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How to save 
public service 
choice for  
liberalism?

David Boyle

Never has one little word raised so many hackles as 
the word ‘choice’. Here is the problem: there are 

many different kinds of choice, from the approved 
choice of provider, right through to the choice to 
contribute yourself in some way (co-production). 
There are three models of choice, each very differ-
ent, promoted just within the Department of Health 
and the Department for Education.

But there is a political problem too, and it 
confuses the debate no end. There is a Labour way 
of ‘choice’, which is the one introduced by public 
service economists from 10 Downing Street during 
the Blair years. This way tends to mean a formal 
choice of provider, promoting competition within 
the public sector. There is a Conservative way of 
choice too, primarily about competition. That is how 
Conservatives understand the word, even though it 
could mean that the people who choose are actually 

the service commissioners choosing between public 
and private sector contractors. There is also a Liberal 
Democrat way of choice, perhaps less articulated, 
which is closer to consumerism. The difficulty is 
that these different interpretations are not obvious, 
even in Whitehall. The term is used to cover all three 
interpretations. Often it is simply assumed to cover 
all three. The differences are barely discussed.

Nor are choice and competition the same either, 
although UK policymakers often use the terms inter-
changeably. As service users know very well, there 
are times when choice and competition are aligned, 
but there are also times when they cancel each other 
out. This is so, for example, when the actual choice 
is made, not by patients, but by service commission-
ers choosing between two alternative candidates 
for block contracts. Or when the weight of demand 
is such – as it is for some popular schools or GP 
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The evidence in education is much the same. 
People want to know whether their child will be 
nurtured, whether they will be able to study what 
they want, how much bullying there is, how much 
the school encourages creativity – and much more 
besides.4 In other words, ‘quality’ is also a weasel 
word. It isn’t clear what it means, and – like choice 
– it means different things to different political 
traditions. 

Liberals have embraced choice as a concept as 
enthusiastically as any, recognising that – for all the 
drawbacks of the particular mechanisms – there 
is something worse than choice for the users of 
services: no choice. They recognise that the frequent 
statement “I don’t want choice; I just want a good 
local hospital or school” also begs the question: “That 
is fine, but what if you don’t have a good one?” What 
if people are neglected on wards or their children are 
being bullied? What then? Their right to exit might 
not look like a formal choice mechanism, but they 
must have some alternative redress. Again, neither 
the traditional response of the political right to 
poor services (let them go bust), nor the traditional 
response of the left (grin and bear it for the sake of 
the common good), is really quite enough. 

There is also a philosophical difference here 
for liberals about the word ‘quality’. Liberals don’t 
assume that quality looks the same to everyone, 
because everyone is not the same. They may not 
need the same treatment or solutions, and they 
may not need the same approach. There is no liberal 
literature of organisational philosophy, but I suspect 
most liberals would, for this reason, follow the liberal 
management pioneer Peter Drucker in his critique 
of Taylorism.5 Liberals would, I believe, deny that 
there is a ‘one best way’. Narrow measures of quality 
that make no allowance for human variety don’t sit 
easily with liberalism. They are also meaningless if 
people want different qualities from their children’s 
school or different kinds of medical treatment.6 The 
implication for the liberal understanding of choice is 
that it is as much about accommodating variety as it 
is about competition. This does not mean pander-
ing to people’s peculiarities, but it does mean that 
good services are flexible enough to meet individual 
needs.

4 F Millar and G Wood, ‘A new conversation with parents: how can 
schools inform and listen in a digital age?’, Family Lives, London, 
2011. 

5 P Drucker, ‘The Practice of Management’, New York, 1954.
6 The evidence is that people would tend to choose less invasive treat-

ments if they were given the choice. A Dixon et al, ‘Patient Choice: 
How patients choose and how providers respond’, Kings Fund, 
London, 2010.

surgeries – that the choice is made by the institution, 
not by the user. In both cases, there is competition 
but no user choice.

This is an essay to commemorate the publication 
of The Orange Book, so it is the liberal approach 
to choice that I’m concerned with here. The three 
interpretations all overlap; there is an element of 
faith about all of them – they are all different means 
to raise the standards and quality of services, and 
here lies the difficulty for liberals.

