Radical Statistics 66
Editorial - oh brave new world

‘The world is now in equilibrium. People are happy because they get
what they desire and desire nothing they cannot get. They are well
sheltered, always in good health and without fear of death'{1)

We went to press in the last issuc with optimism. A Labour landslide
might encourage demands to improve official statistics. Manipulation
of claimant count figures could be ended, for instance, and the
national accounts might become a little more honest. During the
campaign Tony Blair was asked whether Labour would reverse the
thirty-odd adjustments made to counting the unemployed since 1979,
He gave no comment. A few days after the first Labour budget it
appears that the biggest adjustment of all may soon be made. In
Labour's brave new world ne one will be out of work for more than six
months {unless they choose the ‘fifth option’ and starve). The need for
radical statistics to keep a count of what really happens is as strong as
ever. : :

In this issue Ray Thomas addresses the problems of revising the
unemployment sefies head on and proposes an integrated series of the
claimant count and the Labour Force Survey. He suggests that in the
long term the latter, restructured, will become most useful. The long
term appears to have arrived with the budget, giving Ray's comments

-on improving the survey particular salience. With remarkable
forethought Ray ends his article discussing the un-analysed questions
on people who say that they have a reason not to want to work.

Schools are to get new roofs and, perhaps, a few new teachers; but
‘standards’ must rise again in return - so says the new Chancellor. lan
Plewis questions the government and media's priorities in educational
measurement, Whether pupil standards have changed and whether
some subjects are soft options are not enquiries that lead to improved
education for children. It may be easier and more useful to measure
the effectiveness of different teaching methods, and how the
curriculum fits its purposes. Cecilio Mar Molinero, in a later and highly
entertaining article goes on to question the meaning of student
questionnaires in higher education assessment. With student fees, the
privatisation of universities and ever rising ‘standards  the
questionnaire business is likely to boom.
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Motre money for the NHS, more doctors, more nurses, less
accountants. Would Marx have been happy to see the ‘jackles of
capitalism' loose their jobs? Nancy Krieger and co. take us away from
our small rock and obsession with the present, to a more international
agenda for public health based on the 1848 spirit of reveolution in
Europe and the belief that social justice is the foundation of public
health. The Spirit of 1848 committee describe their work to highlight
racism and class as determinants of public health and the attacks
made upon this work in the United States. Their article in this issue
also gives a fascinating summary of events a century and a half ago,
compared to meetings today.The Radical Statistics Health Group then
bring us right up to date in Britain with an urgent briefing on the
Private Finance Bill and the NHS.

The debate about the future of official statistics under the new regime
is opened up by an article from Paul Allin on behalf of the Statistics
Users' Council. Points for discussion in the Council's November
meeting are uscfully summarized in advance of the debate with the key
issue being the independence of official statistics from government
control.  Finally, Christine Griffin ends our articles by looking . at
government interference within the research council that supports
most social science research in Britain and, in particular, the
implications of the new ruling that qualitative data should be deposited
at a central ESRC archive.

This issue concludes with the latest news, comments and reviews and
with our last reference to the general election - the wonderful reduced
crime in Merscyside' graph produced in the manifesto of the Natural
Law party. The next AGM, the new Radical Statistics book and dates of
conferences and other current events are all included. All contact
address are at end of articles or in the news section, please use them.
That's what this newsletter is for - use it to enlighten and submit!
Deadline for copy for issue 67: 30 November.

Danny Dorling and Ludi Simpson

{1} Aldous Huxley, 1931
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NEWS, COMMENT, AND REVIEWS.

Press briefing:

The NHS (Private Finance) Bil
and the functions of NHS hospital
trusts

Summary

The NHS (Private Firance) Bill
confirms that an NHS trust can enter
into private finance (PFI) arrangements
if the purpose of the arrangement is ‘the
provision of facilities in connection with
the discharge of any of its functions’.

However, last year the Secretary of
State changed the defined functions of a
number of trusts involved in PF1 deals
in such a way as to exclude any
reference to their role as NHS service
providers. This created the possibility
that these trusts could eventually
operate as commercial operations

outside the NHS.

