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Preface

Wilf Stevenson
Director, Smith Institute

The Smith Institute has been set up to look at the issues that flow from the
changing relationship between social values and economic imperatives.

This booklet is based on a series of four seminars that took place between
October 2002 and January 2003. We have tried to reflect the debates that 
followed. Inevitably, in transferring a live event into print, some of the colour
and texture of the original debate may have been lost. We hope, however, that
those who attended the seminars will recognise much of what is included
here, and that those who read this booklet will respond to the flow of issues
and ideas that emerged during each event.
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Introduction

Wilf Stevenson

We got interested in health about two years ago and this is our second series
of seminars. You may have seen that we have published a pamphlet already,
which records a series of debates that we held about this time last year – a very
lively series of discussions on the big issues that were coming to the fore 
at that time.

We have been working closely and most enjoyably with our original partners
in this scheme, the King’s Fund and the General Medical Council, and we are
also now working with the Industry Forum. Their support has been crucial to
two years of seminars, and financial support from Pfizer, EDS and MSD has
been essential as we have done a series of fringe events during the recent party
political conference season.

Today our starting point is the recent Wanless Report and we are really, really
delighted that the author is here with us. The proposition we want to test is
that the enduring values of the NHS, or what are more accurately described
in the NHS Plan as its basic principles, are now settled and really beyond
recall within the parliamentary process for the foreseeable future. I am
delighted that Carolyn Quinn has agreed to chair the seminar.



Welcome

Carolyn Quinn
Presenter, BBC Radio 4

Thanks to the Smith Institute for inviting us all here. Yesterday in the House
of Commons as everyone was leaving the chamber after Prime Minister’s
Questions, the former Conservative cabinet minister Peter Lilley brought 
forward a back-bench bill calling for patients to be allowed to choose the 
hospital in which they receive treatment. This was quite timely considering
our thesis today, as we are discussing the values of the NHS and pondering
questions of choice and access. Should we assume that the NHS is an 
unassailable constant that simply needs improvement and modernisation
from within? Or are wholesale reform, different methods of funding and
choice the only sustainable ways forward for British healthcare? 

Our first speaker today is Derek Wanless, who was commissioned by the
Chancellor to report on the long-term needs of the NHS. Let’s hand over to
him now and hear his views on what it means to have a National Health
Service and the common values and principles that underpin it.
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Derek Wanless
Author, Securing our Future Health: Taking a Long-Term View

Thank you very much indeed, Carolyn. Like Wilf, I am delighted to see so
many people here today, because, although the purposes of the Wanless
Report were many, there was one great objective, namely to help the UK 
eventually to have a better health service than it otherwise would have.
But there was also the intermediate objective, which was to stimulate debate
and try to build consensus, or at the very least make clear what the 
differences were.

The question of values was important to us when we started off our work, and
we had to address it. We had a very short time in which to do the report,
so we took a very simple approach. We decided to draw together all the 
information we could find from around the UK and around the world to help
us in the task the Chancellor had given us. We then fed our provisional 
conclusions into an interim report, in which we set out a vision based on that
research. If people generally validated that vision, we felt, then we could 
safely use it for our final report, making it the basis on which the projected
costs would arise. The starting point, in terms of values, was to take into
account the great deal of work that had already been done in the National
Health Service 2000 Plan, in which ten core principles had been set out. There
had been much debate about them, indeed quite a bit of consensus-building
around them. Many of them were old, but some were set out in a relatively
new form, and let’s remind ourselves just to start this set of seminars what
exactly they said:

• That the NHS will provide a universal service for all based on 
clinical need, not ability to pay;

• It will provide a comprehensive range of services;

• It will shape its services around the needs and preferences of individual 
patients, their families and their carers;

• It will respond to the different needs of different populations;
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• It will work continuously to improve the quality of services and 
to minimise errors;

• It will support and value its staff;

• It will use public funds solely on NHS patients;

• It will work together with others to ensure a seamless service for patients;

• It will help keep people healthy and work to reduce health inequalities;

• It will respect the confidentiality of individual patients and provide open 
access to information about services, treatment and performance.

In our review we assumed that these were the principles that would apply over
the next 20 years. When we set out our vision for 2020, however, and when we
looked at the different scenarios that we put together to try and help us to do
a range of costings, we needed to delve rather more deeply than that. We
recognised that there were gaps and, potentially, some inconsistencies in what
was there. In the event, we got very little back about values or principles from
our consultation after the interim report. We got much more on specific
points that people wanted to raise about the detail of what we had set out. Of
course the trouble with values and principles is that, if they are too general,
or if nobody would ever dream of saying the reverse, then they don’t really
help to build consensus. For example, if any organisation sets out an 
intention to “support and value its staff”, I know of no organisation that
would be in open disagreement with that.

What’s so important is not just what’s there, but also what’s not there. There
is no mention, for example, of the buildings, the technologies or the other
resources that are applied and the ways in which they are applied. So the
problem with values like that is not that people don’t believe them or try to
live them; it’s that they don’t go into enough depth, enough detail, to help
people work out what they mean and how to implement them. From one 
set of general values, views on implementation can immediately diverge 
dramatically and often very unhelpfully. If we hope to build a consensus of
rather greater detail, therefore, we need a second-level set of principles, as
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compared with those principles that were set out there.

I applaud this series of seminars; I am delighted that it starts in this way.
The issues identified for the set of seminars are some of the really big ones
that need to be addressed. When we produced our final report, the one-line
version of which is that more money and radical reform are both vital, we
didn’t have a brief to produce reform proposals as such. And, just for the
avoidance of doubt, reform isn’t a synonym necessarily for reorganisation;
the NHS has probably had four or five too many of them in its relatively
recent history. Nonetheless my message from the report, for those who wish
to listen to it, was that this government has set in train a reorganisation, and
people should work with the grain of that for the immediate future.

We did include in the final chapter of the report our obiter dicta. We weren’t
asked to do so. Given that the effectiveness or otherwise of the NHS is not just
a question of how much money is spent, however, but also about how that
money is spent, we felt it necessary to set out one or two views. I want now to
pose the questions that we posed to ourselves as we prepared the report,
because these are the matters that, in our view, weren’t being seriously
addressed, or didn’t have a consensus about them and usefully could have.

The first question was how “clinical need” should be defined. It’s there in all
the mantras about what the health service is, but remains an open and tricky
question.

A related second question is how “comprehensive” is to be defined. Is there a
consensus about the role of the National Institute for Clinical Excellence
(NICE), for example, its decision-making processes and the way in which its
recommendations should find their way into a full range of National Service
Frameworks (NSFs)? And surely all NSFs should cover not only what
resources are needed, but also questions of prevention, early diagnosis and
the role of self-care. There is an extended agenda for NSFs that can embody 
a comprehensive view of what the “Government-as-regulator” wants from 
the health sector.

The third question is how “quality” is to be defined. We set out what we
thought patients would mean by quality in the future, and the best definition
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that we found of it was probably that used by the US Institute of Medicine,
which identified six dimensions to quality. It was interesting because it 
immediately made you think. First of all, the dimension of safety, avoiding
injury to patients, is something they put at the top of the list. Then there’s
effectiveness: providing services based on knowledge and refraining from
providing services to those unlikely to benefit. Other concepts and phrases 
on which they lay emphasis include “patient-centred”, “timely”, “efficient”,
“avoiding waste” and “equitable”. And there are questions for us about
whether we can build on this type of definition of what quality will mean.

Fourth, should we not have views about how much to spend on prevention,
not unlike the views NICE might have on how much should be spent on 
curing people? And are we prepared to commit to the research base we need
to enable us to take sensible decisions?

Fifth, how do we ensure we get the capacity into our healthcare to enable the
system to work smoothly? We could have written our whole report about the
single word “capacity”; indeed we toyed with the idea of writing our whole
report about the single word “capacity”. The issue is not just about the 
people, the skill mix, what people do and how they do it, but also about the
premises they work in, the IT that they use and so forth. I have talked to 
many audiences – I am still talking to many audiences – and I find myself
turning into a sort of presentation snowball about the report. I now get quite 
interesting observations made to me about the way implementation is going.
People don’t often realise that I have nothing to do with implementation,
and they therefore sound me out about all sorts of things. Yesterday, an 
interesting fact that I discovered was that there have been 7,000 separate 
e-mail systems across the NHS. We are letting people down: the state of IT 
in the NHS is a scandal. It’s a scandal preventing the people who work there
doing the job that they are supposed to do.

The next question is whether we can agree the role of central government 
in all this. In our obiter dicta we said that central government should 
essentially be a regulator and definer of standards. The best example is 
probably in IT, where there is evidently a role for central standards: we must
ensure that we have national information systems that will make the processes
and the systems work. The question is, can we go on to find bold new ways of
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coupling that highly centralised process with much greater freedom of
delivery at the local level?

The seventh question is whether we can accept that the patient-centred
approach has to integrate thinking about social care and healthcare. The need
for greater integration was one of the main messages that came out of our
consultation process.

Eighth, can we both preserve patient confidentiality and, at the same time,
share more aggregated information to ensure that public policy is better
informed? There are quite a lot of areas where information is not aggregated
as much as it could be, not only to help whoever comes along and does future
NHS reports, but also to make sure that policy-makers are better informed
than they have been in the past.

Ninth, can we accept that health is a complex issue and that trivialising it with
simplistic targets leads to a serious misallocation of resources? And that a
comprehensive audit system should replace such targets to help resources to
be better managed and also the public to be better engaged?

And can we accept that we really do need to build a consensus for public
engagement and public understanding of the system? Some very interesting
messages came from Australia in this area.

Next, how much choice should a responsive system give to its patients? This
question was quite a feature of the work we did. What are the principles that
would determine the extent of the choice that it is appropriate for a national
service, or rather a service funded out of general taxation, to provide? And
what priority should we give choice in the short term, while capacity is such
a constraint?

Finally, can we agree that the level of resources needed to produce the 
healthcare that we want in the long term has to be underwritten, if those
responsible for delivery are to have any chance of delivering the massive
improvements that are sought from them? And also, at the same time, build
the capacity to give us options in the future.
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Thank you very much.

Carolyn Quinn
Thanks very much, Derek. You raised a number of questions there, and a
number of them struck me instantly. Are targets simplistic, are they trivialising?
Should choice be a priority? How can we refine those definitions of
clinical need and comprehensive quality? And what level of resources should
be committed to prevention of sickness? All of those are very relevant 
questions and, to provide some answers, here is Julia Neuberger.
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Julia Neuberger
Chief Executive, the King’s Fund

I don’t promise answers, but I am absolutely delighted to be here this 
morning and very much welcome what Derek has just said. Much of the
thinking that Derek and his team have been doing is very similar to that of the
King’s Fund, in particular to some of the work that we have been doing
around the future of the NHS. I am just going to try and unpack a bit of that
in the eight minutes or so that I have got, before handing over to our three
political commentators.

Before I begin, it is perhaps worth saying that the NHS was founded with
three explicit values. The first central value underlying the foundation of the
NHS was equity, which I think more or less everybody accepts in most
instances, but almost nobody is able to define properly. The equity at the
foundation of the NHS was about making healthcare available to all, free at
the point of use, regardless of their ability to pay. The second principle was
that of comprehensiveness, which meant pooling resources into a single
national pot, to ensure that they were distributed universally according 
to need. Much of the thinking behind the welfare state was based on the 
economic value of a healthy and educated workforce. Third and arguably
even more elusive, came the concept of altruism, the notion that the new
health service would be run by staff motivated by the desire to do good
towards others. You might argue that this would be vital both for capacity 
and quality, but I don’t think that was unpicked at the time, nor has it been
properly unpicked since.

In reality we have seen over the last 20 or 30 years – not least today, with the
consultants’ contract – that there are an awful lot of mixed motivations and
perverse incentives built into thinking about staff, about public servants,
about nurses who are angels, as well as various ways in which health 
professionals are perceived and how health professionals perceive themselves.
It’s also worth remembering that Nye Bevan said that two main concepts
underlay the National Health Service: the first was to provide a comprehen-
sive, free health service for all the people in the country at a time of need;
and the second was the redistribution of national income by a special method
of financing the health service. He continued:
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“The redistributive aspect of the scheme was one which attracted me almost
as much as the therapeutical.”

So there have been mixed motives in thinking about the NHS from the very
outset and, quite apart from it being about healthcare, it also embodies a
redistributive concept. I don’t think one should forget this: it was integral to
the way in which people thought about it originally.

So what’s been added since? Well, to the original three values we have added
choice, and Derek has raised the question of what you do about choice when
you haven’t the capacity to give very much of it. Irrespective of politics, the
consumerism of the 1950s and 1960s was really catching up with the NHS 
in the 1970s and 1980s, with the emergence of the idea of patients as
autonomous individuals. This has increasingly put real pressure on the NHS
to give people more of a say in how they are treated: it has affected the 
relationship between individuals and their doctors; and it has been reflected
in the relationship between patient groups, particularly powerful patient
groups, and the service as a whole. The best example is in maternity services,
where the patient group is not sick as such and is fairly powerful. We have
seen maternity services change very dramatically. We can also see it to some
extent in breast cancer; hence the move to have targets for seeing people with
breast cancer so quickly. So you can see that patient choice and patient 
pressure have pushed the service. I am not sure whether that is so much 
a “core” value as a value that was expressed after a social change took place.

Picking up again from Derek, I think quality became much more of an issue
as people realised that there were huge differentials between the quality of
service in different places, or between one individual and another. That came
about in part because of much more explicit information, in part as a result
of travel, and in part as a response to various scandals. There is also far more
information about the promotion of quality, as well as much more about
what already exists. There is a real difficulty about taking the dimensions 
of quality from the US, or from Sweden, or from wherever else, because our 
definitions of quality have been caught up with a variety of other things.

For instance, it’s extraordinary, isn’t it, that effectiveness is not really a value
within our healthcare system? Yet if treatment is being given that isn’t 
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effective, there will be an enormous number of questions that one might 
want to ask. We increasingly have efficiency as a value – because of political
scrutiny of ever-rising NHS spending – but effectiveness has been much 
lower down the scale. How we define quality is a major question and it 
seems to me that that quality definition needs to be resolved jointly by health 
professionals and service users.

Then another value, or perhaps aspiration, has been that of convenience. This
is one of the newest aspirations of the service, particularly in evidence since
New Labour came to power. It’s about the need to provide services that are
convenient to the lifestyles of patients, meaning more walk-in centres, NHS
Direct, longer surgery hours, the question of consultants providing service
during the evenings. We have to think about convenience – whether it’s a
defining factor of quality, or a defining factor of choice – and think about
quite how we are going to reconcile pressure from the public for services that
are convenient to them with the countervailing pressure from the providers
of services who, justifiably, argue that they, too, are entitled to have a life.

This is certainly not the only instance in which differing values or preferences
come into conflict: some of the core values that underpin the NHS can 
sometimes clash. It does seem to me that doctors’ professional values, which
emphasise doing everything possible for the individual, do inevitably clash
from time to time with the stated value of the NHS, that of being interested
in the health of the public at large. That’s an old, utilitarian question and the
NHS does have to consider the opportunity costs of expensive treatment and
it does have to look at the question of equity.

We know that promoting patient choice can damage efficiency in a health 
system. Without slack and increased capacity, choice can become nominal
and so there’s a real issue there. There’s a choice versus efficiency trade-off.
Access and quality can come into conflict, too. Decisions about hospital 
configurations, where local facilities close to concentrate expertise on one 
site, may seem absolutely right so far as the “experts” are concerned, but they
are frequently deeply unpopular with the public. We also know that those 
closures can have the worst effects on the poorest and the least mobile, so 
there is probably another trade-off in terms of equity. People have difficulty
getting to services once you centralise them and make them more distant 
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for some. There is a trade-off there; we may be entitled to decide which way
we want to go on the trade-off, but there is unquestionably a trade-off to be
made.

Those clashes are inevitable and Derek is absolutely right to draw attention to
those ten principles that were in the NHS Plan. The King’s Fund welcomed
those ten principles, as did everybody else. I was one of the signatories to
them, although I don’t think I would have dared go for ten myself; it sounds
too much like the Ten Commandments to me! But I do think the clashes
between them are inevitable, and that there is nothing you can do to avoid
that. You can never resolve them objectively either, as there is no scientific
method of resolving them. You have to make trade-offs on a variety of
different bases. You have got to make trade-offs in decisions about expensive
treatment. Some of them can be made nationally on the basis of scientific 
evidence – NICE does that – but many can only be tackled in individual 
circumstances, and that requires taking on a patient’s view, the doctor’s view
and the team’s view. You have to trade off all the time.

We do have to reconcile the competing demands of treating and preventing
illness. That means comparing the relative value, to us as a society, and I don’t
mean only the economic value of screening schemes, or tobacco cessation
efforts, with the costs of cancer treatment. We have to think about the role of
the NHS as the promoter of health quite apart from the issue of treating 
disease; and about the question of social care and how that fits into it,
particularly as we have long, chronic diseases at the end of life, rather than
single, one-off conditions that can have comparatively straightforward, if
expensive, treatment.

So why does this matter? Well, first of all we know that the principles that
underlie health services and health systems do have to correspond to the
social values of society, otherwise you will have people bashing against the
system all the time. Let me give you a very relevant example. There is constant
pressure at the moment, from a whole variety of sources, for change to a
social insurance model. Many people dismiss this out of hand, but it could 
be argued that it springs from a lack of fit between the values of society and
the way in which the NHS operates, so it is really serious.
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We also know that the NHS faces serious challenges in meeting public
demand and, therefore, satisfying the values that most of us accept. There are
staff shortages – everybody knows about the huge vacancy rates – and we 
have an ageing workforce. In line with the population as a whole, a large 
proportion of NHS staff is approaching retirement age within the next ten
years. We do know that morale and motivation are fairly low amongst NHS
staff – no doubt most of us here have heard it said that “we’ve never known
morale be so low for the last 20 years” – but some of us would concede that
this has been a more consistent refrain of late than it has been for quite a long
time. We cannot afford to disregard reports of widespread disillusionment
amongst NHS staff. We know too that there is a huge sickness and absence
rate. Although this inevitably has an effect on public confidence, trust in
health professionals does remain high, much higher than in journalists and
politicians. Nevertheless, it is undoubtedly being eroded by media coverage of
doctors’ failings and NHS weaknesses. And there is a growing gap between
politicians’ promises and experienced reality.

So what do we do? We have to shore up the values of the NHS for the future.
We have to understand the values and motivations of public servants; we have
to find out what motivates them, and what makes them feel alienated or 
valued. The whole row over the consultants’ contract makes that very clear.
We have to make the NHS a better place to work, and that’s one of the things
that Derek has picked up beautifully.

We have to look again at the question of IT, and the fact that the NHS is 
slower than almost all other institutions in the provision of IT. It really 
is unacceptable that, if our health professionals want information, they 
probably haven’t got access to the internet in order to get it. We have to do
something about that.

We have to do something about racist bullying and discrimination. Despite this
priority appearing in the top ten of the NHS Plan, there is still an enormous
amount of racism within the NHS – and that applies to staff and patients.

We have to involve the public in making decisions about health services. We
may be able to do this via citizens’ juries when tackling contentious issues
such as hospital configurations, or we may do it by saying that foundation
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trusts should have appropriate representation from all sections of the 
community, or both, but we have to work out ways of involving the wider
community, as other nations have managed to do.

I agree with Derek’s assertions that we have to take political control out of the
NHS itself. Central government has to become the regulator, the definer; the
roles of politicians have to be more clearly defined around health, as opposed
to healthcare policy. They have to be responsible for organising the funding,
but they should then hand over to what we proposed at the beginning of this
year, namely some form of NHS corporation, some arm’s-length organisation
that can allocate the money and act as regulator. And we have to leave other
matters to the NHS itself, with much more responsibility at the local level,
drawing service users into that.

Finally, we have to avoid imposed changes from the centre – the deckchair-
shifting, target-setting and earmarking of funds – because we know that leads
to perverse incentives, value clashes and trade-offs, plus uncertainty about
whether the people with the greatest need are being treated first. Very often
the answer is that they won’t be.

Thank you very much.

Carolyn Quinn
Thanks very much, Julia. Trade-offs were obviously the key point there –
should you have an equitable service that’s basically for everyone or have a
much-reduced level of basic service and then allow people to pick and choose
the best? Is it equity or choice, or access or quality? This is the line of
questions we will be following.

We have got three political representatives here; they are each going to be
given three minutes, so it’s going to be a challenge for them to keep their
thoughts brief. We’ve got the Labour MP Andy Burnham, who sits on the
Health Select Committee; we have the Liberal Democrat health spokesman
Dr Evan Harris; and we have Michael McManus, Tory candidate for Watford
in 2001, a former adviser to Ted Heath and now working at Politeia. I have 
to say be patient with him, because he has joined us at the last minute,
so good for Mike.
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Now, Andy, I’d liked to hear from you first, but let me just remind you of a
couple of points that we heard from Liberal Democrats and the Conservatives
during the party conferences. The Conservatives’ “big idea” on health is to 
consider copying a scheme in Finland, where the government contributes 
60% of the standard public sector price of an operation if patients choose 
to go outside state hospitals. They also propose to give hospitals far more 
freedom to set their own pay, basically making every hospital a foundation
hospital. But they propose no extension to the scope of compulsory charging.
Those are the Conservative ideas.

The Liberal Democrats are looking at earmarking National Insurance 
contributions purely for the NHS, so funding for hospitals would be levied in
each area with a specific health tax, which would be set regionally. Hospitals,
schools and other public services could turn themselves into mutual 
companies. Both parties are very much stressing decentralisation, getting
away from this idea of the Health Secretary as a lightning conductor through
which everything runs, and who sets national targets that really bypass 
clinical priorities.
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Andy Burnham MP
Member, House of Commons Health Select Committee

I want to focus on this phrase “a service that puts patients first”; because that’s
the key political question and it’s where the key political debate on the NHS
will be focused in the next few years. It’s a phrase to which everyone, right and
left, in all of the parties, will sign up. They’ll say that they believe in it, but
making it reality is very, very hard indeed. It will throw up some difficult 
and quite uncomfortable questions for those of us on the left, and it’s on that
I would like to focus this morning.

In my view Derek has settled the big questions about funding and basic
organisation, so we have moved on one step from those now and, increasingly,
we have got to say how we get this patient focus and this patient sensitivity
into the NHS. People will say, “Well you can have a service based on choice as
in the States, or you can have a service based on equity as we have got here,
but you can’t have both”. Intellectually this government and the Labour Party
are saying that we can have both, but the intellectual challenge is to prove to
the public that we can provide an equitable service that also respects the 
wishes and the choice of the individual patient.

We are, I believe, a long way from a service that puts patients first. The 
pervasive cultural ethos of the NHS is top-down. From my own surgery 
casework – and I think other MPs here today will echo this – I would 
conclude that it’s still commonly a “like it or lump it culture”. It’s depressing,
sometimes, to hear about patients’ who have been battered about in a hospital,
or spoken to inappropriately by the medical profession, and I still think this
is a cultural problem. I genuinely believe in the NHS, but I am not comfortable
with this apparently pervasive view that “we are going to give you the treatment
and then you are on your way”.

This is one of the things that, for all their faults, they do better in the States.
When the Health Select Committee went to the States this year, we were
addressed by the leading consultant at a teaching hospital in Boston. He had
broken off from his ward rounds to talk to us, and I noticed he had a big
badge hanging from his lapel pocket that said “Can I help you?” and I just
thought of the average British consultant wandering around an acute trust
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wearing a badge like that. You can contrast that with the situation now,
when people are turning down a 19% pay rise because of concerns about
managerial control. If there were no NHS, people would have full managerial
control, private sector employers would want full control, and I don’t see why
it’s unreasonable for the NHS to want the same, if we are going to give this
kind of service where patients are put first.

The Tories did try to address this question when they introduced the internal
market. I believe the fundamental mistake they made was to accord different
status to different patients, giving some patients a fund-holding status that others
didn’t have, on a totally arbitrary basis. There was no reason why that tag was
placed on one and not on the other, and that was the fundamental failure. It was
intensely bureaucratic, but it was the equity argument that lost it for them. I
know some people will say that Labour is going to go to the internal market again,
and I will just say a couple of words about why I don’t think that is the case.

On institutional reform, Primary Care Trusts (PCTs) will be the driver of the
service, and I believe that when foundation hospitals have the freedom to
drive themselves, the best can become better.

Very quickly on the subject of mutuals, I believe that’s an exciting agenda that
we should push in the NHS, giving communities control of their own health
service; and, particularly in primary care, it’s a very good agenda. My genera-
tion, people of my age, will not have the forbearance of those who grew up
with the NHS and I think we have got to bear that in mind. For people of my
generation, yes they’d like the benefits, they like the idea of it being there, but if
it’s not responsive to their needs when they want it, well it’s not good enough.

And finally, I know that people moan about targets and the plethora of targets.
We need to get the pressure off the system so we meet these quantitative 
targets, but can we not ultimately see a common ground where we just 
measure patient satisfaction in the NHS, because if we find that 78% of
people are satisfied, then we know that the NHS is doing a good job? I think
that everyone would be signing up to that.

Carolyn Quinn
Your chance now, Evan. Talking about targets, you think they distort clinical
priorities, I know that.
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Dr Evan Harris MP
Principal Liberal Democrat Health Spokesman

I do, thank you: 70% of people satisfied, the other 30% dead, is the sort of
approach that I don’t think is fully evidence-based and isn’t necessarily 
measuring a combination of performance and outcomes that gives a balanced
scorecard. Just going, for example, on patient satisfaction might be very 
popular and populist – perhaps suggesting why we are not doing as well 
as we could electorally compared to Andy’s party – but it is still difficult 
intellectually to go for.

At a Smith Institute seminar last year, one of the first subjects was “Should we
depoliticise the NHS?” Everyone says “yes of course”, but I agree with senior
Labour ministers who say “you can’t just say that without recognising that
there has to be some accountability”. I believe very strongly that we should 
depoliticise many aspects of the NHS. If we are to retain a publicly funded
health service, however, the one thing that must stay political is the decision
about funding and resourcing. So let’s look at the fundamental questions
before us: whether we should charge; whether we should put in the sort of
resources that the government has finally put in; and whether we should do
that through regressive or progressive taxation. These are hugely political
issues and, if anything, there hasn’t been the debate about those that we needed
to have in the last few general election campaigns. So it’s nonsense to say we
should take the politics out of such discussions. While there is a very strong
argument for taking politics out of the day-to-day running of the health 
service, we need also to maintain some accountability, democratic account-
ability preferably, and how does one do that?

We believe that the best way to do that is through radical decentralisation, not
necessarily through radical structural change of who provides, but radically
decentralising and democratising the commissioning function, because we
have accepted now the need for there to be a split between the provider side
and the commissioner side, and if that’s an internal market, so be it. We hold
too that we shouldn’t be talking just about the NHS – we need to be talking
about the health economy. It’s bizarre to exclude social services in a way that
nearly happened in the admirable report we heard a summary of before, and
it’s just unfortunate that the same sort of developmental work that was 
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suggested or pleaded for in the social services chapter of this report hasn’t
been allowed to go forward, because capacity is all about the health economy,
not just the NHS in isolation.

On the south coast there was a Patients Abroad initiative, where money was
going to be spent on sending people to Dieppe Health Incorporated. I wasn’t
allowed to know how much, because I am just a democratically elected MP,
and it was a secret. When they said it “compared favourably” with the private
sector prices in this country, it was no consolation. The cost of unblocking
those beds in those south coast authorities would have been about a tenth of
the price of sending the patients abroad. So the failure to invest in increasing
capacity, which would surely have happened if we looked at the health 
economy as a whole, is a major problem. We want to see commissioning
delivered through local authorities at the same level as social services, advised
by a strong public health function, responsive to the public.

We would like to see a situation where people better understand rationing,
because unless we are more honest about the extent to which resources 
cannot meet demand, we don’t really have a properly accountable system. If
people think that they can vote for tax cuts and an NHS that will be “saved”
in 24 hours, or three years, or eight years, or by the end of the NHS Plan, then
we don’t really have the responsiveness that we need. So we would like to see
much more openness in rationing, with those services that aren’t available or
can’t be afforded being made clear, so that when parties (I won’t name them)
say that we need to pay more to have the health service that we say we want,
then people will understand that’s for a purpose, not just to be wasted in the
way that some people feel it has been done.

Finally there is the issue of targets, and this question of the tension between
choice and everything else. Julia was quite right: you can’t talk about patient
choice without recognising that there is a tension there. When there isn’t 
adequate capacity, there is a tension between choice and equity. You can have
a satisfied middle-class patient, which maybe is the target audience that one
is looking for, but if that means less access in the end for those who have the
greatest health needs, then I don’t think we are providing a service to the 
public even though it may seem that way. And again, should we be giving 
people the choice of a poor-quality service if that’s what they want? That is a
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difficult ethical dilemma and I am not sure that the answers have been fully
thought out.

