women make greater use of health services than men for a number
of reasons. Maternity and gynaecological services are used exclu-
sively by women and their longer life expectancy also contributes to
their disproportionate use of services. Additionally, their position
in the family means that they are more likely to take the major
responsibility for the health of family members, acting as a conduit
between them and formal services, and determining diet, lifestyle
and many aspects of the physical environment.

However, they also appear to make greater use of services on
their own behalf (Smith 1987; Reid and Stratta 1989; Research
Unit in Health and Behavioural Change 1989). A complex interplay
of social and biological factors underlie this situation including
how health is defined and viewed by women and professionals and
the self-image of women.

Yet all too often the NHS has not been mindful of the needs of
women. At a very practical level, the location and timing of clinics,
hospital visiting times, the design of buildings and the availability
of facilities for children have made it difficult for women, particu-
larly if they are employed outside the home and do not have access
to private transport. The cultural gap between clinicians and many
of their female patients has sometimes meant that advice and ser-
vices are given in a way which displays a lack of understanding,
sensitivity and realism with respect to the everyday lives of patients.

More profoundly, since the mid-1970s, health care has become of
increasing concern to feminists who have criticized its patriarchal

Inequality in health and health care 93



nature. A particular concern is the medicalization of reproduction,
which has led to the control of women’s reproductive lives by (pre-
dominantly) male professionals. Feminist writers point to the fact
that women’s access to fertility treatments, contraception and abor-
tion, decisions about where and how to give birth and how to
manage the menopause are mediated by a patriarchal medical pro-
fession. (See Dale and Foster 1986; Williams 1989; Foster 1995;
Pascall 1996; Annandale and Hunt 1999.)

Medical and scientific knowledge in these matters is not incon-
trovertible, but is informed by prevailing values and beliefs. Because
these are deeply embedded, the knowledge is not questioned nor
are the decisions to which it gives rise; they become the orthodoxy.
We come to believe that childbirth is dangerous and should take
place in hospital; postnatal depression is a hormonal imbalance;
and the menopause is a treatable, hormone deficiency disease.
Women are often, therefore, not told about alternative treatments
and are not invited to contribute to their own health care.

The Women’s Health Movement
It was not until the 1960s that there was any real insight into these
issues or systematic attempts to suggest alternatives. Such attempts,
when they did come, can be summed up as the Women’s Health
Movement. Although something of a muddle of loosely related
groups and approaches, the movement is unified in its challenge to
the patriarchal culture of modern medicine and to conventional
medical therapies. Its principles are those of:

● greater sharing of knowledge and control
● blurring the distinction between professionals and patients
● flatter hierarchies.

Four general approaches are associated with the Women’s Health
Movement. First, imported from the USA, is collective action such
as local women’s health groups where women learn about their
bodies as a first step to taking control of their health. Second, is the
concept of the women’s health centre where, to a greater or lesser
extent, the principles of non-patriarchal health care are put into
practice. The third approach is based on self-help groups which
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can cover a range of conditions affecting women such as pre-
menstrual tension, eating disorders, cystitis and postnatal depression.
Finally, there is political action such as Action for Improvement in
Maternity Services and the Campaign for Natural Childbirth.
Interestingly, in parallel with the feminist challenge to the patri-
archy endemic in the NHS, there has been a much more broadly
based disaffection with modern medical care (see Chapter 9), which
has served to legitimize the Women’s Health Movement and give its
strategies wider applicability. A primary care-led NHS in which
community-based health promotion and illness prevention and
low-tech, simple treatments move centre stage is compatible with
the aims and practice of the Women’s Health Movement.

Women in health care
As well as being major users of health care, women also play a key
role as formal and informal providers (see Chapter 3). In the past
women were the healers; they cared for the sick and dying, assisted
one another in childbirth and had elaborate and well-developed
remedies for simple ailments, many of which were subsequently
‘proved’ to be effective (Ehrenreich and English 1973; Versluyen
1980; Towler and Bramall 1986). Indeed, health care was consid-
ered ‘women’s work’, too menial and dirty to be of interest to
men.

However, from the end of the seventeenth century, through the
twin processes of technocratization and professionalization, men
gradually colonized health work. Women healers were dismissed as
amateurish, ill informed and dangerous (an image immortalized in
Charles Dickens’ character, Sarah Gamp). Men brought science
into the business of health, thereby removing it from the informal,
lay arena and placing it firmly in the exclusive professional
domain. Health care providers had to be formally trained in sci-
entific skills and, since men dominated education, they were able
to exclude women and outrun them in career advancement. For
example, in the field of midwifery, the invention of forceps, which
women were not trained to use, effectively paved the way for the
development of the separate and gendered career paths of obstet-
rics and midwifery.
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The health care role was not lost to women but it was redefined in
the context of a male-dominated medical profession. And, since
much of this process took place in the nineteenth century, it is hardly
surprising that the professional roles that emerged for men and
women were consistent with prevailing Victorian norms. Women
were the nurses and men the doctors; women the carers and men the
curers. The role of the nurse simply did not exist until the doctor had
diagnosed the condition and prescribed a course of treatment, which
it then became the nurse’s responsibility to administer.

Although women did break into medicine in the closing years of
the nineteenth century, it was not until the latter half of the twen-
tieth century that they seriously began to challenge its patriarchal
nature and fight to reclaim their lost territory. The development of
the concept of the nursing process and the changes to nurse educa-
tion embodied in Project 2000 symbolized the desire to re-establish
nursing as an autonomous profession. Campaigns such as that to
promote natural childbirth and the altercations between Wendy
Savage and her male obstetric colleagues in 1986 similarly bear wit-
ness to a radical attempt to recover ground lost by women healers
and their patients.

Table 7.2 Hospital medical staff, 2000

Grade Total* Male (%) Female (%)

Total 57,940.9 67 33

Consultant 21,076.5 79 21

Staff Grade 3,763.7 69 31

Associate Specialist 1,332.7 69 31

Registrar Group 11,675.9 64 36

Senior House Officer 14,886.8 55 45

House Officer 3,634.2 50 50

Hospital Practitioner 183.3 77 23

Clinical Assistant 1,386.8 58 42

* Whole time equivalents
Source: Department of Health (2000a)
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Table 7.3 Community dental staff, 2000

Grade Total* Male (%) Female (%)

Total 997.1 38 62

Clinical Director 60.2 54 46

Senior Dental Officer 338.6 42 58

Dental Officer 469.2 28 72

* Whole time equivalents
Source: Department of Health (2000a)

Table 7.4 NHS hospital and community health services nursing,
midwifery and health visiting staff by sex, 2000

Grade Total Male (%) Female (%) 

Total 346,176 13 87

Managers 4,579 22 78

Source: Department of Health (2000a)

Table 7.5 Public health medicine (PHM) and community health
service medical staff, 2000

Grade Total* Male (%) Female (%)

Total 1,728.3 43 57

District Director of

Public Health 93.9 61 39

Consultant in PHM 500.3 57 43

Senior Registrar in PHM 49.1 35 65

Senior House Officer in PHM 31.2 33 67

Senior Clinical Medical Officer 465.4 35 65

Clinical Medical Officer 293.8 24 76

* Whole time equivalents
Source: Department of Health (2000a)



Women and the NHS
Today the NHS remains a popular occupational choice for women,
with over 80 per cent of NHS employees being female (Department
of Health 2000a). But they are over-represented in low-tech,
practical jobs that involve the most patient contact and are more to
do with caring than curing. They are also over-represented at the
lower levels of the organizational hierarchy (see Tables 7.2–7.5).

There are numerous explanations for this state of affairs:

● Women are seen and see themselves as less suitable for or inter-
ested in high level jobs.

● Potential role conflict for women seeking to combine a career
with a domestic role may make them reluctant to put them-
selves forward and employers reluctant to select them,
particularly as working arrangements tend to become less flex-
ible at higher levels.

● The culture of the NHS at senior levels is still white, male and
middle class. This likely to be viewed as an inhospitable climate
by women themselves and it is also likely to perpetuate itself.

The pertinence of the domestic role for working women was high-
lighted in a study carried out by the NHS Women’s Unit in 1994 of the
career paths of NHS managers. It found that, among top managers:

● 23 per cent of women were single compared with 2 per cent of
men

● 7 per cent of women had children compared with 90 per cent of
men

● women devoted forty-three hours to domestic duties compared
with the seventeen hours undertaken by men (NHS Women’s
Unit 1994).

In short, there is a potent amalgam of institutional, ideological
and behavioural discrimination.

Impact of discrimination against women
Although it would be quite wrong to pursue this line of argument
too far, it is probably fair to say that gender divisions within NHS
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work have moulded its culture and practices. For example, the slow
development of primary care teams and the wrangles over leader-
ship of such teams, discussed in Chapter 9, suggest that the NHS
tends towards hierarchies and authoritarian structures rather than
teamwork. Arguably, this reflects the patriarchal culture since team-
work may be a more natural way of working for women than men.
The culture of the NHS also reflects the dominance of men in the
sense that certain types of health care – those low-tech, preventive
services located in the community where women tend to predomi-
nate, have generally been less highly regarded and rewarded than
the more scientifically based, high-tech hospital services for which
male professionals show a preference.

Race
Inequalities associated with race have been recognized only rela-
tively recently and the evidence is therefore sparse (Law 1996). This
is due mainly to the absence of ethnic monitoring; it was not until
the 1991 census, for example, that official statistics included race.
There is now, however, a growing body of research which suggests
that people from minority ethnic groups living in poverty experi-
ence worse health than other groups in Britain (see Nazroo 1997;
Karlsen and Nazroo 2000).

Members of minority ethnic communities are over-represented in
the lower socio-economic groups and are, therefore, likely to expe-
rience poverty and hence poor housing, schools, diet and
environment. To some extent, therefore, their health status is a
function of their socio-economic status, and it is mistaken to
interpret too much as a result of race when the problem is one of
class. However, it is difficult to disentangle the effects of class
and race.

The health of minority ethnic groups
Some conditions are unusual or non-existent among the white pop-
ulation. The best known examples are sickle cell disease (mainly
affecting Afro-Caribbeans); rickets (mainly affecting Asians); and
the health problems caused by the long-acting contraceptive
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Depoprovera, disproportionately prescribed to black women. Afro-
Caribbeans have a greater chance of being diagnosed as suffering
from one of the more serious forms of mental illness, including
schizophrenia, which may reflect real differences but is more likely
to be the outcome of prejudice or the expectations of professionals.
Asians are particularly vulnerable to heart disease and diabetes.
Black and Asian women are more likely to suffer from cervical
cancer. However, in other respects the effects of race are less easy to
identify and the health profile of minority ethnic communities
looks very similar to that of the lower social classes in general, e.g.
they display a higher than average incidence of anaemias and
tuberculosis (which is linked to homelessness).

Similarly, indicators of health behaviour suggest a strong resem-
blance between members of minority ethnic groups and the
working classes generally. For example, mothers born in the coun-
tries of the New Commonwealth have low take up of antenatal
and postnatal services; they are more likely to have low birth-weight
babies and a higher infant mortality rate; and they are less likely to
make the link between weight and health (Skellington 1996).

Race and health care
The evidence suggests that the NHS generally provides poorer care
for minority ethnic groups. Cumberlege is unequivocal on this
matter, ‘We are finding that people with minority ethnic back-
grounds do not get the full benefit of NHS services and this applies
at all levels: access . . . treatment and outcome’ (Cumberlege, in
Skellington 1996, p. 120). Mohammed says that the response of
the NHS ‘has in all but a few cases been either to neglect or to mar-
ginalize the needs of their black populations’ (Mohammed, in
Skellington 1996, pp. 119–120).

Members of minority ethnic communities not only wait longer
for treatment (for heart disease, for example) and receive poorer
quality coronary care; they also do less well in the field of health
promotion. This was highlighted by two surveys carried out in 1995
by the Health Education Authority and the King’s Fund.
Significant numbers of respondents had not received any health
information; there was a lack of interest in information about
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alcohol, drug abuse and contraception; nearly a third of Indian
women and nearly a half of Pakistani women had never been
screened for cervical cancer; and a third of Indian men who
smoked did not know of the likely effects of smoking on health
(Health Education Authority and the King’s Fund 1995 a, b).

Here again, it is difficult to unravel class and race. There are cul-
tural barriers that prevent members of minority ethnic groups from
making the best use of health care services. Language differences
impede both written and spoken communication. There may also
be problems of unfamiliarity with complex organizations, feeling ill
at ease with professional service providers, the absence of a female
doctor if required, an appropriate diet in hospitals and procedures
that demonstrate respect for religious beliefs and cultural norms.
All these can serve to flaw encounters with health care services and
may even deter members of minority ethnic groups from using ser-
vices. Cultural diversity demands diverse services, yet the NHS has
demonstrably failed to overcome cultural barriers and provide a
service that is genuinely accessible to everyone. It has instead been
concerned with establishing uniform practices and standardized
services – paradoxically in the interests of securing equal health ser-
vices for all – but this will inevitably be unacceptable to those who
do not share the dominant cultural values. ‘It is clear that the . . .
services . . . have been slow to accommodate to the changing needs
of an increasing multi-ethnic and multicultural society’ (Johnson,
in Skellington 1996, p. 112). In principle, these are issues that could
be tackled through informed and sensitive service planning and
delivery. More profound, however, are racist ideologies and the
racial harassment to which they give rise (Law 1996, p. 149).

Righting the wrongs
A number of official circulars and publications throughout the
1970s and 1980s appeared to have little impact (Law 1996). But in
1991, a press release from the Department of Health seemed to
usher in a more determined disposition. It stated that ‘Health
Authorities are expected to provide services that are acceptable to
members of minority ethnic communities. This involves positive
action to take account of differences in language, culture and
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religion’ (Department of Health 1991c). Two years later, the mes-
sage was stronger, stressing the importance of sensitivity to the
needs of minority ethnic groups and genuine equity of access and
provision.

True to the spirit of these statements, in 1993 the NHS Executive
established, for a period of three years, the NHS Ethnic Health
Unit to encourage purchasers and providers to improve access for
minority ethnic groups. Its purpose was to help HAs and NHS
Trusts ensure that minority ethnic people derive full benefit from
the NHS. It sought, amongst other things, to ensure that minority
ethnic groups had a say in decisions on purchasing and service pro-
vision and to fund initiatives designed to promote partnerships
between purchasers and providers and local minority ethnic groups.
The Unit was disbanded, as planned, in 1996 in the belief that it
had achieved some degree of awareness raising, but judgements of
its efficacy are mixed.