The first problem is that there is only limited 
evidence that either competition or choice between 
providers in itself will raise standards.1 The second 
problem compounds this. It is that the original New 
Labour choice agenda was developed by economists 
with a narrow view of the parameters that are 
offered to measure quality. The evidence suggests 
that choice in healthcare, in practice – and much to 
the frustration of economists – covers a much wider 
range of variables for people.2 Is the hospital car park 
accessible and free, they ask? Can you get there by 
public transport? Will the consultant let me ask lots 
of questions? Will they treat me like a human being? 
The original choice parameters offer no information 
about these at all, though it could be said that the 
NHS friends and family test is an attempt to find a 
more holistic opinion, though there are difficulties 
with that as well.3

1 There is more evidence that choice improves quality in healthcare 
than in education – where anyway, nobody strictly speaking has 
choice (they have the right to express a preference). On health, see: 
http://www.bris.ac.uk/cmpo/publications/papers/2010/wp242.pdf. 
The following is a summary of the arguments back in 2011, you might 
try this one: http://www.bris.ac.uk/cmpo/publications/bulletin/win-
ter11/winter11.pdf.

2 D Boyle, ‘The Barriers to Choice Review: How are people using choice 
in public services?’, Cabinet Office (Independent Report), January 
2013, available from: https://www.gov.uk/government/uploads/sys-
tem/uploads/attachment_data/file/80070/Barriers_to_choice_re-
view_0.pdf

3 See for example: http://www.perfect-flow.com/blog/nhs2/ 
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I organised and listened to a dizzying number of 
roundtables running the Barriers to Choice Review.7 
One service user stands out in particular. She had 
muscular dystrophy and had to see her consultant 
every six months, which meant a two hour round 
trip plus half an hour or more in the waiting room. 
It meant going over a large river and paying a toll, 
and all she said when the doctor asked her how she 
was doing was: “I’m fine”. What she really wanted 
was to check in occasionally by phone, and see 
him when she’s not fine. But she couldn’t because 
his slots were full seeing people who are also fine. 
What struck me about her was that she was asking 
for something quite simple, though important to her 
as a long term patient. It was a ‘choice’ about her 
treatment, in a sense, but not one that is recognised 
currently by the system in the UK. I was particularly 
interested because it seemed to imply a broadening 
of the limits of choice. Looked at like this, choice 
means flexibility.

The most obvious difference between flexibility 
and competition is that it does not require a detailed 
regulatory infrastructure in quite the same way. It 
requires general guidance about how flexibility can 
best be achieved, but not the kind of competition 
regulators, like Monitor, that are controversial in the 
UK system. But experience with personal budgets in 
social care suggests that risk averse local administra-
tors can frustrate the broad aims at local level. It also 
suggests that central regulations are not enough to 
guarantee flexibility locally.8

This suggests that the best approach may be to 
find ways to strengthen the confidence of service 
users to ask for something different, and perhaps 
provide duties on service providers to consider this. I 
imagine this would be like a ‘right to request’ flexible 
service delivery. In each case, the provider would not 
be obliged to provide flexibility if it is impossible, but 
they would be obliged to explain why in a letter, the 
text of which would then have to be posted on their 
website. 

It would be aimed particularly at situations where 
systems or bureaucratic arrangements get in the way 
of what people need. For example, if they want the 
choice of a consultant who won’t mind them asking 
lots of questions. Or to study Spanish at A-level when 

7 ‘The Barriers to Choice Review: How are people using choice in public 
services?’ 

8 One recent study found that fewer than half of personal budget hold-
ers (37-46%) felt that their council had made it ‘easy’ or ‘very easy’ 
for them to change their support, choose the best service options, 
voice their opinions or complain. Between 13% and 24% felt that 
councils had made it ‘difficult’ or ‘very difficult’ to do these things. 
See C Wood, ‘Personal Best’, Demos, London, 2010.

all that prevents them from doing so is their school’s 
timetabling system. Or to be able to go to bed later 
than 5pm when their carer comes round. These 
are basic flexibilities in the system which articulate 
people can often get now by being assertive, but 
which others can’t.