And choice is relatively meaningless, unless and until that choice is better
informed; and information is not just data, it’s especially not misleading data
like league tables with the best at the bottom because of patient selection and
the worst at the top because of patient selection. It’s really getting to proper
data, proper information and then giving the time for those informed 
choices to be discussed in the joint arrangement that there needs to be
between doctor and patient.

There’s a lot more to say, but I am scared of Carolyn.

Carolyn Quinn
And so you should be!
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Michael McManus
Former Special Adviser; Conservative candidate for Watford in 2001

Sticking to our brief, I think there is a broad consensus about healthcare, or
at least around the principles set out in the Wanless Report, which I would
define as a commitment to quality and access, with high-quality healthcare
available to all regardless of location or ability to pay. Where there isn’t a 
consensus – and Evan’s party is now effectively in favour of the hypothecated
health tax – is about how you raise the money for the health service, either
locally or centrally.

When you are in opposition, as a rule, you believe passionately in two things:
decentralisation and freedom of information. When you are in government,
however, you generally carry on talking about them but don’t ultimately do
very much. The Conservative policy before the last election was rather 
confusing for a humble candidate such as myself, because we were dogged 
by two apparent contradictions. First of all there was the obvious tension
between the general objective of reducing taxation and our pledge to improve
public services. After all, how much waste can there be, and how many 
efficiency gains? Then there was a critical tension within the health policy
itself, on which we seemed to be pulling in two irreconcilable directions.

On the one hand, the general theme of our health policy was an admirable
one of greater decentralisation and power for the professionals. But then,
as we so often did in that era, we seemed to respond rather reflexively to a 
campaign in the Daily Mail – a great paper for hypochondriacs – by saying
that we would somehow end the so-called “postcode lottery”. We seemed to
forget that variations in performance between localities are inevitable if
you decentralise a system. Happily we seem now to have woken up to that 
inherent inconsistency.

We have all been hearing a lot about divisions within the government 
regarding the future direction of the NHS and personally I think my party
should offer qualified support to much of what Alan Milburn is trying 
to achieve. On this question of a consensus, however, his problem is that 
there isn’t even a consensus between the labour movement and the Labour 
government. As we know, the unions are unhappy about the Private Finance
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Initiative (PFI). Personally I harbour serious reservations about the PFI:
I don’t particularly like the idea that the health service should be in hock in
that way to private financiers, especially on such unfavourable terms. But over
foundation hospitals Milburn has broadly been fighting the good fight,
though I think there is a risk of creating a two-tier service. The unions
respond to that by saying “don’t create the foundation hospitals at all”, while
Tories might prefer to argue that all hospitals should become foundation 
hospitals, with all the financial and operational independence that would
imply. The man who works here and lives next door would disagree with us
on that, and I do emphasise that Tories are inclined to support Milburn 
personally on this, as we’re supporting Tony Blair on Iraq, though we rather
wish he (Milburn) would go further.

Just in closing, I am not a health expert as you have probably gathered, but a
little while ago I did pen a little piece on health in a modest volume called the
Blue Book on Health. I recommend this book to you. I also happened to co-
edit it. It contains a collection of essays essentially for Tories, but only partly
by Tories; a series of suggestions and ideas the Tory party should be thinking
about with regard to health, drawn from a wide range of sources. Two big,
strong themes came through loudly and clearly. One was hypothecation 
and the other was a consensus that we do indeed need greater operational 
localisation and decentralisation, not only within the established confines of
the NHS, but also through the idea of greater consumer-style choice, perhaps
by means of “personal health accounts” that people could carry with them
through life. And if there is a “promised land” – and I speak not only for
myself but also, I think, for my party too, maybe even for the political class in
general – it’s surely a situation that already exists in other parts of northern
Europe: where you find out what condition you have, you go and get it dealt
with and, by some mix of personal insurance and public insurance, you then
send the bill to somebody who covers it for you. That is the best possible 
scenario and I hope that we are moving in that direction, albeit very slowly.
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Discussion

Carolyn Quinn
Right now, let’s open it to you for questions. I don’t know how many want to ask
questions. I can take them in threes if you would like, but it would be nice if you
could say who you are, where you come from and who you would like to address
your question to, because that certainly makes it easier. So any questions then?

Professor Dame Lesley Southgate, General Practitioner and President,
Royal College of General Practitioners
I was visited yesterday by a delegation of French doctors and public health
people, as I frequently am, who are looking to alter things in France in terms
of being more cost-effective. Essentially what they have there at the moment
is a very strong alliance between the public and the medical profession,
because there is so much choice, but of course it costs a great deal. I have to
say they don’t seem to have a cat in hell’s chance of changing things because
nobody will agree to it when it comes to it.

My question to the whole panel is: how do we promote a proper alliance
between the public, the government and politicians, and the professions – the
providers of healthcare? This has also been reflected in managed care in the
States, where the alliances are shifting. I don’t see a sense of that happening in
this room because I don’t see any public participation – that, for me, is very
meaningful in this seminar, looking down the list. Until this happens, things
aren’t going to get any better.

Carolyn Quinn
What sort of public participation are you thinking of?

Professor Dame Lesley Southgate
I am talking about understanding, or really getting public values to the fore
and taking notice of them, not patronising them, not paying lip-service to
them, not having white, middle-class ideas foisted on the whole country.

Carolyn Quinn
Thanks, Lesley. Well, brief comments from each of the panel then, Derek 
first of all.
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Response: Derek Wanless
This is a huge issue and what we said in the report was that it needed to 
happen, but we weren’t sure how it should happen. I mentioned earlier that
the best I saw was in Australia, where there were people putting a lot of effort
into getting around and giving all sorts of power to the Australian population
and trying to take them through what costs what, why this costs that and what
the options were.

Julia touched on citizens’ juries, and some other ideas that are in circulation,
but I’m worried that the very worst way to do it is to put a single patient 
representative on bodies, because that really is paying lip-service to the 
concept. This really has to be tackled more seriously than that. I don’t pretend
to know how exactly you organise it best in the UK, but more effective 
methods of health promotion seem to me an obvious way forward. I’m also
sure that it’s best done locally: GPs have a role to play and, as they increasingly
do diagnostic work and take away some of the things that the district 
hospital might have done in the past, they should be able to resolve whether
it’s done around regular health checks or however else. They are ideally placed
to engage individual people.

Response: Julia Neuberger
I won’t add very much to that, but I have some sympathy with what Lesley
was saying and it does seem to me that we do have to have real public 
participation. We need to find out what the public’s values are. There is some
good experience with citizens’ juries, which have been quite broadly based,
in other words drawn from various sections of the community and not 
just the white middle class. But one would have to pilot that in some areas of
the country to see whether it’s an economical enough method to use more
generally.

Some attempts at finding out the views of patient groups have already been
piloted – and there are various other methods that remain untried. Patient
participation groups work particularly well in primary care. The problem is
that we have no experience – I don’t think any other country has either – of
using them on a national basis. So there is some piloting and studying to 
be done here before we go further.
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Carolyn Quinn
Evan, how can we forge this alliance between the public and providers of
healthcare?

Response: Dr Evan Harris
Well, in terms of commissioning, we are in the worst of all worlds at the
moment, because we have given the commissioning function to producers,
and not just primary care trusts, but doctor-led primary care trusts, and you
can’t get a system that’s less accountable to the public than that. In theory 
it could be accountable to the patient, if the people who are making these 
decisions were to spend a lot of time talking to patients about anything
beyond their immediate concern. Even if they had the time, I am not sure 
that they would have the interest to do that, so what we propose is a radical 
solution, which is to bring public accountability right back into that 
commissioning decision by having elected people. It could have been health
boards, though we have local authorities there already, locally elected people
who are directly, democratically accountable, making decisions across the
whole health economy on commissioning issues and leaving provision for
whatever structures are there.

I am not keen on more structural change, but in order to square the circle you
have to give resources. Everything depends on the ability of those locally
accountable people to raise their own resources, which is why we want to see
a regional variation to the income-tax base, which would be a national health
contribution, made fairer hopefully, and also local income tax, or whatever
the local tax is, by our preference a fairer one than council tax, which can be
varied according to ability to pay. There would have to be huge redistribution
to deal with health and equality, no less than there is at the moment, I want
to be clear about that, but that’s the way to square all those circles and have 
a different model. It will never be perfect, because I don’t think there is 
perfection to be achieved, but we should certainly put more power into the
hands of the public and patients – by which I mean, of course, the wider 
public rather than just an individual group of people with diabetes, or this 
or that.

Response: Andy Burnham
The question really encapsulates the problem. We are in a better place to be
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honest than France and America. We have got a great prize already, in the
shape of a very cost-effective healthcare system that provides to the whole
public. I would rather be there, having to make our system more patient-
sensitive, than be on the other side of the fence, with perhaps a more patient-
driven service that is very expensive and doesn’t cover the whole population.
So we are in the right place, but there is still this continual problem – you’ve
put your finger on it – that the NHS professionals, managerial and medical,
distrust the public view. As politicians we feel this acutely; the received 
wisdom about the way services should be patented and organised doesn’t
often fit with the way the public wants to see them delivered. There’s this 
constant tension between people calling for more localised services and a 
tendency, perhaps, to go towards more centralised services within the NHS.
Ironing out this, getting underneath this issue, is absolutely crucial. It’s a 
really big test for us. Derek’s right: tokenistic appointments to boards 
wouldn’t work, it really has got to be a cultural change within the NHS.

People talk about taking the politics out – but somebody, somewhere has got
to be holding the service to account for taxpayers and the public and, at the
moment, it falls to us. Cutting out the politicians may sound good, but it
could achieve far less: the entire system could become far less accountable 
and that’s something I personally would very strongly oppose.

Carolyn Quinn
Michael, did you have anything to add to that?

Response: Michael McManus
I agree with a lot of what Andy says: if you are going to fund the system largely
out of general taxation, then a lot of power and accountability naturally stays
with the accounting officer at the Department of Health and, ultimately, with
the House of Commons.

I’d also like to make a more general point from the doorsteps of Watford,
which is very much the front line of politics. In general the public is not 
terribly interested in processes. We delude ourselves a bit if we go out and say
“Well, what we are going to do is to reorganise the health boards and we are
going to decentralise this and centralise that”. What people were saying on the
doorsteps of Watford was “My kid went into Watford General having had an
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accident and there was blood on the floor of A&E, and they weren’t seen for
three hours – and what are you going to do to improve matters?” They expect
us, as politicians, once we are elected, and you as professionals, with respect,
to deliver for them. They don’t want us to keep harping on and 
saying “You know, we want you to come and join this board and that board,
here’s our latest consultation”. People aren’t going to read it, we shouldn’t
delude ourselves, and it is our job to deliver.

And a more general point, a historical point. People nowadays assume that
health is an election-losing issue for the Tories, rather than an election-
winning one. Well, maybe, but we still have to get our message right. If you go
right back to the beginnings of the National Health Service, you’ll discover
that it was first propounded by the coalition government of the Second World
War, the Churchill government. Furthermore, it was a Tory minister who
came forward with the initial proposals for a national health service and,
unusually efficiently, I have with me a little quotation from that minister,
Henry Willink, who said: “The foundation of this scheme should be in local
government. It represents an opportunity for an enormous advance in local
responsibility.” I am afraid to say, and it’s a political point not against the 
present Labour Party but against Nye Bevan really, that the nationalising of
the health service killed off that idea and also killed off the spirit of the 
old voluntary hospitals. What Alan Milburn seems to be doing now, with
qualified support from the Tory party and the Lib Dems also, is to get back
towards that original decentralising spirit.

Carolyn Quinn
Right, I’ll take two questions together.

Dr Ian Gibson MP, Norwich South
At the last count, in another area of endeavour in which I am interested, there
were some 35 groups interested in the public understanding of science, all 
asking the same questions and trying to fight their way through to get the
public to interact with science. I sit on a Royal Society committee trying to do
that and it’s hard work. But in medicine, don’t you think that you’ve got the
same problem now, that the media fashion much, much more of what the
public thinks than we are prepared to admit? There still is arrogance there.
You know that the media drive through and get the views over. Just ask 
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yourself what went wrong with MMR. How did that get out into the public
domain, the views on that and the activity of the public? How do we handle
the media? There are good elements and there are other elements that 
sometimes destroy some of the good things that are going on in medicine. It
doesn’t get through because we shy away from getting our message over at the
level of the Mail, the Sun and the rest of them. They are out to get medicine
in the same way as they are out to get science.

Sir Cyril Chantler, Chairman, Great Ormond Street Children’s Hospital
I take values to mean a mixture of principles and beliefs, and the question I
ask is whether economy ought not to be an explicit value for the National
Health Service or any publicly funded health system, because profligacy in 
the treatment of one patient necessarily leads to the restriction of adequate
treatment for another? As we all know, in publicly funded systems, restrictions
are inevitable.

Two previous examples to pick up and be controversial – we all believe there
should be more spending on health maintenance and promoting good health,
but do we know that the extra spending will work and do we know that the
extra spending will, in the long term, save money? 

On the question of capacity, it’s now generally agreed that the NHS is short of
capacity, capacity, capacity, but there are parts of the United Kingdom that do
have greater capacity and spend more money. Performance in those parts of
the United Kingdom is no better than it is in England, so I don’t think that
one can always take things at face value, and economy, working out what
works and what is affordable, seems to me to be a principle for any publicly
funded health service.

Carolyn Quinn
Unless anybody on the panel has a specific desire to answer either of those
questions, could I ask you, Derek, to answer that question from Cyril Chantler
about whether economy should be a principle? And this issue of science – 
are the media out to get science and medicine? Dr Evan Harris, would you 
answer that one first?
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Dr Evan Harris
I always agree with Ian Gibson when he talks about these things, except when
he writes in the Sunday Mirror that mobile phone masts are going to kill 
us all. There is a problem that has to be controlled, and it’s the absence of
counter-democratic accountability at the moment. When I talk about 
wanting to have more democratic accountability in the health service,
we obviously have to guard against sheer populism winning through at 
local level. On that basis there would have to be legislative duties on the 
commissioners to ensure that they put effectiveness of treatment and 
cost-effectiveness of treatment on their agenda and that there is a strong and,
therefore, strengthened public health arm and, indeed, advice from PCTs and
the like. Nevertheless the media, to a certain extent, are there to help people
who feel powerless in terms of influence over healthcare policy. You don’t get
so much of that problem where there is local responsiveness in terms of
being able to kick people out on a more regular basis in local government.

Carolyn Quinn
Mind you, is there the point – Michael you were making it – that the Daily
Mail is turning us all into hypochondriacs? I don’t know if you will agree with
that, but it’s certainly a point that’s worth raising.

Now, Derek Wanless, should economy be a principle?

Response: Derek Wanless
The short answer is yes, but there is a longer answer. These principles should
be in everything that we do: efficiency and effectiveness. Furthermore, they
certainly would be if this were not a nationalised industry – Andy made the
point earlier – and if this system were in other hands with other motivation.

I eventually worked out that one of the problems with health is that nobody
would talk to me about benefits. I understood, given the terms of reference
that I had, why people would want to talk about money, but everybody 
wanted to talk about costs, saying: “Well, if we keep people alive, you know,
they only just get ill eventually and it might cost us more in social care terms
and pensions. God it’s awful.” I understood all of that, except that they were 
living longer and generally in good health, and people were not putting the
“question of benefit” alongside “the question of cost”.
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It is nonsensical in any area of life to have a cost target and, just in case 
anybody interprets the report as a set of cost targets, it’s not. What you have
is the benefits we want to achieve, and how cheaply we think we can do it with
the resources we have as a country, because there are lots of other things we
can do. It’s the holistic approach to me that seemed to be important. I was 
more concerned about the waste and misallocation of resources that was 
happening, about people carrying on with treatments that were certainly not
effective and wouldn’t be passed these days by anybody that had to assess
them; about people being made to work inefficiently and ineffectively; about
people being given targets where they had misallocated resources in a terribly
demoralising way because they knew what should be done, but the 
targets tell them to do something else. They are the sorts of things that got me
uptight, as I went through and saw the elements of waste. So, of course 
economy is important, and of course that means there are things that we can’t
afford. What we urgently need to establish, ideally by consensus, are the 
principles by which we establish what those things are – and that’s what we
said about price.

Response: Julia Neuberger
Just two very quick things: obviously one of the founding principles of the
NHS that will be challenged is comprehensiveness. We’re saying that, if you
are really talking about efficiency and effectiveness, then you are likely to say
that there are some things that we can do, but that we will in fact choose, on
a variety of bases, not to do. Therefore how you define comprehensive seems
to shift and that seems to me to be one of the areas that need teasing out.
We need to pull out the principles behind that. The definition of effectiveness
differs between healthcare professionals and members of the public and,
indeed, between different members of the public.

The other thing is the science point – and scientists and doctors-as-scientists
have made a huge mistake. It seems to me that what hasn’t been made clear is
that there isn’t much certainty, that there’s very, very rarely absolute certainty
and what one is looking at is the best possible information, taking risk into
the equation.

The public finds risk an extremely difficult concept and most of us, even the
best informed and the most involved in healthcare, when it comes to it, find
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risk a very difficult concept. Therefore there is very often something about the
way in which scientists put over ideas to the public that makes it very difficult
for the public to take them on board. So, although I would sometimes blame
the media for the way they take some of that up, I would also say that there is
blame on the scientists’ side too. The public doesn’t understand scientific
methodology very well and there is a lot of thinking to be done about how 
scientific ideas are transmitted to the public on a broader canvas than simply
in scientific journals.

Carolyn Quinn
A brief comment from you, Andy, about economy and principles. Can you
just say how you define comprehensive?

Response: Andy Burnham
Available to all; a range of high-quality services available to all. On this issue
of economy, we didn’t touch on it, but the notion of a top-down service that
I was describing is crucial. We have had an acute-trust driven NHS and I still
think that we’ve got that: the money we are putting into healthcare is just
feeding the monster, feeding the dragon, and we should be asking if this is the
best way to use these vast amounts of resources. That’s a real issue. A difficult
one to address, but it’s been put to me by the National Audit Office, no less,
is that perhaps one of the best ways of using health resources would be to pay
for an annual health check for every member of the population to pick up
whether they have emerging health problems. I’m not saying it’s the right
thing but it’s an interesting thought. If you want to get into the health 
promotion/health prevention agenda, then perhaps we have to turn the 
system on its head.

Carolyn Quinn
Next question. Three together this time.

Dr Howard Stoate MP, Dartford
I am MP for Dartford and the only practising doctor left in the House of
Commons who still does some regular stuff, so it’s very interesting to be here.

I want to pick up a point that was first raised by Lesley about public account-
ability, and I also want to tie it into what we haven’t mentioned much today,
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and that is the question of evidence-based accountability. Because public
accountability is like motherhood: we are all in favour of the public being
involved, but what we don’t know is what exactly that means, and how we
achieve it. I want to bring this back to evidence-based territory. If you look at
public involvement, we’ve got public involvement or democratic election
involvement through social services departments, through locally elected
councillors. I am not getting many people in my constituency who write 
to me saying how wonderful social services are, so simply having elected 
representatives running things doesn’t necessarily solve the problem.

If we then look at patient involvement outside this country, say at the US 
system – where you can have all the healthcare you can afford and as much
patient choice as you like, if you put your hand in your pocket – it doesn’t
deliver the goods. I have just come back from a trip to Baltimore, where they
are in despair about the system they’ve got. You might then look at France,
which is much closer to us. I’ve a French GP working with me at the moment
in my practice, who is based in Paris, and he is desperate to come and be a GP
in England. I asked him what was wrong with French general practice and he
said it is unbelievably difficult because of patient choice. He sat in with me on
my surgery and I was telling people I wasn’t going to give them a prescription
for this, that and the other, because it was a viral infection or whatever. He
said you couldn’t get away with that in France. If you tell a patient in France
they’ve got a viral infection they go to your colleague down the road – it’s
called competition – and they get their antibiotics regardless of evidence.

So it’s all very well saying “let’s have public involvement”, but first of all where
is the evidence for it, and second what does it mean in the real world? It’s one
of the imponderables: “yes, we ought to have it but …” The real debate is how
do you get public involvement, and how do you make it evidence-based so
you get the right public involvement? We haven’t got there yet.

Hilary de Lyon, Chief Executive, Society of Chiropodists and Podiatrists
I am about to become Chief Executive of the Royal College of General
Practitioners. I was at the same lecture as Dr Evan Harris last evening, by
Professor Sir Ian Kennedy, and he was asked very much the question that was
raised by Julia Neuberger, about whether there is a conflict of values between
doctors and indeed all health professionals on the one hand and the Secretary
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of State, the managers, and so on, on the other. His answer was “No, there is
no conflict of values, they just have different constituencies to deal with” and
I wondered what your reaction to that was?

Sir Graeme Catto, President, General Medical Council
I used to work in Boston: my badge reads “I am from the GMC and I am 
here to help”.

I want to pick up the same issue about the potential conflict of interest. I was
speaking to some patient groups yesterday afternoon and they were talking
about the fact that patients apparently, or at least 91% of them, do trust 
doctors, or at least they wish to believe that they could trust doctors. The
question they raised was that, if in the consulting room they are presented
with a problem and the doctor gives a treatment that is in accordance with
NICE, how does the patient know that it is the best treatment that is available
for that individual patient, and not one that simply takes into account 
effectiveness and economy for the NHS in general? So it’s the individual 
versus the general point that I would be interested in the panel’s views on.

Carolyn Quinn
OK, let’s take those last two points together, this idea of conflict of values,
conflict of interest and the tensions between medical staff and politicians.
Anyone on the panel want to speak first on that? Julia?

Response: Julia Neuberger
There clearly are different constituencies that health professionals and 
politicians have to address, but that’s not the whole of it, so Ian is right, but
only part of the way. There are some different values, and that’s a key point.
Particularly for health professionals, the concern with the individual has 
historically been paramount. You have then to trade that off against the very
proper interest of politicians and managers, which is how they deal with the
group, the whole, and there is no right answer to that: it’s always a trade-off,
there’s always going to be a tension in that.

When you take a NICE decision, NICE decisions are made on a variety of
bases. Indeed, they do have public and user involvement, so there’s a question
there about how that’s working with a fair degree of trust. But of course 
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individual patients might ask “Is this the best thing for me?” and the only
thing that health professionals can do is say whether they think that it is or it
isn’t. In most cases, health professionals have, I believe, accepted that NICE
guidance is good enough, and a lot of the time we are probably going to have
to go for a “good enough” service, with trade-offs being made all the time,
and us accepting that, because that’s the way life is, those trade-offs are made.
But you can only do that with proper public involvement.

Carolyn Quinn
Derek, do you think that we just have to say, “Well we’ll go for almost good,
we can’t have perfection but we have to work within the system we’ve got”?

Response: Derek Wanless
Well, I don’t know what perfection is and I don’t think doctors know what
perfection is; and, whatever it was last week, it’s probably something different
next week.

One of the articles that had a profound effect on me when I read it for the first
time was the bogus contract piece that the British Medical Journal ran about
the public’s touching faith in doctors and how terrified doctors are. Liam
Donaldson seemed particularly concerned when I talked to him about this
assumption that doctors somehow knew about everything, and that they had
a degree of certainty about things that they simply don’t, can’t and won’t have,
as techniques change. So Julia’s right: it is about the way in which public
engagement works. It’s so important because people do pay, and people are
going to have to pay much more if we in the UK are going to have an adequate
service in future.

The report doesn’t say how that payment should happen over 20 years,
but it does set out our view that the present method will be the best method
for carrying our health services forward in the immediate future, because
anything else would be vastly disruptive and would not be helpful in dealing
with capacity or other issues. One thing is certain: people will have to pay and,
for a very long time into the future, we are going to be asking people one way
or another to pay much more for their healthcare services. If people are 
going to do that, it’s only fair that they should be given the opportunity to
understand fully the basis on which they are getting service, because they are
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going to be consumers in every other area of life where they’ve got that degree
of knowledge, and it sometimes comes to a competitive market, sometimes it
doesn’t. They are going to have a degree of knowledge about what happens in
other countries and they are going to have a degree of knowledge about what
happens in other parts of this country. You can’t ignore that. However you
position it, and whatever is the best way to sort this out, we’ve got to find a
way of getting that degree of engagement which gets beyond an immediate
media blitz.

Carolyn Quinn
Michael McManus, the Conservatives have made much of their attempt 
to look at other countries’ models to try and draw the best from abroad and
bring it back home, but as Howard Stoate was saying, the idea of competition
makes it very difficult for health service professionals, doesn’t it? If you have
a GP offering advice and then the patient goes off somewhere else – how can
the Conservatives get around that problem?

Response: Michael McManus
Of course there are no absolutes in all of this. This is the problem with targets
that masquerade as absolute targets. Of course the effects can be absolutely
appalling on the ground, and it’s better to be honest about that. In the end the
health service could consume the entire national product, as new processes
become available. In the States, if I remember correctly – this is going back 
to my health economics days – something like half the money spent on 
healthcare is spent on people in the last year of their lives. So it’s often a case
of comatose people being kept alive because the incentive is there to do that.
It’s much less commonplace here because the system is run so differently.

I am no fanatic for competition in healthcare, and when I hear the word 
“consumer” in this context I reach for the panic button, because I don’t really
regard a sick person as a “consumer” of healthcare. We have a public service
there to help them. It’s a conceptual question, virtually metaphysical, but I am
not comfortable with that sort of inappropriate, private sector terminology 
in this context. Getting back to the idea of whether there is a consensus on
certain issues, I was a special adviser in the happy old days when we invented
the charters. Well, that was rather a new concept and, many people argued at
the time, perhaps the most radical thing the Tories had done, but it really has
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bedded down. The charters were not a means of introducing competition as
such, but they did fundamentally redraw the relationship between the users
of a service and the providers. They perhaps represented a gentler way of
introducing some of these ideas – a bit of consumerism, in the best sense of
the word – but also a strong element of front-line accountability. There is a
broad consensus on that, I think.

Response: Andy Burnham
Julia is absolutely right, it’s a question of compromises, and the problem 
we have sometimes in this country is that, if it’s not perfect, we bash it, and 
clearly that’s not the way to do it. It’s a good service and it’s getting better.

On the issue of media accountability, the temptation is always to blame the
media and we all do it, but the government has now set in train a process
through which we are finding out all sorts of information about the NHS that
previously wasn’t available. Inevitably there will be furores, there will be heat
in the media from time to time, but that’s the cost of giving the public more
knowledge, more information about their own healthcare.

And that brings me to a final point, which is that, in order to make it more 
meaningful, we’ve got to try and inch away from a service that just measures
quantity and numbers through the door, to one that measures quality. And
let’s try to measure quality by asking people about their experiences, because
that might start to give more meaningful information about how trusts and
health professionals are performing.

Response: Dr Evan Harris
I’d like to come in on Graeme Catto’s point. If we are going to have public
accountability, we have to be honest about what’s available, and the fact is we
will never have, with a publicly funded health service with a cap on, a fully
comprehensive system. There will be things that we can’t afford. It’s inevitable
that there is inequity whenever something isn’t available on the NHS, because
only those with resources can get it somewhere privately. So we have to accept
that it’s inequitable when there is rationing, but it will always be with us and
we must try to make sure that we are as equitable as possible with the
resources. That means admitting that there’s rationing, at least allowing 
people to see the situation for what it is. Some people might say, “I don’t care,
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I still don’t want to pay any more”, and that’s their right, but we have to have
the information out there. I hope that there will in time be fewer things that
we can’t afford, on the grounds of better health and of equity.

On the question of the evidence base, I did say in my initial remarks that
choice has to be restricted where people are seeking to have, from limited
resources, ineffective or damaging treatment. In such cases there is no duty 
on the service to meet that choice and, frankly, the same applies for cost-
effectiveness. I agree 100% with Cyril, but if we are talking about evidence-
based reform, we should start from the presumption that policy from the 
centre has to be evidence-based. We heard two examples praised and, if
Howard Stoate wants policy to be evidence-based, then as a supporter of this
government he should perhaps demonstrate for us the evidence that NHS
Direct has helped in terms of capacity or saved lives. What it has done is 
to make people think that they will enjoy talking about their symptoms to 
nurses on the helpline – and it has taken 900 nurses from A&E departments
– but there’s no evidence yet that it’s worked in terms of anything more 
meaningful.

Finally, there’s the question of the two-week wait. Julia cited that as something
good coming from public demand, but again the evidence is very clear – as it
was at the time it was instigated – that this would not help improve clinical
outcomes. Now we have published data suggesting that the wait works against
the best interests of those patients with cancer, as opposed to the majority 
of those patients impacted by that policy who don’t have cancer, because of
delayed diagnosis and not being referred under those guidelines. They are
even worse off, and resources are taken from the treatment arm rather than
the diagnosis arm. So that’s why we have to adopt an “evidence-based” approach
at the centre if we are going to get anywhere.

Carolyn Quinn
The clock is beating us; we have four minutes left, and I know a number 
of you want to ask questions. If you could just put your hands up again and
keep questions very short, and the answers even shorter please!