Also in 1993, the Commission for Racial Equality (CRE)
launched the Race Relations Code of Practice in Primary Health
Care Services. The document was designed to elaborate on legisla-
tion by giving guidelines regarding implementation and good
practice. However, as its status fell short of that of legislation, little
notice was taken of it (Law 1996).

Many commentators stress the importance of ensuring that
those who design services and determine their mode of delivery
should be representative of service users or, at least, solicit the
views of all service users. Abercrombie and Warde (1995) argue
that measures to rectify the position of minority ethnic groups
have had little impact partly due to the fact that the ethnic minorities
themselves have had little involvement. In 1993, the Secretary of
State launched an eight-point plan to secure equitable representation
of minority ethnic groups at all levels in the NHS. Clearly such a
strategy will take time to have an effect and it is too soon to judge
its impact.

Race and employment
The NHS is the largest employer of minority ethnic people in
Britain, this group constituting 9 per cent of the workforce (Law
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1996; Jack 1999). By 1975, 20.5 per cent of all student and pupil
nurses in Britain were from overseas and about half of them had
been recruited in their country of origin (Jones 1994), and this con-
tinues to be a contentious issue.

However, despite their substantial numbers, members of minor-
ity ethnic groups are not adequately represented at senior levels
(see Table 7.6), and consequently have a weak voice in the policy-
making arena. They are concentrated in the least prestigious and
lowest grades of medicine and nursing. For example, members of
minority ethnic groups are more frequently found among enrolled,
pupil and auxiliary nurses partly because the education require-
ments are less, but also because the entry qualifications for State
Registered Nurse are geared to British educational criteria (Jones
1994). They are over-represented in the less popular and presti-
gious medical specialisms such as geriatrics and psychiatry and in
ancillary posts such as domestic, catering, cleaning and mainte-
nance. In general, members of minority ethnic groups have less
training, their promotion prospects are poorer and salaries are
lower.

Table 7.6 Hospital medical staff by ethnic origin and grade, 2000 (%)

Grade White Black Asian Other

All staff 64 5 20 9

Consultant 79 3 10 7

Staff Grade 32 10 38 19

Associate Specialist 33 7 35 23

Registrar Group 63 5 23 8

Senior House Officer 56 5 28 9

House Officer 63 4 20 8

Hospital Practitioner 79 1 12 5

Clinical Assistant 61 4 23 11

Source: Department of Health (2000a)

Whereas the dual role of women helps to explain their poorer
prospects, there is no equivalent rationale for minority ethnic
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groups. There is, however, evidence of the part played by discrimi-
nation in determining employment opportunities: from the
institutional racism of rules and regulations that work to their dis-
advantage down to the racism of fellow workers. In 1988, the CRE
formally investigated St George’s Hospital Medical School and
found evidence of direct discrimination on racial grounds contrary
to the Race Relations Act 1976. Interestingly, the discrimination
occurred through the operation of the school’s computerized
admissions and selection procedure; the system was discriminatory
although the institution itself was liberal (Skellington 1996).

Evidence of discrimination has also been gathered by researchers
making a series of bogus applications to the NHS. Two applica-
tions were submitted for a number of advertised posts. The
applications were identical in every respect but the name: one being
Anglo-Saxon and the other Asian. In every case the former candi-
date was much more likely to be called for interview than the latter
(Bagilhole 1997).

The disadvantaged position of members of minority ethnic
groups in the NHS clearly has implications for the individuals
themselves: their career development, standard of living, status,
self-esteem and so forth. But it also has implications for the design
and delivery of health services. Health services will continue to
bear the stamp of the white, European, male culture as long as
such individuals dominate decision-making. With mounting
recruitment problems, the increasingly multi-cultural nature of our
society and the challenge of providing a health service that is acces-
sible and acceptable to all citizens, such a culture is perhaps too
narrow. Indeed, the Race Relations (Amendment) Act 2000 pro-
hibits any public organization from discriminating on grounds of
race in carrying out its functions; in the case of the NHS this covers
both its employment policies and the services it provides.

Equal opportunities in the NHS
More assertive feminist and anti-racist movements in society at large
set the scene for an equal opportunities agenda within the NHS in
the last quarter of the twentieth century. Like many other organi-
zations, the NHS has been called upon to devise policies and codes
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of practice to promote equality of opportunity and to protect the
interests of minority groups in employment. By the 1990s, most
parts of the NHS had such policies in place but few ‘had translated
[policies] into a timetabled programme for action or had allocated
responsibilities or resources’ (Equal Opportunities Task Force, in
Skellington 1996, p. 119). By 2001 only 5 per cent of NHS Trusts
had fully implemented equality programmes and the CRE
expressed disappointment that the NHS workforce did not reflect
Britain’s multi-racial society (Commission for Racial Equality
2001).

Nevertheless, the existence of a formal statement is important. It
helps to raise and maintain awareness of equal opportunity issues,
it gives pause for thought with respect to the employment needs of
minority groups and can be used by those committed to change.
Certainly, in recent years, more systematic attention has been given
to a number of matters relating to both the physical work envi-
ronment and to employment procedures and practices. For
example:

● the provision of workplace nurseries and prayer rooms for
Muslims

● ensuring that recruitment, training, staff development and pro-
motion procedures are systematic, visible and fair

● giving equal pay for work of equal value
● making working practices acceptable in terms of hours of work

and flexibility
● introducing flexible contracts and career breaks
● securing a workplace culture of mutual respect and support,

which genuinely welcomes diversity.

A somewhat controversial approach to equal opportunities is
positive action, defined as any measure intended to redress the
effects of previous unequal practice. The most visible example of
this is Opportunity 2000, a campaign to increase the quantity
and quality of women’s participation in the workforce. The
Department of Health committed the NHS to investing in man-
agement and personal development targeted at women in more
junior levels and women from minority ethnic groups. The cam-
paign produced:
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● targeted advertising
● training programmes
● shadowing schemes
● surveys of women’s views
● equal opportunities targets in staff appraisal at all levels
● steps to increase the number of women returning after mater-

nity leave
● monitoring mechanisms.

The Programme of Action for Ethnic Minority Staff in the NHS is
another example of positive action. In 1994–95, £250,000 was set
aside for management development for minority ethnic staff and
for attracting members of minority ethnic groups into speech
therapy.

Target setting is another strategy associated with equal opportu-
nities, but also subject to controversy. Clearly, it is good practice to
monitor the effects of equal opportunities programmes, and targets
relating to the number of women or black people employed in var-
ious parts of the NHS is a device for this purpose. Moreover, the
proponents of targets argue that, since the purpose of equal oppor-
tunities initiatives is to increase the numbers of employees from
minority groups at various levels in the hierarchy, we must be pre-
pared to quantify this objective and measure progress.

Critics of target-setting argue, however, that it is difficult to know
where to set the targets. If they are too high, they are unrealistic
and defeatism may set in. If they are too low, complacency may
result. Target-setting can lead to an undue emphasis on quantifiable
issues at the expense of equally important, non-quantifiable mat-
ters. The targets may not be sufficiently flexible to reflect the
different circumstances and requirements of different parts of the
organization.

In its commitment to Opportunity 2000, the NHS set a number
of targets relating to women’s employment. For example, between
1991 and 1994 there was to be an increase of:

● women in general management posts from 18 to 30 per cent
● qualified female accountants to 35 per cent
● women consultants from 15.5 to 20 per cent.

106 The issues



In the event, by 1994 38 per cent of general managers, 31 per cent
of accountants and 17 per cent of consultants were women (by
2001 the percentage of women consultants had risen to 21 – see
Table 7.2).

Looking to the future
Inequalities in health, health care and employment in the NHS
have been persistent. At their heart lies lack of power, rooted deep
in the structure of society and mediated by the political and eco-
nomic environment.

Trends in the wider society since the early 1990s may have made
it harder to tackle inequalities. Growing levels of income inequal-
ity and the larger role for the ‘macho’ commercial sector sit uneasily
with equality measures. Moreover, Trusts have been preoccupied
with financial and organizational issues and anything regarded as
peripheral, such as equality initiatives, is likely to be seen as dis-
pensable. It is also possible that, despite continued research and
growing understanding of the issues, the ‘hard edge’ has gone off
anti-discrimination movements.

Against this has to be set a number of wider trends which both
necessitate and legitimize equality. Demographic trends are
changing the composition of the workforce; epidemiological and
technological changes are transforming the nature and cost of
health care. The influence of Europe is restricting the freedom of
choice of decision-makers within the NHS. In other words,
Britain may have equality thrust upon it. More generally, there is
some evidence that the ‘macho’ culture of the 1980s and 1990s is
giving way to a softer climate, in which fairness and justice are
given a higher priority than has been the custom in the recent
past.

Key points
● Despite wide acceptance of the principle of equal access to

health care and equality of opportunity in employment, it is
apparent that certain groups have done less well than others in
the health care system.
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● Growing awareness of the health needs of the poor, women
and members of minority ethnic groups and more sophisticated
understanding of the mechanisms of discrimination have done
much to publicize the issues and, undoubtedly, some improve-
ments have been achieved.

● There are powerful moral, legal and socio-economic arguments
for equalizing opportunities.

● Social class inequalities in health and health care were brought
to the fore by the Black Report but since then little has
improved and, in some respects, things have deteriorated.
Continued research has contributed to a growing understanding
of class inequalities in health, health care and employment in
the NHS, and their relationship with the structure of the wider
society.

● Women use health services more than men, yet there is evidence
that services are neither designed nor delivered in a way that
meets their needs. This critique gave rise to the Women’s Health
Movement, but it has had only a limited impact on mainstream
health services.

● Women have a traditional role as providers of health care and
continue to play a large part in the NHS but predominantly in
the low-tech, practical, caring roles at the lower levels of the
hierarchy. This can be explained in terms of both their dual
role and discrimination and it has, undoubtedly, had an impact
on the culture and practice of the NHS.

● The poorer health and health care experienced by members of
minority ethnic groups is related both to socio-economic status
and to discrimination. Recent measures to tackle these prob-
lems have had a limited effect.

● As employees, members of minority ethnic groups are over-
represented at the lower levels of the NHS and in the least
prestigious branches of the professions. This is explained in
terms of discrimination.

● Like most large organizations, the NHS has put in place a
range of Equal Opportunities initiatives but wrestles with the
vexed questions of how to monitor their impact and ensure
their effectiveness.
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Guide to further reading

M. Powell’s (1997) Evaluating the National Health Service,
Buckingham: Open University Press, gives good coverage of
inequalities associated with class, race and gender in the con-
text of evaluating the NHS.

For an international perspective on health inequalities, R.C.
Wilkinson’s (1996) Unhealthy Societies: The Afflictions of
Inequality, London: Routledge, is essential reading. The book
is based on research linking the health status of populations
with the degree of income inequality.

L. Jones’s (1994) The Social Context of Health and Health
Work, London: Macmillan, provides useful further reading on
this subject. In Chapter 5 she looks at class-based inequalities
in health; in Chapter 6 the health effects of poverty; in Chapter
7 gender and health status; and in Chapter 8 the health and
health care experiences of minority ethnic groups. The debate
is conducted in the context of sociological theories of class,
gender and race and debates about race and ethnicity.

Chapter 10 of R. Baggott’s (2000) Public Health: Policy and
Politics, Basingstoke: Macmillan, is a useful overview.

An accessible introduction to the key arguments, problems
and research findings in the field of women’s health is pro-
vided by A. Miles (1991) in Women, Health and Medicine,
Buckingham: Open University Press.

A useful introduction to the whole area of equal opportuni-
ties, particularly for students of social policy, is B. Bagilhole
(1997) Equal Opportunities and Social Policy, London:
Longman. The book also includes a chapter dedicated to
health and housing services.

Although concentrating on the private sector, R. Kandola
and J. Fullerton (1994) Managing the Mosaic: Diversity in
Action, London: Institute of Personnel and Development, pre-
sent a convincing case for equal opportunities in employment
which is as applicable to the NHS as to the organizations that
are the focus of this book.
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A. Adonis and S. Pollard’s (1997) Class Act: Myth of Britain’s
Classless Society, London: Hamilton (Hamish) Ltd., offers a
lively and provocative analysis of class divisions in employ-
ment in the NHS.

I. Law’s (1996) Racism, Ethnicity and Social Policy, London:
Prentice-Hall/Harvester Wheatsheaf, contains an excellent
chapter on ‘Ethnicity and Health: Problems and Policies’.
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Part III

The future – new possibilities





Chapter 8

The mixed economy of health

OUTLINE
Pressure on the NHS and ideological shifts in the last quarter of
the twentieth century raised the profile of both the voluntary and
commercial sectors of health care. The health care pluralist argu-
ment is that the source of health care is relatively unimportant, so
long as the care is provided. An examination of each sector –
their characteristics, constraints and shortcomings – suggests
that they are not interchangeable, however, and any shift in the
balance between them should be carefully considered.
Furthermore, each sector has undergone profound recent
change, making the distinction between them less clear.

Introduction
Health care has always been provided by a variety of agents,
including those in the informal, voluntary and commercial sec-
tors, as well as the NHS. The balance between the sectors has been
an ever moving picture and the distinction between them increas-
ingly less sharp. Chapter 3 looked at these various sectors, their
history and the manner in which their role developed in the post-
war years. Chapter 6 examined the impact of managerialism on
culture, ownership, control and access in the NHS. This chapter
will consider the future in the light of both past developments and
recent trends.

It is likely that, in the future, health care will come from a greater
variety of sources than has recently been the case. Growing doubts
about the NHS’s ability to meet contemporary challenges, together
with governments’ reduction of the size and influence of the public
sector since 1979, have already produced a radical restructuring
of welfare and a strategic shift away from the NHS. This may
be interpreted as healthy diversity or as fragmentation of the



health care system. In examining each of these views, the terms
‘welfare pluralism’ or ‘mixed economy of health’ have been used
(Mishra 1990).

The mixed economy of health
The sectors involved in the delivery of health care can be defined by
two criteria, namely, ownership (that is, whether the resources are
owned publicly or privately) and principles governing eligibility
(that is, whether access to such resources is on the basis of the indi-
vidual’s ability and willingness to pay, or need). Table 8.1 illustrates
the distinction.

