
British National Health 

System lags behind 

S. POLLARD 

Former British Chancellor of the Exchequer, Nigel Lawson, famously referred 

to the National Health Service (NHS) as 'the English religion'. For all its now 

obvious flaws, that judgment remains as accurate today as it was in the 1980s. 

When Prime Minister Tony Blair revealed his NHS Plan in July 2000, he was 

quite explicit about its purpose: saving something sacred. Experts are divided 

as to whether or not that is possible; but they are united in agreeing that the 

British population have a bizarre attitude to the NHS. Anything perceived as a 

threat to its existence is resisted with passion. Yet in opinion poll after opi

nion poll, the parlous state of the service is lambasted. Britons once believed 

with accuracy that they had a health service to be proud of. They still believe 

that, but they are wrong. That is why, when the Dutch are considering reforms 

to their own system, they would be wrong to be swayed by the romantic, but 

flawed, claims of a socialised system of which the NHS is the most prominent, 

and successful, example. 

In any properly working market, the power of consumer demand is the driving 

force that determines what is supplied. But an undeniable truth about the 

British NHS is that although British patients think they have enormous power, 

in practice they have none. So what? What business is it of patients to make 

demands? 

In many areas, the NHS now lags behind not just its private competitors but also 

the other European health systems about which, for so long, British policy 

makers have been superior. The United Kingdom lags behind in many areas of 

new technology. In the treatment of renal illness, for instance, lithotripsy (the 

blasting away of kidney stones) is less frequent than in many European coun

tries, because the United Kingdom has less lithotripters. While Belgium has 0.8 

million people per machine, the United Kingdom has 3.8 million. On almost any 

measure of international comparison, the NHS disappoints. Just for starters: sur

vival rates for breast and intestinal cancer are far lower in the United Kingdom 

than in the supposedly disastrous United States system. 

The head of the World Health Organisation's cancer programme, Prof Sikora, 

calculates that there are 25,000 unnecessary deaths in Britain each year because 
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of the denial of cancer care. Britain spends far less on drugs than other develo

ped countries (£0.95 per head, compared with £2.79 in France and £17.05 in the 

US). Only 5% of consultants have access to specialised stroke units. 82 patients 

per million population (pmp) are accepted for dialysis; the necessary rate to 

meet established need is 100 pmp. In the United States 212 pmp are accepted. 

Coronary heart disease - the most common cause of premature death in the 

United Kingdom- makes up 28 per cent of premature male deaths and 17 per 

cent of female - some 60,000 in all. Our Coronary Heart Disease rate is worse 

than japan, France, Australia, Germany and the US- and barely above that of 

Bulgaria. Even on so basic a measure as the number of doctors, the United 

Kingdom (with 1.7 practicing physicians per 1000 population) lags behind 

Germany (3.4), France (2.9) and even Poland (2.4). The only countries with a smal

ler proportion than Britain are Korea (1.2), Mexico (1.2) and Turkey (1.1). 

The new consumerism ignored 

Fundamental to the NHS's modus operandi has been the notion that the service 

knows best- that patients are mere cogs in the wheel of an all knowing, all deli

vering NHS wheel. That patients should be involved in any of the decision 

making was anathema. For the first half of the NHS's existence such a centrally 

planned, co-ordinated and administered public service was in tune with the 

public mood. But with the rise in the 1970s of a new individualism and consu

merism, the NHS- for all its wild popularity- looked increasingly archaic, both 

in its organisational structures and what it delivered. Today, women's magazi

nes, the internet, TV and radio all feed the public's appetite for health informa

tion. Consumers expect and receive choice in almost every aspect of their lives. 

The NHS simply ploughs on. The very word 'patient' sums it up. Patients must be 

patient. But patients are in all their other dealings assertive, educated, confi

dent and busy. They expect service providers to cater to their needs, not vice 

versa. 