Professor Jenny Simpson, Chief Executive, BAMM
I happen to be one of the people who see a great deal of improvement in the
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NHS in the context that we are talking about: a system that employs one in 20
of the working population. It’s a huge undertaking to choose to change that
sort of system. What really bothers me about the question of values is that we
are rightly worrying about capacity and so forth, but at the end of the day the
system rests on honesty. If your healthcare professionals aren’t telling the
truth to patients and the public, then we are in trouble, but we do have a 
cultural feeling in the NHS that people can’t afford to tell the truth – about
the money the hospital owes or whatever – without fear of losing their jobs.
So we have a clinical system on one side, which is about telling the truth, and
a managerial system within which, regrettably and with the best will in the
world, people can’t tell the truth. Until we sort that, we won’t get anywhere.

P L Marshall Davies, President, Royal Pharmaceutical Society
There is a key issue of equity that I don’t think has been tackled and my 
question is, is there a consensus on the future expectation of patients of the
NHS and is this deliverable?

Richard Smith, Editor, British Medical Journal
As I look around the world, it seems to me that health reform fails 
everywhere, and does so because it is often a technical solution to a values
problem. Having said that, I have been involved in two initiatives that
attempted to initiate a deep values debate. One of them was about rationing.
In the other, we tried to get everybody within institutions to sign up to the
same values, rather than having different groups with their own sets of values.
Both initiatives foundered completely. I am interested that Derek says he got
very little response to the values bit of his report. We’ve done quite well today
– with a lot of people here, people standing – but how can we get a debate
about values going, because it seems to me it’s bloody hard?

Carolyn Quinn
Derek and Julia, I’d like you to answer those two questions about consensus
and about how to get the debate about values going. I’d be grateful if you
could answer briefly, because we are running out of time.

Response: Derek Wanless
We need to strive towards public engagement and that might or might not
lead to a consensus on the part of patients. The reality is that there won’t be a
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consensus about everything, but there will be a majority view. That’s within
our sort of society.

On the values debate, I don’t know. We went round the world and asked that
question of every country we went to and got the same response. Answer
came there none, just a list of what their problems were, whether it was 
too much money being spent or inadequate outcomes being delivered, or 
sometimes both. This sort of approach is fine, but these are the people who
will talk about this sort of thing. I really think it is a question of how you 
get out beyond them. I don’t know how to do it, but a lot of you have been 
thinking about it for longer than I have. There must be a way in which it can
be done. It goes right back to the first question we were asked today. There is
surely a role for local primary care to be part of that engagement process.

Response: Julia Neuberger
I very much agree with Derek and Richard, and I have been involved in trying
to get the values debate going for a very long time and it is shifting. I would
say there is more interest in it, and not only among, if you like, the cognoscenti
who are here today. I suspect part of it has to be local and part of it also has
to be based in real-life tests. I think you have to demonstrate the trade-offs
and get people to work them through, and so I suspect the citizens’ jury type
model is probably the way that you are going to get the public more engaged
in values debates.

Carolyn Quinn
Now Jenny Simpson’s points. Evan?

Response: Evan Harris
I’ve already said that the Department of Health, which is the thing that 
people are scared of, whatever government is there, could for all intents and
purposes be abolished. A residual Department of Public Health could then be
put in charge of ensuring that there are frameworks for regulation across the
country and, indeed, medical education, training and research. But other than
that, it could all be devolved to regional bodies, which are more responsive;
and even to local bodies, so long as they possess the tax-raising, or tax-
varying, power to provide the other side of that accountability. It is very sad
that politicians and the media on all sides have conspired to create this 
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culture, this fear, and that people think that their job would be gone if they
don’t meet some target of, say, 75% being seen within four hours in A&E. This
all too often means that the 75 straightforward cases are seen first to meet that
target, and then they deal with the major cases. That is not in the interests of
patients, even if 75% of them, on a simple and crude headcount, are happier
than under the alternative, which is going back to priority. So there is this 
balance and I tried to set out a framework for how we would do that.

Andy Burnham
There is a very straightforward and simple answer. Yes, there should be a 
culture where people feel they can tell the truth, and if they don’t feel that for
the moment – and it’s right that they often don’t feel that at the moment
because of looking at the chains of Richmond House, as people describe it –
then perhaps there are more things that we do have to put in place. I totally
accept that. Unless there is general openness about where the service isn’t 
performing as it should, and isn’t delivering as it should, how on earth can we
make it better?

Michael McManus
I agree entirely with that. The bad stories that have alarmed people about the
health service generally, like Alder Hey and Shipman, and so on – really have
created a climate of fear, and ironically it has often been the whistleblower
who has felt most intimidated. You must have greater openness, and it’s easy
for someone in opposition to say, but let us see more decentralisation and
fewer targets.
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Introduction

Wilf Stevenson

In our first seminar we looked at the Wanless Report, picking up particularly
on principles and values, and arguing in that debate about whether or not
there was a consensus across the politics of the health service that might allow
policy-makers to get ahead and solve some of the bigger issues. The big issues
that still have to be dealt with – comprehensiveness and equity, public health
issues, choice and the national/local provision issues – are really big ones,
some of which will be picked up as we go forward in this series. But as we put
those points across to the politicians, it was quite interesting that, although
they spoke at length and, sometimes, quite wittily about the issues, there 
wasn’t much that divided them at the end of the day as regards the points they
were making. On that basis, the government can assume that there is pretty
good consensus on some of the big issues about health at the moment, and
certainly on the principles that Wanless was espousing, and that it is therefore
possible to get ahead and tackle the remaining strategic issues, which is good.
However, they are quite big and quite difficult issues to deal with.

But today we look at the question of how to frame a health service that is both
national and local, and what more can be done, and what needs to happen
and change, in order to create the modern health service that we all now seem
to want and are able to articulate: what it should be – responsive to patients
and their needs, but also trying to be one of the best in the world. We are
delighted to welcome the minister Hazel Blears, here for her first Smith
Institute seminar, and to welcome back Bill Thomas, who spoke for us at a
series on productivity and competitiveness.



Hazel Blears MP
Parliamentary Under-Secretary of State (Public Health), 
Department of Health

Thanks very much, Wilf. It is my first Smith Institute seminar. I have to say,
having looked through the attendance list, it’s an incredibly impressive and
awesome audience, so I am delighted to be here. I will try to provide an idea
of the health service we are trying to create. We have said very clearly that we
want to have a national framework and, in order to reassure people across the
country and set national standards that they can expect and be entitled to, we
will also try to address the crucial issue of the postcode lottery, postcode 
prescribing, all of that. The national standards are very important to us, but
tension can emerge when as a government we are trying to ensure that there
is a real local connection in our health service. I personally feel that national
standards have been accepted throughout the NHS and, to some extent, have
dominated the whole of the service. The part that has been underdeveloped
is the local part, the local delivery, the local buy-in and the local engagement
of communities out there. That’s much less developed and hasn’t had the
attention that it ought to have had.

One of the things that I sometimes find disappointing is that people set up
the questions of national standards and local delivery in competition with
one another; there’s automatically a contest, an adversarial relationship
between having national standards and local delivery. I genuinely don’t think
it has to be that way. Something that will dog us as we seek to increase local
engagement is a sense that increasing local engagement somehow dilutes the
power and influence of the National Health Service, which means universal 
provision for the whole of the country. There is a real danger of failing to find
the appropriate balance of power between clinicians, local people and all the
other different players in the health service. I certainly would like us to get 
to a position where the national framework and national standards are 
complemented by local delivery, with each one informing the other and each
part of the service learning from those different experiences.

That’s where I’d like my starting point to be. I have to acknowledge that, in
different parts of the health service, people will be at different points along
the journey in terms of getting that relationship right, but I don’t think that
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the national and the local have to be contradictory, or diametrically opposed.
One of the examples that spring to my mind is the national strategy for 
literacy and numeracy. That was very much a national strategy, with a national
push, yet if you talk to everybody in probably every primary school, they will
tell you that the strategy has worked, it’s delivered real results and they can see
things in their local community that have been dramatically changed as a
result of it. One of the keys to that success was professional buy-in from
teachers and, without having that third element of professional buy-in from
the people involved in delivering the service, we could still have had a national
strategy, but the commitment of the professionals to deliver it would have
been missing.

So we need the third element of clinician engagement, because government
can set as many standards as it likes, and local communities can struggle on the
ground to deliver them, but if we haven’t got that real clinical buy-in, then 
I don’t think we are going to make the progress that we want to see happen.

It is beginning to happen, and certainly I see tremendous examples of
progress happening out there now. Several examples just came to my mind.
First of all, the cancer plan with the cancer collaboratives, where we have got
clinicians, patients, carers and families all involved in the cancer networks,
which are now beginning to deliver some quite dramatic results in terms of
reducing waiting times and making the patient experience much better than
it’s ever been in the past.

Then there’s the primary care collaborative, again based on the principle of
people coming together and sharing knowledge and ideas, which has reduced
waiting lists in primary care in a way we could never have envisaged. Then
there is our progress towards 48-hour access to GPs, made not just by putting
more resources in, but by working in a different way; and our reforming of
emergency care, looking at A&E, introducing new methods and streaming
patients when they come in, treating them as soon as they come through the
door. Again, clinical buy-in is essential to make that national strategy work 
at local level.

So we are now shifting the balance of power. That wonderful phrase sums up
everything we are trying to do, but it means different things to different 
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people. It depends on where the power is, where you want to shift it, who’s 
gaining it, who’s losing it and which individuals or groups feel that they are
the beneficiaries. We are trying to set up a system that has more certainty for
people at local level. The 75% of the budget that is now going out to Primary
Care Trusts (PCTs) is going to be allocated for a three-year period. That’s 
revolutionary, and it’s a kind of indictment of where we are that we think that
giving people three-year planning is a huge step forward. Well, it is for us in
the health service, but anybody trying to plan any other organisation without
that kind of security would be absolutely amazed. They are all really hungry
for it out there in the PCTs.

We’ve got the priorities and planning framework, which we have tried to 
slim down dramatically so we’ve got fewer national targets; and we’ve got 
streamlined monitoring in there. We’ve tried to link the targets with the 
performance management systems, so that people can see that they are being
measured on what they are delivering at local level. We have tried to focus 
on outcomes and not inputs. Again, this represents quite a revolution for 
the health service, but it’s still something that arguably we should have 
been doing many, many years ago. We’ve also tried to reduce the planning 
bureaucracy, so that we have one simple annual plan, a local delivery plan, to
deliver the national targets, and so people are not chasing their tails going
through five and six rounds of planning at local level.

Local delivery plans will be key and one of the big issues for us is empowering
the PCTs. Their new roles as commissioners will be incredibly challenging,
and the abilities and strengths in different PCTs inevitably varies dramatically.
You will find some PCTs that are really powerful, that want to take on the
commissioning role and are really prepared to push the providers and get
things for their communities. Others will have only just started, and getting
them up to strength is a huge priority for us.

Though the key is shifting the balance of power to the front-line in terms of
PCTs, I personally would want to take it even further, shifting power to local
communities themselves, not just the arms of the health service that drive up
standards. I’d really like local people to be genuinely engaged and involved 
in that process.
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This is something that challenges the NHS enormously, because it has never
really done it; it’s not totally comfortable with engaging the public and 
sharing power with it. Certainly the whole history of the service has been built
on doctors knowing best, deference and a real hierarchy of control. Trying to
turn that hierarchy upside down, which is what we have engaged in, so that
the patients and the public are the people who have power in the system, is
enormously challenging.

But I don’t believe that we will drive up standards in the health service from
the centre. We can issue all the guidance, and all the dictates, that we like. The
way that standards are driven up is for local communities to say, “Why isn’t
my breast cancer service as good as the breast cancer service they’ve got down
the road? Why aren’t my survival rates just as good? Why do I have to wait
longer in A&E than they wait in A&E up the road?” That’s the way you drive
up standards, but in order to do that, you need an articulate, empowered,
knowledgeable community who have the levers in that local area. That’s why
I think that the new patient and public involvement structures that we are
beginning to put in place, the capacity-building that’s out there now in local
communities, are the way forward, because unless we get this drive from local
communities we are not going to tackle the huge health inequalities that 
still exist.

Even after 50 years of the NHS, people in some areas are still dying ten years
earlier than in other areas; you are one and a half times more likely to die of
coronary heart disease in poorer areas; and there are 16,000 excess deaths
from cancer in poorer areas. These are devastating figures. So for me a 
universal, uniform national service hasn’t worked at local level to address
those inequalities. Shifting the balance of power for me is about empowering
those communities to demand services just as good as those that the middle-
class, articulate, better-off areas have to some extent always had.

Choice in the NHS is very controversial. Some people have always had choice,
or wider choices than other people have had, either because they can pay or
because they happen to live in an area with good services, or because they
have a fine, articulate GP who is part of the referral system and can get the
system to work for them.
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People in poor communities have never had so much choice, which is why 
the agenda of getting communities to drive this forward is so vital.
I suppose that, in my dream world, I want local communities to drive up 
standards. If you are serious about wanting to shift the balance of power to
front-line staff and communities, you also have to understand that local 
people, if they are allowed to participate in a system, may well then want to
run and provide some of the services themselves.

You will know that we have embarked on trying to get a much more diverse
range of providers into the health service. We have talked about the private
not-for-profit sector, we are talking about foundation trusts and, crucially, in
the future we are going to be talking about local people running services in
their own areas, whether through community businesses, social enterprises or
putting their surpluses back into community activity. You should expect to
see a real drive to diversify the way in which health services and social care 
are provided in the future.

I will leave you with one Salford example, because I never make a 
contribution without an example from my constituency. We are lucky enough
to have the Lift programme, the next public-private partnership to rebuild
primary care premises.

I’ve got two groups of people in my New Deal for Communities area who
have come through the Expert Patients Programme. Some of you will know
about this. It empowers people with long-term conditions to become real
partners in their own care. Some of them have got diabetes, arthritis and
other long-term conditions. As a result of that programme, not only are they
now expert patients, but they are incredibly demanding, challenging citizens
who want to have a say in what their healthcare looks like. They have designed
two primary care centres: one for older people in the community and one
geared mainly to the needs of young families. They have designed them with
architects and health service professionals, and they have had a lot of support.

They’ve now got £2m from the Lift programme to build them and they’ve got
commitment from the PCT to provide ongoing revenue funding. Those local
people will manage the facilities themselves and, in the longer term, ought to
be running those health services in our local community.
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The potential contribution not just to the health service, but also to the whole
regeneration of that community, is immense, demonstrating how this journey
of establishing national standards, supported by genuine local community
empowerment, can profoundly change the way in which the NHS delivers.
That’s where you don’t get a contradiction between national standards and
local delivery: you get local people demanding that their services are just as
good as anybody else’s.
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Bill Thomas
Managing Director, EDS, UK and Ireland

Good morning, Wilf, Minister. Thank you very much for your introductory
comments. You hit the nail on the head in terms of national standards and
local delivery: it sits at the heart of exploitation of IT within the NHS and 
it holds great potential for us in the future.

The government’s stated ambition is to make the National Health Service a
service of choice, designed around the choice of patients, and a service that
people choose to use rather than use simply because it’s there. They should
choose to use it because it’s the best. Achieving this world-class public service
is going to involve a major programme of change. There are huge plans to
invest in hospitals, in extra staff, in new protocols, in more buildings, but it
will take years for the benefits of those to filter through and reach the patients.
There will be some quick hits, but putting more people into university now,
or building more hospitals, is not really designed to have an impact within 
the next two years.

My message this morning is quite simple: it’s that dramatic and early
improvements could be made, in the capacity of patient care, in the quality of
patient care and, perhaps equally important, in patients’ perception of the
quality of their care and patient satisfaction. We can make this happen through
harnessing the power of information and communications technology, but
only if the public sector, the NHS and the private sector implement, procure
and manage it in the right way.

It seems an extravagant claim, but it isn’t really. The management of
information is absolutely central to patient care: the collation, presentation
and analysis of patient information, together with the identification and
scheduling of clinical and social services, makes a huge difference to the
healthcare process. Information is, and absolutely must be, at the heart of
healthcare reform in the UK, and all the indications are that it will be.
Currently IT is not at the heart of healthcare. It is in the distributive sense –
and we have pockets of best practice – but it is not quintessentially at the
heart of delivering healthcare within the UK.
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In the Wanless Report discussed at the last seminar, Derek Wanless identified
two key problems, one of which was the historically low investment in IT 
by the NHS, at around 1.5% of UK health spending. In the United States,
the equivalent figure is 6%, so investment is four times higher in the US.

The NHS is hugly reliant on intelligent, well-qualified knowledge workers –
1.2 million people, the largest community of knowledge workers that we have
in the UK. However, the annual spend on IT per employee within the NHS 
is extremely low, compared both with other government departments and
with the private sector.

To address this, Derek Wanless recommended a doubling of the annual
investment in IT and that’s great, that’s fine. But spending money on new
pieces of software and new boxes will absolutely not make any impact on the
quality of services that we are delivering to patients, unless we approach it 
in the right way. We had ten years of this in industry, where people pointed to 
the US and said, “they spend 6% of GDP on IT and we don’t, and there’s the
productivity gap.” It’s not that simple, not at all. The best way forward is much
more related to holistic business change, to change in business practice, to
taking people with us, to doing the right things at local and corporate level,
which is national level for us in the NHS.

A further finding in the Wanless Report was that the health service makes very
poor use of IT. This is much more insightful than just saying “we need to
spend more money”. We do need to spend more money, but this is the nub of
the problem. There are examples of successful use of IT at local level, but 
systems have typically been developed and installed in a piecemeal fashion,
which prevents the effective integration and sharing of information across 
a wide range of healthcare providers. The result is a fragmented service,
localised and still largely paper-based in far too many places. It’s a service that
offers the patient an interrupted journey made up of disconnected episodes.
That’s the experience of most of us in the UK today. That’s the essence of the
challenge that we face.

A good way to illustrate this is to look at a scenario in which, let us say, a 
child falls ill on a Friday evening, so you call NHS Direct. There’s a suggested
treatment but it doesn’t work, so on Saturday morning you go to an 
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emergency GP. The emergency GP prescribes a different treatment but it still
doesn’t work, so on the Sunday morning you go to an A&E department,
where further treatment is provided. This time it works, but you are told to
go back to your own GP on Monday morning. You arrive on Monday morning
and your own GP knows absolutely nothing about what’s happened over the
last 48/72 hours.

In most cases there is absolutely no way for them to know anything that’s 
happened: the information on each piece of treatment has been recorded
independently and it may be in transit somewhere between the disjointed
parts of our overall system. So each time you move through the system,
nobody knows what’s gone before, nobody knows what’s happened – you
might as well have arrived in the country at that very instant. Even within a
single hospital the same information is collected time and time again.

One of my friends who runs a strategic health authority says that if you ask
somebody for their name 15 times, then prod them in the same place 15
times, one irritates and the other hurts. So there is a need to get some sharing
of information.

The point is that these problems are compounded if the patient’s journey is 
further afield, which is increasingly the case with both patients and staff.
Lots of people live in one place and work in another; and they might as well
be from another country.

So how can IT help to solve these problems? The vision the government set
out is one of an e-enabled, seamless patient journey; in that vision a patient
will call NHS Direct, the treatment could be automatically passed to a GP and
an appointment made electronically. When the patient goes to the GP, he 
or she can be electronically booked into an appointment with a consultant.
When he or she turns up for the appointment, the record is available to that 
consultant beforehand so the consultant knows why the patient is there and
can offer the right treatment. As the patient moves through the hospital, all
the events and activities – the booking of beds and operating theatres, the
allocation of clinical resources – are electronically organised, as they would be
outside the NHS in an industrial and manufacturing situation.
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The treatment histories are electronically recorded in such a way that the 
GP, and any other hospital the patient might visit, can make sense of the 
information. Patient and carer know what’s been planned, they know what’s
been done, and they know why it’s been done. The system is supporting the
clinicians who are delivering the service, but it also supports and empowers
the patient, who understands the history of what’s happened to them and
what’s going to happen. When a patient goes back into the community, the
GP can be informed automatically, as can social services, to give a holistic
view of the care that needs to be provided there.

This is an enticing vision and it is achievable; the kind of revolutionary 
service that can be achieved through the appropriate use of IT is already in
practice elsewhere in the public sector and in the private sector.

I want to consider three examples, starting by going back eight years to look
at the global aerospace industry, which was relatively fragmented in terms of
information, with its supply chain often unable to communicate electronically
between its constituent parts. A huge amount of work and investment has
taken place in the industry to correct that situation. Lots of new IT has been
bought, but much more important is the revolution in business culture 
and business practice to join up the supply chain, driven by the needs of
the end user.

Then let us consider how IT is revolutionising the design, manufacture and
build of a joint strike fighter (JSF). This is the next generation of high-
performance military aircraft. It’s the world’s largest programme: it’s not just
the world’s largest aerospace programme; it’s the world’s largest programme.
It’s a $1 trillion programme. More than 50 major contractors in over 30 
countries need to share time-critical design and manufacturer information
throughout the industry supply chain.

This has been solved by the aircraft equivalent of an electronic health record:
the idea of capturing data on a military platform as it is designed, built 
and then operated. This principle is now extremely well established. We do it
today not just on the JSF, but on many other programmes, and it has been
very successful. The design costs of the JSF have been halved, the 
manufacturing timescale has been reduced by two-thirds and manufacturing
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costs more than halved, compared to previous programmes. Is there anything
that the healthcare sector can draw from that? Absolutely there is.

The next example comes from the public sector, namely the UK employment
service, where IT has been used to turn a local service into a national service.
Until fairly recently, UK job centres displayed local vacancies on printed cards
in the offices – we’ve all seen those in years gone by. Only a limited number
of jobs could be posted; it took time to keep the displays up to date; and 
information from other districts was simply not available. Jobs might as well
not have existed if they happened to fall outside a certain geographical
boundary.

Today we have touch-screen kiosks called job points. They are still in job 
centres, certainly, but they are also in prisons, to help get convicts being
released to get jobs, to try to stop the cynicism. They can be deployed 
anywhere: in supermarkets, for example. They offer job-seekers instant access
to a national jobs market. At the heart of that transformation is a brand-new
jobs database containing more than half a million jobs, the second-largest
database in the world of jobs.

The sexy front-end IT stuff may seem to be the job kiosks, but that’s 
relatively trivial – the really challenging bit is to create one of the largest 
databases in the world.

These vacancies can be accessed by the agency’s personnel, by job-seekers and
by employers. The capability to search for a job outside the area is being
increasingly used. I don’t know if it was ten years ago, maybe it’s more, but we
used to talk about people getting on their bikes to get jobs. This is an e-bike,
because people can go on the internet and find a job where they want to. They
can also bring training information into it, to help qualify them for the
opportunities that they find.

This modernisation was undertaken in a partnership between the public 
and private sector. It transformed a fragmented local service, operated by
extremely dedicated people working in a difficult environment, sparing those
people from data clean-up and administrative back-office tasks and giving
them far more time to spend with the people on whom they want to 
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concentrate. The modernisation was delivered in two years. From start to 
finish, in two years we took a local service to a national service.

The third example comes from Denmark. It may have only one-tenth of the
population that we have in the UK, but we can still learn from it. In 1994,
Denmark began to develop national capabilities to transfer prescriptions
between GPs and pharmacists electronically. Today, two-thirds of prescriptions
are transferred in that manner; the system covers 85% of GPs and 100% of
pharmacists. Patients can also choose where to collect prescriptions, or to
have them delivered to their home.

Obtaining new infrastructure is like buying a Volvo: once you have bought a
Volvo, you can carry Christmas trees in it. Nobody would buy a Volvo to carry
Christmas trees, but you can do it when you’ve bought one. Having got 
this infrastructure, the Danish health service is using it to transfer other 
documents, so 85% of discharge letters and 80% of lab reports are shared
using this service, an incremental benefit from that initial investment. That
investment has increased efficiency and capacity. It has also dramatically
reduced dispensing errors, which is extremely important, and it has virtually
eliminated patient fraud.

There are parallels between these and the challenges facing the NHS. None 
of them, in people terms, is as big as the NHS, but there are parallels, and 
IT can and must play a key enabling role in the transformation that we seek.
But it will only be achieved if it’s approached in the right way.

Getting back to the point about national standards and local implementation,
this transformation needs to be taken forward from an IT perspective as an
integrated, nationally led programme. This is the approach the government is
laying out, and we have had the appointment of Richard Grainger, the new
director general of IT for Health, to take that forward. Quite rightly there is
currently a debate as to where, within this nationally led programme, people
strike the balance between what’s done nationally, what’s done regionally and
what’s done locally. It’s an extremely important debate.

At one extreme we could have a single national programme, with single
national procurement, which would unquestionably help to ensure consistent
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treatment across the country and meet the needs of a mobile population.
It would also be a way of driving forward a programme with pace and 
effectiveness: if you get the procurement right, you get value for money.
But the simple fact is that the NHS is bigger than any other organisation we
deal with. That sort of monolithic approach would mean a bridge too far for
the community and the stakeholders that the people in this room are dealing
with, so that boundary condition would be unacceptable.

The other extreme is to “let the thousand flowers bloom” by having a 
nationally led programme devolving procurement down to individual trust
level: with empowerment and accountability 100% down to trust level. But
the chances of achieving integration within that dispersed community, of not
replacing postcode prescribing with postcode information management,
would be almost zero, so you can’t go to that boundary condition either,
because you would not get a seamless patient journey outside the individual
trust. It would be ever so tempting to believe that all we really need is to set
standards and then just reach standards and we will get commonality. Fifteen
years of implementing Enterprise Resource Planning (ERP) systems across
the world tells all of us in our industry that setting standards doesn’t make 
for integration.

These considerations suggest that the right balance is a mixed economy,
the goal to deliver the right services at the right level, procure and deliver
nationally what needs to be done there, and regionally what needs to be done
there. There are a number of functions the NHS should only do once, and the
NHS Information Authority is one of the organisations set up to focus on
that. Those are the functions that derive value from being national in scope,
but it doesn’t make sense to do it any other way.

Let’s suppose I visit my GP up in the Peak District and I want him or her to
refer me to anywhere in the country where I can get the service, as easily in
London as I can up in the Peak District. Now, unless we have an e-booking
system at a national level that can search for capacity, and manage capacity,
across the UK, then that’s not going to happen. We will still be faced with a
really curious situation where people from Manchester are sent to Marseilles
because we don’t know we’ve got a vacancy in Macclesfield.
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Similarly, when I get to the consultant wherever she is located, I want her to
be able to access my health records. If she writes a prescription, I want, like
my colleagues in Denmark, to be able to receive that prescription in the way
that I choose. These functions have to be national in scope; they should be
embedded in the service and infrastructure of the NHS.

Having said that, at the other end of the spectrum, every GP needs IT in the
surgery, and every acute trust needs its own local support for the delivery of
care – and choice at that level is critical. So let’s have electronic health records
with national implementation and a national standard. Electronic patient
records for what happens in the individual hospital are a matter for local 
decision. As I said earlier, it’s not just about standards; it is immensely 
difficult even to implement systems consistently and to common standards,
and to have them integrate.

So we would contest that a National Health Service requires a supporting
national information service, to deliver functions that need to be provided
nationally. An appropriate balance is what it’s all about, getting this 
appropriate balance between national, regional and local implementation.
If we intuitively feel that, and most of the people we talk to certainly share
that perspective, what’s stopping us doing that? That’s an interesting question.
And part of the answer is an extremely rational fear of large, national IT 
programmes.

Faced with that situation, there are two responses. The first is to give up and 
let those thousand flowers bloom, hoping for integration and effectively 
abandoning the vision of a seamless patient journey, but that’s a counsel of
despair, we don’t want to go there. The second response is to understand why
these projects have failed in the past, learning from experience elsewhere 
in government and in the private sector, to ensure that, by applying best 
practice, the IT programmes that the NHS so badly needs can succeed.

I want to share some perspectives on how this could be done. First is the
strategic use rather than the tactical use of IT. By that I mean that IT is an
enabler of the transmission of patient care. Don’t buy lots of shiny kit to
implement the existing process, and the existing working practice, with new
technology. As I said, we’ve had 15 years of industry doing that with ERP 
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systems, which is why 90% of ERP systems fail to deliver improved business
performance in the manufacturing industry. Much more important is to
combine the use of technology with fundamental change to the way in which
healthcare is delivered. This is really hard, much harder than picking the right
IT and implementing systems. This is a challenge of taking thousands – 
hundreds of thousands – of people with you on a major programme of
change. It’s one of the biggest challenges leadership can face in any field of life,
whether in the public or private sector, and what is particularly interesting is
that skills that put people into boardrooms in the private sector, and into
senior positions in the public sector, are not necessarily the skills needed to
deliver that major programme of change. This is tough stuff.

We also require access to world-class IT, which is no small challenge. IT in the
NHS is extremely fragmented and localised today, and that’s produced a 
fragmented, localised market: lots of small procurements have resulted in lots
of small companies. Now e-booking is strategically an extremely important
area for the future of the NHS, but the example I would give is that the 
leading provider of e-booking software in the UK has 25 people in it. We could
fit them on a coach.

The long and expensive procurements that we’ve faced in previous years have
left us with a situation in which the procurement rewards the “last man 
standing”, a little bit like the marathon dancing contests in 1950s America.
So the way procurement is done can be a barrier to getting the right strategic
IT applied.