Table 8.1 Ownership and eligibility

Eligibility Public ownership Private ownership

On basis of ability and Nationalized Commercial organizations, 

willingness to pay industries e.g. private hospitals

On basis of need NHS Voluntary 

Because of the dominance of the NHS since 1948, and the clear
dividing lines between the NHS and the other sectors, the involve-
ment of the different sectors has tended to be obscured. This is no
longer the case. Demarcation lines are less clear; multi-sectoral
involvement has a much higher profile and the important part
played by sectors other than the NHS cannot be overlooked.

The health care pluralist debate
The welfare pluralist argument states that:

welfare derives from a multitude of sources: the State, the
market (including enterprise), voluntary and charitable orga-
nizations and the kinship network (including household). To
equate social welfare with State welfare is therefore to ignore
all of these other sources of social protection and support.
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Total welfare in a society is a sum of these parts. The diminu-
tion of one of the welfare sectors does not necessarily mean a
net loss of welfare.

(Mishra 1990, p. 108)

It follows that recent changes in health care can be seen simply as a
shift of emphasis from one sector to another.

Welfare pluralists argue that ‘a crisis of the Welfare State is not a
crisis of welfare in society’ (Rose, in Mishra 1990, p. 110) and they
point to successful examples of welfare pluralism such as the
Netherlands. The argument that one sector will automatically com-
pensate for another, however, is unsound. While there is evidence to
suggest that the State takes over when the informal and commercial
sectors are struggling (district nursing and health visiting in the early
years of the twentieth century and hospitals in the 1940s), there is
only partial evidence to suggest that if the State gets into difficulties
or wishes to withdraw, the other two sectors will step up their pace.

Furthermore, although the tasks of providing health care may be
very similar, whether they are carried out in the public, commercial
or voluntary sector, the goals and context will be quite distinct
(Ranson and Stewart 1994), which means they are not equally suit-
able in all circumstances. The future of health care should be
informed by an understanding of the different contributions that
the sectors can and should make.

Public service

Rationale
In 1948, traditional health care markets were rejected in favour of
a tax-funded public service, which allocated resources according to
need (see Table 8.1). ‘The reasons for providing a service in the
first place, the nature of that service and the manner in which it is
delivered, are not dictated by markets but by needs and the avail-
ability of resources’ (Lawton and Rose 1994, p. 7). Arguably, health
care is too important to be left to the vagaries of the market. It
confers external benefits, that is the benefit of any health care
intervention is experienced not only by the individual receiving it
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but also by society at large. In other words, in providing health
care, the government is pursuing social goals that profit-seeking,
market-oriented, private sector organizations overlook or play
down. These social goals may be said to include:

● stability – avoiding inequality along health lines and the conse-
quent resentment this engenders, removing anxiety associated
with health costs

● efficiency – contributing to the good health of the next genera-
tion of employees, ensuring that ill health does not undermine the
ability of people to fill their social roles as parents and citizens

● safety – protecting people from disease and the fear of disease,
minimizing the potential for epidemics.

The NHS, therefore, embodies governments’ cumulative decisions
to distribute health resources according to social principles. The
NHS pursues collective values expressed through collective choice
and serves citizens, not just customers. In this way, individual
health is promoted, not as an end in itself, but as the means to a
stable, efficient and safe society. There is a danger, however, that
over time, this end becomes obscured and the promotion of indi-
vidual health comes to be seen as the major element. Hence, the
NHS acquires a strong moral component, to be either defended as
the mark of a civilized society or attacked as compounding the
‘nanny State’. The former argument rests on the notion that health
is a social right of citizenship, and should neither depend on the
individual’s ability to pay nor generate profit for those with the
power to bestow it. The latter argument is justified on the grounds
that freedom of choice is part of being a mature human being and
that the NHS removes the need to choose.

Nature of public service
As a public service, the NHS has certain characteristics:

● Its objectives are multiple, vague and ill-defined, focusing both
on the individual and society. This makes the formulation and
implementation of policy highly complex, and the evaluation of
performance and outcomes difficult and contestable.
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● Because funds are raised through taxation, spending is related
to overall economic performance.

● The NHS operates in a highly politicized context. Spending is
likely to depend as much on political factors as economic ones.
Policy is largely determined by politicians and is, therefore, sub-
ject to short termism.

● Public accountability means that the NHS operates under the
public gaze. Its broadly democratic setting is elaborated,
because of perceived inadequacies in representative govern-
ment, by a number of alternative forms of representation such
as the Health Service Ombudsman, CHCs and patient forums.

● The service itself has been organized as a bureaucracy.
Protected from the competitive world of the market, bureau-
crats have little incentive to reduce costs or operate efficiently
but strong incentives to fight to increase their share of
resources.

● The NHS has many different stakeholders (consumers, patients,
taxpayers, citizens, politicians and the media). Thus, an impor-
tant part of managing the health service is balancing competing
interests (Lawton and Rose 1994) (see Chapter 5).

● For those working in the NHS, there is ‘a public service ethic
which was part of the post-war consensus and emphasizes col-
lective responsibility for certain services, equitable treatment of
people regardless of their incomes, and includes a belief that it
is wrong to make profits from essential services’ (Flynn 1993,
p. 184).

Perhaps this is an outmoded stereotype. Since the early 1980s the
NHS has been radically reshaped in a way sometimes described as
‘creeping privatization’, ‘marketization’ and ‘radicalism by stealth’
(Baggott 1998). Service providers have been obliged to adopt the
enterprise culture, including business-style management, commer-
cial values and market mechanisms. As a result, the NHS much less
resembles the stereotypical public sector organization of earlier
decades (see Chapter 6). Nevertheless, these characteristics give a
sense of what the public sector is about, how it is constrained and
the challenges it is likely to face if it continues to be a major
provider of health care in Britain.
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The voluntary sector
The voluntary sector has a much longer history than the public
sector. It was the only source of support for those in need before
public services emerged, thus trail-blazing modern health services
for the government. Since then it has stood the test of time,
surviving:

● the heyday of the Welfare State
● the changing role of women in society
● changing family patterns
● community care policies
● the epidemiological transition
● the ageing of the population.

This longevity can be attributed to the importance of the sector’s
contribution to health care as an additional provider, a pressure
group and watchdog, and an innovator. It is also able to focus on
minority groups in a way that government cannot, and offers an
opportunity for ordinary people to contribute to the care of each
other. More generally, there is a case for having an alternative to the
State. If we look always to the government for the solution to every
health problem, our freedom of action may be undermined and our
independence compromised.

Today, greater reliance has been placed on the voluntary sector as
successive governments have sought to restrict the role of the State.
Like the NHS, this sector, too, has changed. It is now more business-
like and likely to operate on the principles of mutual aid and
self-help. Using the skills of professionals and the techniques of the
market place, it has become adept at fund-raising, selling itself to
the public, and retaining the support of a reluctant government.

In considering whether the voluntary sector should take on addi-
tional responsibilities, however, account should be taken of a
number of factors.

Limitations of voluntary organizations
Resources are a persistent problem for the sector since it relies on
private donations and government grants, both of which are likely
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to dry up in times of economic hardship. Brown (1990) points out
that voluntary organizations are the first to be cut back by a local
authority under pressure. Less easily explained, but just as devas-
tating, is the paradox that, when governments sought to cut
taxation and reduce public spending, people’s willingness to give
voluntarily diminished.

There is no evidence to support the view that, even where they
work well, voluntary organizations are better than statutory ones in
terms of cost, efficiency or competence. Despite being increasingly
professionalized, their heavy reliance on volunteers raises questions
of competence, standards and codes of practice. Selection and
training of volunteers are problematic, as is ensuring that they
operate on all fronts (volunteers generally have a preference for
service-giving rather than administration and clerical work).

As the line between the statutory and voluntary sectors has
become blurred, and many voluntary organizations have been
drawn into closer and more formal relationships with public ser-
vices, so their ability to act independently as pressure groups and
critics of the State or as courageous innovators, has been impaired.
Many voluntary organizations are so large and remote that they are
indistinguishable in practice from statutory services and, therefore,
also fail to promote voluntarism. At the same time, because they
have their own goals and priorities, voluntary organizations can
distort the public agenda.

The altruism expressed through the voluntary sector may not be
quite what it appears. People who give of their time may do so
because they have too much of it on their hands; the unemployed
and early retired might prefer to be in paid work. Giving may serve
to ease the guilt of those who know they are better off than others,
or to thank carers for past care or services yet to come. There is also
considerable pressure on people to contribute, with sophisticated
marketing techniques, telethons, and so on, being employed to per-
suade the reluctant. In other words, voluntary work is driven by
utilitarianism – the Benthamite calculation that the pain of parting
with money is outweighed by the benefits of giving. Inevitably, this
has produced inequality within the sector resulting from people’s
inclination to donate to those causes of which they approve and
consistently neglect others.
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By the same token, those receiving care from voluntary orga-
nizations are supplicants, with no right to receive and to whom
the carers are not accountable. Moreover, they are likely to be
among the most vulnerable members of society, more, rather
than less, in need of the protection that care, guaranteed by the
State, offers.

Bearing in mind these factors, it seems clear that voluntary inter-
vention is more appropriate in some areas than others. A universal
framework of health care is essential to ensure eligibility, the right
to service and political accountability, even if, after that, diversity is
felt to be a good thing. Attempts at wholesale substitution of vol-
untary sector services for public services would be quite unrealistic.
The voluntary sector is not in a position to undertake such a major
shift (Mayo 1994, p. 41).

Commercialism
The commercial sector has always played a part in health care in
Britain, despite the existence of the universal, comprehensive NHS.
As indicated in Chapter 3, after 1948 the commercial sector con-
tinued to provide both clinical and ancillary services, to offer
insurance for the private funding of health care, and to act as a
major supplier of health care goods.

A minor player in the early years, the commercial sector’s role
began to expand from the 1970s and, under the determined hand of
Margaret Thatcher, there were explicit moves, such as tax incen-
tives, to stimulate the private sector. As a result, BUPA, the market
leader in private health insurance, flourished and American medical
insurance companies enlarged their UK operations. In 1976, private
hospitals provided 3,500 beds. Ten years later, this figure had
reached 10,000 (Small 1989, p. 109). Between 1973 and 1980 expen-
diture increases for the NHS and the private sector were broadly
comparable, whereas between 1980 and 1997 expenditure on the
private sector increased at three times the rate in the NHS (OHE
2000). The rise was generally in acute care and outpatient surgery,
where costs were relatively low and profits high. But other areas,
slower off the mark, such as provision of residential care for the
elderly, chronically ill, and people with physical disabilities, and
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counselling, also began to expand. After 1997 this rate of growth of
the private sector, relative to that of the NHS, slowed.

The consultants’ contract was modified in the 1980s, permitting
them to earn up to 10 per cent of their NHS income privately,
which enabled many to take on such work for the first time.
Compulsory competitive tendering for ancillary services and the
internal market offered further scope for the private sector, as did
the higher profile for health promotion; a great deal of health
screening came to be provided commercially. Public institutions
were officially encouraged to purchase private sector services, and
many did so in order to reduce waiting lists. So, paradoxically, pri-
vate health care was increasingly funded by public money.
Conversely, private clinics could hire NHS equipment (see
Chapter 6).

Even after 1997, despite the slowing of growth and the proposal
to restrict the rights of newly appointed consultants to work pri-
vately, the place of the private sector working in tandem with the
NHS was endorsed rather than undermined. The PFI was
expanded and the Concordat was signed with the Independent
Healthcare Association, which pointed out that the private sector
delivered, for example, 20 per cent of acute mental health provi-
sion, 55 per cent of medium-secure care, and more residential
care than the NHS and local authorities combined (Rathfelder
2000).

Nature of the commercial sector
Table 8.1 illustrates that the commercial sector constitutes organi-
zations that are privately owned and allocate goods and services on
the basis of willingness and ability to pay. It operates within a
market context in which competition between providers and corre-
sponding choice for consumers are central elements. The
commercial organizations are funded through the payment of pri-
vate fees and charges, and must generate enough income to stay in
business.

As a result, those responsible for such organizations have nar-
rower, more clear-cut goals than their public sector counterparts.
They have to outdo competitors by maintaining or increasing
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market share in order to make a profit. Broader social goals do not
have to be addressed. In maximizing profit, producers are freer from
legal and political constraints than their NHS colleagues, but they
must be responsive to customers and accountable to shareholders.
‘In the private sector there is a direct relationship between commer-
cial success – as measured by profitability and market share – and
the standard of customer service’ (Lawton and Rose 1994, p. 7).

The business environment is likely to militate against openness
and collaboration and to foster instead a culture of secrecy. Within
this context, however, commercial managers:

● can take a long-term view on investment
● have more discretion in decision-making
● have the freedom to take risks.

In the mixed economy of health, however, the commercial sector
has recognized that, if it is to be successful in the long term, it has
to be sensitive to social goals and take some account of health
needs as well as demands.

The case for the commercial sector
Some of the arguments used in support of the market are that it
serves to:

● extend consumer choice
● reduce waiting lists
● increase efficiency
● improve the costing and pricing of treatments
● inject new ideas.

But these arguments are not accepted unequivocally. Some con-
sumers may have more choice about which doctor to see or which
hospital to attend, but they lack the information and expertise to
make informed choices. Poorer consumers will have no choice at all.
Variety may facilitate choice, but it can also mean inequality.

With respect to efficiency, there is little evidence to support the
view that the commercial sector is any better than the public.
Private health care markets are not efficient, bed occupancy rates
tend to be lower and administrative costs higher (Baggott 1998).
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Moreover, attempts to achieve a national service based on a con-
sistent and coherent strategy are likely to be thwarted. The
experience of other countries suggests that health care systems
dominated by the commercial sector tend to be fragmented, poorly
planned and badly co-ordinated. ‘The market is the denial of any
form of communal planning, producing outcomes which are the
result of a myriad of small decisions made by individuals having no
thought for the well-being of one another’ (Kingdom 1992, p. 57).

Inequalities in health care (see Chapter 7) are likely to be exac-
erbated. The link between poverty and ill health means that those
most in need are least able to pay and insurance companies tend to
select for cover those who represent the least financial risk, in other
words, the most healthy. In the USA, 16 per cent of the population
is uninsured (Baggott 1998; Wall 1996). Thus, the principle of uni-
versality is compromised.