Although polling suggests that the public's love affair with the NHS continues, 

the rise of Private Medical Insurance (PMI) testifies to growing dis sa tis faction 

with something. In 1986 5 million were covered by PMI; by 1991 -despite the 

recession- the figure had risen by 30 per cent to 6,5 million The organisational 

reforms introduced by the Conservative Government in 1990- essentially the 

splitting of purchasing from provision, labelled the 'internal market'- should 

thus be seen as a response to this stagnation in the NHS - as a means of re-esta

blishing the NHS as a modern and continually developing service deliverer. The 

reforms, once they were up and running, could clearly be seen to be working 

with the grain of developments both in the wider society beyond health care, 
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and with world-wide changes in health care delivery. The ever-increasing 

demand for a more responsive service- the new consumerism- is essentially 

based on the core factors of demographic change, technical innovations, gro

wing patient expectations and increasing taxpayer resistance, phenomena com

mon across the world. 

Public sector reform: dilemmas 

What marks the United Kingdom out are not the reforms themselves but the 

scale and speed of the changes -and their successful implementation. Only New 

Zealand, a fellow pioneer of public sector reform, has instituted anything like as 

radical a reform as that in Britain. For most developed nations consumer choice 

is one amongst a number of common objectives in health care: the provision of 

a comprehensive range of services; equity in access to those services; equity in 

payment for them; and efficiency of delivery. The weight given to those respecti

ve aims determines the complexion of the service, and the public-private mix. In 

Britain- this is true of most European countries- there has been an emphasis on 

efficiency of delivery and, to some extent, choice, a focus which was true across 

the whole public sector under the last government. Indeed, the NHS reforms can 

only be properly assessed in their true context, which is that of public sector 

reform generally. But public sector reform can never stand still. Even the current 

Labour government, which for political reasons has said that it is unravelling 

the internal market, in reality is reforming it. Broadly there are three main 

paths down which the NHS can travel over the next few years: abandoning the 

funding of the NHS through general taxation, andjor its replacement either 

with an insurance based or funded scheme; seeking ways to top up taxpayer fun

ding of the NHS, on the assumption that demand cannot be met by the taxpayer 

alone; and altering the behaviour of the NHS so that it remains an overwhel

mingly taxpayer funded system, either by restricting it to a core provision of ser

vices or more tightly directing those to whom it offers its services. The debate 

that has characterised health policy arguments for the past thirty years has 

been: is the key problem constraining consumer demand or rationing the 

demand generated by producers? The market-oriented answer would hold that 

individual consumers will always demand more services privately than those 

that they are prepared to finance as taxpayers. If there are no price-constraints it 

would be irrational for them to restrain their demand, while as taxpayers it 

would be rational to wish to pay as little as possible. Thus, the solution would 

have to be to inject- at the very least- price signals into the system, or further, to 

move from taxpayerfinance to private finance so that there is a rational reason 

for constraining demand. Others would argue, however, that demand controls 

itself. Rationing through queuing- the system reverted to under one the former 
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Health Secretary, Frank Dobson's first announcements on 15th July 1997- is a 

constraint as powerful as cash. Rather, it is medical practitioners who create 

demand by increasing expectations of what they can offer, so the imperative is 

thus not to inject a price signal but to reconcile the professional desire to deliver 

the maximum treatment with the needs of society at large. The reforms of the 

1990s should therefore be seen as a logical consequence of these developments 

in the 1960s - and as a bold attempt to ride both horses. 

As we have seen, the NHS was by the 1980s an organisational anachronism. lt 

was born in 1948 into one type of society- a working class, cloth cap era where 

open rationing was the norm- and reached maturity in quite another. lts 40th 

anniversary in 1988 was celebrated in an affluent consumer society- and one 

where deference had almost entirely disappeared. Not just towards royalty, but 

towards experts. Insider knowledge was now public information, and the trend 

was for ever more shafts of knowledge to be paraded. Consumers wanted choice. 