If the NHS is going to exploit IT to make a real difference, then the market
serving the NHS also needs to be transformed; the larger players have got to
be re-engaged and that’s happening, but those larger players do need to be
encouraged appropriately to support the innovative small companies that can
make a huge difference. They should support those companies and gear up 
to the creation of consortia to address the huge requirements of the NHS.

None of that is going to happen unless there is a major cultural change 
in the way procurements are undertaken. To secure these world-class IT 
partnerships, we need world-class procurement. A giant stride forward has
been made recently in addressing these procurement issues. The supplier base
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across the UK and internationally has been engaged in consultation in a way
that’s never happened within the NHS in the past. But we are still in a 
situation where we have two-year procurements, to procure relatively small
systems. That’s a huge expense to the industry, and the small firms will not
stay to do it. It’s also a huge expense to the NHS, which has much better things
to spend its money on.

So accelerated procurements can be achieved; and NHS Direct is a model of
how to achieve this at pace. The recent procurement to provide e-mail and
directory services within the NHS is going to replace 7,000 separate e-mail
systems. “Why does that matter?” one of my colleagues asked me this morning.
It matters because you cannot create a single community and communicate
electronically with them today – there are 7,000 different communities.
This service will enable 1.2 million users in the NHS to communicate with
each other. The procurement, from advertising it in the European Journal to
implementation, took 12 months. Anyone who says we can’t organise things
between the public and private sectors in the UK in anything less than years
should look at those procurements – NHS Direct and the directory and 
e-mail service programme.

The final requirement is a genuine strategic partnership between the public
and private sector: nice, fluffy words and much bandied around, particularly
in presentations. Our experience working right across government has 
underlined the fact that a partnership needs to be tough. It’s hard-headed,
and it’s a pragmatic business arrangement. It works in good times and it
works in bad times. It’s a relationship that has to be based on trust, and it has
to be designed to ensure that both sides are treated fairly. Rowing boats don’t
sink at one end.

The key to success is recognition by each partner of the different, but 
legitimate, needs of the other: helping partners to achieve their objectives will
in the end help you to achieve your own. Rewards need to be shared, so that
each side is motivated for success. There must be effective arrangements 
for sharing risk; it is pointless trying to transfer to industry any risk that
industry can’t control. If there is a risk relating to requirements defined 
by politicians or officials, there’s no point in trying to place the burden of that
risk on industry. You might find somebody who is crazy enough to take that
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risk, but it will ultimately end up in a bad programme. Place risks where they
can be best managed: business risk and clinical risk will never leave the NHS,
they just won’t. There may be a contract that stipulates that there are lots of
consequences for failure, but the business and clinical risks will stay with the
NHS, just as they do with the military when it procures a JSF programme.

Commercial risk, where appropriate, can be passed across to industry and it
should be. That in turn requires a single point of accountability on both sides,
and our largest programme is the re-engineering of the infrastructure for the
US Navy and Marine Corps. Such is the importance of having clear leadership
and a single point of accountability that Congress passed legislation to create
a single point of accountability across the US Navy. This is a very important
element of getting these programmes right. This commitment to work
together must come from the top of both organisations; and it must be
underpinned by joint governance, joint programme boards and joint project
teams. If programmes aren’t linked from top to bottom, they drift. When they
drift, they won’t achieve their objectives.

There is a unique and unrepeatable opportunity for the public and private
sectors to work together to harness IT, transforming patient care and the
NHS. We work on many transformation programmes around the world. Most
of them are in the private sector, where transformation means wholesale
elimination of jobs. That is not the situation we face in the NHS and that’s the
unique opportunity. We want more for the same; we don’t want the same for
less. We should not let this opportunity pass us by.

The challenge is to ensure that the huge extra investment promised for IT
does help to maximise capacity, improving the quality of the services that the
clinicians can offer the patients and transforming the NHS into a service of
choice. It’s an enormous prize, but it will only be achieved if, as I have tried to
outline, IT is procured, implemented and managed in the right way with a
programme designed for success, not driven by a fear of failure of large
national programmes. A programme that is shaped to succeed by attracting
the best people, both in the public sector and the private sector, can realise
this opportunity and make a huge difference.

Thank you very much.
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Discussion

David Walker, Editor, Analysis, The Guardian
The model Hazel Blears gave us is one where local demand, empowered by
comparative data, triggers change. A couple of observations, if I may.

With due respect, that’s not an entirely new model. If you look back to the
previous government, and the government before that, it was one that
Michael Heseltine used in setting up the Audit Commission, which for the
past 19 years has been seeking, through the proxy of councillors, to use
league-table comparative data to engineer change; and its record is mixed.

My second point, briefly, is that you are dealing, as you admitted, with poor
communities that are being, you hope, energised into becoming agents 
of change. These same communities are being asked to be agents of change 
in, for example, housing and regeneration. Isn’t that potentially a rather 
large burden? 

And third, again very briefly, as perhaps you acknowledged, there’s a paradox,
isn’t there, in this modelling – in that the centre, whether the centre is here or
in a region, is required to be very, very strong in identifying precisely those
areas that do need extra assistance, which do need help? And unless you have
a strong centre, you potentially don’t get much action locally.

Paul Streets, Chief Executive, Diabetes UK
I am chief executive of Europe’s largest patient organisation and I share the
minister’s vision of commitment to the involvement of patients as drivers of
quality in the NHS. Indeed we are about to, I hope, see a national service
framework for diabetes, which should reflect that, but we do have two 
concerns about local target-setting and empowering patients. The first is that
empowering patients relies on better communication of what patients should
expect. What I don’t see is a commitment from healthcare professionals to
that. They frequently argue that, if we tell people what to expect, it raises
expectations. We mustn’t do that, yet without knowing what to expect, how
can users make those demands?

The second question relates to the idea of patients as drivers. In my long 
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experience of my organisation, one of the key tools has been comparing one
area with another, and my concern is that shifting the balance of power will
enable providers to justify differences from other areas. They will say “this is
to do with local target-setting and therefore the postcode lottery for me is not
the postcode lottery, it’s just that we are achieving the target at a different
rate”. How can organisations like my own use the tools we’ve used in the past
to drive local change, to compare one area with another?

In contrast, for us, national standards mean that patients and consumers
know exactly what they should expect. We see the way the government has
used this with A&E targets, where people all around the country know 
exactly what they should expect and can therefore use that information to be
the drivers of quality that you want them to be. I would like to hear the 
minister’s comments on that.

Professor Brian Edwards, Health Care Development, University of Sheffield
In the NHS today you will find a lot of buzz around, with a “thousand flowers”
indeed producing a lot of excitement and a lot of keen, enthusiastic people.
But I have to say that, in my experience, it will be a short-term, transitory
gain, not a long-term change. We may have a grand firework display, but at
the end of the day there won’t be much left other than a memory. If you take
cleaning, for example, I was with a cleaning team in a hospital the other day
and it was magic, but I came away thinking it won’t last if that supervisor
moves on. We need structural change, we need to be able to close our hospitals
down for a month and steam-clean them. We need an entirely different way
of thinking about infrastructure, and I was struck, with the IT debate, by 
how desperately important it is that we get on with infrastructure. But my
comment is that ministers are better with a “thousand flowers” than they are
with two or three long-term, heavy-duty infrastructure programmes of the
sort the NHS needs. So how are we going to get out of that dilemma? 

Nick Ross, President, Health Watch
First I would like to echo Brian’s view that it’s a very significant issue. I also
want to amplify what the earlier two speakers asked, and point out some
semantics that have been used. This is more than a different use of words;
there are some fundamental problems here. For example, Minister, you talked
about national standards versus local delivery. Well, do we mean national
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standards versus local standards, or national standards versus local delivery?
The fact is, every organisation with national standards has to deliver locally
and we need to be very clear what we mean here. We mustn’t fudge this 
language. Do we want local empowerment or not? Do we want postcode 
differences, or do we not? 

The second area of semantics was when you talked about power to local 
communities, Minister, and Bill talked about “the choice of patients”. Now,
local communities may be patients; consultants have patients; but where
should the power lie? Should it lie with local communities and, if so, who is
to represent local communities? 

I know that politicians, by virtue of being politicians, assume that the 
political route is an excellent way of providing fair representation for local
communities. My experience suggests otherwise. My experience is that only
rather eccentric people go into politics, as my parents did, that most people
don’t, and that community hospitals are not necessarily run by people who
represent the wishes of patients.

I also wonder whether, if we want to provide power to the patients, the 
structural changes Brian talked about may not have to be much more
emphatic than he seems to foresee. I do wonder – and I’m afraid this does
come back fundamentally to the NHS per se – whether our model of it will
survive forever, and whether we should be tinkering, trying to get it to work
as it is at the moment, when it is basically a national provider, or whether we
want something that really offers patient choice. I know that there are all sorts
of arguments on either side, and I know that, for the moment, politicians in
all three parties have said emphatically that we must have the NHS because
the public is behind it. I am very concerned that, one day, public consent for
the NHS will fall away quite sharply.

Response: Hazel Blears
We are indeed asking a huge amount of local people, whether it’s helping to
drive up standards in the NHS, running their New Deal for Communities
programme or running their single regeneration budget: a whole plethora of
government initiatives is underpinned by an assumption about community
involvement. We still talk the talk and don’t walk the walk. Certainly my 

T H E S M I T H I N S T I T U T E

6 8



experience is that, while it’s easy to talk about community participation,
making it happen is one of the hardest things to do and genuinely sharing
power with local people is the hardest thing to do, certainly for politicians,
whether that’s at national or local level.

We have an enormous task to increase the social capacity of people, particu-
larly in poorer communities, and that’s something that the whole government
has to embark upon – not just the NHS. We are doing quite a lot now in terms
of setting up the new Commission for Patient and Public Involvement. It has
a remit to go out to poorer communities, to find the people who have never
had a voice, train them and give them the back-up, the skills, the information
and the education to be able to do that. So this is a whole new area for the
NHS to embark on, but equally the whole of government has to build the
capacity for people to do it and it is too easy to assert that this is too hard and
therefore we will slip back to our old ways of simply saying “this is what’s on
offer, take it or leave it”. It’s hard to do, but I think it’s absolutely imperative if
we are genuinely going to make local people drive up the quality of services.
It is important that we have a strong centre as well as strong communities.
I don’t think one is automatically the enemy of the other.

You need to have a focus about where you want to go, but you have got to
build your foundations out there – otherwise you are sending strong messages
from the centre to nowhere and they simply get lost in the ether. So I don’t
think they are opposed, and you need to have both. That’s what I tried to say
about our national standards together with local delivery. Nick makes a really
important point: is it a case of national standards and local delivery of those
standards, or is it national standards with the ability to set some local 
standards as well? 

What we have tried to do in the planning and priorities framework is to set
out national standards to which people are entitled. Within that, however,
there will be a whole raft of issues that local communities may wish to deal
with at a different pace of change, maybe in a different way, but they are 
entitled and obliged to negotiate with their communities in a very transparent
way about what should happen.

For example, we have got two national health inequalities targets, on life
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expectancy and infant mortality, bringing with them a huge range of issues
for communities to address. They won’t be able to address them all at once,
or all at the same pace, and maybe we need to try harder in future to have a
proper, mature dialogue with local people about just what their NHS can
offer, so we get away from the sense that the NHS can do everything in every
place, all at once. People are realistic and they know that there are constraints,
but having that dialogue with people is hugely important.

Paul, I do recognise the special importance of the national standards for those
with whom you are particularly involved – of giving them that certainty and
the secure knowledge that they are entitled to something wherever they go.
We have now got the National Institute for Clinical Excellence (Nice), which
is a big player in terms of trying to set those national standards, and giving
people security about access to drugs and new technologies as they develop,
wherever they live in the country. The introduction of Nice has been a real
foundation stone for giving people that security, and the system has to
respond to that. We have now made it a statutory requirement that, where
Nice makes a decision, we have to fund it, so they’ve got that security.

The comparisons with other areas is absolutely key and that’s where some of
the IT can help up us, because patients and the public are not going to be
empowered unless they’ve got that kind of information. More and more 
people have access to IT, even in poorer communities, but there is still quite a
big gap and you will still get better-off people going to the GP’s surgery with
the five pages that they’ve got off the internet and demanding a whole range
of different services, while in other areas people will lack even the most basic
information about their condition. That’s why the Expert Patients Programme,
which takes people through the process, is going to be increasingly important
for us.

I am a bit depressed by your vision of a grand firework display that leaves just
the burning embers smouldering on the floor after we have all gone away, but
you are right that we do need to have sustainability, and the electoral process
based on five-year terms doesn’t always encourage you to look ahead. But give
us credit where it’s due: we have a ten year NHS plan, which is way beyond
the life of a single parliament, so we recognised from the outset that this is a
long-term scheme for us. Inevitably ministers are sometimes thrown by 
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day-to-day events and have to respond to them, but we are genuinely trying,
particularly with the IT stuff that we have talked about, to have a longer-term
vision. I don’t know that we are going to be able to close hospitals for a month
and have them steam-cleaned – I can imagine the chaos that that might cause
– but we are very conscious of that.

Finally, in terms of who represents communities, I think we all struggle with
that. At local elections in some of my inner-city wards, we perhaps have a
turnout of 15 or 16% – so how representative is local government? What kind
of a mandate is that? And it is therefore important that we look at new ways
of drawing people in, but you can’t expect one person to be representative of
a whole community. We have placed huge burdens on people in the past
where we have had tokenism, with the expectation that if we have somebody
who is disabled, somebody who is from the black community, they will some-
how represent everybody who is disabled or everybody who is black in that
community. It doesn’t work. Our new system of patients’ forums and the
commission work that it’s going to be doing, our new thinking about new
structures and foundation trusts is a very different form of democracy, and
getting people in there who can drive the services forward is a challenge for
us. I wouldn’t profess for a moment that local elected politicians are the only
route for democracy, and we want to explore more exciting ways of involving
people in the system.

Wilf Stevenson
You have chosen not to answer David and Nick’s point about whether we have
got the wrong system and we are just tinkering at the edges. I take it you don’t
believe that?

Response: Hazel Blears
Well, I don’t think we are just tinkering at the edges. We are embarked 
on some quite revolutionary change and we will get into quite a deep and 
difficult debate over the next few months about where we are going, because
we are genuinely committed to some quite radical change in the system.
I believe in the NHS, and I believe in the NHS as a system, a set of values 
that are hugely important to me and to the people I represent. What I don’t
necessarily believe in is defending the right of institutions to exist for ever 
and a day if they are not serving the people I represent.
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Wilf Stevenson
Bill, your metaphor for business change was the rowing boat sinking at both
ends. I am sure you are right, but if you are going to mend the rowing boat,
you have got to take it onshore haven’t you?

Response: Bill Thomas
Well, it is difficult to put a cigarette paper between the parties in terms of the
policy that ought to be implemented. What it really comes down to is that
execution is all, and we have seen that right across government, in all the 
different departments.

The challenge is now about execution, not policy. I look at the debate about
what happens nationally and what happens locally, and there is an emotional
appeal to making local decisions, but fundamentally I don’t think it is in our
long-term interest. Let us consider major organisations such as the military,
or huge private sector organisations such as General Electric or General
Motors. The idea that somebody running manufacturing across North
America for General Motors gets to make their own strategic decisions on
what information is used to support that organisation is an anathema,
because you never get integration of the whole. I believe in the NHS, and it
fills me with dread to think that local healthcare could be driven by local bias,
because I do believe in national standards. I do believe in the corporate body,
and the corporate body has to decide what the strategy of the organisation is,
what the working practice is, and then devolve that to empower local leaders.
If you run Tesco in Manchester and I run it in Mansfield, and if we try to tell
Terry Leahy that we are not empowered because we can’t develop our own
supply-chain systems, there would be new managers in place pretty quickly.

Now come outside the NHS for a second and look at the police. It’s a very
similar situation: you have police authorities all over the UK. We have had
national standards for information exchange with the police authorities for a
very long time, but a crime committed in Keighley, on the edge of North
Yorkshire, and a crime committed in Colne on the top end of East Lancashire
might as well be in different countries. It hurts us; it hurts us every day of the
week in this country, this inability to deliver a national capability, which is
what we need.
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Professor Raymond Tallis, Geriatric Medicine, University of Manchester 
I’d like to pursue the marine analogy. One of the problems is the ship being
constantly repaired while it’s going through the roaring forties, and that is 
a real danger. Over the past 15 years we have had constant reorganisation,
particularly in relation to commissioning, and with reorganisation comes 
disorganisation. We have endured chronic re-disorganisation. Whereas I am
totally behind the notion of empowering yet a new set of quasi commissioners,
the last lot are still bumping along the bottom of the learning curve and, in
fact, the last lot before them never got off the bottom of the learning curve,
and it rather worries me that the whole process of implementing the changes
that are so needed in the health service will come grinding to a halt because
we are rolling out the commissioning process even further.

My heart is in the right place, I hope you appreciate, but that’s a real 
organisational concern.

Professor Martin McKee, European Public Health,
London School of Hygiene and Tropical Medicine
I would like to follow up on that, because there is a real issue here. When I talk
to my colleagues in PCTs, they tell me that the history of commissioning over
the past ten years or so has been one of continual reorganisation, mergers 
and de-mergers; and, each time, 10-15% of people have taken early retirement.
There has been a loss of institutional memory and already people are jockey-
ing for position ahead of the next merger. In some neighbouring PCTs, they
have made one appointment in a particular position because they anticipate
that, almost within the next year, there will be another round of mergers.

Linked with the issue of commissioning, not everything is a local service 
and there is a particular challenge for what used to be called the regional 
services, the big-ticket issues. A colleague of mine who is in the process of
commissioning a major hospital was telling me that he now has to negotiate
with 80 different PCTs, all of which can point out that they are not bound by
the decisions made by their predecessor health authorities. Of course, if there
is another round of mergers and de-mergers, they won’t be bound by them
either. So how do we resolve this challenge of meeting the legitimate needs 
of local populations but also recognising that there are some services that
need to be organised at a higher level?
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Anne Marie Rafferty, London School of Hygiene
I’m following up on the previous points really. Both speakers have very
admirably articulated their overall goals: on the one hand, from the minister,
shifting the balance of power, and on the other, from Bill, integration. I just
wondered, particularly from a research point of view, what this vision of
success would look like and, in particular, whether we have the tools to 
evaluate what success would look like.

Barbara Meredith, Policy and Communications Manager, Age Concern
Following on from that point, I wanted to pick up the minister’s reference
early in her talk to the importance of outcomes, which is something we
haven’t talked much about, although we have talked about the involvement 
of patients and the public.

There is a rather unsung development that has come as part of the changes
that are going on in commissioning, namely the introduction of diagnosis-
related or health-related groups, in which we’re going to have standard costs
for different forms of treatment in hospitals. I know from experience in the
United States that sometimes there are issues around these, because they fund
inputs while not necessarily monitoring outcomes, so we are not entirely sure
whether the experience of patients in their standard-price services would be
entirely appropriate for the NHS.

So I have two questions relating to patient and public involvement. The first
is about the extent to which the evolution of diagnosis-related groups or
healthcare resource groups is already involving patients and the public in 
discussing what money should buy in terms of outcomes. The second is 
about the extent to which, when they are established, patients will be given
information about what is supposed to have been bought on their behalf, on
the basis of which they will be able to judge whether they feel they’ve achieved
the outcome that the money was supposed to buy. If we are moving to 
standardised payment, then presumably we are moving to standardised
throughputs too, which patients should be able to know about so that they
have the information they need to help them judge whether that was the kind
of treatment they got.
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Professor Ian Purvis, Health Informatics, University of Newcastle
I just wanted to comment on what Bill said, and support a lot of it. It has been
a very difficult time in ICT informatics in the NHS and it’s certainly a very
difficult time at the minute, because there is a lot of blight going on as 
everyone waits until April.

I want to address these issues of changes in the business, and I observe two
layers to these. There are national issues that need to be addressed, and local
issues that need to be addressed. One of the difficulties at a local level is that
communities aren’t present to migrate from where they are with their current
legacy systems.

Legacy is often perceived to have a negative connotation, but there are legacy
systems out there doing a really good job, and general practitioners use them
on a daily basis for clinical practice, management of transactions and quality,
and they need not lose what they‘ve got. Although I agree with you that 
standards can’t move things forward on their own, therefore, they are 
important for migrating from where you are in a legacy environment. I want
to emphasise that we need to build local communities so that they can 
own the migration from the legacy environment they are in now to a more 
nationally sustainable, procured solution.

At a national level, there are some challenges in certain policy areas that need
to be addressed, because if things don’t change, some possible successes might
not happen. In Denmark, for instance, the endorsement system for pharmacists
was completely simplified and unified, superseding a very complex set of
rules. That has enabled a lot of benefit to come out of the electronic transfer
of prescriptions in Denmark. There are many other examples that are perhaps
even more challenging, but there are issues that need to be addressed in
national policy to get the best out of these systems.

Response: Bill Thomas
Well, in the private sector we don’t have the National Audit Office. So the only
point I am making is that, for very good reasons, we treat investment in the
public sector differently to investment in the private sector, and people from
the private sector here know very well that a significant proportion of major
IT investments never see the light of day. So stop beating up the public 
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sector, because it is not alone in this.

The second point is that you can look at large and small procurements and
implementations in both the public and private sectors, and the criteria for
success or failure are well understood. Peter Gershon is doing some really
good work at the Office of Government Commerce, making sure that best
practice crosses the boundaries between the different departments. We worked
with the Ministry of Defence for a very long time and the Ministry of Defence
had some huge, disastrous projects, but what’s come out is a real understanding
of how to behave as a prime procurer and how to manage that risk.

The big question is how that best practice can get out of Defence and into 
the NHS without the very natural human reaction that says, “But we are 
different, because we are different”. The objective is to take what is good 
and apply it elsewhere. That is absolutely critical to what we are talking 
about here.

The gentleman at the back made an excellent point about what we’ve heard
about planning blight, that while people are waiting for the best, they are not
doing anything good. One of the things that we have got to find a way to do
is quite consciously decide to make an investment that we will throw away in
two years. There’s nothing wrong with that. If it meets short-term business
objectives and helps to create the momentum behind a bigger programme,
then that’s a perfectly legitimate investment decision to make. So we need to
get through that.

The Denmark example is an excellent one and that’s best practice, designing
the business process to be optimal and then doing the IT. Worst practice is to
take the existing business process, then handcraft it and put bells and whistles
on it, and do everything so it perfectly replicates the existing situation.
That is very tempting from a change management perspective, because all the
vested interests, all the stakeholders in it, see no change to the way they have
to do their job. But such projects do end in disaster.

So this simplification of process is fundamental, but the lady asked what the
objective is, and there are four objectives I would cite for this approach.
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First of all, increased capacity – what is the buried capacity that we are not
conscious of today? Is it 10%, is it 15%, is it 20%? What’s the capacity that you
can release? Second, we must eliminate the cost of “no quality”. Do we have a
really good concept of the cost of “no quality” in the NHS? Do we think the
average practitioner wastes four hours of his or her time a week, which, in
theory, could be 10% but is in actual fact probably about 2%? What’s the cost
of no quality that can be driven out? The objective ought to be best practice.

Third, I am very concerned that we still end up with a National Health
Service, not a series of fragmented local health services. I don’t want health-
care driven by priorities within particular locales. I want a National Health
Service, which means best practice. In best practice, the second-hardest
community to work with are mechanical engineers. The hardest are clinicians,
and trying to get incredibly talented people to focus and agree on what’s best
practice and give away some of their own prejudice and accept best practice
from somewhere else – that’s a challenge for us. Last but not least comes
equality of care.

Those are some of the objectives I would set.

Response: Hazel Blears
Just to reassure people who are in a constant state of re-disorganisation that
we genuinely think that where we are now is where we want to be for quite
some time, in terms of PCTs. I am hugely conscious of the loss of collective
memory, particularly around commissioning. Just a couple of weeks ago 
I met the chief executives and the chairs of all the PCTs in the south of
England, which is my beat, and the variety of PCTs is really quite dramatic.
It includes everything from good, welded teams who have been working
together for 18 months, who are beginning to flex their muscles and exercise
their power, to people who are right at the starting gate. Giving them some
support through the leadership centre, through the modernisation agency,
really developing their skills, is going to be a top priority. So as far as 
reorganisations are concerned, we really want people to be able to concentrate
on getting on with their job. So if people are looking for the next job in the
next PCT, have a quiet word with them and tell them just to get on with what
they are doing and everything will be fine.
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In terms of the specialist commissioning, again you are right. When we look
at services for HIV and Aids, for example, there are really quite specialist 
commissioning challenges for us and we have said that we want people to
nominate lead PCTs, that there’ll be a kind of federal approach, that we 
won’t have people negotiating with 80 different organisations. In a health
community those PCTs can come together and say “You’ve got a real skill 
at doing this, will you do it on behalf of all of us – you know we are an NHS 
family for goodness sake”. We are not about having a range of competing 
people out there trying to do everything themselves. If we can’t co-operate
together, then we are not an organisation worthy of the name. So we want to
get people together to share skills, and be able to say to their colleagues, “We
trust you to negotiate for the people in our community, because we know 
you have got some of those skills”. That’s going to be increasingly important 
for us.

In terms of involving patients in drawing up the tariffs and the whole system
of new financial flows that we have got, you have made some extremely
important points, because it is about the patient experience at the end of the
day, not just the hard, mechanical analysis that we have here. And increasingly
I am finding, maybe because we are doing quite well with the targets at the
moment, that people are beginning to say to me, “Well, put those targets to
one side and let’s talk about the patient experience”. If we weren’t doing well
on the targets, I have no doubt they would be saying “Why haven’t we got the
targets?” But increasingly the agenda is around the patient’s experience on
this journey and whether it feels right to them. Is the communication right,
what’s the relationship like with the clinicians? I was talking to some breast
cancer patients the other day who were saying to me that the service they are
getting, in terms of treatment, diagnosis and speed of treatment, is fantastic 
compared with ten years ago. Yet the communication with clinicians is still 
not what they would want it to be, and the information they need to have is
still not there. So we have got a long way to go.

As regards the tools to evaluate success and what I would think of as success,
I am just going to say that having more people who are well, and feel well,
is probably my biggest test of success. Now that might be as a result of
treatment; it might also be as a result of exercising choices to get services 
in different ways, and that’s the biggest challenge for us. I don’t think we’ve
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yet got the research and evaluation tools to get at this patient experience in
the way that I would like us to do; much of our research base is inevitably
about numbers and our qualitative research base is much less well developed.
It’s beginning to build around what works and what’s out there, but we have
a long way to go on this front too. I suppose the biggest challenge I’ve found
is to learn from good practice.

We’ve got a modernisation agency, and you can go to one health community
and find it is doing something fantastic – for example, it has nurses doing
endoscopy clinics down in Devon. The nurses are doing things that only 
consultants used to do; and they are doing it better, because they talk to the
patients, they calm them down, they explain what’s going to happen, they do
it in a caring way and then they explain to the patient what’s happened and
how to go home. It’s fantastic. You go next door and they’ve not got the 
same system, maybe because they’ve not got the same clinicians in place,
or there isn’t the training, and it is just the most frustrating thing. Whether 
it’s learning from good practice in IT or learning from good practice in 
redesigning our service, I’ve been going round saying “We don’t surely have
to reinvent the wheel every single time”, and people have said to me “Yes you
do, but you have to reinvent the wheel more quickly”. You have to have some
local buy-in to reinventing that wheel: IT might be different, but if we just
issue a template for service redesign, then the people out there in the 
communities – clinicians, staff and patients – will not feel it’s their system.
So not reinventing the wheel from scratch, but giving people an opportunity
to feed in and to say “Yes, I want a National Health Service as well”.

The National Health Service is one of the most important things to people in
this country, but I want it to deliver for local people. The fact that we have still
got such variations, such huge inequalities, means that the universal system,
after 50 years, has not necessarily delivered for some people in this country.
A National Health Service that is responsive to what local communities are
demanding in their areas is the way that we will drive up those standards 
for everybody.

Sharon J Leacock, Director, East London Advocacy Consortium
The Advocacy Consortium is a community-based organisation, and I am 
really pleased to be here among such eminent people, because I feel that it’s
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very difficult for the patients and the ordinary person to be heard in such
forums. I was thinking on the way here how blessed I am to be here, it’s a 
privilege and it would be an injustice if I didn’t make you aware of some of
the initiatives that are happening on the ground that can help your debate
and move the NHS forward.

We think it’s important that we have a National Health Service, and right that
there should be a central body whose wisdom is disseminated locally, and that
local people should be involved. We have detected a change of opinion about
the NHS among the public, but believe that there needs to be nothing less
than a change of mindset out there. If the NHS is going to bring the public
along, it needs to be more active about how to do that. People need to be
empowered to make choices and people’s experience is what is going to help
empower them. So I understand when Bill says that there is clear accurate
information and IT is very important. The media and written information are
available, but there are many groups that cannot access such information and
they are my primary concern at the moment.