Monitoring quality in the private sector is also a challenge. ‘Private
hospitals have not been subject to inspection by community health
councils or subject to any complaints procedure’ (Rathfelder 2000).

Although it is always difficult to demonstrate a link between
health care activities and health outcomes, the evidence suggests
that the commercial approach fares no better than the public. The
USA spends twice as much as the UK on health care, yet the infant
mortality rate is higher and male life expectancy lower. There is also
evidence of unnecessary surgery and over-doctoring. In Britain, as
dental and ophthalmic charges have risen, so too have fears that
reduced use of services will result in less early detection and treat-
ment of serious conditions such as oral cancer and glaucoma.

There is a view that the expansion of the private sector may be
reaching its limits, and it has its own problems of:

● cut-throat competition
● over-capacity
● conflicts between insurers and private hospitals over the pricing

of operations and reimbursement of fees
● business failures
● competition from powerful NHS Trusts.

Indeed, it could well be that the private sector has as much to gain
from the Concordat as does the NHS.
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Is a synthesis possible?
In planning for health care in the twenty-first century, it may be
possible to harness the competition that has occurred both
among Trusts and between Trusts and private providers, with
collaboration and strategic planning, thus obtaining the benefits
of both.

The fundamental principle of the NHS is that care should be
provided when it is needed without charge to the patient, not
that it should be provided by the public sector. If we could get
more health gain for less cost by contracting all NHS ser-
vices to the private sector then we should do it.

(Rathfelder 2000)

However, this welfare pluralist argument is not accepted by every-
one. The sectors do not automatically substitute or compensate for
each other. Their cultures are distinct and their goals and motives
differ. Shifting from one sector to another has implications for the
nature of the service across the board. There are also important
considerations with respect to the staff who work in the services.
Competition has forced down the wages of some of the lowest paid
workers (Baggott 1998), and gender inequalities are enlarged both
as a consequence of this and because of the heavy burden that
women bear in the voluntary sector.

A long-standing misgiving about the mixed economy of health is
that the private sector draws resources away from the NHS, indeed,
that the NHS has subsidized the private sector through, for exam-
ple, the private/agency work undertaken by NHS-trained
consultants and nurses.

A further implication of the co-existence of the private and
public sectors in health care is the danger of a two-tier system
emerging in Britain as in the USA, for example, privately insured
patients are able to queue-jump and receive preferential treatment.
Jones (1994) believes that this situation is likely to get worse, espe-
cially regarding access to non-urgent treatment. Baggott (1998),
on the other hand, suggests that a crude dichotomy of this kind is
less likely than variations in the quality of services both within and
between public and private sectors.
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Two points seem clear. First, a retreat from a mixed economy of
health care is unlikely. Second, if such an approach is to be suc-
cessful, it requires a strong government to ensure that collective
responsibility for the health of the nation is not lost.

Key points
● There has always been a mixed economy of health care, with

both public and private ownership of services, and eligibility on
the basis of both ability to pay and need.

● The visibility and influence of the various sectors have fluctu-
ated over the years but since the early 1980s the dominance of
the public sector has been called into question.

● The different sectors are founded on different cultures and a
different set of motives but, as the ideological context has
changed, so the distinction between them has become less
clear.

● Since the early 1980s the public sector has been subjected to
an uncompromising drive to take on the enterprise culture; the
voluntary sector has also become more business-like. The
commercial sector, relatively new to the business of health
care in Britain, has come gradually to recognize the complex-
ity and constraints associated with the provision of health
care.

● The welfare pluralist argument is that it does not matter
which sector provides services as long as people get what they
need.

● A revival of voluntarism is appealing on moral grounds, offer-
ing, as it does, an alternative to State monopoly, while the
commercial influence is welcomed for its propensity to gener-
ate greater efficiency and concern for the use of scarce
resources.

● The future of health care is likely to be based on the involve-
ment of all the sectors and, while there are dangers in assuming
interchangeability, there are also opportunities for a synthesis of
the best of all worlds.
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Guide to further reading

For a good discussion of the nature of the public sector and
the changes to which it has been subject over the past twenty-
five years, S. Ranson and J. Stewart’s (1994) Management for
the Public Domain, London: St. Martin’s Press, is a sound
starting point.

The final chapter of L.J. Jones’s (1994) The Social Context of
Health and Health Work, London: Macmillan, discusses issues
relevant to the questions raised in this chapter. These include:
the crisis in welfare, market principles in health care, account-
ability, evaluation and the shift from professional autonomy
to managerial control.

For its combination of clarity and erudition, R. Klein’s (1995)
The New Politics of the NHS, London: Longman, is an essen-
tial text. In this context, his chapters on value for money and
the future are the most relevant.

For a broad-based, provocative and stimulating discussion
of the roles of the State, market and voluntary sector, J.
Kingdom’s (1992) No Such Thing as Society, Buckingham:
Open University Press, provides a lively and accessible read.
In arguing that there is such a thing as society, and that polit-
ical structures which enshrine communal values are essential,
he engages and challenges the reader.
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Chapter 9

Realigning the system

Towards a primary care-led NHS

OUTLINE
Health care activities can be classed according to various
‘levels’. Despite a long biomedical tradition, difficulties associ-
ated with the establishment of teamwork, professional divisions
and fragmented organizational structures, the balance is now
shifting away from the secondary sector in favour of a higher
profile for primary care. However, there are two contrasting def-
initions of primary care – the radical approach epitomized by the
Alma Ata Declaration, and the conservative approach which
appeared to be winning the day. Developments since the end of
the twentieth century, however, suggest that, although slow,
progress towards a genuine re-alignment of the health care
system is in train.

Introduction
Simultaneously with the growth of the mixed economy of health
has been a shift of emphasis away from secondary in favour of pri-
mary care. Although separate, the two trends are not entirely
unrelated, stemming as they do from both practical concerns relat-
ing to the allocation of resources, and ideological issues to do with
the disposition of power and the principles which should govern
modern health care.

In order to understand exactly what such a shift involves, it is
important to define the levels of health care, namely, self-care, pri-
mary, secondary and tertiary. This provides a framework in which
it is possible to analyse the distribution of resources and power in
the health care system and to identify trends.

Self-care refers to any actions taken by individuals to look after
themselves, possibly with help and support from family and friends,



and using medication and appliances bought over the counter.
When this proves wanting, primary care will be called into action.
Primary care has been described as:

the point of entry for individuals to [formally provided]
health care services, involving functions of assessment and of
mobilisation and co-ordination of further medical services;
and . . . personal, continuing and long-term care for individ-
uals and families in a local community.

(Brearley et al. 1978, p. 66)

Because of the range of health care activities involved and their
geographic dispersal, they are delivered by a variety of profession-
als, among whom the GP has been a central figure.

Secondary care refers to the sophisticated and costly specialist
services provided, by and large, in hospitals, which are needed only
by a minority of people at any one time. Hospitals deal exclusively
with those already defined as being ill. For those who have to stay
in hospital, secondary care is institutionally based and continuous
and, therefore, more expensive. By contrast, community-based care
is partial and intermittent and it is mainly for this reason that it is
cheaper. Tertiary care is the term used to describe the super-
specialist and intensive care services available only at certain
hospitals. Care at this level involves state-of-the-art technology and
tends to be very expensive.

The growing awareness of the limitations of secondary and ter-
tiary care, their cost and the difficulty of containing that cost (see,
for example, Petchey 1996, Wall 1996) have been strong incentives
behind the shift to the primary sector. This has meant greater
emphasis on low-tech, preventive measures and undertaking in the
community techniques once carried out in hospital (e.g. diagnostic
tests, minor surgery, post-operative care and the management of
chronic diseases). These moves have been facilitated by surgical
and pharmacological developments which enable more conditions
to be treated in the community and, where hospital admission is
required, to reduce the length of stay. The growing popularity of
alternative approaches such as self-help also facilitate this shift of
emphasis.

Demographic and epidemiological trends have served to heighten
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concerns about secondary care. The ‘greying’ of the population
and corresponding growth in the incidence of chronic conditions
and disabilities have contributed to spiralling costs and increased
the numbers of people for whom care in community settings is
most appropriate. The erosion of professional power which has
been a consequence of government welfare policies since the early
1980s (see Chapter 5) has also provided a suitable backcloth for a
shift of emphasis towards primary care.

And yet while such a change of approach had wide appeal, there
was little consensus regarding the adoption of a strategy to under-
pin reform and, consequently, practical developments were
piecemeal and slow.

The biomedical legacy
The dominance of the secondary sector is related to the fact that the
NHS is a health care system deeply rooted in a biomedical model of
health and health care (see Table 9.1), defining health narrowly and
more interested in treating sickness than in promoting health.

The logic of the biomedical model means that primary care has
been conceived largely in terms of its relationship with the sec-
ondary sector, merely the first step on the road to cure. For this
reason and because it is generally less glamorous, it has been
accorded a relatively low status within the health care system. This
was buoyed up by the structure and processes of the Service itself
and the traditions of professional education.

The tripartite structure, by separating secondary from primary
care, and fragmenting primary care, effectively sealed the (subordi-
nate) position of those working in the primary sector. Medical
science had made its advances in hospital settings; hospitals were
the power bases of the consultants and, from being places to avoid,
they became the places where heroic medicine took place. Thus, the
hospital sector rapidly became the giant of the system, absorbing
some 80 per cent of health care resources (Baggott 1998; Wall 1996)
and dominating and defining the health care agenda. The primary
sector and the professionals staffing it were the David to the hos-
pital Goliath.

The health care process meant that the GP dealt with the everyday
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ailments and anxieties. Many illness episodes did not go past this stage,
but GPs also controlled access to the hospitals so there was a sense in
which primary care was the precursor to more sophisticated secondary
care. GPs were the filterers, signposters, supporters and enablers in a
system that was driven, not by them, but by the secondary sector. But
all health professionals, whether in the primary or secondary sector,
were educated and socialized in the biomedical tradition.

With its apparent ability to apply biomedical sciences to the diag-
nosis and cure of an ever-lengthening list of human conditions,
biomedicine captured the imaginations of the professions and
public alike for most of the twentieth century. In many respects, of
course, this was justified. Nevertheless, since the mid-1970s there
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Table 9.1 Models of health and illness

Biomedical Social

Definition of Narrow, negative, Broad, positive, ‘a state

health opposite of disease of complete physical,

social and mental well-being

and not merely the absence

of disease’

Determinants of Biological causes, Complex, interacting

health/causes of origins in germ theory, social, economic,

ill health analogy with body as environmental, 

machine, illness = personal as well as

where a part goes biological factors, 

wrong, emphasis on emphasis on pre-

causes of illness requisites for health

Approach to Curative, interventionist, Preventive, promoting/

health care clinical research, sustaining health, access 

hospital-based, to prerequisites, focus on

professionally led, population or groups,

hi-tech, magic bullet, holistic, inter-disciplinary,

focus on individual inter-agency, epidemiological

research, community-based



has been growing disquiet regarding both the limitations and the
dominance of the biomedical model which cast doubts on its long-
term sustainability (Blaxter 1990; Doyal 1981; Macdonald 1993;
Stacey 1988).

Cost also became a major focus of concern. Hospital care itself
was expensive and most of the increase in demand for health care,
in the years after 1948, was centred on the hospitals. Moreover,
the cost was difficult to contain. However, there was more to it
than just cost. Cures were frequently partial and treatments had
side effects (Allsop 1995; Jones 1994; Wall and Owen 1999; Zola
1972). Some ‘modern’ diseases proved resistant to cure. For the
growing numbers of elderly people and those with chronic condi-
tions, disabilities or mental health problems, biomedicine had less
to offer. In this context, an increasingly vociferous case was made
for adopting the philosophy and principles associated with primary
care. (See, for example, Allsop 1986; Ashton and Seymour 1988;
Doyal 1981; Macdonald 1993; O’Keefe et al. 1992; Townsend and
Davidson 1988.) 

Were there to be a substantial shift of emphasis towards primary
care, it would, in some respects at least, be a step back to simpler,
more natural and less invasive forms of care which pre-date modern
techniques. But in the past, primary care existed in the absence of
these more sophisticated alternatives. Now it would have to take its
place in a complex health care system in which secondary care has
a well-established hegemony. It is the form that modern primary
care takes and the mutual adjustment required between primary
care and the wider system, which are of interest.

A declaration of reassessment
One of the major challenges to the continued ascendancy of the
secondary sector came from an international conference of the
WHO held at Alma Ata in 1977. The conference declared, among
other things, that health is a fundamental human right and should
be defined in a broad way as a state of complete physical, mental
and social well-being and not merely (as in the biomedical model)
as the absence of disease or infirmity. Governments have a respon-
sibility for the health of their people and they should aim to achieve
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a level of health for all that permits them to lead economically and
socially productive lives. In pursuing this objective, governments
were encouraged to emphasize primary care, address inequalities
and ensure that people participate in the planning and implement-
ing of their own health care (WHO 1978).

In response to criticism that the Declaration was broad and ide-
alistic and geared towards the perspectives of developing countries,
the global strategy was reformulated into a European Regional
Strategy incorporating thirty-eight specific targets for Europe
(WHO 1985), one of which made a powerful case for applying the
values and principles associated with primary care more broadly.
‘By 1990 states should have developed health care systems based on
primary care’ (WHO 1985: Target twenty-six).

The European strategy received a national focus in Britain with
the Health of the Nation (Department of Health 1991a) and the
Healthy Cities movement (Ranade 1997). At the same time, the
Women’s Health Movement (see Chapter 7), although not taking
root to the same extent as it did in America, did endorse the need
for a change of focus (O’Keefe et al. 1992).

A similarly radical concept of primary care was suggested in
1986 in The Report of the Review of Community Nursing, chaired
by Cumberlege (DHSS 1986b). Cumberlege argued that community
nurses, reorganized as integrated nursing teams on the basis of
small neighbourhoods, should have a higher profile within primary
care. She sought a more equal relationship between nurses and GPs
and written agreements regarding the objectives of the primary
care team and the roles of team members. Although the govern-
ment was not prepared to accept the Report, ‘a relatively large
number of health authorities responded positively to the concept of
neighbourhood nursing’ (Ottewill and Wall 1990, p. 433) and by
1988 one-third had developed a Cumberlege-style community nurs-
ing service.