These changes to trusts’ functions were
intended to facilitate PFI developments,
and it is expected that any trust with a
major PFI scheme will also have its
functions altered. Trusts with PFI
schemes will thus no longer be obliged
to operate primarily as NHS service
providers.

The legislation should be amended to
include a statement that NHS trusts
exist to provide NHS hospital services,
and that any other activity in which
they engage should be for the
furtherance of that function.
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At the same time, section 1 (5) of the bill
states that the ‘facilities’ 10 be provided
under PFI include ‘services’, without
defining services any lurther. The bitl
thus allows for the privatisation of any
services provided by an NHS trust,
including clinical services, The
government has reiterated its
commitment (0 keeping all clinical
services within the NHS, but has
resisted proposals to write that
commitment into the legislation.

1 Background

The NHS (Private Finance) Bill, which
went 10 committee stage in the House of
Lords on the 19 June, is intended to
confirm, for the benefit of banks funding
NHS private finance developments, that
hospital trusts do indeed have the
necessary powers to enter into private
finance arrangements. Prospective funders
of PF1 projects had feared that if these
powers were not explicitly established in
legislation, trusts might in the future be
found to have been acting witra vires in
agreeing to the lengthy payment schedules
associated with PF1. If that happened,
trusts might turn out not to be liable for

their PFI payments, and debts might not be

recoverable

The bill states that NHS trusts have the
power to enter into what are referred to as
‘externally financed arrangements’. Tt gives
the Secretary of State for Health the power
to issue centificates for PFI schemes
confirming that they constitute ‘externally

financed’ agreements for the purposes of
the legislation.

The bill says that the Secretary of State can
certify a PFI scheme where it is intended to
contribute to the discharging of ‘any of the
trust's functions’. The implications of this
turn on the existing definition of trusts’
functions, which derives from the 1990
NHS and Community Care Act.

2 What are the functions-of an
NHS trust?

The functions of NHS trusts are set out in
the establishing orders made for individual
trusts by the Secretary of State for Health
at the time they were given trust status.
The 1990 Act set out two aliernative sets
of functions that the Secretary of state for
Health could assign to trusts. Under
section 5 (1) trusts could be established
either “(a) to assume responsibility, in
accordance with this Act, for the
ownership and management of hospitals or
other establishments or facilities which
were previously managed or provided by
Health Authorities’ or ‘(b) to provide and
manage hospitals or other establishments
or facilities *

Most trusts were established with section
5{1)a) functions. However, in March
1996, the then Secretary of State amended
the establishing orders of 20 trusts which
were engaged in major PF] developments
These trusts were given the functions set
out in section 5 {1 )(b)

Orders made under section 5 (1)b) say
nothing about trusts’ NHS function: the
section could refer just as easily 10
commercial healthcare provision The
functions of NHS trusts are defined int their
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establishing orders and nowhere elsé, so
the role of trusts as NHS service providers
is not firmly establishéd anywhete in
existing legislation. ’ ‘

These amendnients 16°establishing orders
were made precisely in order 10, allow

trusts to enter into PFI arringemeénts. It is

expected that similar amendments wilt be
made to the orders for all trusts with PFI:
schemes. '

3 Why does PF1 mean changing
the functions of NHS trusts?

Section 5(1)(a) orders confine trusts to
owning and operating what hiad-previously
been health authority hospitals. There are
two problems with these establishing
orders when it comes 1o PFI developments.

Firstly, under PFI, trusts will not owsn the
facilities they commission, which will be
the propenty of'ihe private sector. Section
5 (1)(b) has the advantage that it gives
trusts the functions of providing and
managing, but not of owning, hospitals.