There are various well-known reasons why people can’t access that type of
information, but I want to share with you now the thought that there is a
movement consisting of competent, active and committed people who are
busily empowering patients and members of the public to understand and
access services including the NHS. This is the advocacy movement. Some of
you know what advocacy is, but for those of you who don’t, it’s fundamentally
about helping people who do not normally have access to services or forums
such as this, giving them the opportunity to speak by empowering them,
supporting them through a process and giving them accurate information. So
you might say that the advocate would have access to IT and all the other
written information, but they will disseminate that to local people.

This advocacy movement is moving towards working in a cohesive way. I am
sure many of you can think of projects within your own areas where there are
advocates, working with disabled people, the learning disabled, people from
ethnic minorities who have English as a second language and elderly people.
But as they have mostly worked in separate little pockets, it has been very 
difficult for an organisation such as the NHS to utilise such a movement. The
movement is now coming together, and we at the Advocacy Consortium are
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working with the King’s Fund, thanks to which we were invited to this 
seminar, and it is being very innovative in the work that it is doing. It is 
working with groups such as Advocacy across London and higher education
institutes to produce quality assurance, training and standards, and to ensure
that advocates are trained in a way to empower people to make informed
choices and support them in finding a constructive solution to complex 
situations.

The main resistance to advocacy among professionals is the nagging question
of whether an advocate is an adversary or somebody who is going to help
them. We want to reassure you that the movement is working towards an
advocate who can see service limitations, who can interpret communication
issues, who can facilitate communication to make things better for the 
clinician and the patient.

My question to Hazel is whether or not she can see the Department of Health
helping to turn the development of advocacy into at least a partial substitute
for the Community Health Councils, because at this time there are many
pilots happening through the Independent Complaints Advocacy Service,
with advocates being utilised to help people make complaints. This is an ideal
opportunity for a large organisation such as the Department of Health to
look at standards and quality assurance, as well as to look at how we can
extend such a service, not just to complaints, but also to other aspects of
service delivery and health and social care.

The other issue is that, somehow or other, there has to be a feedback loop,
because while an advocate is helping someone through a process and helping
people understand their experience of receiving a health service, that person
accumulates a lot of valuable information about the health service. When
they are complaining, a lot of people are not doing so because they want 
anything adverse to come out of the situation. In many cases, it’s just a case of
not understanding the service, and there could be ways in which an advocate
could inform a PCT, a GP surgery or otherwise of how it can make its service
more accessible. It’s normally a communication issue rather than a delivery
issue. So I am encouraging you to think about loops that could feed back into
local PCTs and so on, and also feed back to the national centre, which can
then help inform the delivery of service.
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Ken Aswani, NHS Alliance
I am a GP and also a professional executive committee chair of Walthamstow
and Leytonstone PCT in north-east London. On the positive front we have
achieved some successes locally – for example, through collaborative working
we have increased access to GPs. We have had a lot of good clinician engagement,
but be under no illusions: change is very, very challenging in a lot of areas.

For example, while we are asking our clinicians to deal with a number of
issues, at the same time they are looking at their own professional needs, as
well as dealing with very difficult recruitment and retention issues. This is
particularly the case for GPs, who are having to take on more specialist work,
working differently, providing leadership and so forth. We sometimes have 
to recognise that the problem is not that people are unwilling to change, but 
that systems are currently quite fragile, so it’s a question of having the right 
incentives and the right leadership to enable things to move on at the right
sort of pace.

The other point I would make is about getting management finance,
education and training to work in the same direction. For example, people
can have a lot of initiatives, but often they can’t find small sums of money
without going through a complicated bureaucracy, and the same goes for
education and training. I’ll give you an example where management can
change: you have acute and primary care, but there’s very little management
across the services. We are going to strengthen that locally, but a wider drive
would be quite helpful. We should give credit to some of the collaborative
work that’s happening, because that is founded upon change being evidence-
based, which is appealing to clinicians. You should be careful about trying 
to advocate change for change’s sake.

Wilf Stevenson
I am afraid that time has beaten us. I would just ask the panel to respond to
these comments and also offer some last thoughts.

Response: Bill Thomas
The minister hit on a really important point in her last comments when she
talked about the frustration that everybody feels over finding best practice
and then how to franchise it. You can summarise that challenge as, “If only 
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the NHS knew what the NHS knows”. How are you going to address that 
challenge, and I promise you it’s not just a problem for the NHS. It’s for every
major organisation – how do you collectively learn everything important 
that is known by someone, somewhere inside the organisation? And do you
have the courage to let go of your own ideas and accept best practice from
somewhere else? 

Let me take an extreme position to make the point. PCTs are setting up IT
departments. If those people are focused on boxes and software and such like,
why not do it? Why not accept that this kind of work may be better done
somewhere else, and why not invest that money in change management,
education, putting leadership in place and communication? Because that’s
going to be your challenge in learning what the NHS knows. It’s not about
technology, it’s about working practice, it’s about taking people with you 
and it’s about leadership.

Response: Hazel Blears
I have never believed that advocates are adversaries. Advocates are people
from whom we have to learn – and that’s about learning what we know,
learning what you know and learning what the people you are working with
know; that’s how we inform our service and drive up standards. You are right,
we have introduced the Independent Complaints Advocacy Service, for the
first time ever, properly funded and recognising the role of advocacy.
We have still got a long way to go because, like you, I don’t think it should 
be about complaints. It should be about informing our service, but we are
starting there.

I’d also like to pick up on the fragility point, because it is hugely important
that we acknowledge that it must sometimes feel like being in a whirlwind. We
have had initiative after initiative after initiative. In a way, I don’t make any
apologies for that, because the community I represent was, after 25 years of
basically getting nothing, desperate for anything that was going. That means
I now have every single regeneration initiative you can name and my 
community’s buckling a bit under them all, and the fragility of people who
are out there trying to deliver is considerable.
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We have just got four GPs in Salford who have come from Andalusia. It’s 
very cold for them in Salford at the moment, but they have settled down 
enormously well and they are doing a fantastic job. They have come partly
because our PCT is a teaching and learning trust, and the big thing that we
have been able to offer people locally is not just to come and do the same
thing they have been doing for ever, but to come and do very different things.
They will be at the cutting edge of research, they will have time out to 
examine their own practices and develop their skills and potential. People
don’t want to come and work in the inner city because it’s a pleasant 
environment, but they will come and work there if you are doing something
different, and that’s why it is important to keep our imagination engaged in
all of this.

Today has been absolutely brilliant, but we shouldn’t forget we are making
significant progress out there. Let’s not just beat ourselves over the head.
As you said, the public sector is transparent and, because it’s transparent 
and accountable, we can see our failures as well as our successes. What we 
mustn’t forget is that there are quite a lot of those successes.
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Introduction

Wilf Stevenson

Today we are going to look at the much wider aspects of the health debate and
what needs to happen if we are to move from a system organised primarily
around treating diseases to one that identifies rights and responsibilities
across government and tries to make a healthy society. We are talking about
public health. These are the issues singled out in the Wanless Report as having
to be addressed if the future of our health services is to be properly resolved.



Professor Siân Griffiths OBE
President, Faculty of Public Health Medicine

I am going to start by talking about being in Hong Kong, because it makes 
the first of my points. Lots of you must go to Hong Kong because, when 
I was in Hong Kong and since I’ve got back, I’ve come across lots of people
advising the Hong Kong government.

When I got there it was a bit hazy and I said to my taxi driver, “Is that 
pollution?” and he said, “No, no, just a bit hazy.” Then somebody said to me,
“Where are you staying?” and I said “Causeway Bay” and they said, “Oh” and
I said, “Why” and they said, “Highest rate of pollution, it’s where the wind
comes from China.” It made the very key point to me that one of the big 
challenges of public health, picked up by the Times at the weekend in its 
piece about the killer smog of 1952, is air quality.

We have had Clean Air Acts since then and we have made some improvements,
though we still don’t have a Clean Air Act banning tobacco smoking in 
public places. In China, the issue of pollution is huge and it isn’t just China
that’s affected, it’s other countries as well. If you are sitting in Hong Kong
you’re particularly close. So there are issues around the environment and
public health. We know from history in the UK about the numbers of
unnecessary deaths related to pollution and, despite the improvements, this
remains a public health issue.

While I was in China there were also things in the paper about HIV-Aids 
and the fear that China may become the epicentre of the epidemic. Unless
preventive action is taken in Asia immediately, there are going to be 11 
million more cases by 2007. That is a huge number in Asia alone. According
to the World Health Organisation (WHO) report, these infections could be
prevented. Prevention is the big challenge.

While I was there, there were also issues in the press around increased 
mortality from breast cancer in Hong Kong – rates have gone up 25% in 20
years – and increasing rates of obesity among young people in Hong Kong.
You may not notice it as you walk along the streets – everybody seems rather
slim – but obesity is increasing in Hong Kong as well.
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I mention those issues in passing, because they underlie my main theme
today. I don’t intend to try and define public health – we would be here 
for ever. It sounds like one of those Oxford seminar questions – define 
public and define health and spend the term doing it. So let us ignore the
challenge of definition, because it is blatantly obvious when you are Hong
Kong that you need to do something; it’s blatantly obvious when you are here;
and it’s blatantly obvious when you look at sub-Saharan Africa. So let’s cut 
to the chase and consider some of the messages we need.

If you look at this week’s British Medical Journal (BMJ), there’s a big focus on
TB. If you look at yesterday’s paper, there’s an article about smallpox. The
concern with public health, as Wilf said, is everywhere. Diseases that we
thought we had eradicated in the developed world seem to be coming back 
to haunt us.

Essentially for me, public health is about populations and the principle of
equity; and it’s definitely not just the business of the NHS, it’s the business of
everybody. Very much my message for the UK would be that we’ve got lots 
of analyses from previous policies; what we have to do now is to learn the
lessons and make the difference, putting into action some of what we now
know about prevention.

There is increasing recognition of the role of prevention, as well as 
recognition that this is everybody’s business. If I may indulge in one bit of
definition, I would say that professionals engaged in public health increasingly
define their task in the health protection area, in the quality of health and
social care services. We haven’t dropped the evidence-based medicine
approach in public health, but the issues now are of prioritisation and 
effectiveness and how you apply epidemiology and social policy within the
NHS. More interestingly, professionals are now refocusing on the wider 
determinants of health, particularly in the Primary Care Trusts (PCTs) – that
whole issue about how you work with local government, as well as with
national government.

So, very quickly, just four levels of challenge; four levels of potential action.
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First, I mentioned the global issues. The world is really small. HIV-Aids is a
global issue and, again, if you look in the BMJ this week, there is an article
about the impact on poverty of HIV and Aids. It is not just about health, it is
about the whole welfare of populations.

Second, let us also bear in mind non-communicable diseases, for instance
tobacco and its associated conditions. If we don’t tackle tobacco, it will kill 
an extra four million people a year within the next five years – that’s from the
WHO report.

Third, we must tackle obesity, which means thinking far more about 
promoting a healthier diet and more physical activity. Otherwise there will 
be an extra two million people dying prematurely each year. The paradox is 
that, at the same time, 110 million years of life are lost because of child 
undernutrition in developing countries.

Fourth, we must get some global action. I would recommend that we take the
WHO report from the other day; that we take on board the fact that 40% of
the healthcare burden is caused by 20 common causes of preventable disease;
that we look to work internationally to address this through both aid and
trade, and by making sure that we educate healthcare professionals, as well 
as populations to be aware of the issues.

These are some of the global challenges we need to pick up and public health
can’t ignore them.

At a national level I’m going to talk more about England. It gets more and
more complicated with the four countries in the UK; and public health 
policies do increasingly differ between them. There is Better Health, Better
Wales up for consultation at the moment. There’s the fact that the structures
in Scotland are more like the management structures that we had in the
1980s, and in England we’ve had Shifting the Balance of Power. So we have 
different structures, different policies.

In a way, we don’t need any more analysis. We’ve got our policies. We’ve got
Our Healthier Nation; we’ve got the Acheson report on inequalities. Deirdre
will pick up more on this, but I would just like to make the point that 
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the Comprehensive Spending Review (CSR) makes it every government
department’s responsibility to address health inequalities: the public health
challenge is not an NHS challenge alone. We were delighted with Alan
Milburn’s speech the other day, because he said that, probably more than ever
within the NHS, prevention needs to count for as much as the health services.

We’ve also had the introduction of a performance management framework
for public health. Now we have to make that framework count. I’ve been
around a long time in the NHS and I know there are lots of targets and lots
of objectives, and all I’d say this time is: how are we going to ensure that all
the policies in our area – the Wanless Report, which highlights prevention, the
CSR, Our Healthier Nation – really do make a difference? If, at a local level, a
community wanted to put prevention above waiting lists, would they be able
to do that? That must be the real challenge.

At a government level we also need to look at other examples of innovation.
I was very struck recently by how all 14-year-olds in Finland have home 
economics lessons, because we are finding that we have populations of young
people who can’t cook. You can’t deal with obesity and healthy eating unless
this is addressed. This is public health. I asked my son what he would think,
and he responded, “Yeah Mum, that’s all right, but don’t call it home 
economics – how about sex, broccoli and rock ’n ’roll?” So there you go. It’s a
thought for you all. (Then he said, “No, you’ll go and say that, won’t you?”)
So at a national level we also need to act within the NHS and make those 
performance measures count. We need to make sure that health policies
reflect public health – Unfinished Business, which is about the Senior House
Officer reorganisation, doesn’t really mention public health except in a byline.
It needs to be integral – we need our health professionals to be aware of and
act on the issues around improving public health and prevention.

At a local level we’ve got Shifting the Balance of Power, we’ve got the new 
structures, we’ve got the new threats to public health and we’ve got this new
way of working. Can we really invest and support PCTs to be able to deliver?
And can we get the Health Protection Agency, which is to be an independent
body but needs to work very closely at a local level, to be a real health 
protection agency?
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I have focused very much on populations and structures, but I don’t want to
forget individuals, so I’ll just finish by mentioning a new campaign that gets
it right for individuals: the sex lottery. I know it caused a lot of controversy at
the weekend, with those scratchcards. But the campaign was put together by
asking young people what would make a difference to them. At an individual
level, you can also ask people about health matters. Individuals often know
what healthy diets are, just as they know about the smoking issues. Our 
challenge is to find effective ways of communicating, to help individuals make
the healthy choices. I don’t know how many of you saw the Times article at
the weekend with the headline “Warning: Worry can actually damage your
health!”, which went through all the risks that we have to balance in modern
life. If we don’t want to panic people or add to their stress levels, our 
responsibility is to help them receive these messages on health clearly,
understand they are for them, and understand that they have a part to 
play in taking responsibility.

So we have public health challenges at all those levels – global, national, local,
individual – but the real thing that will count for me is if we make sure we
implement the policies we’ve got on the table at the moment. We don’t need
new policies. We don’t need new definitions of public health; it’s already
defined. It’s all around us, but it’s all of our business to get on with it.
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Dame Deirdre Hine
Chairman, Commission for Health Improvement

First of all, I would like to thank you for inviting me to speak today, because
it’s meant that I’ve come. I missed the first two of these seminars, which I was
sorry about, because I greatly enjoyed the previous programme.

Having thanked you for inviting me, I must confess that I had some doubts
as to whether I was a suitable speaker on this topic because, unlike Siân who
is still very much in the front line of public health work and is providing wise
and inspired leadership for both medical and non-medical public health 
personnel, I retired from the hurly burly of public health – and it is a hurly
burly – over five years ago, so I am very much yesterday’s woman as far as
public health is concerned. I’ve often felt that I’ve lost touch with current
issues in my former specialty and that my right to comment is slightly 
compromised because of that.

Having said that, I have been chairman of the Commission for Health Improve-
ment (CHI), which, as those of you who have heard me on the topic before
will know, is a misnamed organisation. It should be called the Commission
for Health Service Improvement, because its relationship to public health per
se has until recently been fairly distant. But I am not speaking on behalf of my
Commission; I am speaking very much in a personal capacity.

I’ve been concerned over the past few years with the state of the NHS and the
quality of care it provides rather than with the health of the nation and, as
Siân has already touched on, the two are not the same thing at all. However, I
decided it wasn’t totally inappropriate for me to speak, because this seminar
is looking at public health from the viewpoint of the NHS and I have noted
an increasing tendency in at least two of the major political parties to do this.

This represents fundamentally flawed thinking, since it’s my contention that
the NHS is no more and no less than a tool of public health, rather than the
other way round, but I am prepared to go along with it. I have learned that
you go along with things if you see that you can get something out of them.
This may be a bit Machiavellian, but in this instance the focus raises the 
profile of public health at a national level and thereby achieves a renewal of
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interest by movers and shakers in the UK in public health, and reinvigoration
and possibly a new and stronger mandate for public health professionals. So
I will accept that we will look at the benefit that public health could bring 
to the NHS.

Again, I am going to put my cards on the table straight away and say, like 
Siân, that it is this new and stronger interest and stronger mandate that is
required, rather than any new definition of public health. Just to remind us,
the definition of public health is “the science and art of preventing disease,
prolonging life and promoting health through the organised efforts of
society”. I don’t think that can be improved on. What can be improved on,
however, as I argued recently in the Harben Lecture at the Royal Institute 
of Public Health and Hygiene, is the way in which we apply the science of
public health and the way in which we practise the art of public health.

It’s true that a by-product of such an improvement could be – and I stress
could be – a reduction in the pressure on the NHS, but only insofar as the
remit of the NHS remains pretty much as it is today. There is no guarantee,
sadly, that even the most effective public health action can keep pace with
what Kenneth Grahame in The Wind and the Willows described as that “divine
discontent” inherent in all healthy societies, which is the ultimate driver of
progress. So I don’t think there’s a Promised Land for the NHS that is going
to be brought about by public health action.

Having stated my position, I have to acknowledge that I will always recognise
that, when the economic and altruistic or epidemiological arguments point in
the same direction, action or progress is far more likely than when either issue
is presented alone. So I congratulate the Chancellor, in whose house we are
happily here today, on commissioning the Wanless Report, because that report
has provided exactly the renewed interest and mandate for public health 
that’s been sorely lacking over the past two decades. Moreover, it has also
stimulated the cross-cutting review by the Treasury and the Department of
Health, Tackling Health Inequalities, published late last month. I regard this as
the most important initiative in the field of public health since the Black
report and the Acheson report, and possibly even more important than those,
since it’s the government itself that’s produced it. It says it all – all the things
that we would have wanted to say as public health professionals.
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In the Harben Lecture I argued that the effective application of the science 
of public health can be achieved only by a wide alliance of professionals,
agencies and movements; and I identified the successes achieved by a 
historical succession of alliances from the 19th-century sanitary reformers
through to the proponents of the Clean Air Act, which Siân also mentioned.

Chairman, the most important question you have asked us to address today is:
“What impact could more coherent, joined-up policies in education, welfare,
housing and unemployment have on the nation’s health and how could we plan
to improve that?”Well, the answer lies in the Wanless Report and the cross-cutting
review. They draw on a series of powerful reports from Townsend to Acheson,
as well as international research findings, and the answer is unequivocal.

It’s clear from these, and from the Secretary of State’s widely welcomed lecture
to the Faculty of Public Health Medicine last week, that the government has
at last seen the light and, despite the political disadvantage of the lengthy 
payback that the application of effective public health measures inevitably
entails, has the courage, or maybe the electoral confidence, to act on the 
evidence. In this respect, if not in others, we’ll no longer be able to use the
crack that government health policy is an evidence-free zone.

So far, so good, but I’d still give it 8 out of 10 for policy, the loss of two marks
being for missed opportunities to act on such effective measures as fluorida-
tion of water supplies, banning of smoking in public places and so on. I would
also award it only 5 out of 10 for the potential of implementation – and here
again, without collusion, Siân and I both come up with the same anxiety.

It’s my contention that government thinking on public health is still flawed
and that that flaw will become a serious obstacle to achieving the effective
implementation of even these enlightened policies. It is no secret that 
achieving cross-Whitehall co-ordination of policy and action is akin to the
proverbial task of herding cats.

That being so, while applauding the appointment of a minister for public
health, and wishing Hazel Blears every success in her post, the public health
portfolio should and must be at cabinet level if it’s to have any success in 
riding shotgun on the activities of the other government departments.
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The Secretary of State for Health should be and increasingly, for the very 
reasons laid out in Wanless, must be exactly that: not Secretary of State for 
the NHS, which is what the post in successive administrations – and I don’t 
single out this Secretary of State or this administration, it is successive 
administrations – has become.

I am aware that the cross-cutting review indicates that a cross-
government delivery plan will be drawn up, with the Department of Health
responsible for co-ordinating action across government to implement this
important report, with a role for the Treasury and the Prime Minister’s delivery
unit monitoring progress, but I detect in this fragmented arrangement a tacit
anxiety about the ability to sustain the necessary action on all fronts. I would
suggest, as I did a few weeks ago and before I had seen this report, that an
alternative arrangement, which would have greater certainty of delivering the
results we wish for, would be the appointment of a watchdog for public
health, with a similar role and powers to those of the National Audit Office in
its ability to call government departments to account for the impact, good or
bad, that any or all of their policies and initiatives have on public health.

Such a body or functionary would report direct to parliament through a
health equivalent of the Public Accounts Committee – a Public Health Accounts
Committee if you like – and that would have a much greater chance of
maintaining the momentum of this excellent report. In this way, the health of
the nation would attain its rightful equivalence with the nation’s money as a
serious responsibility of government.

Indeed, many would contend that the health of the people is at least as 
important as its wealth and has a direct relationship to its wealth. As Charles
Mayo wrote in the Journal of the American Medical Association as long ago as
1919, “it is a poor government that does not realise that the prolonged life,
health and happiness of its people are its greatest asset” – and the echo with
public health there is very obvious.

I am going to finish very shortly, but before I do I would like to turn to 
something entirely different and very much longer-term in the practice of
public health than anything I’ve touched on so far: the possibility that the 
new science of genomics holds for revolutionising the way in which we
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approach public health measures. It’s one possible way in which our current
attempts at prevention could be made infinitely more effective and, perhaps,
significantly more acceptable to the population, although there would
undoubtedly be a lot of difficulty on the way.

Those of you who have read Richard Sykes’s New Medicines: the Practice of
Medicine and Public Policy will know that he puts forward the idea that the
understanding of disease susceptibility offered by the sequencing of the
human genome and the identification of single nucleotide polymorphisms –
Snips for short – in individuals will in time enable us to move from the 
practice of preventive medicine to that of predictive medicine.

Susceptibility profiling based on these abilities will, he argues, when managed
practically and ethically, allow genetic information derived from screening 
to be combined with known environmental – using that term in its widest
sense – risk factors such as inactivity, diet and smoking, and this in turn will
allow the counselling of individuals about tailor-made healthy lifestyles more
closely applicable to their individual risk of disease. Again, this chimes with
what Siân was saying.

Sykes argues that, in addition to the individual benefit to be gained, this
Tomorrow’s World-type scenario will allow the future disease burden to be
better managed and offer the potential for reducing overall health costs, since
the costs of screening and counselling would be outweighed by savings to 
the health budget from the avoidance, or earlier detection and more effective
management, of disease.

I suggest that that’s a scenario that might appear in Wanless Mark II or even
Wanless Mark III in 2010 or 2015.

I’ve dealt with only a small part of this fascinating agenda for debate, but I
regard both of the different issues I’ve addressed as possibly fundamental to
the more effective application of the science of public health.

I hope I’ve succeeded in being provocative. I’ve tried to be and I look forward
to contributing to the rest of the debate. Thank you.
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Discussion

Harry Cayton OBE, Director, Patient Experience & Public Involvement
I’m from the Alzheimer’s Society and the Department of Health. I just 
wondered whether you would like to comment on what you think the 
public’s responsibility for public health is, because it seems to me really 
interesting that the particular issues that have been raised – smoking, obesity
and I might add road accidents and the behaviour of drivers – are all about
personal behaviour, yet we always tackle public health as a community issue.
It does seem to me that one of the challenges for us is getting people who get
ludicrously worried about BSE rather more sensibly worried about smoking,
obesity and road accidents.

Dr Geoff Rayner, Chair, UKPHA
First of all I would like to thank our presenters, who gave magnificent
accounts of what the big issues are in public health, but I did want to add that
we need to dramatise some of the issues a bit more, not least what we should
now call non-communicable diseases – smoking, obesity and so on.

To give an idea of what the rising cost of non-communicable diseases will 
be if we follow the States: over 50% of the US population is now obese or
overweight, and the surgical/medical response to that is increasingly things
like gastro-intestinal bypass surgery. Something like 60,000 of those operations
were undertaken last year at between $15,000 and $50,000 a go. Work it out:
that’s for just one operation, one clinical response to this population issue.
So how far do we go in talking about individual lifestyles in explaining this?
The cost for one particular modality exceeds the total cost of healthcare in a
country like Cambodia.

So this dramatises – as Wanless also did successfully – that, while the past of
public health was in communicable diseases and many of those communicable
diseases are still there, the future is going to be a double-whammy global issue
of communicable diseases plus non-communicable diseases, particularly
affecting developing countries. So you have highly urbanised populations
importing all of our diseases and a poorer population that will still have 
the sanitary problems and everything else. I don’t think we can have any 
complacency about the public health challenge we face. It’s a much bigger one

T H E S M I T H I N S T I T U T E

9 7



and a much more complex one because, in the last 20, 30 or 40 years even,
we’ve slipped from thinking in population terms to merely individualistic
terms, and we have swallowed the equation of medicine equals health, when
it should be the other way round.

Richard Sullivan, Head of Clinical Programmes, Cancer Research UK
I wonder if I could pick up on what Harry Cayton said about communicating
risk and public health messages to the general public and maybe illuminate
that with a little story?

I remember recently there was a rather large article on the front page of a lot
of papers saying that mammography gives you breast cancer. On the day that
article came out, I happened to be sitting at a bus stop and I saw two ladies
getting rather worried as they looked at this article. They then reached into
their respective pockets, produced a packet of cigarettes and lit up.

How on earth do we balance the messages we are giving out and the conflict-
ing messages that the media are giving out? I wonder if you could comment
on that? 

Bobbie Jacobson, Director, London Health Observatory
I wanted to pick up a couple of the points that both Siân and Deirdre made:
the two dilemmas of public health leadership at national level and the twin
issue of delivery. It seems to me there is quite a bit to learn from how we are
getting our act together more locally, because the government has helped
local agencies recently to see that it is not possible to deliver or lead unless
there is clarity about who leads across agencies and a recognition that 
delivery has to be joined-up.

We don’t yet seem to see that at every level of government departments and I
wanted to ask both speakers if they had a view about whether there are
options other than the Department of Health leading the public health 
agenda? The Social Exclusion Unit, for example, did seem to embody a 
different approach. In the case of Public Service Agreements (PSAs), the
Office of the Deputy Prime Minister certainly has a huge public health 
agenda to deliver, but does that necessarily mean that the leadership should
come from there? That’s the first question.

T H E S M I T H I N S T I T U T E

9 8



My second question springs from a problem that I think we’ve all had as 
practitioners in public health, relating to how you badge a public health 
initiative – how you recognise a public health initiative when it’s there. Siân
gave some very good post-Hong Kong examples. People recognise risk and
they don’t necessarily think, “Ah, that is the public health agenda”: a colleague
of mine in London always says that, when she sits round the table with 
her various health and regeneration boards listening to them talk about
unemployment and targeting disadvantaged communities and educational
initiatives, there is a difficulty about badging those delivery plans as health.

Where should health be in the hierarchy of delivery where there is a huge
commitment to tackling inequalities in society, many of whose consequences
will be good for public health in the long term?

Wilf Stevenson
Thank you very much. That gets you back into both questions really. If this
thing is so important that we all have to do it, we have to do it for everything.
At the end of the day, like herded cats, if people won’t play ball because they
want to do what they are going to do anyway, what’s the solution?

Response: Siân Griffiths
One of the problems of public health, as Bobbie demonstrated, is that you can
go so broad that you end up feeling a bit helpless about it, and say, “Actually
it’s everybody’s business, but I’m not going to do anything because it’s 
somebody else’s business too”. I try to take a middle way, attempting to avoid
the charge of being a health fascist and yet aspiring to get health infused as a
value through everything that’s done and recognising health impact, as 
suggested in Our Healthier Nation.

Health impact assessment hasn’t developed as a practical tool. We get a bit
hung up on methodology, and I think I’d learn from local government here.
I remember, from my days working in Hackney alongside local government,
that they used to ask questions like “What’s the impact of this policy for 
disability, what’s the impact for children?” So I don’t see why we can’t just
employ the question, “What’s the impact for health?” to get the thinking 
moving. If we flagged up, for instance, “What’s the impact on health of
agriculture policy?” then at least we would get people to think of the health
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aspects and to take responsibility.

I would still argue that you need specialists in public health, or else you get
the generalised diffusion.

In terms of trying to get something shared across government, the silos across
government get in our way all the time and it is very easy to push everything
back to the Department of Health. If you take alcohol as an example, it’s a
huge, huge issue not only domestically but also globally. Just look at what
happened when the Soviet Union collapsed, with a 600% increase in alcohol
consumption in Russia and a big increase in deaths from poisoning. You can
see the interrelationship there between social and economic conditions and a
health issue. Working towards a solution to that health issue would not be a
question for the health service as such, but of getting all sectors to take the
actions they need to take in a co-ordinated manner.