In their different ways WHO, the Women’s Health Movement
and Cumberlege were offering an ambitious definition of primary
care and may be said to have paved the way for a fundamental
reassessment of modern health care, which, in many respects and
by comparison with other countries, Britain was well placed to
undertake. The reasons for this are first, there was, in Britain, a

132 The future – new possibilities



well-established and popular NHS in which family practitioner
and community health services had a pivotal role. And second,
despite difficulties, teamwork had developed in the community
and there was fairly wide agreement that the goals associated with
a primary care approach should be pursued (Barker 1996).
Moreover, the continued urgency of containing costs meant that
efforts to restrict the use of hospital services were unlikely to lose
momentum.

However, while the effect of the WHO initiatives, the Women’s
Health Movement and the Cumberlege recommendations
was to allow the creation of a culture and a context within which
a re-definition of health and health care could take place, their
agenda may have been too radical. They were not simply seeking
to shift the balance of activity more towards the primary sector,
but were challenging the idea of primary care as GP-centred and
biomedically driven. This was to fly in the face of established
working patterns and power relationships, and it raised the ques-
tion of whether governments would accept such a radical agenda
or would take a more cautious and incremental approach to
change.

The evolution of primary care in Britain
Throughout the 1980s, primary care was high on the Conservative
Government’s agenda. Petchey talks of a ‘decade when what
started as policy flirtation with primary care . . . matured into
determined pursuit’ (1996, p. 158). The appeal, however, was less its
radical potential and more that it appeared to offer a cheaper alter-
native to hospital services; greater potential for charging; and
considerable scope for involving private enterprise.

Initial moves were piecemeal:

● the opticians’ monopoly on the supply of spectacles was
removed (1984)

● the pharmacists’ contract was re-negotiated (1985)
● selected list prescribing was imposed on GPs through the use of

financial penalties
● prescription charges were raised year on year 
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● Family Practitioner Committees were made directly account-
able to central government with new responsibilities to plan
and develop primary care services.

A more systematic approach was heralded in 1986 with the publi-
cation of a Green Paper, Primary Care: An Agenda for Discussion
(DHSS 1986a) which was followed in 1987 with the White Paper,
Promoting Better Health: The Government’s Programme for
Improving Primary Health Care (DHSS 1987). Although in the
introduction to the Green Paper primary care was defined as ‘all
those services provided outside hospitals’ (DHSS 1986a, p. 1), it
dealt in the main with family practitioner services. This could be
partly justified in that the Cumberlege Report, covering commu-
nity nursing, was published on the same day. However, it probably
also reflected the continuation of the fragmentation referred to
below and signalled the government’s intention to secure ‘a sig-
nificant expansion of the role of family practitioners at the
expense of community health services staff ’ (Ottewill and Wall
1990, p. 417). Two years later, Working for Patients (Department
of Health 1989a) contained almost no reference to community
services, which appeared to portend even greater neglect of this
sector in the reformed NHS. Indeed, after the establishment of
fundholding, the number of practice nurses doubled (at the
expense of community nurses), confirming the demise of the
Cumberlege option.

The proposals made in the Green Paper generated such contro-
versy that only a watered-down version was put into practice. GPs
were offered financial rewards for:

● being available for patients for longer hours
● reaching health promotion targets
● undertaking minor surgery
● carrying out health checks on the elderly and children
● producing more information for the public
● working in deprived areas
● participating in postgraduate training.

At the same time eligibility for the basic practice allowance was
made more stringent. More private sector funding for surgery
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premises was encouraged. Charges for eye tests and dental check-
ups were introduced and cash limits were imposed on the funding
of GP practice staff, building and improvements to premises.

Thus were marked out a clear set of principles that were to guide
policy-making for the next ten years:

● Cost containment was to be a prime consideration.
● Primary care was to be GP-centred.
● GPs’ behaviour was to be controlled by the use of economic

incentives and tighter management.
● More private finance would be injected into primary care.
● Patients were to be viewed as customers rather than citizens.

As these measures took hold, there was concern that access to pri-
mary care would be adversely affected. The combined effects of
targets and budgets meant that the most needy patients were the
least welcome, thereby exacerbating the problems faced by many of
the most vulnerable members of society. The extension of charging
also raised questions about access (Baggott 1998).

The use of financial incentives to secure a shift in GP behaviour
proved to be neither universally popular nor unequivocally effec-
tive. Incentives can undermine clinical judgement, impose extra
work and are sometimes perverse. For example, payments for
health checks may have encouraged GPs to spend a disproportion-
ate amount of time with the ‘worried well’, sometimes referred to as
the inverse care law, where the well get more care than the sick.
With respect to payment for achieving certain levels of childhood
immunization and cervical screening, if GPs could not realistically
expect to reach the target, they may as well not try to improve the
rate at all, and, for GPs working in deprived or rural areas this
was likely to be the case. Moreover, spending on primary care
remained difficult to control and rose during the 1980s by more
than 3 per cent per year in real terms (Baggott 1998).

Nevertheless, by the early 1990s, the term ‘primary care led’ had
crept into the vocabulary (NHSE 1994, 1996) signalling the evolu-
tion of Conservative Government thinking during the decade.
Fundholding and the internal market were now in place and the
Conservatives appeared optimistic about possible further develop-
ments. The creation of self-governing hospital and community
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Trusts and experimentation with locality commissioning provided
the structural framework for a primary care-led NHS. Purchasing
decisions had to be based on a systematic assessment of needs and
the logic of this process, in the context of growing understanding of
changing demographic and epidemiological patterns and their
impact on health care, was likely to lead to a higher profile for low
tech community-based services.

However, the internal market was by no means unambiguously
helpful in terms of securing a shift towards a primary care approach.
Teamwork became the victim both of competition between the
providers of health care and of the contract culture. The idea of a
social contract between the government and its citizens, so funda-
mental to the Alma Ata Declaration, was eclipsed by the
pseudo-legal ‘contracts’ between providers and users characteristic of
consumerism. Various charters for patients (Department of Health
1991b; see Chapter 5), refined complaints procedures, and the prac-
tice leaflets that GPs were obliged to issue symbolized this shift. In
short, although primary care was promoted, it continued to be pred-
icated on a narrow, biomedical conception of health and illness.

By the mid-1990s, however, there was something of a modifica-
tion of the mood. In 1995 the government launched a debate on the
future of primary care, and the report that followed paid more
than lip service to a wider understanding of health and health care.
It referred to continuous and comprehensive care, properly and
professionally co-ordinated in relation to secondary care needs and
the needs of local communities, and talked of such ‘“touchstones”
as fairness, accessibility, and responsiveness’ (NHSE 1996) – all of
which owed more to Alma Ata than to earlier Conservative policies.

October 1996 saw the publication of another White Paper propos-
ing pilots on local purchasing; permitting professionals other than
doctors to be partners in GP practices; and allowing Trusts to
employ salaried GPs (Department of Health 1996a). In 1997, a
Primary Care Act allowed pilots of new approaches to GP and
dental services, including Personal Medical Services (PMS) con-
tracts to supplement the General Medical Services (GMS) contracts
under which all GPs worked. PMS opened up the possibility of GP
practices tailoring the services they offered more proactively to the
needs of the local populations (Department of Health 1997a).
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The Labour Government, which came into office in May 1997,
was able to capitalize on these developments, and what emerged in
its White Paper (Department of Health 1997b) was a modification
of the internal market rather than abolition. Even more emphasis
was to be placed on the primary care sector as the driving force
behind the new NHS. Primary Care Groups (PCGs), led by GPs,
were to take over from HAs the commissioning of all but specialist
health care services and, ultimately, the provision of all community
health services. HAs were given explicit responsibility for the health
of the community, and to this end were required to establish Health
Improvement Programmes. The aims were to continue to attempt
to contain health care costs while, at the same time, through a pri-
mary care-led NHS, revitalize values of equality, accessibility and
democracy – values resonant both of the Labour Party’s own ide-
ological past and that of the NHS.

A primary care-led NHS?
By the 1990s then, arguably, there was an emergent vision of what
primary care led meant. Atun, for example, suggested that: ‘A
Primary Care Led NHS is about developing a health system which
has a patient and a community focus as opposed to the historic
focus on professionals, structures and services’ (Atun 1996, p. 8).

Some twenty years after its original Declaration, the WHO re-
affirmed its belief in a primary care-led approach:

The value of the primary care approach lies in its recognising
that health is a central part of human development and not
simply the technical process by which health professionals
deliver medical care. It is a social and political process that
involves people, enabling them to take more control over their
own health. It also acknowledges that the health of individu-
als and communities depends on healthy environments . . .
[It requires] a radical reorientation towards the development
of health systems whose goal is the improvement of the
health and well-being of entire populations. . . . New health
services must be proactive and holistic.

(BMJ 1997)
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Thus, a primary care-led health care system may be said to be one:

● which is based on a broad definition of health and understand-
ing of illness

● which seeks to emphasize health promotion and illness
prevention

● in which needs assessment, priority-setting, service design and
delivery, and monitoring, are either done within or driven by the
primary sector.

From the 1980s, successive governments have implemented poli-
cies for health care that have afforded primary care services a
high priority and, in so doing, may be said to have capitalized
on the strong family doctor traditions of the NHS. Moreover, it
is right to place GPs at the heart of the health care system, given
their proximity to patients. Further, the thinking behind the
policies has evolved, so that the primary care-led concept itself
is now clearer while legislation has been enacted and measures
put in place to assist its realization. These may be said to be
positive signs of a move in the direction of a primary care-led
NHS.

However, it might be too optimistic to expect such a transition to
be problem-free. There are complex reasons why change has not
been faster and more fundamental and why reform may yet falter.
These are to do with:

● differing definitions of primary care
● difficulties surrounding teamwork
● professional issues
● structural matters 
● resources.

Differing definitions of primary care
Certainly up to 1997, those committed to the radical concept of
primary care, envisaged by the authors of the Alma Ata
Declaration, had reason to feel despondent, since it was a narrow
definition of primary care that underpinned government policy.
Petchey questioned ‘the extent to which UK primary care policy
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genuinely embodies the principles underlying the model of PHC
advocated by the WHO’ (1996, p. 167) and argued that:

Attempts to develop PHC in . . . the UK have been hindered
by identification of primary health care with primary medical
care, and the equation of care with services . . . or even as
care delivered by GPs. This has diverted attention from health
promotion to disease prevention and treatment, ignored com-
munity participation in health, and substituted a narrow,
biomedical model of illness and its causation for a broader,
multisectoral approach to health.

(ibid., pp. 167–8)

Furthermore, primary care was still seen chiefly as a cost-cutting
exercise through which the demand for secondary services would be
controlled and so the overall costs of health care contained. Not
surprisingly in this context, the commitment of professionals nec-
essary to expedite a genuine change of emphasis was unlikely.
While there is now some evidence that cost-cutting has become a
lower priority and that health and health care are being defined
more broadly with the implications for a broader and more flexible
health care system coming to be recognized (that is, a move towards
the right-hand side of the model shown in Table 9.1), such a culture
change will be long in taking root.

Difficulties surrounding teamwork
Central to both the idea and delivery of a primary care-led system
is teamwork. The primary health care team has its roots in the
growth of general practice as a profession in the nineteenth century
and the employment of nurses by GPs for which, after 1965, they
received financial incentives. In some cases this developed into
‘attachment’ schemes where the traditional master/handmaiden
relationship between the doctor and nurse began to give way to
one based on a greater degree of equality as community nurses
became more professionally confident and secure. Other health
care professionals were gradually included in the team, reflecting
the growing complexity of medicine and the arguments in favour of
a holistic approach. But these developments were reversed in the
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1980s with fundholding and the idea of general practices as small
businesses employing nursing and other ancillary staff.
Notwithstanding the introduction of PCG/Ts and PMS, there are
still obstacles in the path of genuinely collaborative teamwork
between health care professionals.

Professional issues
Contributing to the slow growth of teamwork have been profes-
sional jealousies (Ministry of Health 1959; Hudson 1989; Medical
Services Review Committee 1962). The professional culture, in
stressing expertise and autonomy, is antithetical to teamwork.
Effective teamwork rests on the willingness of each member to rec-
ognize and value the expertise of other professionals and to
sacrifice a degree of autonomy in the interests of working
collaboratively.

GPs, in particular, have been reluctant to do this. They are the
descendants of the old apothecaries who traditionally lived above
the shop from which they plied their trade. Notwithstanding
changes which have brought multi-partner practices working from
purpose-built surgeries and health centres, sometimes employing
phalanxes of receptionists, nursing staff, practice managers and
others, the tradition of independence, autonomy and dominance
has continued to inform the approach of the modern GP. Their
reluctance to collaborate, particularly beyond the partnership, their
poor communications with other groups and general isolation, led
Klein to describe general practice as ‘an autonomous enclave’
(1995, p. 163).

Thus, the GPs’ interpretation of teamwork was often out of
kilter with the views of other professionals. They certainly assumed
they were to be the leaders despite having few of the necessary
skills and attributes. In many practices, the reality was of the GPs
being in charge, while the other employees were there to help the
GP and this tradition was carried forward into PCGs.

Education for general practice was geared towards hospital,
curative services; it was not until 1980 that special training was
made a compulsory part of the medical syllabus. Thus, GPs have
operated consistently within the context of the biomedical
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approach, taking an individualized view of their patients, only
concerned with them when they became sick. In short, GPs were ill
prepared for a community-wide perspective and collective stance
which are central elements in a primary care-led NHS and this sit-
uation did nothing to enhance the principle or practice of primary
care.

Measures undertaken in the 1980s and 1990s made matters
worse. Rather than seeking to resolve problems associated with
professional divisions and rivalry within the primary care team
and to establish consensus or unity of purpose, government nego-
tiated separately with the primary care professions and managed
to anger them all. Nurses were dismayed by the government’s very
clear intentions throughout to support a GP-centred approach;
with nurses returning to their handmaiden role rather than being
viewed as professionals in their own right. Doctors and dentists
were unhappy about the new contracts. Later, the assumption
that GPs would take the lead role in the emerging PCGs further
fuelled resentment on the part of other community health
professionals.

So there is a continuing risk that primary care will be dominated
by GP-centred biomedicine and that it will remain essentially med-
ical care rather than health care.