But the NHS had barely changed. So it was hardly surprising that PMl under

went a great growth in the 1980s. In 1980 there were 154 private hospitals with 

7000 beds. By 1990 there were 216, with 11,000 beds. In 1980 only 6.4% of the 

population had PMI- a figure which had risen to 11.5% by 1990. The figures were 

higher still amongst specific social groups: 27% of professionals and 23% of 

managers were covered. Looking further at this increase, 16.7% of all non-abor

tion elective surgery was, in the mid-1980s, carried out in the private sector

and over 28% of all hip replacements. This was the direct result of the NHS's fai

lure to offer the non-medical aspects of treatment such as choice of timing, spe

cificity of surgeon, and variety of accommodation. It was made possible by the 

rising proportion of the population in jobs with PMI as a fringe benefit. As 

Rudolf Klein points out: there had always been a two-tier health system in the 

UK; the difference in the 1980s lay in the fact that the private tier, rather like 

holidays abroad, became more widely accessible. 

One of the 1990 reforms' main themes was that the NHS should focus on delive

ring a good product efficiently. But whether the NHS is meeting the needs of the 

patient and the community, and can prove that it is doing so, is open to 

question. The Labour government has now promised to increase government 

funding for the NHS from the current 6.7% of Gross National Product (GDP) to 

the EU average (7.9% on the latest figures but ever increasing). Leave aside the 

constantly shifting nature of an average figure; the fundamental point is that 

demand for a good provided at zero price is bound to be infinite. Pledging to 

increase supply to meet an infinite level of demand is hardly the most efficient 

or sensible approach. 
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no longer prepared 

to be patient. 

Changes in the NHS have. to date, mirrored changes in wider society. When it 

was founded in 1948, the consensus which underpinned it also underpinned a 

variety of other areas of public policy, and was the result of a mix of factors 

peculiar to the time- such as a widespread faith in the state, a clear understan

ding about the relationship between the state and the individual and a belief in 

the wonders and powers of expertise. As these beliefs unravelled, so the NHS lag

ged behind, and so the need for change became great. 

The inevitability of a public contract model? 

Today's most pressing need is for the NHS to adapt to an ever-growing demand 

by patients- consumers- for control and choice. The patient is no longer prepa

red to be patient. The rise of consumerism has profound consequences. If it 

starts to challenge professional autonomy, and demands higher standards of 

care, then it should 

have as a natural consequence the effect of making the consumer more willing 

to fund it himself. And if the consumer is more discriminating in his reaction to 

health care. so too will he, as a natural consequence, be that much more willing 

to take responsibility for his own health. Where might this lead the NHS? The 

Labour government's supposed abolition of the internal market is in reality a 

reworking. The large Primary Care Groups, replacing fundholding. have been sei

zed on by some of the more go-ahead doctors' practices as providing them with 

far more negotiating and spending clout. So much, of course, is political. The 

separation of purchaser and provider could mean, for instance, an increasing 

private involvement. If purchasers are given greater freedom to seek the best 

deal then privatisation could develop organically. Or trusts themselves could be 

sold off into the private sector. As the former Health Secretary. Virginia 

Bottomley wrote in 1994: "We start by recognising that we have. in effect, redefi

ned what we mean by the NHS. The service should not be defined by who provi

des it but by the fundamental principle which underpins their work: to provide 

care on the basis of clinical need and regardless of the ability to pay ... The preci

se nature of the services provided should increasingly become a matter for local 

decision. We should be open-minded about this .. .In the NHS of the future we can 

expect to see a much greater diversity of provision. The independent sector will 

supply some services, including direct patient care, under contract to health au

thorities and fundholders." 