Deirdre has suggested an auditor. I don’t know how quickly you could get a
public health auditor in place, but bearing in mind that the House of
Commons is already being reorganised, might it not be a positive development
to have a Select Committee for Public Health, which doesn’t look only to one
government department, but looks to all of them? That would fit quite easily
and quite quickly, and then some of these “who is doing what?” issues can be
raised, getting away from the tired old “Which department?” issues. At least
then parliament could break free from the limitations imposed on government.
For instance, the Deputy Prime Minister’s department is in charge of
homelessness, housing and other related issues that impact directly on health.
It needs to articulate its health responsibilities and own the solutions, which
will inevitably involve the healthcare system as well as housing and local 
government.

We need some way of getting public health issues debated across the board,
ensuring that everyone recognises their responsibilities and raising health
awareness across government at a high level. If we did that, it would amplify
the value of what goes on at local government level, where the public health
scene is rapidly changing. A lot of the new directors of public health in
England, and all the directors of public of health in Wales when they come
into being in April, will be joint appointments, moving back to pre-1974 in a
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way. Not quite the old Medical Officer of Health, but it’s a cyclical thing:
communicable diseases don’t disappear, environmental issues don’t disappear,
and they are local government responsibilities as well.

So we are at a time when we could push this, but central government has to
take a role in dealing with some of those issues.

Wilf Stevenson
You touched on this, Deirdre, but just to go back to Harry’s original point:
since a lot of this will come from personal motivation and change in our own
habits, what’s the point of trying to do this at a political level?

Response: Deirdre Hine
Politics provides the context within which people can make these healthy
choices, and policies can make it easier or harder for people. I think he is right
though, and when I was sitting trying to tackle some of these things in 
Wales when I was Chief Medical Officer, I always used to think: “Those 19th-
century sanitary reformers had it easy!” All they had to do was convince a
couple of hundred movers or shakers nationally and locally and they got their
piped water supplies, they got their sewerage systems, and so on and so forth,
because those people had the power to do it.

He is absolutely right that what we’ve got to do now is convince every member
of the population, and I think this is where – and I don’t necessarily go along
with Richard Sykes’s argument – there is an analogy with this idea of Snips,
because persuading people to live healthy lifestyles will only be done by
appealing to something specific and easily understood. In the case of young
people, it is not going to be their health, because we all know they are stainless
steel, they are going to live for ever, it’s not going to happen to them, and so on.

We were talking earlier about how you use sport for public health. Well, you
don’t do it by focusing on team games. You don’t do it by focusing on – dare
I say it – the England cricket team, but you do it by appealing to something.
And in the case of young women who are notoriously reluctant to do team
games, you give them something like Pilates or line dancing rather than the
option of pushing a muddy ball around a freezing cold hockey pitch in the
middle of winter, which doesn’t appeal to most girls at all.
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We have to use the skills of the advertising agencies. The trick is to find what
matters to people at different points in their lives and put that forward. When
I used to do terrible, tedious work doing school-leaving medicals, girls would
come along with a couple of rotten teeth and I would write out a card saying
“This is for the dentist”, and they’d say, “Oh, thank you very much, I’m not
going near the dentist” and I’d say, “Right, false teeth in a glass beside the bed
on your wedding night”. “Oh my God, I’ll have the card for the dentist.” This
is trite, but it is the answer to the individual issue. We have to offer something
that goes beyond “We’re going to make you more healthy” or “That’s bad for
you”. That again may be a bit crafty and so on, but I don’t think so. This is the
way we would make it more acceptable and we wouldn’t be seen so much as
the “nanny state”.

Sir Cyril Chantler, Chairman, Great Ormond Street Children’s Hospital
Neither of you in your excellent talks mentioned research, and it does seem to
me that, as well as research on policy, we need to have research on what 
works. It used to be the case in Lancashire, many years ago, that women were 
offered a dental clearance, then false teeth, as a wedding present, and so your 
suggestion wouldn’t have worked in Lancashire in the 1930s. Certainly, when
I was involved in the local authority, I used to suggest that 20% of all the cash
available for health improvement programmes or health action zones ought
to go on the evaluation of the action so we would learn from it.

As a paediatrician, I never discovered a means of getting children to lose
weight and I’ve been interested recently in the notion that you eat fat to stay
thin, because you don’t eat between meals. Should we not be doing more 
trials on how to deal with child obesity? I’ve sat talking about public health
for 20 years in these sorts of terms, but we do need more research to find out
what works in practice as well as what is desirable in policy.

Celia Davies, Professor of Healthcare, School of Health & Social Welfare
I’m going to follow up Cyril’s question about research but argue for a 
different kind of research as well.

It was stimulating to listen to you both, but I would like us to try to focus a
bit more on what we can cause to happen by organising differently. I was very
taken by Deirdre’s answers about what can be achieved at the central level.
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I might say to her, however, that there is an assumption at the centre that 
public health is better, arguing from the outside at the NHS rather than being
inside and renewing the NHS. She might want to defend that a bit more.

But my real question is about the local level – and Siân did give us that 
challenge. What would it take to make a local community put prevention
ahead of waiting lists? She didn’t mention local government now, but she has
done a lot more.

I would like to hear us talk a bit more about PCTs – I don’t think they have
been mentioned – and a bit more about local authority scrutiny committees.
Where, for example, is the research that says, OK, how can we make this 
happen organisationally in a local area? We badly need to do that.

Professor Nick Bosanquet, Professor of Health Policy
I’m a health economist and also a non-executive director of a PCT. I’m a 
little worried about the underlying utopianism of my public health friends.
They seem to think they have got the right policy mix and, if only somebody
would unleash them, they would deliver fantastic results.

First, on the wider issue, it would appear – looking at outcomes, mortality
and morbidity in deprived communities compared with affluent ones – the
situation is if anything getting worse in relative terms. The whole system of
all these wonderful civil servants and so on is completely failing to have 
any impact on outcomes in deprived communities. The only programmes
that are really making a difference are self-help patient pressure groups,
local social housing agency programmes and so forth, rather than the more 
national ones.

Why are you such supporters of big government, when you should be 
supporters of a much more pluralistic effort at a local level?

On the more practical issues that we face at the PCT level, what are you lot
going to do about the whole MMR controversy? I’m a PCT director in an area
that now has the lowest coverage in the country because there has been a
grass-roots revolt by parents against all the good advice of your people which
you faced up to by saying: “We are right, you are wrong – for all kinds of
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reasons, we can’t have the single jabs”. Is that a good example of how you are
going to handle the problems of the future? 

Finally, on STDs and Aids, what are your solutions for dealing with a very
serious problem and one which, the last administration, to give it credit, dealt
with very effectively in the mid-1980s?

Wilf Stevenson
Siân, you’re under attack here.

Response: Siân Griffiths
I want to go back to research, because I did mean to say something, but when
you’re tied to seven minutes you can’t quite get everything in. Research is 
fundamentally important and there is a real bias against the research that is
needed to answer questions over longer periods of time and also a bias against
community-based research as opposed to drug trial interventions. That’s a
real challenge for us and I think we need to see much more research that takes
these questions seriously.

If we tried to do a research study on Celia’s question, we would not get the
funding. Where would we get the funding from? How do we get the funding
for this? 

I didn’t major on PCTs because I thought you all might know a lot about PCTs
and might be a bit bored with the question of Shifting the Balance of Power.
I won’t go on about it, but that was an untried, non-evidence-based 
reorganisation. You now have 300 PCTs; and you have about 270-odd 
directors of public health from a variety of different backgrounds grappling
with this entire agenda – the global, the national, the local and the individual
issues. And we need desperately to do some evaluation of whether this is a
better way of delivering public health. If we don’t do that, we won’t be able to
answer Nick’s questions about PCTs and the best organisation and how we
ought to deal with these things, because we won’t know.

We have to respond: public health is essentially political and the public health
service as now delivered is essentially responding to change. The system of
public health organisation in England has changed so often since 1974 that
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the professionals no sooner get their jobs sorted than they change again. So
long as you’ve got the balance of power shifting towards PCTs, it’s going to be
the local system that has to deal with the Getting Ahead of the Curve changes
and the creation of the Health Protection Agency, dealing with problems on
the front line and trying all the while to keep ahead of the game. If you look
at who deals with an outbreak of meningitis, or with the diptheria, tetanus
and pertussis immunisation, it’s the public health people; they are not just the
people who are going off into the agency.

I feel particularly strongly that there is an organisational challenge in the
Health Protection Agency that really does need to be thought through very
clearly; Creating the Health Protection Agency needs to be evaluated and it
needs to be studied in organisational terms. You’ve raised really important
issues and I just hope we can raise them up the agenda and get the research
funded in currently unpopular public health service delivery agendas.

For example, I have worked with the New Opportunities Fund as a health
board member, and it has got a big evaluation programme around Healthy
Living Centres (HLCs). What I’m worried about is that we will show that
HLCs are successful, but then won’t get them picked up. There is thus another
issue about responsibility. Engagement of PCTs in evaluation as a realistic and
viable use of NHS money is important. This is just one example. I’m not sure
that the support is there for the research agenda in PCTs, because they have
to deal with so much organisational change.

Nick, when you say you are worried about utopianism, there is a lot of
excitement, not just among the public health people in PCTs, but also among
non-executive directors and chairs who are very interested in public health,
and part of the challenge is how you do this together and make it work for 
the local people.

As regards getting the MMR message across, how do people deal with all the
messages they get and who has the most effective way of getting the message
across? If it is indeed the case that us lot, as you call us, or the Chief Medical
Officer in particular, cannot provide the best way of getting the messages
across, how else do we deal with this? I’ve no simple solutions. We do need to
change the public health image. I thought those scratchcards for STDs that
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are being made available in clubs seem a very good idea, because they at least
raise the thought among young people that chlamydia may be a risk.
However, they need evaluating, otherwise we won’t know for sure, and we will
have another trendy campaign next week that may do the same thing.

We need to be looking at these changes in a fresh way, working out what’s 
best and learning from it.

Wilf Stevenson
Nick is right, the MMR story, even though it is probably still evolving, isn’t 
a great advert for what you have been arguing.

Response: Deirdre Hine
Nick wants to have it both ways and that’s not unusual, I think! 

First of all, he talks of utopian, omniscient civil servants – and then he 
says: “And what are you going to do about this, you gals?” That is quite an 
intriguing paradox.

Quite clearly I’m a rotten communicator, which perhaps explains why I was
such a rotten public health doctor, because I did say that in public health we
are accustomed to using all the devices we can to get through to people;
that it isn’t just a matter for the NHS and that what disappointed me about
Mr Milburn’s speech the other day was that he didn’t specifically mention
local authorities.

What worries me, and what worries Siân clearly, about the new Health
Protection Agency is that Getting Ahead of the Curve said nothing about the
public health responsibilities of local authorities. The environmental health
officers, with whom I worked happily and productively when I was in the
front line, could feel very aggrieved that their role and the wider role of local
authorities aren’t being recognised.

Local authority scrutiny committees worry me, quite frankly, because their remit
is to look at the NHS, and not so much to look at their own responsibilities
for public health, and again I think that is slightly the wrong way round.

T H E S M I T H I N S T I T U T E

1 0 6



On Cyril’s point, trying to get funding for health service research is very, very 
difficult indeed and I was delighted that in his speech Mr Milburn mentioned
that he was giving money to Cancer Research UK, partly because I sit on 
the Science Committee of Cancer Research UK, but also because it was 
evaluating measures to reduce smoking.

A long time ago, when I was Chief Medical Officer, there was a move by 
the House of Lords to stop the funding of health services research by the 
Medical Research Council (MRC) and to give it all to the NHS research and
development budget. That sort of move is fuelled by elitism by big science
research. I fought it because, once you stop the MRC, with its eminence 
and its prestige, funding health services research, all the good researchers 
disappear from health services research. I think this is terribly important. OK,
you have to fund it in other ways, but there must be recognition by prestigious
organisations that research into what works really does matter.

And I am a bit concerned now, as a non-executive director of a water company,
where I have a public health role – perhaps my last remaining major public
health role – that the MRC has said it wants further evidence on the safety of
fluoridation. I would have thought that the evidence from naturally fluoridated
areas of the world – for good or ill, and I’m not making a judgement on this
– is so immense that further research is like looking for angels dancing on 
the head of a pin.

I haven’t answered the question about MMR and STDs and Aids. I don’t 
know what the answer is in the MMR debate. I can fully understand the
Department of Health’s anxiety about offering something second best on the
basis of the sort of anxieties that we’ve heard described, which are minimal
compared to the risks of a big measles epidemic. But I’m afraid that, again,
you have to look at the way people work and what will work in this debate.
I haven’t got an answer on this.

I would hesitate because of my current position to advise the Chief Medical
Officer on what is best to do about this, but at the local level we can encour-
age people to look at, and interpret for them, the results of the trials that have
demonstrated the safety of MMR, while still acknowledging that there is a rise
in the instance of autism that we can’t explain. But if we were really serious
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about looking at that – and I would support the Autism Society’s plea for
more research into it – we could be looking at a range of other factors that
might be equally responsible for it.

David Walker, The Guardian
Nick Bosanquet mentioned mortality statistics. You could say that there is a
government actuary department take on public health, which says that 
public health has been improving, is improving and will go on improving.
Life expectancy in this country is rising. There is, in aggregate, no problem
with our public health. Things are getting better. There clearly is a distribu-
tional question, but the question then for you, I suppose, as advocates of
better public health, is why not come out as social democrats? After all, going
back to Townsend, Black or Acheson, you’re talking about redistribution of
life chances and resources; you are talking about an activist programme, with
government shifting things around which in most people’s vocabularies 
does amount to social democracy.

David Fisher, EDS
The discussion so far has primarily been about the domestic debate on
improving public health and I just wanted to go back to something that Siân
in particular said about how we tackle these problems globally. We’ve talked
a lot about the difficulties of dealing with interdepartmental stove-pipes
across Whitehall, which is challenging enough, but the problem is how to 
deal with this on a global basis.

The presumption of both speakers seems to be that health policies are broadly
right, but that they are undermined by a failure of implementation. I do just
wonder, in light of, for example, the pandemic of Aids, with three million 
people a year and rising now dying – the equivalent of a Hitler genocide every
two years – whether we really do have the policies right. Is it just a failure 
of implementation? How do we tackle that?

I was very struck that Siân said that millions of deaths in China were 
preventable. Well, can we prevent them? How do we tackle these issues on 
a global basis?
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Matthew Trimming, Head of Government Affairs, EDS
We always ask questions in pairs and I just have two quick ones, both around
the issue of responsibility, a theme that has emerged in this discussion.

The first question harps back to one of my previous jobs before EDS, when I
worked for Sainsbury’s. In my weaker moments I did think that, at times, the
great British public thought that the only thing standing between them and
immortality was the good old British retailer, and so I did want to ask what
both our speakers felt was the corporate responsibility of the food industry in
terms of healthy eating, beyond providing choice, of which there seems to be
no lack in most supermarkets. That’s the first question.

The other was just picking up the auditing point that Deirdre made. I’m
slightly perplexed by it, because there does seem to have been an explosion of
health inspectorates, which is all part of this shifting of balance, earned
autonomy, devolution of power and all the good stuff we know and love.
Instead of setting up a new health auditing function, however, why not give 
it to Andrew Foster and the Audit Commission, or Sir John Bourn and the
National Audit Office? They both seem to be organisations keen to take on new
and different types of inspection roles, and I know Andrew’s organisation is
coming up with some league tables on the 20 best performing local authorities.
Sir John’s organisation is looking at getting more involved in bits of how 
government works and operates, so I would be interested in some enlighten-
ment on that topic.

Response: Deirdre Hine
I’ll start with that and, although there are lots of inspectorates, they don’t
inspect government. Government sets up inspectorates to inspect other 
people. That was my point. You are quite right. The National Audit Office has
shown quite a tendency – some people feel too much of a tendency – to move
into areas of health and it could, I suppose, look at the delivery of health.
It could, but I would see a slight conflict of interest there, because what might
improve public health might involve more spending by government, and 
I wouldn’t necessarily see the National Audit Office as having either the 
expertise – although it could acquire it, I suppose – or the motivation, if you
like, on public health, which is why I suggested a similar organisation.
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We have to recognise that the food industry has been wonderfully successful.
There are two problems. First of all, that it is giving people what appeals to
them, but possibly not doing enough. At one time Tesco did have all these
healthy eating things and so on, but it seems to have lost momentum. The
food industry could now take the cheap, healthy food campaign into parts of
the country that don’t benefit from it at present. The problem is that, if you
require a critical mass of consumers, very often you can’t reach places that 
I’m familiar with – the top ends of the Welsh valleys and so on. There aren’t
any large supermarkets up there that can offer really cheap, healthy fruit and
vegetables, and so on.

On the question of whether we have got the policies right, I don’t think I 
said that we had the policies right. I said we are improving and I gave this 
government 8 out of 10 for its policies. I don’t think we have got them right
on a global level, either – the WHO is strengthening, but I’m not sure anyone
feels that we’ve got really firm, watertight policies, so you’re absolutely right.

Redistribution featured quite strongly in Mr Milburn’s speech to the Faculty
of Public Health Medicine, in which he recognised that the redistribution 
of opportunities of all kinds is the basis of public health. I don’t know any 
public health doctor, particularly those who have worked in deprived 
areas, who wouldn’t say that economic regeneration of the community,
regeneration of opportunities for employment, education and so on aren’t 
probably the most effective public health action.

Wilf Stevenson
But the implication of that is, unless you systemically attack the whole culture of
what David called social democracy, it’s about even more redistribution than
would be implied even by an old Labour government. Isn’t that what he is saying?

Response: Deirdre Hine
I’m not quite sure. You have to go about redistribution in a way that is 
acceptable to the whole population. It is this British idea of fairness, rather
than a more Marxist approach. The two are possibly the same, but it’s 
the way it is presented that is so critical. No government that goes for 
redistribution in a very radical, aggressive way would last, and politics is 
the art of the possible, isn’t it?
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Wilf Stevenson
Healthier, but out of office.

Response: Siân Griffiths
Can I just turn us back to the use of mortality statistics to measure the
change? Mortality rates are a rather crude way of measuring health plus, if
you are looking at interventions in childhood, you won’t see any change in
mortality for a long period of time. So yes, inequalities are growing, and 
when you look at the graph in Our Healthier Nation from when the NHS was 
implemented – which itself raises all sorts of questions around access to health
services that we haven’t talked about today, as well as all the determinants 
of health – it shows increasing differences over time. As I understood Mr
Milburn in his speech the other day, he was talking about reallocation of
resources to tackle some of those issues. We need to continue to have that
debate, because it was just a speech and we need to see it followed up.

Redistribution of opportunity is essential to a public health approach,
whether you call it social democracy or not. You needed clean air back in 
the 1950s to improve health opportunities; you need good housing, too, as
well as good health services.

On the global agenda, I don’t think all national governments recognise the
threat of Aids, and they certainly don’t allocate the resources they need to put
into it. Look at the tragedy of South Africa, which is being replicated 
in China and south-east Asia. There are some very simple things that don’t 
happen, such as educating the population about the risks. There are simple
things about prevention: availability of condoms. Then there is definitely
something about the price of the drugs needed to treat Aids and the
whole issue of global trade coming into play, together with the role of the
pharmaceutical companies.

This is a complex agenda, which very often gets buried by certain 
governments, leaving it up to other governments to keep the pressure on,
because globally we are facing a huge tragedy.

UN Aids has been trying to raise the profile of these issues recently, but if you
consider the lack of money in the global fund, we don’t have the resources to
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put in the primary prevention, the secondary prevention or the treatment in
countries that desperately need it – and this is a disease that will continue to
spread. When it spreads, it takes out the economically productive part of the
population and the poverty gets worse, so the link of poverty and health is
again fundamental.

We do need to keep raising the global issues, which is why I didn’t want just
to talk about UK public health, because I think it is our responsibility to 
advocate for other people as well. There is a great challenge with Aids, and
TB rates, too, are going up. We’ve got increasing rates of TB again here, which
is somewhat linked, and there is a whole set of issues there.

On the food industry and its responsibility, I am old-fashioned enough 
to think that industry generally has a social responsibility. I have had many 
conversations with people, including once the man from Del Monte, which
sticks in my mind because of the advert, about the merits of tinned fruit.
We hear all the time this message that you have to have “fresh fruit and veg”,
but tinned fruit, particularly if it’s not in syrup, is also healthy. We need to get
these messages out there. We need to get them out to the groups who need to
know, working with the food industry as a partner and encouraging it to take
the main responsibility.

There are also all sorts of issues about local accessibility of healthy food and
issues of environmental sustainability. Where are we getting our food from –
and why, under the National Fruit Scheme in this country, are we getting our
fruit from abroad and tearing up orchards in Worcester? All sorts of issues like
that are raised by local public health people who, at the same time, are busy
planting community orchards, because that’s what they are doing for the 
five-a-day project.

There are all sorts of contradictions here that we need to continue to discuss
and tease out, but I think the food industry has a social responsibility.

Hilary de Lyon, Chief Executive, Royal College of General Practitioners
We’ve talked about various kinds of responsibility and I’d liked to throw in
another one, apart from government and individual, and that is the employer.
As a member of the Academy for Chief Executives, I went to a session on 
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“corporate wellness”. I don’t like the name, either, but the point being made 
was that, as an employer, we have responsibility but also a possible benefit.
If you help your employees to be well and not to suffer from illnesses, then
you may benefit directly.

Dr Brian Fisher, Lead in Patient Involvement, NHS Alliance
I am a GP, I work on a PCT and I want to talk about very local-level issues.
One is that you haven’t mentioned patient and public involvement and
whether you would feel that was a responsibility or a relevant issue for public
health, particular at a PCT level? My experience of public health, at both a
health authority and a PCT level, is that it is a solution looking for a problem.
It is often impractical and my feeling is that the public health directors are
ending up almost part of the senior management team, managing things
rather than putting into operation grand ideas that are often, at local level,
very simple. For instance, there are a number of evidence-based issues such 
as interventions from moderate alcohol drinking that could be rolled out 
cheaply and easily. I don’t see very much happening about that either locally
or nationally. There are ways of working with youth workers and so on
around sexual health issues that could be much more supported.

So I’m asking how, at a national level, a local public health director is being
supported to work locally and innovatively?

Ros Levenson, Visiting Fellow in Healthcare Policy, King’s Fund
I was pleased that, a few moments ago, the debate returned very briefly to
needing to talk about health services and health, because I was a bit worried
about the sort of linguistic polarity, for a couple of reasons. We are in real
danger of shooting ourselves in the foot, I think, so long as we are saying,
“Shall we look at public health or waiting lists?” It won’t ever play well with
politicians or the public, or indeed any of us, and I think we have to recognise
the need for both.

It also troubles me because there just are some dangers in life, and it’s a 
function of rhetoric, rather than what we really think, to talk as though we
were immortal. It’s older people that worry me here because, of course, it is
all about us living as healthily as we can for as long as we can, but since we do,
in the end, sicken and die, I’m a bit worried that if we don’t factor health 
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services into the public health debate, we forget older people as well as 
health services.

Cliff Prior, Chief Executive, Rethink
This debate has been very much concerned with physical health. Mental
health problems, as we know, contribute extensively to the burden of many
lives. They are also particularly amenable to societal and environmental policy.

We have some very good things going on – Sure Start, for example, offering
support to families precisely when one can make the most long-term 
difference to children’s mental health. But there are also some very bad trends
– for example, among adults over 30 with psychosis. We have been seeing 
a marginal improvement in clinical health outcomes, but this has been
accompanied by a dramatic worsening in social outcomes: employment and
other quality of life measures and so on, and mortality stubbornly at 2.5 times
the national average.

Take just one example. So much effort goes into anti-smoking campaigns.
Where is the priority for the group of people who smoke more than any 
others, namely people with severe mental illness? They are left out of the
equation.

Malcolm Dean, Editor of Society, The Guardian
Deirdre, I loved your 8 out of 10 and your hammering of the green ink 
people with fluoridation, but I would also like to say quickly on tobacco that
there is a paradox, isn’t there, in that all the public health campaigns from the
19th century through to the Clean Air Act all threatened everybody? I find it 
a paradox that, when we have got the new evidence on passive smoking 
threatening everybody – with one person killed by passive smoking for every
eight smokers killed – government is still refusing to act. If we can do it in
Scotland and Ireland, have you got any ideas how we can get it done here?

My other political point is on local authorities. Interestingly, the new
Licensing Act will require local councils to authorise licences, but also give
them much more power to withdraw licences from irresponsible pubs that
keep serving drinks to already drunk people. I think that’s quite an interesting
precedent of at least some more power being granted to the local authority.
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Miriam Armstrong, Chief Executive, Pharmacy Healthcare Scheme
Public health is an inherently political issue and, after listening to people 
talking here about the idea of having an independent watchdog on public
health, scrutinising across government departments, I find myself very much
in favour of that.

We have this very uncomfortable debate about freedom of choice for the 
individual and how it would impact on the cost and responsibilities of
society if everyone exercised all the choice they could within that framework.
That is a very difficult issue for politicians to deal with.

There are lots of complexities behind all these arguments – and lots of
different interest groups vying for their own particular interests within that,
including, obviously, retailers and other agencies – and governments have an
innate tendency to duck those issues, or avoid them happening. Some of the
key public health issues, such as passive smoking, water fluoridation or income
inequalities, unfortunately can’t be tackled purely at a local level. All of those
things have to be done at a national level. Without that sort of independent
scrutiny, I just don’t see how government will ever be put under sufficient
pressure to keep those arguments in the frame.

Gopa Mitra, Head of Public Affairs, Proprietary Association of Great Britain
I am a member of the Inequalities Public Health Taskforce and it’s great to see
that you have looked at the document with such good eyes, as it were.

We talked in the taskforce about the health impact idea, and I think it’s
absolutely crucial. We didn’t really get a response on it, but if every government
department had to look at its policies with health impact in mind, it would
make some difference.

On cross-departmental issues, I’ve always felt that, if we’ve got a public 
health minister, then we need to give that minister some clout, and that isn’t
happening right now. I don’t know how we give that person clout other than
by saying “Well, you have got responsibility for leadership; you should also
have responsibility for some kind of accountability”. Unfortunately I think it
all comes down to money. If she hasn’t got money, then how can she have that
clout and accountability?
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In closing, I would like to come back to Wanless, whose vision was that, in 
20 years’ time, every individual would be able to look after themselves at
home, with the help of a healthcare professional if necessary. He talked about
self-care, but he didn’t say how we are going to get there.

One of the things I think we are missing in this whole debate is the education
of future generations. There is a lot we can do in schools, but we have to start
right now and we are still wasting time.

Peter Kenyon, D’Ardenne Kenyon Associates
I am a former NHS Trust chair and former local government councillor, and
I recently chaired a health scrutiny panel. I would like to make a really serious
plug for the role of local authorities in these processes.

If local authorities are seen as a threat by NHS professionals, that’s a real
tragedy, because my experience and that of my colleagues is that the 
provisions of the new Local Government Act, with new powers for local
authority councillors, create a real opportunity to provide the linkage
between the individual, local representation and the broader issues that 
obviously run right the way up to the global level.

What’s really needed, and this seminar process can encourage it, is to ensure
that lessons are drawn from action research programmes supporting the
work already going on within PCTs and local authorities at a micro-level, to
help with the formulation of broader policy conclusions at a higher level.

That’s really what matters, because the Office of the Deputy Prime Minister
doesn’t offer a resource to support public scrutiny through the local authorities,
and I don’t believe that there’s a real resource through the Department of
Health to support such scrutiny, either.

Jeni Bremner, Programme Manager, Local Government Association
The point I had wanted to make with regard to openness and scrutiny has
already been eloquently expressed, so the first comment I would make is 
that the Local Government Association has negotiated a shared priority with
central government on tackling health inequalities, which is a really positive
sign of good action that local government is very keen to take forward.
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A question for the panel: health improvement and modernisation 
programmes in many areas have been aligned with community plans and,
at a local level, have been key strategic drivers of change. I just wondered
whether you have any comments about the removal of the requirements for
PCTs to produce health improvement plans and what the impact might be 
on some of those processes?

Response: Siân Griffiths
I’ll try, very briefly, to meet the one on primary care, local involvement and
Jeni’s last point.

I think local strategic partnerships need to take the place of the health
improvement plans and they need to be made to stick. They need 
performance measures. My advice to people working locally is to look at the
planning priorities framework: look at the public health inequalities targets
and make sure you are delivering on them. But you don’t deliver alone as a
public health director, you need to deliver through working with primary care
and with all your public health colleagues such as health visitors, school 
nurses and community and regeneration workers. You need to work on the
delivery of public health programmes and not just be seen to be sitting
around, because we were always seen to be sitting as advisers and not doers.
We need to move away from that image.