Structural matters
Related to teamwork is the structure of the NHS within which pri-
mary care was to be delivered. For various historical and political
reasons (see Chapters 1 and 2), not only were primary and sec-
ondary care divided, but also responsibility was split within the
primary sector. On the one hand, there were family practitioners, all
of whom were under contract to the government. On the other
hand, there were community health services (nurses and profes-
sions allied to medicine such as chiropodists and physiotherapists,
usually employed by Trusts). Moreover, responsibility for closely
related community care services lay with the local authorities.
Private health services and voluntary organizations also made a
contribution. This fragmentation, together with the independent
contractor status of the family practitioners meant that it was
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difficult to secure either effective collaboration or the holistic
approach necessary to underpin a primary care-led system.

Symptomatic of this fragmentation has been the heavily demar-
cated boundaries between the levels of health care and the
difficulties associated with moving between them. Traditionally,
decisions about whether or not to cross the boundary between self-
care and primary care have been taken by service users rather than
professional providers. Primary care services are, thus, reactive and
the professionals involved have little control over the nature and
extent of demand for them. Nevertheless, there are important
exceptions to this, such as dental check-ups, eye tests, screening
services, health promotion campaigns, school medicals, home visits
by health visitors and vaccination and immunization programmes
for children. And so a proactive role for primary care professionals
has become more common, and one to which they have become
more accustomed, in recent years.

The boundary between primary and secondary care is patrolled
by the GP who acts as the gatekeeper, controlling access to expen-
sive secondary care through the process of referral. Although a
long-standing practice and one which is found in many other devel-
oped health care systems, there are doubts about its efficacy in
terms both of the appropriateness of referrals and consistency
between GPs (Health Departments 1989; Office of Health
Economics 1990; Petchey 1996).

In view of the relative cost of primary and secondary care, the
financial implications of inappropriate referral are considerable
and the government has taken the matter very seriously. Under the
terms of their contract, GPs were required to provide HAs with
information about their referrals and, through the creation of
PCG/Ts, have been obliged to become more self-critical with
respect to their referral decisions. Referral guidelines have been
introduced and, in the longer term, it is probable that professionals
other than GPs will be involved (NHS Executive 1996).

A number of problems are associated with the movement of
patients back from hospital to the community. Timely and accurate
information about patients leaving hospital is not always communi-
cated to the appropriate agencies and professionals. Consequently,
clinical functions such as physiotherapy do not necessarily continue
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uninterrupted when the patient re-enters the community (Victor
1991, p. 119). Ideally, there would be a seamless web of care (Royal
Commission on the National Health Service 1979, p. 53). But all
too often reality falls short of the ideal.

In addition to the structure of the NHS itself, there is today a
growing acceptance that there is no need for it to exist and operate
in isolation from the private health care sector, and the Concordat
signifies steps towards the breaking down of the wall that previ-
ously existed between them. Similarly, PCG/Ts include a built-in
local authority contribution, while the Care Trusts announced in
2001 are intended to go beyond collaboration into the territory of
integrated provision by local authorities and local PCTs.

In sum, it remains to be seen whether recent initiatives can over-
come the long-standing and deeply embedded structural obstacles
standing in the way of a primary care-led NHS.

Resources
Finally, in addition to structural problems, there are resource issues.
Cost containment, although not such a priority under Labour as it
was under Conservative Governments, is likely to remain a goal.
Yet, if a primary care-led NHS is to be effective there must be a
willingness to invest adequate resources.

Between 1979 and 1991 expenditure on primary care increased in
absolute and relative terms to its present level of about one-third of
NHS current expenditure. This is hardly surprising given increases
in the cost of services and the enhanced role that the sector was
being called upon to play. Nevertheless, it was disappointing to
governments eager to control spiralling health care costs and who
saw primary care as a cheaper option. But the lesson surely is that
a more cost-effective NHS is one within which more generous sup-
port for primary care produces more cost-containment in other
parts of the system.

A primary care-led NHS, if it is realized to its maximum potential,
will amount to a fundamental re-ordering of the NHS away from a
system based upon biomedicine and towards a more inclusive and
holistic understanding of what is meant by health. But there are
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problems with the term primary care and these are exacerbated
when we add the word ‘led’. And it is an important word, since it
means not simply that there shall be primary care – we have had
that since before the NHS – but that the Service shall be driven by
the primary care sector.

It remains to be seen whether the changes set in train since 1990
are sufficient to achieve a genuine shift of direction for the NHS
and, if so, whether this proves a sound way of addressing the chal-
lenges of health care in the twenty-first century.

Key points
● A distinction can be made between different levels of health

care, namely, self-care, primary, secondary and tertiary.
● In Britain, as in most western nations, the secondary and ter-

tiary sectors have dominated the health care system in terms of
both resources and power.

● Since the late 1970s there has been a groundswell of opinion in
favour of shifting the balance towards the primary sector and
applying the principles of a primary care approach more gen-
erally within the health care system.

● A review of the evolution of primary care in Britain revealed
that GPs have always played a key role in the NHS but profes-
sional divisions, organizational fragmentation and resource
problems restricted the development of a true primary care-
centred system, thus, policies of successive governments from
the late 1970s have been equivocal.

● Primary care can be defined narrowly as centring on the GP
and adopting a traditionally biomedical approach, or more
broadly incorporating other professionals and taking a more
proactive stance in relation to the local population.
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Guide to further reading

For a comprehensive approach to primary care, N. Boaden’s
(1997) Primary Care: Making Connections, Buckingham: Open
University Press, is a good starting point. There is a good dis-
cussion of the history of primary care, current organization
and management, the fragmented nature of professions and
the politics of primary care. Recommendations are made
about new forms of organization and the development of the
professions involved. 

G. Meads (1996) A Primary Care-Led NHS, London:
Financial Times Healthcare, is a manual for managers respon-
sible for delivering a primary care-led NHS. It aims to provide
a step-by-step, practical guide to every aspect of primary care
management from the meaning of policy to monitoring its
implementation.

For another ‘practical’ book but of a different order, see T.
Rathwell et al. (1995) Tipping the Balance Towards Primary
Health Care, Hampshire: Avebury, which describes a project of
the same title. There are three sub-themes: managing decen-
tralization; indicators for resource allocation and monitoring;
and community participation and skills development. These
themes are illustrated by detailed case studies of primary care
projects in various countries. 

Chapter 9 of R. Baggott’s (1998) Health and Health Care in
Britain, Basingstoke: St. Martin’s Press, is worth reading for its
succinct but comprehensive coverage of many of the main
issues.

G. Moon and N. North (2000) Policy and Place: General
Medical Practice in the UK, Basingstoke: Macmillan, exam-
ines general practice within a health policy context. It explores
the impact of recent reforms and their implications for general
practice in the future. 



Chapter 10

Promoting health and

preventing illness

OUTLINE
Linked to the higher profile for primary care is the concern to be
more proactive in health promotion and illness prevention. Health
promotion may take the form of individualist or collectivist
strategies, and illness prevention can be at primary, secondary or
tertiary level. Government policy has been consistently con-
cerned to support health promotion and illness prevention but
has been equivocal about which approach to adopt. This ambi-
guity can be better understood by exploring the issues
surrounding this area of health care: logistical problems, socio-
political factors and moral questions.

Introduction
A primary care approach puts its main emphasis on promoting
health and preventing illness, which is self-evidently preferable to
curing disease. For the individual, staying healthy is better than
falling ill and for society as a whole, spending money on preventing
disease is a more constructive use of resources than spending it on
curing sick people. However, the soundness of the argument has
not been matched by progress in either shifting health care
resources towards preventive strategies or effectively reducing pre-
ventable disease.

Health promotion
Health promotion includes all action designed to improve the
health status of individuals and communities. Though including
curative interventions, it differs from the traditional curative
approach in a number of important ways:



● Measures are directed at the whole population or groups within
it, such as ethnic minorities or school children, rather than at
individuals.

● It is as much concerned with the subjective aspects of health
(feeling well) as with objective clinical abnormalities (being
ill).

● Its goal is to enhance the ability of the individual to participate
in social and economic life rather than simply to restore physi-
cal functioning.

● Given this broad goal and the wide range of environmental fac-
tors now known to affect health, those concerned with health
promotion are drawn away from the clinical arena and even
from the traditional health care system. Care is more likely to
take place in community settings such as the home, school and
leisure centre; to involve a wide range of agencies such as aca-
demic institutions, voluntary organizations and local
authorities, as well as mainstream health care agencies; and to
rely on the contributions of a wide range of experts.

Individualist and collectivist strategies
Two distinct strands are discernible within health promotion. First,
there are initiatives based on the assumption that people can con-
trol their own lives and are responsible for their own health. Once
termed health education and designed to inform and persuade
rather than compel, these are now more commonly referred to as
lifestyle campaigns and aim to encourage healthy behaviour (e.g.
low fat diets, safe sex) and discourage unhealthy behaviour (e.g.
warning of the dangers of smoking).

Second, there are collectivist strategies, based on the recogni-
tion that individuals often have limited control over their lives
and that much of the responsibility for health lies with the gov-
ernment. These are usually based in law and seek to remove or
restrict individual choice in the interests of promoting health.
They include:

● building regulations
● environmental and occupational measures, e.g. pollution controls
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● rules governing nutrition and the preparation of food, e.g.
school meals, meat inspection, hygiene in marketing, control of
additives and contaminants, pasteurization.

A recent variant of this approach is that which seeks to make the
healthy choice the easy one. This is sometimes referred to as
‘healthy public policy’, examples of which are pricing policies in the
fields of food, leisure, housing and transport and taxation policies
with respect to alcohol and tobacco.

Beattie offers a method of classifying the different approaches, in
which he posits two continua: first, the mode of intervention, rang-
ing from authoritative to negotiated and second, the focus of
intervention going from individual to collectivist (see Figure 10.1).
In this way, various forms of intervention can be classified.

Taking smoking as an example, strategies in Cell 1 are those based
on TV and poster campaigns and warnings on cigarette packets.
Cell 2 is one-to-one contact between professional and patient, in
which the latter seeks and the former provides help and support in
giving up smoking. Cell 3 includes laws relating to advertising
tobacco products, smoking in public places and smoking policies in
organizations. Cell 4, the ‘new public health’ approach, is founded
on the belief that a community, be it a school, workplace or city,
might identify issues associated with smoking and plan its own
programme for tackling them. WHO’s Healthy Cities initiative is a
prime example (1985).
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Source: Based on Beattie in Gabe et al. (1991)

Figure 10.1 Approaches to health promotion



Illness prevention
Although there is considerable overlap between health promotion
and illness prevention, the latter is more specific and clinicians have
a larger and more clearly defined role. It can take place at three
levels: primary, secondary and tertiary.

Primary prevention
Primary prevention is the eradication of the disease agent, resulting
in fewer new cases occurring. As with health promotion, some of
these measures may be directed at the population at large and are
sometimes a statutory requirement. Measures to prevent accidents
such as the obligation to wear seat belts and crash helmets; laws
relating to drinking and driving; child-proof caps on medicines;
and motorway crash barriers are examples of primary prevention;
as are vaccination and immunization programmes.

Secondary prevention
Secondary prevention involves early, pre-symptomatic diagnosis of
a disease, and the subsequent modification of its natural history. It
reduces the number of people suffering from it at a specified time.
Specific disease screening (e.g. for breast or cervical cancer; tuber-
culosis and Down’s Syndrome) comes into this category, as do
routine surveillance procedures such as:

● antenatal care
● monitoring pre-school and school-age children
● medical examinations on entry to employment and for those in

selected occupations, e.g. pilots, train/crane drivers.

Some of these measures have fallen victim to financial constraints
within the NHS (Bennett 1997) but there appears to be a growing
market for personal health checks in the commercial sector.
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Tertiary prevention
The third level of prevention seeks to minimize the effects of an ill-
ness or disability. The objective is to return the individual to as full
a state of health and fitness as possible. Examples include care for
the elderly, the chronically sick, people with disabilities and those
suffering from AIDS. It means allocating resources to unglamorous
parts of the health and social care system and for research in areas
which traditionally have not commanded a large share of the
research budget.

Government policy
Although its initial remit was to ‘secure improvement in the physi-
cal and mental health of the people of England and Wales and the
prevention, diagnosis and treatment of illness’ (Ministry of Health
1946, pp. 9–10), the NHS’s subsequent emphasis on cure rather
than prevention led to the charge that it was, in fact, a National
Sickness Service (see Chapter 5). By the 1970s, however, the draw-
backs of the curative approach were apparent.

● For many conditions, particularly those that are major causes of
contemporary morbidity and mortality, such as cancer, cures
remained elusive.

● Treatment is often very expensive.
● Many cures were partial and carried risks which Illich (1975)

termed ‘iatrogenesis’ (e.g. addiction to, and the side effects of,
prescription drugs).

● The curative approach has made only a limited contribution to
improving the health of the population. This has been reflected
in part in the ever-growing demand for health services.

● Likewise, it has had a limited impact on the endemic inequali-
ties in health status associated with class, gender and race (see
Chapter 7).

In 1976, the government signalled its intention to shift the locus of
power within the NHS when it declared that its aim was to encour-
age HAs to place more emphasis on preventative activities when
planning services and resource allocation (DHSS 1976). Three
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years later, the Royal Commission expressed its ‘regret that more
emphasis has not been placed in the past on the preventive role of
the NHS. This must change if there is to be substantial improve-
ment in health in the future’ (Royal Commission on the National
Health Service 1979, p. 41).

The climate remained the same during the 1980s. In 1981, the
government declared the need for every HA to develop a local
strategy of health promotion and illness prevention (DHSS 1981),
and in 1987 reaffirmed the need to shift the emphasis from treat-
ment to the promotion of health and the prevention of disease
(DHSS 1987). Acheson believed that one of the problems facing the
NHS had been that prevention of illness and promotion of healthy
lifestyles had been implicit rather than explicit objectives and that
responsibility for these had been ill-defined (Acheson 1988). The
Public Health Alliance asserted that one of the principles of the
‘new’ public health movement is that the protection of the public
and the prevention of illness should be given priority over costly
individual intervention (Public Health Alliance 1988). By the 1990s,
the international initiatives, discussed in Chapter 9, had given the
arguments added urgency and the government was moved to talk in
terms of a key policy objective being ‘the need . . . to focus as much
on the promotion of good health and the prevention of disease as
on the treatment, care and rehabilitation of those who fall ill’
(Department of Health 1991a, p. vii). Indeed, the aim of Healthy
Sheffield (part of the Healthy Cities project) is to reduce the ‘inci-
dence of preventable physical and mental illnesses and disabilities’
and to promote ‘positive physical and mental well-being’ (Healthy
Sheffield 1985, p. 4).