TI1ere are, as the Organisation for Economic Cooperation and Development 

(OECD) describes, two relevant models: the public contract model (that posited 

by Mrs Bottomley above) and the public integrated model (the old NHS). In the 

former, hospitals can be owned by a variety of types of organisation, from profit 
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making companies to charities. Long term care and the Private Finance Initiative 

provide the most obvious examples of this model in the UK today. If the point of 

a public service is its quality, and its accessibility, ownership should not after all 

be an issue. These are arguments that define the debate about far more than 

health care, and concern all public services. There are a number of secular fac

tors which will continue to drive health care models in the next decades as they 

have in the past. First is the ageing population. In 1971, 13% of the UK popula

tion was over 65. In 1991 the figure was 15.7%. By 2005, one in six of the popula

tion will be over 65- a proportion that will reach one in four by 2041. There are 

900,000 over 85 year olds today- a figure which is estimated to reach 3 million 

by the middle of the next century. Life expectancy for women is now 79 years, 

and 74 years for men. By 2021 this is projected to be 83 and 78 respectively. This 

will inevitably increase the demand for health care and simultaneously decrease 

the tax base. Many of these people will be elderly women, whose children will be 

in their mid-sixties with their own diseases. If one in six is over 65, that means 

the population will contain about 10 million elderly. If just 30% need care. that 

means 3 million. If one carer can manage to look after 10 elderly people - a gene

rous estimate - that means there will be a need for 300,000 carers. There are two 

obvious scenarios which present themselves. The first is of increased longevity as 

a result of technological advances which postpone death by prolonging chronic 

illness, and which lead, of course, to greater demands for health care spending. 

The other is more optimistic, where the elderly become healthier and live longer 

before the onset of such chronic illness- the so-called compressed morbidity sce

nario. Here, the demand for health care comes in the year before death and so 

depends on the numbers of people dying rather than the numbers of old people. 

Second, although technology can lead to substantial cost savings (such as the 

use of drug treatment for ulcers replacing hospitalisation and operations) there 

are several developments which suggest that technological advances will put 

further pressure on health care costs. These include telemedicine (where images 

are produced on a screen and can be read across the world), miniaturisation 

(which allows General practitioners (GPs), for instance, to have far more equip

ment in their surgery and allows patients to have otherwise impractical techno

logy in their own homes), new drugs (which are an ever present source of fun

ding demands- alteplase for thrombolysis following acute myocardial infarction 

costs, for example, £750 per episode, and a years supply of beta interferon for 

Multiple Sclerosis (MS) costs £10,000 per patient) and genetic screening. Welfare 

systems do not exist in isolation but rather reflect the underlying values of the 

societies in which they operate. The American system, for instance, reflects the 

populations belief in pluralism, in free enterprise and in markets. Equally, the 

existence of Medicaid and Medicare reflects the sense that they owe a duty to 

the have nots. But the NHS appears today to be grounded in a distant reflection 
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of society, with the rise of individualism and consumerism reflected in a private 

sector that barely touches the NHS. 

The patient as consumer is here to stay 

The level of state spending on healthcare in the UK is not, as some would have 

it, much different from that in other countries. Misleadingly, politicians and 

analysts often take the figure for total health care spending in the UK (6.7%), 

compare it with the EU and OECD averages (7.9% and 9.0%) and conclude that 

Britain underspends. But the shortfall is rather in the amount spent on non

state healthcare: 0.9% in the UK, compared with an EU average of 1.8% and OECD 

average of 3.6%. State spending is relatively similar: 5.2% in the UK, 5.8% in the 

EU and 5.4% in the OECD as a whole. If the government succeeds in making up 

this private sector shortfall, it risks perversely making the situation worse- en

trenching an outdated model and refusing to lead any sort of public debate as to 

other methods of health care delivery, persuading the public that it can wave a 

magic wand and solve all the NHS's problems at the very time when it should be 

trying to dampen down expectations. The typical left-liberal response to the idea 

of consumerism having any sort of role is a dismissive snort. A moment's 

thought, however, shows that the patient as consumer is not merely an idea 

worth exploring but one that has already arrived, and is being provided for by 

an ever-growing private sector. The choice is simple: ignore it, and see mass 

desertions to private providers; or incorporate it and save the state sector. 

Stephen Pollard is columnist on the Daily Express. He was formerly Head of Research at the 

Social Market Foundation, an independent think tank and research director of the Fabian 

Society, The Labour Party think tank. 
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