Response: Deirdre Hine
I would like to link a few things, because I have written down “public health
is a political issue”. It is a political issue. It’s a political issue at national level;
it’s a political issue at local level. I certainly wouldn’t want to turn the clock
back to before 1974, although I must be one of the few people still working in
the whole area of health who was appointed by the then Glamorgan County
Council as an assistant medical officer all those years ago.

One of the most satisfying things is to provide that link between local 
practices, local general practitioners, health authorities, the hospital services
on the one hand, and local government on the other: local government in
terms of housing, in terms of education, in terms of its responsibilities for
communicable disease and for the environment. For a brief period in my
career, I was that person. I was the principal school medical officer, employed
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by the health authority, I was the principal medical adviser to the social 
services and I was the alternate proper officer for communicable disease. It
was most satisfying, because I could go to the Social Services Committee to
argue for more heavy-duty home helps to keep the elderly in their own
homes, and to the health authority for more district nurses to support their
officers in homes for the elderly. And, by ratcheting up, I could probably get
most of what I wanted. I found it very satisfying.

The moral of that, I think, is that somebody, somehow, has to co-ordinate
those alliances. The local director of public health, particularly strengthened
by being in the PCT or, in Wales, the local health boards, is a very important
person. But there must be equivalence on the side of the local authority.
You must have somebody in the local authority who also assumes leadership
in these matters.
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Introduction

Wilf Stevenson

We started our series before Christmas with Derek Wanless, who spoke very
eloquently and very amusingly about the process that he had just been
through in producing his report. He set out not only his vision of what the
National Health Service could do and achieve, but also some of the major
issues he felt had to be addressed within the current ten-year plan period.
In that initial seminar we went on to look at the underlying principles or 
values of the health service and discovered that there really was quite a lot of
agreement, despite some rather ornate language, between the political parties
on these values.

We then looked at the proposition that the NHS could be both a national and
a local service, and most recently, at a very lively seminar session, we looked 
at the prospects for a new style of public health policy. We reserved for this 
seminar the question of patient choice, or choice more generally, but it’s 
largely seen in terms of the consumer rather than the producer interest, and
it is therefore appropriate that, in assembling the group today, we have strayed
into that side and brought together people who can speak for that end of
the spectrum.



Welcome

Carolyn Quinn
Presenter, BBC Radio 4

We’ll see, we’ll judge that at the end.

Wilf, thank you very much for those words about the aims and objectives
today: can you have choice, or do you have to forgo it to have an equitable 
system? To kick off we’ve got two speakers, and for the next 20 minutes or so
we will be hearing their thoughts. First Sir Graeme Catto, president of the
General Medical Council, and then, after that, we will be hearing from 
Harry Cayton. He is chief executive of the Alzheimer’s Society and he’s on 
secondment at the moment as the patients’ tsar, although I don’t know if you
easily shed that title once you’ve given up the role. First of all, let’s hear from
Sir Graeme Catto.
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Sir Graeme Catto
President, General Medical Council

Well, good morning and thank you very much indeed for that introduction.
It was much more generous than I deserve and certainly much more generous
than I normally receive as president of the General Medical Council.

My brief this morning, as you know, is to speak on choice in the NHS, and
this very brief address is going to be divided into three parts.

First of all, I want to tell you a story; then I want to look at what we might
learn from previous forays into patients’ choice; and finally, I want to come to
some conclusions, which may or, perhaps more likely, may not be based on
what I’ve said previously.

Let me start with the story. In 1968, I went as a medical student to Chicago
and I was there at the time of the Democratic convention with hippies and
yippies and all of that. Although I was based mostly in a well-resourced 
hospital on Lakeshore Drive, Passavent Hospital, I spent one day a week at
Cook County Hospital and I saw there, for the first time in my very sheltered
life, patients brought in with gunshot wounds and stab wounds, as well as
fractures, asthma and so on. They sat on trolleys in corridors; they waited in
the emergency room for treatment and the facilities were absolutely
appalling, but the treatment was first class. The patients knew that, the staff
knew that and the relatives knew that.

At Passavent I worked in the charity ward. It was, as I said, a well-resourced
hospital, but the patients there were less dramatically ill. By and large they had
medical ailments, but the people in the charity wing were treated in precisely
the same way as the paying guests in the more affluent parts of the hospital.
The quality of care really was unsurpassed. I was young and impressionable,
but I was quite deeply impressed.

Six years later I was back in the States. This time I was in Boston.
I worked in one of the hospitals associated with Harvard Medical School,
Peter Bent Brigham Hospital, and I was not so much involved with acutely ill
patients this time, but rather with patients who were chronicly ill – in my case
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it was end-stage renal failure. They knew a very great deal about their 
illness and most of them knew a very great deal more than I did about their
illness. Many of them, even at that time, subscribed to the New England
Journal of Medicine and so were very familiar with recent advances in the
treatment of renal failure.

Not only did they know a lot about their illness and their condition and 
its potential treatment; they also came to know a very great deal about the 
physicians and the other clinicians who were treating them. The dialogue
between doctor and patient, between healthcare professional and patient,
was very much more open in the States at that time than anything I had 
experienced in the UK. Patients, for example, were encouraged to telephone
their own clinician and make direct contact, so there was immediate feedback
on what was happening between patients and physicians or clinicians.

Of course, there are global issues arising from the introduction of the 
internet, but the need for patients to be able to contact those directly 
responsible for their care hasn’t changed. Quite understandably, patients still
want the opportunity to receive information directly from those who have
been most closely concerned with their care.

For many years I was fortunate enough to continue with both those streams
of patients – if you like, the acutely ill on one hand and those with much more
chronic conditions on the other – and choice probably varies between the two
groups. It seems to me that those with chronic conditions have much greater
information, and much greater requirements for information than those who
have acute illnesses. Their need is for high-quality care to be available when
they need it. The question of information and, therefore, of choice is perhaps
less important for that particular group.

Let me turn then to my second topic, which is patient choice. It is a critically
important issue. It must be right that patients have much greater choice over
matters relating to their health and treatment. Exercising that choice will
inevitably influence the provision of healthcare. We’ve already seen that 
in a number of areas: you can name far more than I do, but if you look at 
contraception, childbirth, end-of-life issues and a variety of other situations,
you can see how patient choice is influencing the delivery of healthcare. That
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influence may be growing too slowly for some of us, but it is definitely 
growing.

And it must be right that patients have the choice to be treated at home, or to
be treated abroad, or to be treated in different hospitals at times that are 
convenient to them.

If we spin the coin the other way, though, I suspect that, for the vast majority of
patients, access to appropriate care is far more important than choice itself.
For the vast majority of patients living outside the large conurbations, choice
is a pretty meaningless concept. It’s meaningless for secondary care and it’s
becoming increasingly difficult for primary care as well.

Increasing choice is dependent upon capacity – and increasing choice, while
desirable, may indicate decreasing efficiency and rising cost. I often find it 
difficult to see how choice and equity can be balanced and I suspect – and this
is a personal view – that progress depends on some individuals, or some parts
of the service, pushing forward far ahead of the rest.

Presumably the aim is not for absolute equity – the principle of the convoy
where we all proceed at the speed of the slowest – but we need to indicate
quite clearly where the lower limits of acceptability lie, and to make sure that
these lower limits are not breached. It’s the safety-net principle.

For choice to be valuable, it has got to be informed. How that information is
provided to patients and relatives and the public – and by whom – is really
quite an important issue and one that is going to become, I suspect, more
important in the years ahead. The way adopted by the National Institute 
for Clinical Excellence, a fairly controversial organisation, I know, with its 
structured website and the way in which it guides you through the different
information streams, may indicate one way ahead. And it may also help to
promote greater understanding of risk and its assessment – and we are 
notoriously bad at that at the present time.

There are real risks associated with unfettered choice. Just go back 100 or 150
years and look at the middle of the 19th century, or the period just before
then. At that time, the public had great difficulty in distinguishing between
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doctors and quacks. Disquiet about this led directly to the formation of
the General Medical Council and to its counterparts for other healthcare 
professionals here and in other parts of the world.

For the GMC and any other regulator to work efficiently and effectively, it’s
got to retain the confidence of the public, of the profession and, indeed,
of government itself. There is no other way of ensuring that healthcare 
professionals maintain the agreed standards in their practice, and it has to be
regardless of where they practise geographically and whether they practise in
the NHS or in the private sector.

Let me try to come to some conclusions. First of all, for many patients – 
perhaps particularly those with acute and unpredicted conditions – choice is
not a particularly helpful or even meaningful concept. It is access that is 
of paramount importance, and the public needs to be assured that doctors,
indeed all healthcare professionals, do not fall below a certain agreed standard
of competence.

The introduction of revalidation, ensuring that all healthcare professionals
are up to date and fit to practise, will go some way towards meeting those
legitimate concerns and, in a way, that links back to my Cook County model.
Those patients had little choice but they did get first-class care.

In many situations, however, and perhaps particularly those associated with
the more chronic conditions, doctors and other healthcare professionals are
going to have to work in much greater partnership with patients and the 
public – my Harvard model, if you like. Of course healthcare professionals
can achieve that. These changes are part of society as a whole. Medicine is not
exempt from that and doctors must be and, fortunately, are part of these
changes as well.

I want to end by saying that information on individual doctors is bound 
to grow. The public has an appetite for it and we can see it developing in 
other countries across the world. That information must be added to the 
information that the Medical Register has: the assurance the public has that
doctors on the Medical Register and with the licence to practise are indeed
competent to do that. Other information on individual doctors cannot 

T H E S M I T H I N S T I T U T E

1 2 5



supplant that degree of security. Unfettered choice in the field of healthcare is
not, for the most part, informed choice, and I believe there is a clear need to
protect the public by ensuring that certain minimum standards of care are
available to all. Choice alone is insufficient, I believe, to provide that necessary
assurance. It is, however, a very potent lever for change and change is 
certainly required at the present time.

Thank you very much, chair.

Carolyn Quinn
Thank you very much, Sir Graeme. We will be putting your questions to the
panel after our next speaker, Harry Cayton. As I said, he is called the patients’
tsar in our terminology, but his real title is director of patient experience and 
public involvement at the Department of Health and chief executive of the
Alzheimer’s Society.
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Harry Cayton
Director, Patient Experience and Public Involvement, 
Department of Health

Good morning. We are constantly making choices about our health. We
choose what we eat, what exercise we do, if we smoke and how much we
drink. We choose many of the risks we take: whether driving when tired,
skiing off-piste or spending too long sunbathing. We choose whether to go to
the GP or to stay in bed with a hot drink and Night Nurse.

But when we become ill, perhaps as a result of those health choices we have
already made, few if any choices are available to us at all. It is not easy, indeed
it is often impossible, to choose our doctor, or our place of treatment, or its
time, or what treatment we are given, or what treatment is withheld. If we 
are unconscious or mentally incapacitated, we have only the protection of
medical ethics and professional conduct. Our relatives have no legal status: we
cannot appoint a healthcare proxy and advanced directives are easily ignored.

So, despite the centrality of informed consent to medical ethics, the concept
of patient choice remains alien to health service structures and practice –
while doctor choice, in the form of clinical judgement, is accorded the 
highest possible status.

I suggest that introducing limited forms of consumerist choice to parts of
health service delivery, while undoubtedly welcome to individual patients,
will achieve very little in improving patients’ experience overall. We need 
a much wider range of actions that enable patient autonomy and move 
autonomy and empowerment to the centre of NHS behaviour. I do recognise,
of course, that the autonomous patient, as Angela Coulter put it in her recent
excellent monograph, or the “resourceful patient”, as Muir Gray calls them, or
the “impatient patient”, as I like to think of us, can be none of these things
without choice. Autonomy exists only where choice is possible.

The thrust must therefore be, as it already is imperfectly, towards rebalancing
the relationship between the users of health services and the suppliers of
health services in a publicly funded, universally provided system, within
which customers alone have insufficient power or choice to change anything.
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That raises another aspect of choice. I am a citizen as well as a patient. In a
democracy, I contribute to collective choices about the health system and
there is a trade-off that I need to make between my desire as a patient to have
an immediate and convenient choice of service and my desire as a citizen to
have a service that is equitable, accountable and cost-effective; one, moreover,
that provides a good service not just to me, but to my child, my mother,
my neighbour.

So the narrow model of consumer choice is inadequate as a driver for
improved service in a not-for-profit system such as ours, which still trades on
a strong commitment to public service among its staff and on strong values
of loyalty and ownership among the citizens who fund it.

But this does not get us off the hook. For far too long, the “this is good for all”
message of the NHS has been used to justify the reality of “poor for some”.
“Good for all” has been an excuse for poor customer care on the grounds that
the health service is always off being busy helping someone else.

I was looking at my credit card statement the other day with the kind of
bemused wonder with which one looks at credit card statements, and I saw it
had printed through the paper “24 hours a day, 7 days a week, 365 days a year:
customer service”. What would the old unmodernised NHS have, I thought,
as its message to customers – “24 hours a day, 7 days a week, 365 days a year
– doing you a favour”?

Choice in the new NHS is a very much bigger challenge than electing to have
your operation in a different hospital, and it needs to be. Sir Cyril Chantler’s
much-quoted maxim – at least it’s much quoted by me – that “medicine used
to be simple, safe and not very effective, whereas now it is complicated,
highly effective but dangerous” –speaks of a huge shift in medicine since the
NHS was founded. That shift alone requires empowered patients and shared 
decision-making.

But there are, as we know, other forces driving us into new social 
relationships. Consumerism is one; the end of deference towards authority is
another. The privatisation of most public services has left the health service
with only its fig leaf of uniqueness to cling on to, and I might add that the
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growth of effective patient organisations, many of which are represented here
today, has led to ever more careful scrutiny of that fig leaf and of what is
behind it.

There is another huge influence on the health service that patient empower-
ment must tackle – the power of the manufacturers of new technologies 
and particularly the pharmaceutical industry. I am not demonising the 
pharmaceutical industry or the manufacturers of MRI scanners, or the 
creators of disposable syringes – their contribution to improved healthcare is
enormous – but their economic and lobbying power was unknown when 
the NHS was established. The National Institute for Clinical Excellence is a 
valuable mechanism, but empowered patients would be another and let me
say clearly: empowered patients do not always want more. We do not always
want the most elaborate treatments, or new drugs, or more drugs, or new
tests, or more tests.

Empowered patients often want less.

In the age of the internet and sophisticated marketing, the paternalism of the
medical profession – indeed, on this issue at least, the paternalism of the
Consumers’ Association, too – in its aim to protect patients from things we
cannot understand, is denying us patients the very information that would
enable us to think for ourselves.

This gets me on to the role of the fourth estate – the media. I guess some of
you here this morning are representatives. The media are at the present time
wonderfully consistent in their scepticism about the NHS and wonderfully
inconsistent in their own reporting values on science and medicine. But,
first, praise where praise is due. Without sceptical, well-organised media, we
would have taken longer to uncover the shame of BSE in farming and the
concomitant risk of CJD in humans.

Politicians under huge pressure from the agriculture industry overstated 
the advice of scientists that there was no risk to the public. It was the media
that, through painstaking and serious probing, forced the facts into the 
open. Ironically, the agriculture industry went on to gain huge financial 
compensation for its own poor practice – far more than the families whose
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lives had been damaged by vCJD ever achieved. But blame where blame is due
as well. I’ve spoken elsewhere of the way in which the research suggesting a
link between the MMR vaccine and autism was propelled into a national
media story because the Evening Standard had no other news to put on the
front page on a bank holiday monday. A careful study of how that story 
developed from the initial press conference at the Royal Free Hospital to a
national crisis of confidence shows the media in a less than admirable light.

Then there is the assertion, by the broadsheets at least, that they never cover
controversial medical stories unless they have come from properly peer-
reviewed papers. Quite right, too. So how come the “first cloned baby”, a story
that was most probably a hoax, was on the front page of every media outlet
in the world at Christmas? Well, Christmas explains a lot. News management
is alive and well.

So can we patients and public rely on anyone? Perhaps the Department of
Health? Here is a quote from last week’s announcement by the public health
minister, Hazel Blears: “It is essential that consumers get clear and consistent
information.” Dead right, Minister, and I must say that Hazel Blears is an
admirably clear and consistent minister, and I say that not only because she
appointed me to my present post.

Here is what the department’s press release said: “A portion is approximately
80 grams, the equivalent to a medium apple or banana. A portion of a 100%
fruit juice or smoothies is 150mls but can only contribute one portion towards
the Five-a-Day target no matter how much is drunk.” So, as I understand it, if
I eat five bananas that’s five portions, but if I liquidise five bananas in my
smoothie maker, that’s one portion. We patients have to have our wits about us!

Patient empowerment requires choices at every level in the system. As my 
colleague Melinda Letts from the Long-term Medical Conditions Alliance
said at another of these seminars: “We need to move from the when and
where choices, to the what and how.”

Patient choice in the new NHS needs patient-driven information that is 
relevant, knowledge-based and accessible: patient information designed to
empower, not pacify.
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It requires a radical shift in the way the health service meets its users.
Receptionists, booking clerks and front-line nursing staff need to be 
supported by managers to become enablers of patient access; not, as they
often are now, gatekeepers for doctors.

It also requires a shift in the balance of power over patient records. Copying
letters to patients should be a powerful driver of a changed relationship
between clinicians and patients and, ultimately, I’d like to see patient-held
records being the normal practice.

It requires a strong drive for expert patients and self-care programmes, driven
by the needs and desires and values of patients, not the preoccupations of
their clinicians.

And it requires extending the idea of informed consent into the community
– into how the public is engaged in decisions about service developments, or
reconfigurations such as the creation of foundation hospitals, which are 
supposedly for our benefit.

Patient choice should be not an end but a means: a means to empower and
enable patients and clinicians to make shared and effective decisions; a means
to empower staff to make users’ needs, not service needs, the purpose of their
efforts; and a means to enable the public to share in socially sustainable 
decision-making about the health service that we want. Thank you.
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Discussion

Carolyn Quinn
Harry, thank you very much for filling us in on the smoothie dilemma and
giving us the idea that the unreformed NHS is doing us all a favour. Sir
Graeme, the fact that you pointed out the risks of unfettered choice is one
thing that we will be discussing.

We also have a list of questions that have been submitted to our panel here:
Mary Baker, Neil Betteridge, Donna Covey and Eve Knight.

What I am going to do, because we have lots and lots of questions, is group a
couple of them together and put them to the panel. Obviously if you have
supplementaries, if you have put one of the questions and you want to ask
something else, please do let me know, but just for reasons of order, I would
like to pull a few of them together.

The first is a very basic question that was asked by a number of people: Angela
Coulter, Ross Levenson, Richard Sullivan and Judy Walker.

Angela Coulter: Does the panel agree that increasing patient choice and 
reducing inequalities in health are incompatible goals?

Richard Sullivan: What’s the panel’s definition of real choice? Every day 
thousands of patients already make choices in consultation with their doctors,
so what’s new? Surely giving unfettered access is incompatible with the NHS?

Judy Walker: Is real choice achievable and desirable, and will real choice be 
the straw that breaks the NHS’s back?

Ros Levenson: Do you think that equity and choice can coexist in the NHS?

Carolyn Quinn
So that’s the essential question – equity and choice, can they work together? 
I am going to work along the panel, if I may, starting with Eve Knight.
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Eve Knight, Liaison and Service Development Officer,
British Cardiac Patients’ Association
Equity and choice can work together. Like everybody else, including our 
eminent speakers, I recognise that this is a very thorny issue and depends on
exactly what you mean by equity, and exactly what you mean by choice. Most
patients would prefer equity of access and timely access; and what they need
to know is that, wherever they live, there is the same basic high standard of
care. I welcome, and my association welcomes, information in the public
domain about doctors’ performance and hospital performance, but if you
take it to its extreme, the idea of sitting a patient down and saying, “Well
there’s your list – choose who is best”, borders on the ridiculous.

If I can stay with heart disease, we have the Choice Initiative, of which I am a
trustee, and I welcome that because it is a start, a way forward. It’s not ideal,
and I spoke to one patient who summed it up. He’s chosen to go off to
Glasgow from Sussex and he said: “I’m going because I have no choice.” I said,
“But you’ve just been offered a choice?” and he responded, “No, I’m fed up
with waiting, I have no choice, I have to go.” That, to me, was a real eye-
opener. I thought we were offering choices – they’ll choose to go or they’ll
choose not to go – but that wasn’t much of a choice, was it, when you come
down to it?

Harry said we are making choices in our everyday lives all the time, but 
what are our choices based on? Let’s say I have heart disease. If I have been 
suffering from chronic angina, my GP refers me and my cardiologist says to
me: “We’ve done the tests and I am sending you off to Mr X, he’s an excellent
surgeon and you are going to have a by-pass.” I have a choice whether I have
that or not, but am I really making an informed choice? Has somebody
explained to me that stenting might be more suitable, or am I just being sent
off to see a surgeon because my cardiologist is not particularly in favour of
stenting? Who knows – nobody has had the discussion with me.

It is informed choice that we need. I can’t see the day when I will be able to
walk in and say, “I’ve got so and so, I want to go to X.” I don’t think that’s a
good thing, but what we are after is consistent information to enable us to
make the best choices we can with our healthcare professional.
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Carolyn Quinn
Thanks, Eve. Donna, before you answer, can I just bring in two other 
questions that were raised by Claire Foster and Malcolm Dean? The same sort
of topic but asking: “Would the panel agree that what patients want or need
is not so much greater choices but better basic care and less waiting time?”

Donna Covey, Chief Executive, National Asthma Campaign
Yes, first of all, on the choice-equality debate, it seems to me at the moment
that a substantial amount of the inequality that we have within the NHS
stems from the fact that, if you are articulate and know the system, that gives
you choices that other people don’t enjoy. We can’t have equality in the 
system unless we broaden the information, broaden choice and open up 
the system so that everybody is making his or her choices within the same
context.

We have been doing some work in the National Asthma Campaign around a
charter for people with asthma, setting out what they should be able to expect
from the service. It was quite interesting to discover that some people thought
these were huge demands, yet when you went through them, you realised that
anybody who knew the system could get those things now. Without more
choice and more information, we are always going to have inequalities based
on how well you know the system.

The second point, which picks up on the supplementary question, is about
the difference between the dynamic individuals with acute conditions and 
the dynamic people with long-term conditions. For a lot of people with long-
term conditions, the choice they want is to be able to live their lives and 
to have a service that prevents their condition from permanently disrupting
their lives. Quite often that requires choices such as having access to services
outside working hours. For example, for parents of children with asthma, it’s
about having care for your child without having to take them out of school 
all the time for routine clinic appointments. Such things can revolutionise 
people’s lives if we get them right. They are not simply about spending 
£10 billion or trillion of taxpayers’ money on equipment, so it is much more
complicated than it can sometimes seem.

The final point I’d make at this stage would be about unfettered choice,
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because we get hung up on the idea that choice is about having just what you
want and it’s not – all of us in life make choices all the time, and they are never
about having just what you want. Most of us at the moment, I suspect,
because it’s post-Christmas, might in an ideal world choose to be three stones
lighter. We know that isn’t going to happen for us, so we choose maybe to lose
the pounds we put on over Christmas. Even then, we know that, by choosing
that, we will have to choose to exercise more and eat less. We can’t choose 
to eat more and exercise less, and still get smaller. That’s life. It’s not about 
unfettered choice, but it is about everybody having more access and it is,
certainly for long-term conditions, about the choice to lead your life with
minimal disruption.

Carolyn Quinn
Neil, do you agree that equity and choice can coexist, or should the emphasis 
be on better basic care, prompt treatment and shorter waiting times?

Neil Betteridge, Head of Public Policy and Campaigns, Arthritis Care
Picking up on one of Donna’s last points, we have on the one hand choices
and, on the other, wants and needs. You can want and need almost anything,
but you can only choose from what’s available or what might be available to
you, if you did but know it.

Harry touched on this point very eloquently. You can’t “choose” your way out
of poverty, out of unhealthy housing, out of your level of education, certainly
not easily. And there are all sorts of barriers to this idea of open choice or
equity materialising for people. If one of the solutions to progress in that area
relates to information – and we keep on hearing about informed choices –
then I suspect that that kind of information culture, where we base our 
choices in future on information, will favour not the disadvantaged, not 
the people whose first language isn’t English, or have dementia or learning 
difficulties. Inevitably it will favour the advantaged.

We have to learn something from the 1980s and the 1990s, and the work that
went on around equality of opportunity generally in society, which has now
developed into a slightly more sophisticated concept of diversity and 
inclusion. I started working in Liverpool Aids in the 1980s, doing a lot of equal
opportunities work, and at that time there was still a common perception that
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equality of opportunity meant treating everybody the same. In that case you
have the resistance that grows up from people’s perceptions of only being able
to move as quickly as the slowest member of the team.

One of the major difficulties people had to overcome in selling the message
was helping people to understand that it’s no good simply throwing open
your door and putting a welcome mat down saying “All welcome”. That 
doesn’t really tackle problems of opportunity and inclusion. You need a much
more aggressive, proactive set of resources, in terms of the health service and
the debate we’re having today, to reach people whose first language isn’t
English, people with learning difficulties, people with dementia, those people
who, through the status quo, won’t readily and easily obtain the information
they need in order to gain access to health services.

So it behoves people – the full range of stakeholders from doctors to patients,
from voluntary organisations to umbrella bodies – to be a bit more aggressive
about this. They should try to identify, collaboratively, just how we can better
reach people who don’t ordinarily get the information to help them make their
decisions. Certainly at Arthritis Care, we believe that people have the right to the
best treatment available, no matter where they live, no matter what their income.

That’s one battle we fight all the time. Another battle is to help determine what
is available, which is where the National Institute for Clinical Excellence and
other means come in, and we need the two battles to be fought concurrently.
One thing is for sure: if we don’t take this by the scruff of the neck, health
inequalities will  broaden and not lessen.

Carolyn Quinn
Thanks, Neil. Now Mary Baker.

Mary Baker, Honorary President, EPDA
I read these questions with great interest, but I want to be very frank. The
questions are tremendously focused on treatment and medicine, and they are
very intellectual questions because of the people who have placed them. If
you listen to the needs, not the wants – the needs of the patients – things such
as parking the car come into it, as do the communication skills of health 
professionals.
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When a patient talks about a good doctor or a good nurse, they are quite
unable to measure whether someone has their “A” levels or their first-class
honours degree. What they are measuring is their interest in patients, their
awareness and their care. I don’t want this to come over as sugary, but I 
really do think it is a terribly important principle that we have lost and,
in truth, it costs not a lot.

Personally I don’t like the word “empowering” – nor do I like the notion of
the “expert patient”, because of what it does to the other people with whom
these people are engaged. I like “partnership” and I like “working together”.
The pharmaceutical industry has a great deal to contribute, as do doctors,
nurses and so many other diverse people within the sector. All these people
have such a great thing to give that it has to be a partnership, and if you use 
confrontational phrases such as “expert patients” and “empowerment”, then
you are inevitably talking others down. I like talking about society and 
citizens, because many doctors are patients and many patients are doctors.

I’m always struck, when reading books by health professionals who have
become patients, that they all seem to conclude that the education they
received was woefully inadequate for coping with the situation in which they
now found themselves. I would love to see a lot more collaboration much 
earlier on in the education of health professionals. You cannot start talking
about “expert patients” without immediately forcing the health professionals
on to a back foot. I just think the best guiding light is the needs of the patients.
It is about care and informed choices, of course, getting a lot of information
and making good choices. I don’t think the internet has particularly helped,
funnily enough, because of the misinformation that it can provide: IT can be
wonderful, but only when certain standards of accuracy are imposed on it.

I do wish that the people running the Department of Health would listen a
little more to the models of good practice that have been developed by patient
organisations, because in developing those models they have truly listened to
the needs of the patients and they have developed some really good things.

The other thing I wish is that the people who are doing the research in 
academia, those with the influence and brains, would give a little bit more
respect to what they have always regarded as “secondary research”. It’s not all
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about cures for illnesses: it’s about quality of life issues, about how to manage 
illnesses that will never be cured. It is important, for instance, that neurology
should not always be about physical questions alone. A lot of it is about
depression, how people feel, it’s about bowels and bladders and sexual 
dysfunction. So much is needed on the educational front.

I seem to have wandered away from choice, but you can’t extend choice 
radically without doing something to prepare the health professionals for
going into partnership.

Carolyn Quinn
I have been given two questions in advance. The first is from John Chandy, a
consultant radiologist, who asks: “Who should decide on prioritising the 
clinical needs of a patient: should it be the patient – the super patient or the
informed patient that you were referring to? Or should it be the doctor,
the doctor and the patient together or government targets?” And Sir Cyril
Chantler asks: “How can we get the professionals to listen to the patients?”
Let’s put those to the panel.

Response: Eve Knight
There’s no question in my mind: it should be the doctor and the patient
together. I don’t think it should be driven by government targets and,
slightly going off at a tangent, a lot of the trouble has come from us talking
about waiting lists till the cows come home. What matters to the patients is
how long they wait, not where they are on the list: whether they are number
1 or number 101, they want to know how long they will have to wait – and
why do they have to wait so long in many, many cases?