Progress, however, has been slow. In 1999 the Labour
Government published its White Paper Saving Lives: Our Healthier
Nation, which stressed the need for a more coherent and concerted
approach to reducing avoidable illness (Baggott 2000), and from
1999 HAs and PCG/Ts began to collaborate in the production of
HImPs for their local populations. Britain still compares
unfavourably with many developed countries for rates of death
from coronary heart disease, infant mortality, and alcohol
consumption.
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Issues
The issues at the heart of health promotion and illness prevention
fall under three headings: administrative or logistical problems,
socio-political factors and moral or ethical questions.

Administrative problems
The distinction between health promotion and illness prevention,
and the different approaches to each, are reflected in uncertainty as
to which approach is likely to be most effective in any particular cir-
cumstances. For example, should women be exhorted to examine
their own breasts, should GPs be encouraged to hold regular well-
woman clinics, or should there be a national breast screening
programme? Whichever strategy is adopted (and in practice a mix-
ture will usually be apparent), a large number of agencies and
professional groups will need to be involved, making collaboration
and teamwork more urgent than ever. This is an area in which the
NHS has traditionally performed badly (O’Keefe et al. 1992;
Ottewill and Wall 1990).

Predictably, one of the central administrative issues is the ever-
urgent requirement to consider the effective and efficient use of
resources. However, the assessment of the relative costs and bene-
fits is not straightforward. In addition to the considerable outlay
required in terms of financial resources and professional time and
expertise to mount and maintain campaigns, there are a number of
hidden costs, which are not always counted, nor, indeed, are they
easy to count. Examples of these are:

● the opportunity costs for the NHS
● anxiety for the patient
● potential additional demands if the preventive strategies bring

to light undetected need
● where programmes rest on compulsion, the costs associated

with enforcement and legitimate exemptions.

There may be few benefits in the short term. Money has to be spent
without immediate pay-off and, for the NHS, like most organiza-
tions, scarcity of resources has meant a continuing preoccupation
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with short-term issues rather than investing for the long term. Even
in the long term there may be no financial benefits for the NHS.
Preventing one particular disease now does not guarantee health but
leaves the individual exposed to the ‘next hazard’. Indeed, past suc-
cesses in prolonging life have contributed to the growing numbers of
elderly people now making heavy demands on health care resources.

There is a more subtle resource issue here as well. Some of the
costs and benefits accrue to the individual and some to society at
large. The benefits to an individual being screened for HIV may be
very small and the costs very high, but the potential benefit to soci-
ety at large is enormous in terms of both preventing its spread and
collecting vital epidemiological data.

Vaccination and immunization provide another good example
of the tension between individual and public benefit. A compre-
hensive vaccination programme is of unequivocal value to the
community at large. For any one individual, however, while there
is also benefit in terms of reduced susceptibility to disease, there
is also a risk (albeit very small). In truth, therefore, the best situ-
ation from the individual’s point of view is for everyone else to be
vaccinated.

Campaigns to reduce smoking and drinking provide examples of
a clear benefit to the individual in terms of improved health and life
expectancy, but society at large also gains from reduced passive
smoking and fewer accidents resulting from drinking and driving.
The cost-benefit equation is complex.

Secondary prevention also generates administrative and logistical
problems. First, decisions have to be made regarding whom to
screen. Concentrating on a small number may be very effective for
them, but has little effect on the health status of the population at
large. Indicators can be used but their effectiveness depends on
their reliability. For example, age is used as an indicator for breast
cancer screening, as the risk of breast cancer is associated with age.
However, two-thirds of victims fall outside the age limits for the
statutory screening programme (50–64 years). Lowering the age
limit has resource implications and is not necessarily the answer as
the test is less reliable with younger women.

Second, mechanisms have to be set in place to identify and reach
the target population and to monitor the effects of the intervention.
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Many people do not respond to invitations for screening and much
time and effort has been devoted to ascertaining their reasons and
deciding what should and can be done about them.

Third, screening is not a ‘one-off’, it has to be undertaken regularly.
The fact that a woman does not have cervical cancer this year does
not mean she will not have it next year. Again, the long-term com-
mitment to a screening programme has resource implications for HAs.

Finally, the collection and use of the information necessary for
screening are costly.

Because of these problems, the Department of Health has drawn
up protocols to guide those who have to decide whether or not to
go ahead with a screening programme. These suggest that a number
of factors should be taken into consideration:

● whether it is an important health problem in the sense of caus-
ing premature death, loss of productivity, or presenting an
unfavourable comparison with other countries 

● the extent of knowledge about the cause and natural history of
the disease

● the availability of effective and acceptable treatment (HIV
screening fails on the former count, and foetal screening often
on the latter, since the only ‘treatment’ available is abortion
which is unacceptable to many women)

● the ability and willingness to make resources available for
treatment 

● the validity and accuracy of screening tests (cervical screening
has faltered on this count, as the test has a false negative of up
to 20 per cent and the test requires great professional skill and
judgement to interpret)

● the cost-effectiveness of the procedure
● agreement on a policy for the management of borderline cases
● ensuring that it is a continuing process with re-testing at inter-

vals determined by the natural history of the disease.

Socio-political factors
A second set of issues impeding progress in promoting health and
preventing illness is to be found in the environment in which people
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live and decisions about health are made – both the immediate
NHS environment and the wider social context.

The NHS was created at a time when the biomedical approach
dominated. This coloured every aspect of the service. Medical and
other clinical professionals were trained and socialized into the
biomedical model and non-clinical professional hierarchies came to
reflect the kudos attached to curative care. Changing the culture
and emphasis of professions and services has not proved easy. The
power and prestige of the medical profession are vested in diagno-
sis and treatment.

A genuine shift of emphasis from cure to prevention requires a will-
ingness to allocate scarce resources to non-urgent and often
unglamorous areas. It also means recognizing that the contribution of
managers to the success of preventive programmes is equal to that of
clinicians; indeed, the boundary between the clinical and the manage-
rial role is unclear. Thus, a change in the relationship and the balance
of power between managers and clinicians is required (see Chapter 5).

Much health promotion, particularly that founded on a negoti-
ated mode of intervention (see Figure 10.1), rests on the
assumption that people are both able and willing to change their
behaviour in the interests of promoting their health. This is to
ignore the wider context which, in practice, restricts the control
people have over housing, income and working conditions and
shapes the personal choices they make about lifestyle.

The poor are consigned to living and working in conditions likely
to damage their health and have incomes which restrict their ability
to purchase healthy lifestyles. Hilary Graham’s influential work on
families and health graphically depicts the reality of life for many
poor families in which health is but one consideration among many
others more immediately and directly concerned with survival. She
argues that policies based on the notion of individual choice will
frequently fail since

choice occurs within, and is contoured by, the routines of
everyday life. For many families, the limits of choice are
narrow and the routines, in consequence, are strict and
unbending . . . while change is possible, it involves more than
will-power. The conclusion to be drawn . . . is that health
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policies based around responsibility and choice must face the
material realities . . . [and demonstrate] an awareness of the
way in which the class structure . . . continue[s] to shape the
distribution of health resources and responsibilities.

(Graham 1984, p. 188)

Even among those with adequate material resources, behaviour
proves difficult to change (Gabe et al. 1991). The results of a
survey of middle-class families showed that parents and children
were in no doubt as to the ‘healthy’ options (and they were in a
position to afford them) but did not always take them (Brackett
1990). Part of the reason for this is that behaviour is guided by
attitudes, beliefs and values that are learned and internalized at an
early age, reinforced throughout life, and legitimized by the
broader socio-political context. The explanations offered by
respondents themselves in the above survey were that the ‘healthy’
options did not fit in with other pressures and commitments in
their lives and that their personal preferences directed them
towards a less healthy lifestyle. In the case of young people, the
need to feel part of the ‘in crowd’ or to express rebellion are pow-
erful motivators. Financial considerations, stress, boredom and
the fact that immediate gratification outweighs future benefits,
especially for those whose stake in the future may seem to them
very tenuous, all play their part in explaining the persistence of
health-damaging behaviour.

Underlying all these factors, however, are the powerful commer-
cial organizations with strong incentives to sell goods and services
which damage our health. Governments have been reluctant to cross
swords with them, as well, arguably, as to forgo the tax revenues
which their products generate. Moreover, there is a genuine tension
in a free enterprise economy between the rights of businesses such as
tobacco and fast food companies to advertise and sell their products,
and the desire of governments to promote health.

Moral questions
A central tenet of the Hippocratic Oath, which forms the basis of
the code of medical ethics, is to do the patient no harm. Yet any
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form of intervention must involve some harm, however small.
Because health promotion and illness prevention must involve
intervening in the lives of people who are well, it has to be justified
more consciously than curative care. Some commentators question
the professional’s right to intervene in the lives of the healthy,
arguing that it is often difficult to justify the infringement of liberty
and invasion of privacy involved (Fitzpatrick 2001; Zola 1972). A
more conventional view is that intervention is acceptable, on moral
grounds, if the incidence of disease and premature death can be
reduced without undue invasion. However, this is a treacherous
equation. What constitutes undue invasion?

The element of compulsion necessary for many of the pro-
grammes founded on an authoritative mode of intervention (see
Figure 10.1) is unacceptable to many. Indeed, health promotion
has been described as ‘a kind of militant wing of public health’
(Scriven and Orme 2001, p. 4). The protests against the compulsory
wearing of seat belts and crash helmets and the disquiet about flu-
oridation of water provide evidence of this.

Also, strategies that use persuasion and education tend to be less
effective with those at greatest risk and therefore exacerbate
inequalities in health. This raises a new set of moral questions.

Some programmes may be more subtle but no less intrusive. The
purpose of much intervention is to change people’s attitudes and
beliefs in order to modify their behaviour. It must, therefore,
transgress the moral requirement to respect the person. Moreover,
many of the programmes depend upon HAs holding a good deal
of personal information about individuals. This raises questions
about:

● confidentiality
● ownership and sharing
● whether information collected for one purpose can be used for

another
● the use of professional time to collect it.

In 1979, the Royal Commission commented on intrusion as follows:

To what lengths should society go, to force each one of us to
do things which are good for him [sic]? In a free society it is
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unlikely that we shall be compelled to take exercise or to eat
things which are good rather than bad for us except by social
pressure. But society can choose to fine those who do not
wear seat belts in cars, to fluoridate all drinking water . . .
and to tax cigarettes and alcohol punitively. Opponents of
such measures argue that they are an unwarrantable intrusion
on the freedom of the individual.

(Royal Commission on the 
National Health Service 1979, p. 43)

The climate has changed a good deal since 1979, and we have come
to accept a higher level of intrusion in our lives. However, the
underlying tensions and dilemmas remain much the same.

The decision to intervene in people’s lives in a particular manner
is informed by certain assumptions regarding responsibility for
health and health behaviour. On the whole, the curative approach is
morally neutral; few questions are asked about causative factors.
The clinician’s job is to do whatever is possible to treat the condi-
tion. With health promotion and illness prevention it is necessary to
make certain assumptions about responsibility and, in a sense, to
apportion blame.

There are two broad schools of thought: one blames the victim –
the individual who drinks or smokes too much and generally fails
to adhere to the exhortations of the health educators. The other
takes a more structural view, laying the blame on the economic
system for making a profit out of health-damaging goods and on
the government for failing to control commerce and allowing con-
ditions to continue in which people feel the need to drink or smoke
or lack the incentive to invest in their own health. The individual is
an easier target, but has less control over health matters than may
be assumed. Commercial enterprises have more control and many
believe should be held more responsible than they are, but they are
more difficult to hold to account.

What of the impact of prevention? This can be measured only in
the medium or long term and only at a societal level. For example,
it is impossible to prove that a particular individual would have
contracted whooping cough had they not been vaccinated, but it is
possible to demonstrate a link between the incidence of the disease
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and levels of vaccination in a population over a period of time.
Thus, many moral questions arising from preventive strategies
revolve around the tension between personal freedom and the col-
lective good. Should one person’s freedom to smoke in public be
curtailed in order to maintain a clean atmosphere? While this par-
ticular argument might go in favour of the non-smoking majority,
the principle might be less clear-cut with a different example:
should the freedom of one person to eat an unhealthy diet be given
precedence over the right of the tax payer to keep down the costs of
treatment of preventable illness?

Another set of moral questions arises from the adequacy and
accuracy of the knowledge about causation upon which strategies
are based. This not only affects the likelihood of success, but also
the legitimacy of the intervention (Le Fanu 1999). Preventing some-
thing from happening implies knowledge of what causes it, yet
despite the authoritative nature of much health promotion and ill-
ness prevention, the knowledge on which it is based is often
incomplete.

Many diseases, particularly those currently the object of preven-
tive strategies, appear to be the result of an interaction between a
multitude of factors. While a good deal is known about factors
associated with a particular disease (‘risk’ factors), it is not possible
to identify all the components which, when occurring in a particu-
lar configuration, inevitably lead to the development of the disease.
In other words, risk is not the same as cause. Thus, it is not possi-
ble to say that someone who smokes sixty cigarettes a day, has a
high fat diet and takes no exercise will have a heart attack. What
can be said is that 20 per cent of such people will spend time in a
coronary care unit, therefore, the risk for any one individual is 20
per cent. If information is presented to the public in this manner,
individuals may be prepared to take the risk rather than change
their lifestyle. They may choose to believe that they will be one of
the 80 per cent.

The other side of the coin is the danger of raising the expecta-
tions of those who do choose to adopt healthy lifestyles and who
may then expect to be guaranteed consistently good health and a
long life.

There is a further danger, that of focusing on those factors that
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are most easily controlled or suit one’s purposes better. For exam-
ple, an employer is likely to focus more on the ill effects of lifestyle
than stress at work. Similarly, the government is likely to emphasize
smoking rather than bad housing as a contributory factor in
bronchitis.

In summary, then, whether the incidence of disease and prema-
ture death can be reduced without undue invasion in people’s lives
remains an open question. Moreover, these moral issues, added to
the administrative and logistical difficulties and set in the wider
socio-political context, make health promotion and illness preven-
tion an exacting area.