Secondly, PF1 dévelopments tend to
involve extensive changes to the
configuration of hospital services, with
disposal of hospital sites for commercial
development, relocation of services to new
sites and the closure of smaller hospitals;
They also tend 10 involve extensive private
provision. Section 5(1){a) effectively
confines trusts 10 providing services on
existing NHS sites. However Section 5
(1Xb) does not limit the trust in terms of
the sites it may operate on,

Neither of these considerations explains, let
alone justifies the failure to specify that
trusts are thiere to provide healthcare free

at the point of demand. The introduction of
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These two contrasting books are very welcome as they bring together the vast amount of
research recently undertaken which has began, with ever finer detail, to draw a picture of
mechanisms through social and economic factors act on the health of individuals

Published to mark the launch of the International Centre for Health and Society at University
College London, Health and Social Organisation is an edited collection of articles by experts
from the UK, Canada and USA It is sophisticated, detailed and concentrates on presenting
the evidence from the different disciplines of sociology, epidemiology and psychology in
rigorous manner. Some of the chapters are reviews and other are reports of original work.
Cohesion is provided by an attempt to build a theoretical framework which links individual
biology with social and economic forces, and societal health. Both sociologists and
epidemiologists will find much to reflect on, and the book will undoubtedly become a major
source of reference for those interested in the relationship between health and the individual

and society.

Health and social organisation begins by charting the develop of study of population health
from failure of theory and policies based on individual action or individual risk, to re-
emergence of interest in social and economic environments as health determinants.

Following from the introduction there are sections on: The policy problem, Environment and
economic growth, The family and the life course and Work and the labour market. A chapter
by Hetzman and a separate chapter by Wilkinson introduces a key concept, the notion of social
capital which is described as “features of social organisation, such as network, norms and
trust that facilitate co-ordination and co-operation for mutual benefit”. The evidence suggests
that societies with high social capital for given per capita income have better health. Thus
countries characterised by increased wealth, a comparatively equitable distribution of income
and high investment in education are countries with a better health record. The decline of life
expectancy and well being in Eastern Europe in the recent period of turbulence and economic
decline are illustrative of how these factors are not fixed.

The following chapters elaborate how social and economic forces are translated within the
family and fabour market into health. Fonagy reviews the evidence on the important of good
parenting and family support on the ability to form attachments in later life. Wadsworth
describes the evidence which suggests that in childhood, the family and its social

circumstances provide the basis for health in later life. In other words there is a parental or

58

Autumn ‘97

family inheritance of “social capital”. A further chapter by Power, Bartley, Davey Smith and
Blane describes how these environmental influences can have a long term effect extending
over generations. Blane, White and Morris, using deprivational indices and other routine
data, provide an original analysis of the effect of one major area of social policy largely
external to the family, education. They conclude that material deprivation is the stronger

determinant of health but education retains a residual independent effect.

The influence of the labour market is analysed in relation not only to occupations classified by
economics factors but by psychosocial factors such as rewards, lack of control and demands
of the job. Marmot and Feeney use data from the two Whitehall studies to analyse the

relationship between this occupational classification and health. The chapter by Evandrou on
Unpaid work, carers and health, provides an example of how the mutual benefits which may
occur in caring can also have beneficial health effects.  The mechanism through which social
factors produce biological effects in cardiovascular disease is exploring by Brunner using data

from the two Whitehall studies

The last chapter, by Mustard summarises the argument and concludes that the evidence on the
effect of the social environment on health, provides an important framework for discussion of
policy. The message it provides is that regions which fail to maintain the quality of the social
environment will have major problems with stability of their society and the health of their

populations

Unhealthy societies is the work of one author and i1s much more polemical in character. The
author draws from the same sources as Health and Social Orgwusation but for me the
overall effect is less convincing. The book begins by describing the social and economic
characteristics of healthy societies The findings that increases in life expectancy begins to tail
off at per capita incomes above a certain level 1s explained by social inequalities within those
societies Further chapters develop the argument that inequalities in income distribution are an
incomplete explanation for health inequalities  Although not unimportant in itself, income
distribution provides a marker for a more complex notion that the degree of social cohesion in
a society is the key factor in explaming patterns of ill health between societies  Wilkinson

elaborates how social cohesion appears to be related to health by case studies of a small town
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Crime Rate:

“Best” data graphic of the 1997 General Election

REDUCED CRIMEIN MERSEYSIDE
MAHARISHIEFFECT
Improved Crime Trends in Merseyside
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