There are certainly possible objections to this 
kind of approach. Patients may choose badly. They 
may fail to take responsibility for the wider system, 
by misusing the flexibilities they are offered. More 
flexibility might benefit those most able to take 
advantage of it, and widen inequality – and there 
would have to be safeguards and more informal 
advice available for people, and institutions (like 
time banks, for example) that spread the benefits 
to hard-to-reach groups. There may also be higher 
costs from treating people more individually, and 
the costs will come before the potential savings are 
available. Financial innovations which tie profession-
als too closely to narrow numerical outcomes, like 
the current experiments with ‘payment by results’, 
may also make flexibility more difficult to achieve.9

But there are two pieces of evidence which 
suggest that flexibility could have the potential to 
reduce costs. The first is the experience of the Local 
Area Co-ordinators (LACs) of Western Australia, 
now being piloted in the UK in Middlesborough and 
Derby. LACs are generalists who support practical, 
creative and informal ways of meeting people’s aspi-
rations and needs, increasing the control and range 
of choices for individuals. They support vulnerable 
people, their carers and families to build a vision 
for a good life that is individual to them, and to 
build family, relationship and community networks, 

9 ‘Payment by results’ is the term given by the UK government to 
withholding payment to contractors unless certain targets have been 
achieved. The same term is used in the NHS to mean what is in effect 
payment by procedure, which means something completely differ-
ent.
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starting with informal solutions – and only drawing 
on formal care packages when these are impossible 
or inadequate. LACs are designed to increase the 
flexibility of services and provide users with much 
broader choices. Savings in the Middlesborough 
LAC project have been estimated at between £1.80 
and £3 per £1 invested.10 The original LAC projects 
in Western Australia reduced social care costs by 
around a third.11 

The second evidence comes from the work of the 
systems thinker John Seddon and the techniques he 
has developed to look at services and iron out what he 
calls ‘failure demand’, the demand in the system that 
is the result of failures elsewhere.12 Seddon’s studies 
of GP practices suggested that about a fifth of their 
demand came from failures elsewhere in the system, 
caused by hospitals providing the wrong drugs on 
discharge or failure to see the same doctor twice, 
not necessarily mistakes by the practice. The ability 
to break the system of its tendency towards constant 
repeat assessments, and treat people as individuals, 
would help reduce some, but not all, of this demand 
and the Somerset Clinical Commissioning Group 
have been putting this into practice.13

10 Peter Fletcher Associates Ltd, ‘Evaluation of Local Area Co-ordination 
in Middlesborough’, PFA Ltd, 2011.

11 R Chadbourne, ‘A Review of Research on Local Area Coordination in 
Western Australia’, 2003

12 J Seddon, ‘Systems Thinking in the Public Sector’, Triarchy Press, 
Axminster, 2007.

13  See John Seddon’s blog at http://vanguardinhealth.blogspot.
co.uk/2012/05/theres-no-efficiency-without.html 

A more flexible system would mean fewer set 
systems but more human connection. That would 
certainly require upfront investment, and it would 
mean a rigorous concentration on preventing those 
diseconomies of scale that cost so much in the inflex-
ible systems. It would mean fewer organisations, 
more local, multidisciplinary teams, and a shift from 
back office costs to front line costs – and organisa-
tion for the huge number of volunteers that would 
be required to humanise services and allow them to 
reach out. It would be hard to prove its costs and 
benefits to officials wedded to the current industrial 
processes, so this is as much about a cultural shift 
– taking localism to its next stage – as it is about 
organisational change.

But one anecdote makes the point. It is about 
the doctor’s surgery with the hedge outside which 
is trimmed once a year in the summer, and – when 
it is trimmed – a flurry of rejected prescriptions fall 
out. What happens is that patients come out of the 
door with a prescription they don’t really want and 
shove it in the hedge. It is wasted because doctors 
and patients were unable to communicate properly 
about what was needed and what was wanted. It is 
a symbol of the waste in the system when it is too 
inflexible.
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This pamphlet is part of a series of papers addressing contemporary issues in public policy from a liberal 
perspective. Marking the 10th anniversary of the publication of the Orange Book, a selection of these 
papers will be published collectively in a forthcoming special edition publication, The Challenges Facing 
Contemporary Liberalism: 2015 -2025.


