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Observers of the British health scene must be aware of the
far-reaching changes introduced by the present government
in the structure and function of the National Health Service
(NHS). These were inspired by the then Prime Minister,
Mrs Margaret Thatcher to try and deal with the dissatisfac-
tion of the electorate and health professionals with certain
aspects of the NHS such as cancelled operations and the
increasing waiting times for some elective procedures.

Ideologically, Mrs Thatcher was probably always against
the NHS as it was the key element of the post-World War II
social welfare reforms. Furthermore, it had been successful

'and enjoyed (and continues to enjoy) the support of the
majority of the British people-things which were not meant
to happen to a public service in the Thatcherite view of the
world. Hence, the problems faced by the NHS, including its
increasing consumption of resources, were used as an oppor-
tunity to introduce 'market style' changes.

The old NHS structures were split in 1991 intopurchasers'
and 'providers'. In effect, the health authorities and boards
which previously ran hospitals directly act as 'purchasers'
now and 'commission' or 'purchase' services on behalf of the
population they serve from hospitals and other health care
providers. It was argued that purchasers would seek the
best deal and switch to effective and efficient providers.

The second major change was to create fund-holding
general practices which would have an annual fund to buy all
the hospital services they require (except accident and
emergency care) for the population they serve.

These changes can be criticized on two accounts. Firstly,
the NHS has recently faced problems similar to those faced
by other health care systems in the world-state run, social
insurance based, or private medicine dominated-relating
mainly to getting value for money spent. In fact, in the past,
the NHS has been remarkably cost-effective compared to
the health care systems of other countries. It has provided
relatively equitable, comprehensive health care which is
responsive to the needs of the people (Britain spends a
smaller portion of its gross domestic product on the NHS
than almost any other industrialized country).

Secondly, no pilot study was conducted prior to introduc-
ing these changes. This is indeed surprising as it is becoming
increasingly necessary to evaluate the efficacy and cost-
effectiveness of new treatments before using them more
widely.

The system is beginning to show cracks. The King's Fund,
an independent health policy institute, in its first evaluation I

concludes that the new NHS has done little to improve the
quality of care. It concedes that while the structure which
might improve health care is in place, it has to-date provided
little benefit. It also mentions that fund-holding general
practices have produced some limited benefits but, in some
parts of the country, have led to inequity of care. This is
because some hospitals simply stop admitting patients from
those purchasers who have exhausted their funds while
continuing to admit those from purchasers who can still pay.
Since equality of access to health care has been, at least until

now, a basic tenet of the NHS, this move to a two-tier system
has important implications.

Fund-holding practices have another weakness-they are
essentially reactive (purchasing services for their own
general practice patients). To be truly effective they would
need to become proactive, and plan and purchase long-term
health care. This would require expertise and vision, which
they currently do not have.

Allied to these developments in the NHS has been the
introduction of the Government's community care policy in
March 1993.

In contrast to the NHS restructuring, the aims of this policy
have wide support within British society involving, as
they do, the running down of large institutions with elderly,
psychiatric, psychogeriatric and mentally handicapped
patients and caring for them in the community with adequate
and appropriate facilities.

This laudable aim is not a 'cheap' option and requires
resources to provide comprehensive, high quality, community
care for such patients. There is increasing evidence that
the Government has not given adequate resources for this
purpose to local authorities who play the major role in
community care.

There have also been moves to limit the liability of the
NHS to look after patients who need long-term care as their
expenses would have to be met by the purchasers. Under the
new community care rules, such patients or their families
may need to contribute to the cost of their care.

This move was criticized by Mr William Reid, the Health
Service Commissioner (Ombudsman), in a report to the
Secretary of State for Health.? (The Ombudsman is the
person to whom NHS users can appeal to about the service.)
In this case the Leeds Health Authority had discharged
a man after 18 months in a neurosurgical ward at Leeds
General Infirmary because the health authority's policy was
to make no provision for the continuing care of patients
not requiring active treatment. Having been discharged to a
private nursing home, his family had to pay for his care.

Mr Reid made it clear that Leeds Health Authority had a
continuing responsibility to provide care under the NHS
for such patients. Consequently, the health authority has
recompensed the patient's family and agreed to provide care
for him. This ruling strengthens the hand of other patients
and their families, who are in similar circumstances.

One of the main reasons the NHS came into being was to
ensure that money was not a barrier to receiving necessary
health care in Britain. The Ombudsman's report to the
Secretary of State for Health will help ensure that this
continues to be the case.
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