The future
It is likely that efforts to shift the emphasis in health care towards
a more preventive approach will be maintained. Its benefits may
not be measurable in financial terms and may be difficult to mea-
sure in human terms. There will be awesome administrative costs,
logistical problems and ethical dilemmas. The difficult decisions
that will have to be taken should be made in the light of knowledge
of these issues and open debate about how to proceed, involving as
wide a variety of interests as possible.

Key points
● Health promotion and illness prevention are related to moves to

raise the profile of primary care. They embrace a number of dif-
ferent approaches and strategies.

● Since the 1970s governments have tried to shift resources away
from cure and towards prevention.

● Logistical and administrative problems, socio-political factors
and ethical questions make progress in health promotion and
illness prevention a complex area.
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Guide to further reading

S. Rodmell and A. Watt’s (1987) The Politics of Health
Education: Raising the Issues, London: Routledge and Kegan
Paul, was one of the first books to examine the political impli-
cations of health education and to reflect upon the politics
inherent in a subject previously thought to be apolitical. It is
still very relevant today.

J. Katz, A. Peberdy and J. Douglas’s (1997) Promoting
Health: Knowledge and Practice, London: Macmillan in asso-
ciation with the Open University, explores the meaning of
health promotion in the context of the social, economic and
cultural factors that affect health. The authors give a good
critical review of methods and tackle the thorny questions
surrounding the evidence base of health promotion.

J. Naidoo and J. Wills (1994) Health Promotion:
Foundations for Practice, London: Balliere Tindall, is con-
cerned to set the identification and evaluation of the health
promotion role in a broad critical and theoretical perspective
and has something to offer all students.

Also interesting is Michael Fitzpatrick’s (2001) The Tyranny
of Health, London: Routledge. The author, a GP, argues that
health promotion campaigns are a form of bullying and do
more harm than good.

A welcome addition to the literature in this field is R.
Baggott (2000) Public Health: Policy and Politics, Basingstoke:
Macmillan.



Chapter 11

The NHS – fit for the future?

Providing health care in a modern state
During the twentieth century, medicine and the State became allies.
Porter talks of ‘the socialization of medicine and the medicaliza-
tion of society’, so that medicine ‘imperceptibly obtained a place at
the table of power’ (1997, pp. 634–5; 638). It would be difficult to
exaggerate the impact of health care on the lives of the people
since 1948, or the part played by the NHS. However, we must rec-
ognize that the picture has blemishes. Does medicine sometimes
appear to offer, or do we sometimes appear to expect, too much –
as long a life as possible, preferably with minimum pain or incon-
venience? Have doctors become the high priests of modern society?

Britain at the start of the twenty-first century offers a good
standpoint from which to study the strengths and the weaknesses of
public health care. The experiment started in 1948 was grandiose –
to remove, so far as medical science permitted, as many obstacles as
possible to the enjoyment by all the citizens of a reasonably long
and healthy life. Results were to be achieved through a collabora-
tion between the clinical professions (who would provide the
knowledge and skills) and the State (which would provide the fund-
ing and the infrastructure). The experiment succeeded more than it
failed but the previous chapters of this book have drawn attention
to the main areas where it has left something still to be desired.

We have seen, for example, how the scientific biomedical
approach that has characterized the NHS, and which has been
responsible for much of its success, has, at the same time, produced
a system of health care that concentrates on cure more than on pre-
vention. Moreover, even the cures have not in practice been
universally available, since some groups in society have benefited
much less than others; the health care actually delivered by the



NHS has not matched the promises made in 1948. The public
health movement of the nineteenth century has lost ground to cures
based upon specific aetiologies, and if, at the present time it appears
to be making this up, it still has some way to go.

The delivery of health care has clearly been beset with problems,
whether they arose from the structure of the system, from the
absence of a coherent overall strategy, from difficulties in exerting
control or imposing direction, or from the entrenched position of
the clinical professions. Meanwhile, the cost of care has kept rising,
to the point where it has become of serious concern and raises the
question whether, as a society, we can continue to try to provide
health care that accords with the founding principles.

The story since 1948 is one of almost constant change. The NHS
has re-invented itself as new challenges emerged. An ageing popu-
lation, changing patterns of disease, technological development,
fluctuating economic fortunes, concern over public spending and
new political ideologies and agendas all have contributed to this
moving picture of health care. Although successive governments
committed themselves to the founding principles, the academic
world is less certain that these principles – universality, compre-
hensiveness and equity – can be preserved indefinitely (Klein 1995;
Powell 1997).

Responding to the challenge
There have been two main types of response to the challenge of
providing health care in a modern State. The first, ‘sector reform’,
involves a shift away from the public towards the voluntary and
commercial sectors, while attempting to make the public sector
operate more commercially. These are the processes of privatization
and marketization (see Chapters 3, 6 and 8). These processes have
been prompted largely by financial concerns regarding economy
and efficiency (see Chapter 4), and a political ideology that places
faith in market mechanisms while doubting the ability of public
sector organizations to operate at maximum efficiency. The most
recent manifestations of this attitude are to be found in the contin-
uation and extension of the PFI and the establishment of the
Concordat.
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The second type consists of efforts to reduce the dominance of
secondary care and promote a greater reliance on primary care (see
Chapter 9). This means challenging the centrality of the (expensive)
curative, hospital-based approach in favour of the (cheaper) com-
munity. This involves focusing more on health promotion and
illness prevention, founded on a social model of health care
informed by the principles of the Declaration of Alma Ata (1978),
and elaborated upon in subsequent WHO initiatives as well as gov-
ernment White Papers. Champions of these initiatives have been
instrumental in enhancing the status of primary care and con-
tributing to the renaissance of public health. They have helped
legitimize the concept of community participation in setting the
health care agenda, designing services and modes of delivery and in
holding health care professionals accountable. In other words, it is
an approach that seeks to apply a holistic set of principles to the
whole of the health care system whether it is primary or secondary;
preventive or curative; hospital based or located in community set-
tings. These moves were discussed in Chapters 9 and 10. Both sets
of responses are well established and unlikely to be reversed.

A new NHS?
It is against this background that the Labour Government published
the White Paper The new NHS at the end of 1997 (Department of
Health 1997b), followed a little over two years later by The NHS Plan
(Department of Health 2000b). Taken together, along with other doc-
uments, measures and ministerial pronouncements, they give a picture
of an NHS which, it is claimed, will deliver a generally higher standard
of health care which corresponds more closely to the actual needs of
the population and which is premised upon a view of sickness and
health extending beyond the strictly biomedical so as to take in social
and environmental factors.

The changes encompass both processes and structures. In terms
of process, the watchword appears to be collaboration, between
different parts of the NHS such as primary and secondary care
organizations, and between the NHS and local authority depart-
ments. The front-line NHS and local authorities have always
employed a local population focus, but they have done so from
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different perspectives – the one essentially medical, the other pri-
marily social. Collaboration in the new context is intended to
embed what might be termed a socio-medical perspective, particu-
larly through the medium of Care Trusts (not to be confused with
PCTs) which will bring together local authority and NHS staff for
the commissioning and provision of integrated services for partic-
ular client groups such as the elderly.

Structurally the changes appear to push in two different direc-
tions – decentralizing and centralizing – at the same time.
Decentralization is to be found in the establishment from 1999 of
PCGs, which by 2004 will have given way to a national network of
PCTs controlling between them 75 per cent of the total NHS
budget. At the same time, the number of HAs will have been cut by
two-thirds. The thirty or so remaining HAs, covering average pop-
ulations of 1.5 million, are intended to function as strategic bodies
rather than as providers of health care, and the present Regional
Offices, together with the NHS Executive, will disappear. In the
words of Secretary of State Alan Milburn, ‘we intend to shift the
centre of gravity to the NHS frontline’ (Milburn 2001). The picture,
then, is of PCTs as the driving force, operating under a lightweight
carapace provided by the strategic HAs and, at more of a distance,
the Department of Health.

And yet NHS organizations now enjoy the attentions of such
bodies as NICE, the Health Improvement Commission (CHImP),
the Modernisation Agency and the National Clinical Assessment
Authority (NCAA), as well as the imperatives of clinical
governance, life-long learning and compulsory National Service
Frameworks (NSFs), each of which is a part of a process of setting
and monitoring the implementation of national standards. The
laudable-sounding aim is to universalize the best although, as Klein
(2001) points out, that is actually an oxymoron.

The first government budget of the new millennium, in March
2000, announced very substantial real term increases for the NHS.
But increased resources do not necessarily equate with increased
freedom. It is perfectly possible to increase funding but at the same
time to keep a closer watch on and direction over how the money is
spent. In the past politicians have found it almost impossible to
direct the NHS with any degree of detail. With the internal market
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they stopped trying and opted instead for a strategy of re-writing
the rules of the game so that, as they hoped, the NHS would have
no option but to operate in the way they wished. Today, measures
taken since the demise of the internal market, although different in
detail, appear to be following the same strategy.

Decentralizing measures are certainly being put into place, but
within a larger framework which is intended to ensure that the
decentralized powers are used correctly. If this amounts to guided
decentralization, this too might be an oxymoron. Klein (2001) uses
the analogy of a corset – an article of clothing which, under cover
and unseen, pushed and pulled a woman into the right shape before
allowing her to go on about the business of being a woman.

And so the cosmology of the NHS is changing (see Figure 11.1). In
its very early days, the universe in which we live only really began to
come alive when stars switched themselves on. Stars coalesced into
galaxies revolving around a central point. And then the whole thing is
held together by gravity, which links every particle with every other
particle. But the stars are the essential feature; without stars, no galaxy.
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In the galaxy of the NHS the Department of Health is at the
centre (and might, if it is too heavy-handed, come to be seen as
something of a black hole, gobbling up the autonomy of the PCTs).
Circling around the galaxy are such bodies and imperatives as
NICE, CHImP, the Modernisation Agency, NSFs, the NCAA and
Strategic HAs. These provide the gravity that holds the whole thing
together. But it is the PCTs that are coming to life as stars, circled
by their own solar systems (not shown in the diagram) of organi-
zations with which they collaborate to provide the health care
needed in their particular part of the galaxy.

A great deal of bargaining and negotiation, as well as administra-
tive and financial preparation, were needed to turn the words of the
1946 Act into the reality of the NHS in 1948. The task now is to
turn the new NHS into reality. The pressures to which the NHS has
been subjected in recent years raises concerns about the effect on
those who, at the end of the day, deliver the health care. It still
remains to be seen whether the public health care system is to
receive a shot in the arm or a nail in the coffin, whether the centre
will allow the stars to shine.
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Glossary

Biomedical approach: the approach to illness and health care which
utilizes the scientific approach of deductive reasoning, using
symptom observation to arrive at a diagnosis of the individual
patient’s condition; this approach is prevalent in Western medicine
and has been responsible for many of its most noteworthy
advances whilst, at the same time, tending to neglect less easily
observed factors from, for example, the patient’s environment.

British Medical Association (BMA): the chief representative organ-
ization for British doctors, to which three-quarters of practising
doctors belong; originally established in 1832, it has worked
effectively as both a pressure group and a trade union, influenc-
ing the shape of the NHS and health policy over many years.

Clinical autonomy: the right of clinical professionals (particularly
doctors) to exercise their skills and judgement in the diagnosis
and treatment of illness free from outside direction.

Clinician: a professionally qualified health worker with direct
responsibility for patient care.

Compulsory competitive tendering: government imposed require-
ments that private sector organizations be invited to tender for
work presently undertaken within the public sector, e.g. hospital
cleaning and laundry services; the expectation was that private
sector organizations would be cheaper, and would either win the
contracts or oblige the public sector to reduce its costs.

Department of Health: the central government department respon-
sible for determining policy and priorities and allocating
resources to the NHS and Health Authorities.



Evidence-based medicine (EBM): approach to the allocation of
health care resources based upon the systematic assessment of
the effectiveness of different interventions.

Founding values: the principles which guided the creation of the
National Health Service, i.e. that it should be comprehensive
(covering all types of health care), universal (including the whole
population), free at the point of use (being funded from general
taxation), and equally accessible to everyone.

Fundholding: a central feature of the internal market (q.v.) whereby
GPs were given their own practice budgets.

General Medical Council (GMC): created by the Medical Act of
1858, the Council acts as the regulatory and disciplinary body for
the medical profession, oversees medical education investigates
doctors.

Health Authorities: within the NHS, the bodies responsible for co-
ordinating health service provision over a given geographical
area.

Internal market: sometimes described as a quasi-market, the classi-
fication of agencies within the NHS (e.g. GP practices, Health
Authorities, hospitals) as either purchasers or providers of health
care, with the intention of generating competition and increasing
efficiency; an attempt, therefore, to simulate the competitive
commercial sector within the NHS.

Managed competition: an alternative term for the internal market,
which stresses the importance of managing competition particu-
larly in the context of health care.

Marketization: the introduction of a more commercial culture into
health care provision, e.g. seeing patients as customers; marketi-
zation, whilst clearly linked to the internal market concept, is
broader.

Medical audit: the systematic measurement of clinicians’
performance against agreed standards, with a view to improving
care.
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Medical Officer of Health (MOH)/Director of Public Health: the
office of MOH was created in 1848, the holder being responsible
for the health of the public and for overseeing community health
services within a local authority area; MOHs disappeared in
1974, the role re-emerging as Director of Public Health, this time
within Health Authorities, after the 1988 Acheson Report.

Mixed economy/welfare pluralism: pluralism as a model of political
activity recognizes the existence of competing actors in the polit-
ical arena; similarly, welfare pluralism suggests the existence of a
number of alternative sources of health care, i.e. public, com-
mercial and informal. A mixed economy of health is one, which
acknowledges the contribution of each of these sectors.

National Health Service Executive: in response to the Griffiths
Report highlighting the importance of the management func-
tion, the NHS Executive was established in 1989 to be
responsible for the day-to-day management of the NHS within
the policy guidelines laid down by the government; reabsorbed
into the Department of Health in 2001.

NHS Trusts: within the context of the internal market, they are
hospitals or community units given a considerable degree of
financial and managerial independence.

Royal Colleges: the royal medical colleges (such as the Royal
College of Surgeons founded in the eighteenth century, and the
Royal College of Physicians founded in the sixteenth, as well as
the more recent ones such as the Royal College of General
Practitioners and the Royal College of Nursing) are responsible
for the education, training and registration of medical specialists;
from time to time they also become involved in public issues
relating to health care.

World Health Organization (WHO): founded in 1948 as an inter-
national organization to promote improved health world-wide.
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