So it should be that you sit down with your doctor and you discuss your 
illness and, a lot of times, clinical priority is not just “this is urgent and this
needs to be done”; it comes back to the question of how this is affecting 
your life. Do you have quality of life with your illness? In a lot of cases – again,
particularly with angina – patients can live with their illness: they can get back
their quality of life. They can with heart failure and it’s not always clinically
urgent that they have something major done. So definitely a joint decision
should be made.
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Another point is that, when it comes to patient choice, it’s a question of what
patients are going to choose. You sit down and you think, “I’m not well, I’ve
seen my GP… I’ve now seen my consultant too, but what am I choosing? Can
I say, no, I don’t want any of this? That’s where there’s a great stumbling block.
I’ve talked to a number of healthcare professionals who just cannot face the
fact that the patient might say, “No, thank you very much, I don’t want what
you’re offering – I don’t want to go away and never see you again, but I do
want you to work with me in some other way to enable me to live with the 
illness I’ve got.” That’s patient choice, but again they need to have enough
information to make it and that is hugely important.

On the subject of the patient choice initiatives that there are now – in which
you can go to another hospital, you can go abroad – our association did a
great deal of very quick work over a weekend while this was all coming to
fruition. We did a lot of phoning around and gathered together a lot of
evidence based upon conversations with patients. We would ask, for example,
“If you were in this position, if you were offered this, would you go, what
would your concerns be?” And not one of them came up with a concern
about whether they would be seeing the best surgeon or the best doctor. Their
concerns were far more along the lines of, “Well, what will happen to my wife
or my husband … who will come with me … who can come to visit me …
what will happen when I return to my own community … will my notes 
follow me, or will they get lost … will I get back into the system … will I be
able to access rehab and continue with my treatment … and, if so, how will 
I get there?”

We talked to heart patients. Now, if you’ve ever had a heart operation or seen
anybody who’s had a heart operation, the idea of travelling five or six days
after you’ve had your sternum split apart is absolutely appalling, and the 
further you travel, the worse it gets, every bump in the road can be agony.
Most patients were going to worry about what their spouse or partner was
doing; where they were staying; whether they would be in a B&B; and whether
they’d have anybody to talk to. They were not fretting about whether they
were going to get superb treatment.

So, patient choices aren’t just clinical, and it is hugely important that we
remember quality of life and benefits. Every time somebody talks about

T H E S M I T H I N S T I T U T E

1 3 9



choice, or about the cost of choice, it ought to be compulsory to talk also
about quality of life and benefits in the same breath.

Carolyn Quinn
Do you agree, Donna?

Response: Donna Covey
Absolutely, but I also want to say something that’s probably deeply unfashionable
these days, because one of the original questions on this also raised the issue
of the role of government in prioritisation. Although there are real issues 
of the extent to which government prioritisation has distorted some clinical
priorities, I do think it is the role of government to set overall priorities for a
national health service, because governing is part of what you pay governments
to do. It’s what you elect them to do, and the deal on that is that they have to
take the flak when it all goes horribly wrong.

Someone, somewhere has to make hard decisions, and sometimes that isn’t
just about the relationship between the health professional and the patient.

The second point I’d make is that several questioners talked about the doctor
and the patient, and it’s really important that we don’t just discuss doctors.
Doctors are great people, but the NHS does not begin and end with the 
doctor. For many people, many of the questions they want to raise don’t 
necessarily involve seeing a doctor, particularly if they have to wait a month
to see one and they can get the advice straight away from somebody else in
the system. So let’s get that complex mesh right.

The other crucial issue is clinical need. A lot of clinical decisions work in 
reality only if they are made in the context of somebody’s life. Much of
the time you can’t possibly make the best clinical decision without a proper
dialogue with the patient, because they may listen to the advice but won’t then
take the medication. That’s the reality. The cost to the NHS of medication
that’s not taken, and the resulting worsening of conditions, is enormous. And
that happens because patients haven’t been given the right information to
make the informed choice to do what they are being advised to do. When we
talk about financial constraints, it’s worth thinking about that.
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Time invested in getting it right from the start can reap huge financial 
benefits, as well as huge quality of life benefits for the individual, and we
shouldn’t lose sight of that in this debate. This isn’t just about patients
becoming more demanding and middle-class people saying “I want, I want,
I want”. If we get it right, we can free up more money at the other end of
the system, too. That is an important point.

Finally, on getting professionals to listen to patients, the cynic in me would say
money, but then nobody works in the NHS for money. The reality for a lot 
of professionals is that they don’t have the time to listen to patients. You 
only have to sit in a waiting area in a practice or hospital to see that. Ideally 
we would give people the time to listen to patients, and also create an 
environment where the patient feels the doctor or the nurse or the pharmacist
has got time. At the moment in the NHS, if you go into the system as a
patient, you are so aware that nobody’s got any time, no matter how nice 
he or she may be. You can see it all around you. Part of it is about training,
part of it is about attitude, and we mustn’t lose sight of how attitudes are
changing among the professions.

Carolyn Quinn
Donna, thanks. Neil and Mary, this is a question that has occurred to me and
has been raised as well. Lesley Murphy asks: “We talk about choice, but how
can people have choice if they don’t really know what’s out there to choose
from? How can you be informed when a patient doesn’t necessarily know?”
For example, how can you say that people with arthritis have “choice” –
because they surely need the doctor or some other healthcare professional 
to guide them in the way they should go? They can’t come in and demand,
“I want this, this and this”, unless they inform themselves?

Response: Neil Betteridge
Absolutely. So much is plain and, for that reason, there are two answers to the
original question about who should decide. We are in Downing Street, so if
we can’t answer some of these questions in the style of a politician, where 
can we?

Carolyn Quinn
Not too much, though.
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Response: Neil Betteridge
The first answer is that the doctor is the clinical expert and the evolving
notion of the “expert patient” is not something that we, as patient groups, are
pushing. We wouldn’t argue that the health service “consumer” gradually
becomes more of an expert on the disease, even on the science of the disease,
than the doctor. I certainly don’t know any responsible campaigner or public
policy person who would argue on those lines.

People living with conditions such as arthritis are certainly the experts at 
living with the condition, but they are not the experts on the science of the
disease. So, until patients are given basic information against which they can
then template what it’s like to live with that condition, we are not going to get
a very sophisticated set of choices emerging from the information available.

The second answer to the question is that, having gone through that process,
clearly it has to be the patient who makes the final decisions. Whether as 
an empowering professional or as a parent, sometimes you do have to let 
people take a few risks and even, damn it, make a few mistakes. That 
obviously is difficult and complex in many situations, but diagnosis and 
recommendations and actions that follow consultations have to be fit for 
purpose. Some of the difficulties that emerge will relate to what that purpose
may be in the mind of the health professional, as compared with the 
perceptions of the patient, which may be very different.

There has been quite a lot of research on this in rheumatology, where patients
and rheumatologists have been interviewed after the initial consultations
when particular patients have come into contact with secondary care. Time
and time again, health professionals stated that they thought the real 
objective of the consultations they had just experienced was to control the
disease. Yet modifying the disease’s progression was at great odds with what
the majority of the patients were saying, which was much more about wanting
to be able to go back to work, or keep their job, or return to school, or have a
family, or go on holiday next week. When diagnosis being fit for purpose is
considered, it has to be seen as the doctor helping to treat the person, not
helping to treat the disease.

I’d like to round off, if I may, with a personal example that I don’t commonly
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use, because all of our experiences are unique, but I developed quite severe
rheumatoid arthritis when I was three years old. My parents really didn’t
understand what was happening and I felt, as kids do, that I could deal quite 
readily with the inflammation of the joints and other symptoms. Kids are
pretty adaptable. My problem was seeing my parents wobble, because of the
lack of information available to them and them not knowing what was going
on. That was one of the worst symptoms of the disease for me: that kind of
loss of the emotional rock in the family.

I was lucky, however, because what changed for me and helped to get my
mobility back quite well was being introduced to somebody whom many of
you may have known or heard of – Dr Barbara Ansell, who sadly died recently.
Barbara Ansell was trained in her native Canada and, along with one or two
other leading players, pretty much introduced paediatric rheumatology in
this country.

Certainly these are words I couldn’t have used at the time, but what I felt, even
at that early age, was that this person, as a therapist, as a consultant, was 
helping me to sort out what I wanted to do as a young boy living with 
arthritis. Previously all I had been given was bed rest and aspirin until my
stomach bled. Now I was talking to somebody who said: “Well of course you
can go and kick a football. I know your knees are swollen and it might make
the swelling worse, but I can see it’s what you want to do. We’re going to be
working on a programme which helps you to get back to doing what 
you want to do.” Or, given my age, doing it for the first time. There was 
recognition there that I needed peer-group contact, I needed some mobility
exercise, and I needed to do what most “ordinary” kids at that age were doing.
She helped me to get there and that inspired me, even though I couldn’t
process it in quite these terms at the time.

So allowing patients to take risks and to make mistakes is a part of the 
decision-making process. Doctors know about clinical factors and can help
explain what the risks may be, but ultimately the decision has to come from
the patient.

Carolyn Quinn
Mary, this question is from Miriam Armstrong. She asks: “Should patients be
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able to choose specific members of staff to receive treatment and advice
from?” How much is that an important factor, because there is an element of
trust here, isn’t there? If you trust the advice that you are getting, then that
empowers your choice, doesn’t it?

Response: Mary Baker
Yes, but I don’t really think that it’s practical for this sort of thing to happen
when patients reach the hospital. One accepts that there is a system. There is
a system of “I can’t choose which train I want to get, or which aircraft”. Lots
of things come into choice, so it is about being very pragmatic and realistic.
You cannot know who is going to be the best doctor and, anyway, how do you
define the word “best”? You can go on and on playing an intellectual game,
but ultimately you have to be pragmatic.

We also have to accept that some patients don’t want to make a choice. I can
always remember that, in my time working in Parkinson’s disease, patients did
not want to be asked their views. They said it added to stress; they needed to
be guided, they wanted that. So not everybody wants to make a choice, you
must accept that, but those numbers are declining and more people want to
be able to choose.

Coming back to the first question, it is something between doctor and
patient, as you’ve just said very clearly: the doctor understands the disease; the
patient understands the living with it. In a sense they are two wonderful
experts and both should enhance the practice of the other. Doctors who 
listen can develop their own skills much more by listening to the patients, but
what worries me is the recurrent practical problem: that it takes time. That’s
where I have such great sympathy with the doctors. We need to assimilate the
fact that being diagnosed with any illness, be it life-threatening, long-term or
whatever, marks the beginning of a journey. For a journey you need a map,
and it is not just the doctor who is going to carry that baggage; there are the
multidisciplinary teams, too, who are tremendously valuable.

I’ve always found it very sad when some in medicine – let’s call them “opinion
leaders” – have said, “Oh, this is costly, we can’t afford to have all these 
people.” The geriatricians particularly have an extremely good model of
practice, where they have a multidisciplinary team, with certain people more
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valuable at certain times than others. Then there are patient groups, too. It’s 
a bit like the search for the Holy Grail, the big journey, but exchanging stories
along the journey is very therapeutic and talking things through with other
patients has immense value.

We are always hearing about “evidence-based” and, of course, our best
research in the country is done with this evidence, but some of the patient
groups have definitely demonstrated that the value of a multidisciplinary
team is highly cost-effective. I’m not talking about more doctors or more
nurses or more this or more the other, I’m talking about the services; it should
not be a case of “we need more neurologists”. It should be, “Can we better the
neurological services?” It’s all about the services.

More people have a greater role to play, certainly the pharmacists, who are 
sitting on a great deal of knowledge. Medicines are being misused, they are
costing this nation a great deal of money, and there’s a whole group of people
who can help.

Carolyn Quinn
Mary, thanks.

Barbara Meredith, Policy & Communications Manager – Age Concern London
Can we have an intervention from the floor?

I just wanted to reflect a little bit on the way the discussion has circled round
a whole range of themes related to the concept of choice. It seems to me that
we are moving back and forth between two quite different ideas. One is a very
high-level notion of choice, almost the prerogative attribution to people and
patients of a desire to choose some element of how they access the NHS. This
is very much related to the NHS as a public service and to our choice as 
citizens about the level of taxes we pay to fund the service. So there is a whole
level of choice that we are talking here that links to questions about access,
and I fully accept the points that people have made.

What people really want reassurance about is that they are going to have
access to a competent, equitable system based on the core values of the NHS,
which are not values held in other health service systems around the world.
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That’s a different conception of choice and it’s determined not only by tax
money, but also by some of the things Harry mentioned – spending on drugs,
spending on technology and things like that. Somewhere on from that, we
move into a continuum where we are using choice as shorthand for how we
handle shortages and rationing.

We then move to something we all regard much more benevolently. There
isn’t a person in the room who would argue that patients shouldn’t receive
treatment appropriate for them, and best designed for their condition.
Nobody would argue that, yet we are using the absence of “choice” as short-
hand for anything in the NHS that might prevent that happening. We’ve
heard about communication, we’ve heard about lack of information – 
all good consumerist concepts – but the word “consumer” is often used 
pejoratively to imply that people are being very demanding.

I’ve found the discussion very, very helpful, but I’ve also found it a little bit
confusing, because we are moving back and forth between these different
concepts. I feel that one outcome from this morning, for me, will be to 
be much more rigorous when I’m using the word “choice”. I shall make a 
resolution to try and define my terms before I try to unpick whether there’s a
problem or not, and why there might be a problem. I just wanted to get that
in, because I felt we weren’t making progress in trying to unpick some of
those things or clarifying our terms.

Carolyn Quinn
OK, I’ll get one response from the panel to that. So who would like to 
respond? Neil?

Neil Betteridge
What’s underneath your question or comment, Barbara, is possibly the old
question of rights. Certain types of choice are underpinned by rights, and
there are certain types of choice that are offered to you in certain situations
along your way, in this case the journey through the maze of the health 
service.

We perhaps need to learn from other areas where some of this history has
been played out a little bit already. Let us take social care as an example. In
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1970 the first minister for disabled people, Alf Morris, brought forward the
Chronically Sick and Disabled Persons Bill, and Section II of that specified
what people as citizens had rights to in terms of social care. He was quite 
specific about some of the personal care elements to which, theoretically 
anyway, it gave people an entitlement. Over the decades since then we have
seen that Act pretty much fall into disrepute. In the wake of the
Gloucestershire Judgment, where a case was taken to the Law Lords on the
basis of Section II of that Act, we are more and more seeing this government
confirm the view that legislation, or indeed anything of that national nature,
can’t spell out in operational terms the sorts of services to which people as 
citizens are going to have entitlements.

So it is important to define people’s rights according to certain principles,
certain agreed standards and expectations, independently of some of those
decisions that have to be made based on finite budgets and operational 
practice. For example, local authorities in 1970 didn’t have all the other issues
around drug rehabilitation, asylum-seekers and so on that we have to deal
with now. In talking about people’s rights to receive the most appropriate and
effective treatment, no matter where they live, the important word is “rights”
– and rights don’t have to be specific about operational things; that should 
be dealt with elsewhere.

The Disability Discrimination Act is another example from which we can
learn. It specifies very clearly, based on people’s mobility restrictions, sensory
impairments and so on, the sorts of standards, the sorts of expectations, to
which we as a society have now legally agreed people have a right.

It isn’t telling an employer what they have to do to accommodate or include
or integrate a blind person, or somebody with epilepsy, or somebody with
arthritis, because that depends very much on the specifics of the time and the
specifics of that particular employer and the cost factors. We do have to 
separate the notion of choice, when it is underpinned by rights of access, away
from the more pragmatic set of issues, such as how much money is in the
kitty at the moment and who gets the invoice.

Carolyn Quinn
OK, Neil. Is it a related point?
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Dr Adrian Bull, Medical Director, PPP Healthcare plc
I’ve found this really quite frustrating so far, I must say, because no one will
disagree with the sentiments that are being expressed, but it seems we are
talking about choice in a very patronising way: “Let’s give patients a bit of
information and let’s involve them in their care and let’s give them just a 
little bit of choice but we are still making the decisions.” I find that really 
quite frustrating.

The issue seems to me to be whether or not we really want to make the service
responsive to the needs and priorities of those who are using it; it’s about 
controlling the use of resources. One of the speakers talked about influence
over the shape and structure of the service at different levels, of national 
policy, local democracy and so on, and that needs to be extended to who
decides where the money goes. Are we ever going to say that that should be at
the individual level? Should someone with Parkinson’s be told “here are the
rates of services available, you can choose” – or should they be given the choice
to spend resources in certain ways? Then you might get to issues such as 
parking and access. The really radical point to decide on is whether we are
going to continue to offer a service determined by those who are providing it
or whether we are going to allow those who are using it to take control of the
resources and put them into the areas that they would like to see as priorities.

Until we get to that point, we can talk about choice and involvement and
information all we like, and no one’s going to disagree and we will go round
in circles.

Carolyn Quinn
Mary, who decides where the money goes?

Response: Mary Baker
Now I like your question very much, and I get tremendously frustrated in
another little hat I’m wearing, which is on my PCT down in Woking in Surrey.
We must first define the word “consultation”. I find all the time, when I am 
trying to help the people running the local services on the PCT, that they do
not even understand what consultation is. They do not know how to involve
the patient groups. They see them as a terrible threat and they just tick away
at a list of boxes, each with one person in. What you’re saying echoes exactly

T H E S M I T H I N S T I T U T E

1 4 8



how I feel. There is so much knowledge out there and I hate to see it going to
waste, because that will never help. It’s how you bring the conglomerate
together by recognising everything that you’ve said. Only by identifying – and
getting – true consultation can you take forward the points that you raise.

So I would absolutely agree with you, Adrian.

Carolyn Quinn
I think this is the point at which to open the discussion to the floor. We’ve got
so many questions that have been submitted in advance, but so long as the
people who have submitted them don’t mind, I’d like to move on to some
other people here.

Eileen Neilson, Head of Policy Development, Royal Pharmaceutical Society
I don’t think we’ve yet got to the nub of the question about equity and choice,
and we do need to talk about the system and about trade-offs within it. I
would like to raise a supplementary question. Could we get some impacts
similar to those we’ve had in the state education system, where people’s choice
is basically to move to a school that they know gets good results? That’s a very
poor sort of choice.

Recently someone on the radio, I think it might have been Frank Dobson,
was making the point that, if everyone decides that they want to go to
Birmingham to be treated, what then happens to the people of Birmingham?

Cliff Prior, Chief Executive, Rethink Severe Mental Illness
I share the view that some of the discussion today has made rather a 
patronising assumption that, because doctors know the science, they know
best about the disease and that therefore they should have control. Yes, if I buy
a house I do trust a solicitor to know the law and to do the conveyancing, but
I would never give the solicitor the decision as to which house I buy. There is
a difference here. I hope most doctors do know best about the disease and the
management of the disease. Then I will choose to trust their advice, but that’s
no reason not to shift control.

There’s also a bit of wishful thinking about some of the politics. I take a 
slightly different stance to Mary. History tells us that people with power rarely
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give it up voluntarily. The dispossessed usually have to seize it, and I do think
we need something of a revolution in order to shift things away from a 
medical paternalism, for which I do not blame doctors, because patients have
colluded with it. We all want a heroic doctor who will cure us and, because we
take that model, the one time in a thousand when a doctor gets it wrong there
will be some terrible outcry. We have to take the view, as citizens, that we are
responsible for our healthcare. It is our job to find our way to the right health
professional who can offer the right advice, to take that advice seriously,
to communicate our issues to them and so on. We have to shift the sense of
control of healthcare in order to make progress on this.

Carolyn Quinn
Eve, a quick word on that, and on the point that Eileen was making, about
whether we should make the health system like the education system, where
you move to go to the school of your choice.

Response: Eve Knight
I would take her point first. No, I would be strongly against that and, right at
the beginning, I said that what the wider public needs to know is that,
wherever they live, there is a basic and very high basic standard of care; that
whether you live in Birmingham or Sussex, you will get that high standard of
care. I would be absolutely against anything else. Having said that, there will
always be certain centres of excellence. You cannot have heart transplants at
every district general hospital; you will always have to go elsewhere for certain
operations.

I agree very much with Harry that we have had a paternalistic attitude – and
that patients and the wider public have been as much to blame for that as 
anyone. If only our charity had a pound for every time somebody on our 
help line, when told “Well, we can’t answer that, you need to speak to your
healthcare professional”, responded: “Well, I don’t like to bother them, they
are so busy.” That’s what they’re there for.

We must make the National Health Service fit the patients, not make the
patients fit into this one system that only works one way. That sounds 
terribly idealistic, but that’s the way it has to be. You have to start looking at
people in a more holistic fashion. You have to start going outside your boxes
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and looking at them, their families and their lifestyles, and at the effects of what
you’re doing on them.

One of the things that most impressed me as a member of the modernisation
board was an exercise we did 18 months ago, called “Back to the Floor”. We
were all asked to go back down to where we started, so the surgeon would be
the cleaner for the day. Having no medical experience, I looked around and
thought it had to be cleaning or portering. I certainly don’t want to do any
more cleaning, so I did portering.

I did my stint portering in Accident and Emergency on a 6pm – 2am shift at
St Mary’s Paddington with a very eminent surgeon, and it was one of the best
things I’ve ever done – and he agreed with me that it was one of the best
things he’d ever done, too, because he saw his hospital in a different light and
other members of staff in a different light. There was one farcical incident
when he went to get a patient from a bed and saw in the bed next door the
patient he’d operated on during the day. He also found himself going around
in his porter’s uniform asking the nurses this, that and the other and giving
instructions. I’m sure the relatives round the bed must have been thinking,
“My God, where’s the NHS got to?”

We both wrote up our experiences: what we saw as the good points, what 
we saw as the bad points. And changes came – changes for the better, not 
just clinical changes, but changes that helped working practices for other 
members of staff. It enabled the surgeon to see his staff, and the patients, from
a different perspective. We need to change the thinking, so that I’m not just
seeing you because I’m a brain surgeon and, therefore, it’s only this bit that
I’m interested in. We talk about all aspects of the journey. Normally, unless
you are an emergency, you start in primary care and you go full circle and 
you come back to primary care. People need to start looking at that whole 
journey. Get out of boxes and stop ticking boxes. I agree with you entirely:
there is too much ticking of boxes.

Carolyn Quinn
Eve, thanks. A very quick word from Mary, because then I would like to take
some more questions.
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Response: Mary Baker
I only want to respond to Cliff, whom I know well. All I am trying to say, Cliff,
is that I will fight for the group I am trying to represent as hard as I can,
but I always believe, and will always believe, that the people who can have the
biggest leverage are the doctors themselves, the healthcare professionals.
If I can woo them over I find that, when they become the champions, they 
can do far more than I ever can.

Carolyn Quinn
Thank you. I’ll take three questions together.

Professor Julian Le Grand, Department of Social Policy,
London School of Economics
A quick question: if one of the aims of increasing patient choice is to increase
the responsiveness of providers to users, to patients’ needs and wants, the
question then is, should the money then follow the choice? In other words,
should the choices that patients make have consequences for the providers,
because otherwise it is not clear to me how increasing patient choice would
increase responsiveness.

Karl Snowden, Director of Government and Industry, Zürich Financial Services
I would just like to introduce two words. I’ve heard one briefly, but I haven’t
heard the other. One is responsibility, and the other one is duty. We have
heard a lot about rights. I think Harry said earlier that we as individuals, as
citizens, as patients, make decisions about sunbathing, smoking and eating,
and I do just wonder what duty the citizen might have to have reasonable
expectations of the health service, and to use it appropriately? And what
responsibilities does the panel think reside with the patient who exercises a
choice that turns out to be the wrong one with bad consequences for them as
an individual?

Response: Donna Covey
I’ll be very quick. First of all, the patient is the ultimate decision-maker and
we forget that at our peril, to be perfectly honest. If you’re lying there 
unconscious, then obviously you’re not making decisions, but the rest of the
time we make the decision about whether we go to the doctor or not, or the
nurse; we make the decision whether we take the medication; we make the
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decision about how we live. Any system that forgets that is always going to 
be a system that doesn’t work.

The second point is that it’s still incredibly hard to be a responsible patient in
the NHS, and anybody who has ever tried to cancel an appointment, so that
some other poor sod can have it, will know this. It’s hard enough for people
like me who work in an office and have a full-time secretary, so I don’t know
how somebody who works on the shop floor, or in a factory, ever manages to
cancel an appointment so somebody else can take it up. A lot still needs to be
done on that.

My third point follows on from the issue of money following choice, and also
from some of the parallels that were suggested with the education system.
There is a real danger, if we don’t get this right, that we’ll end up with some
very good centres of excellence, while everybody else goes hang. A real danger.

There is also a danger of resources going to the places where people shout the
loudest, either geographically or on a condition basis. Like Mary, I’m an 
advocate and I go out and make the case for more resources on my patch.
Now that’s fine when I’m doing my job as chief executive of the National
Asthma Campaign, but if I’m engaging in the NHS and decision-making as a
local citizen, it is important that I don’t necessarily take that view. Anybody
who has ever been engaged in a debate about mental health facilities within
the community will know just how complex those issues can get.

Carolyn Quinn
Eve, just a very quick word.

Eve Knight
I just very quickly wanted to say that, yes, citizens have responsibilities, but 
I would never want to get to the point where someone is refused treatment
because he or she hasn’t been responsible, I have to say that. To inculcate that
sense of responsibility, however, we have to go right back and have lifelong
learning in health, so we are back to schools. Health needs to be part of the
curriculum, not just one lesson once a week, something with which you grow
up. You then know how to check your blood pressure, your cholesterol or
whatever else.
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The other thing we need from the healthcare professionals is a bit of honesty,
because a lot of the people who don’t take the tablets do so because they
haven’t had the information, the chat, the debate with their doctor, so they
don’t know that their high blood pressure is dangerous and could cause a
stroke or a heart attack. They don’t know that they are going to need to take
those tablets for life – with most tablets, you go to your GP, you take them for
7-10 days or 3 weeks, and then you’re cured. Nobody explains that high blood
pressure can be treated symptomatically but not cured, so it’s a little bit of
honesty that we need from the healthcare professionals.

Carolyn Quinn
OK, now I’ve got to draw it to an end, I’m afraid, but I think we’d all like to
hear some final thoughts, from Sir Graeme Catto first of all.

Response: Sir Graeme Catto
Just very briefly. We have got boxed into the corner of equity here. It is not
possible to have this kind of choice and absolute equity in the system. We
should recognise that. We should establish agreed standards and then encourage
people to exceed them, but we’ve also got to realise that, if we are going to
have choice, then, assuming it’s an informed and reasonable choice, resources
are going to have to follow that choice. And, of course, some risk goes with
that. So what do we do when that risk turns to tragedy, the hospital fails, or
the system fails? The rest of us, somehow or other, have got to pick that up.

Yes, of course, let’s blame the healthcare professionals, let’s blame the doctors
about high blood pressure, but we all know that smoking isn’t good for you
and a lot of people continue to smoke. So it’s not just communication skills;
it’s how we change society and how we change the way that people view the
healthcare system. It’s not just doctors who are at fault here, it seems to me.

Carolyn Quinn
And Harry Cayton?

Response: Harry Cayton
Well, Cliff said some of it for me, but medical paternalism is alive and well
and lurking in the corners of this room, I’m afraid.
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It is profoundly patronising to suggest that ordinary people cannot make
trade-offs. We all make trade-offs and this notion of unfettered choice is a
nonsense. I didn’t propose unfettered choice, and nobody else did. Nobody is
asking for unfettered choice, we are asking for trade-offs that engage us, as the
owners of the health service, in how the service operates, and this idea that
somehow only rich, middle-class people can cope with choices is utter rubbish.

I’m sure that, if you have only got £75 a week to live on, you don’t have many
choices, but my God your decisions are more difficult than they are if you’ve
got £1,000 a week to live on. So I just don’t go for this idea that ordinary 
people are somehow not equipped to make the complex choices that we
“posh” people can.

I was talking recently to some elderly people in Newcastle – I’m involved with
working on a citizen’s jury – and a lady there said to me: “I’ve been in charge
of this body for 75 years, you know, but every time I go into hospital, I’m 
supposed to leave my responsibility at the door.” Now setting that right is the
kind of empowerment I’m talking about. Expert patients are a threat to
nobody but inexpert professionals. Their expertise in living with an illness
can create a tremendous synergy with the clinician’s expertise in medicine
and the science of an illness. That is a partnership that can empower clinicians
as much as it empowers patients.

Mary said that, for a journey with an illness, you need a map. I’d say exactly
that, and my idea of the empowered patient is one who has a map – and my
idea of the autonomous patient is one who chooses for himself, or herself,
which route to take.

So my advice to you at the end of this morning is: “When you come to a fork
in the road, take it.”

Carolyn Quinn
Well, Harry, thank you very much. I’m afraid we do have to end it there.

Harry Cayton and Sir Graeme Catto, our distinguished guest speakers, thank
you for that – and Mary Baker, Neil Betteridge, Donna Covey and Eve Knight,
thank you as well. That’s it, and I hope it was thought-provoking enough for you.
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