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The NHS White Paper - working for people?

Radical Statistics Health Group

Sumnary

The Review of the NHS was provoked to a considerabie extent by a
erisis due to underfunding, yet the White Paper showa no aign of rectifying
this, .

Although differences in ‘performance’ and managsrial efficisncy may
contribute to the variation from district to district in measurss of NHS
costs and activity, these mesasures also reflect differences in the
population, the way the services are organised, how the statiztics are
collected and random variation. Thus they are unlikely to disappesar in
response to changes which focus solely on how services are managed.

It is inappropriate to mods) general practices on American Health
Mainteriance Organisations, as the circumstances in the United Kingdom are
very different, and significant savings are unlikely to result. Until the
reasons for variations in the extent to which GPs refer peopls to hospitals
can be clearly identified, it 18 inadvisable to introduce measures to curb
high referral rates,

Accessibility and comprehensiveness are fundamental aims of the NHS.
They are already being esroded and the proposals in the Review are likely to
thresten them further. -

The proposals for audit of care provided are welcome, but should not
be confined to doctors, especially in view of the development by other NHS
staff of ways of auditing their work. There has never been adequate funding
for proper aevaluation of care. To provide a rational basis for audit, more
evaluative research is needed to establiszh what care is effective and

- appropriate. In the absence of this information, audit could degenerate

into the policing of compliance with accepted but unevaluated methods of
treatment, Over hasty introduction of audit may also be counter-productive.

Until the evaluation of the Resource Management Initiative is
complete, it iz too soon to recommend the fnstallation of similar systems
elsevhere, No indicatfon is given about the future of recently installed
Kérner systems, and it would appear thac only minimal data would be
available from opted out hospitals. In any case hospital-based systems have
severe limitations, and the time is now ripe for population-based databases
which link data about people's characteristics and background with
{nformation about their contacts with health services. Unfortunately, it is
more likely that priority will be given to systems which are hospital-based
and financially oriented.

The Review contains little to indfcate that adequate statistics about
the health of the population and the care provided will be avallable in
future. The lack of thought given to collection and uses of information is
characteristic of the Review as a whole and it is unlikely that the changes
which it is planned to impose without consultation will solve the pressing
problems which beset the Natlonal Health Service.
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The approach to information and evaluation is symptomatic of the way
the review looked at the NHS as a whole. As we do not have the time or
resources to commsnt in detail on all the proposals it_contains, these
comments on the NHS White Paper 'Working for patients’'' concentrate on two
aspects. They start by asking briefly whether the proposed changes are
justified and vhether they are likely to take the NHS nearsr the objectives qf
for which it was set up or help it solve Ltg current problens. This is -
followed by a closer look at the proposals for monitoring and evaluating
the care given by the NHS. -

Propossd changes

Tt would appear from its introduction that the White Paper bases its
proposals for changs on twe underlying assumpticns, The first is that
spending on the NHS has vastly incressed during the 1980s and that this haa
Biven rize to a 'massive expansion’ in activity. The second is that there
is wide variation in ‘performance’ and that ‘veform’ is necessary to
correct this, S T

As our book 'Facing the figures: what really is happening to the
National Health. Service?’® showed in considerable detail, the first
assumption is false. Spending on the NHS since 1979 has failed to keep pace
with changes in NHS pay and prices, the age structure of the population and
new demands on the NHS arising from the AIDS epidemic, developments in
medical treatmant and the impact of government policias in other areas.
While we would agree in principle with the statement in the White Paper )
that ‘simply injecting more money is not, by itself, the answer’, in ) ’
practice many of the currant problems of the KHS arise from underfunding.

As we showed in 'Facing the figures’, the United Kingdom spends a \

lower proportion of its GDP on health cars than many other developed

countries, The table below shows that this difference can still be seen in '

more recently published statistics. ) N :
Health care expefiditure in the European Community

‘as & percentage of the Gross Domestic Product, 1982, 1983 and 1986

Country Parcentage
1982° 19854  1986° t:

France 9.3 8.4 8.5 ‘ &
Netherlands 8.7 8.3 8.3 .
West Germany 8.2 . 8.2 8.1 :
Ireland 8.2 8.0 n/a
Italy 7.2 6.7 6.7
Denmark 6.8 6.2 n/a
Spain - 6.3 6.0 n/a :
Belgt 6.2 7.2 7.1 ,
w 5.9 6.1 - 6.2 - :

- Portugal 5.7 5.7 n/a

' Greece 4.4 4,2 3.9
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The, figures for 1982 were provided in Hansard on 15ch April 1986 in
Tesponse to a question to the Secratary of State for Sccial Sarvices, As
vas acknovladged in the written answer, °*, +»the UK lpsnds less on hsalth as
4 proportion of GDP than most other membar states...’?, 1In fact, as the
table shows, only Portugal and Greece, the two poorest countries in che
European Community, spend less than the UK on health care.. In 1985, these
same two countries, plus a third poor country, $pain, ware tha only ones
whose spending fell below that of the UK,” On the other hLand, the United
States outstripped the countries of the Europsan Community. Health care
spending accounted for 10.5 per cent of its GDP and 10.7 per cest ;n'195h.6

It it alsoc clear that compared with other countries, our Present
system is less buresucratic, inefficient and wasteful, 0 the need for
radical change is not apparent. It is significant that the only Teason for
major changes cited in the White Paper is the variation from district to
discrict in weasures of NHS activity and the cost of services. What . .
evidence is thers that these arise from diffarsnces in sfficiency; ox that
the White Paper proposals will ’‘raise the performanca of all hospitals and
GP practices to that of the best'? As the government regrattably plans to
implement the White Paper proposals without first pilot testing them in a
snall number of hospitals, districts and general praétices, the sscond
question cannot be answsred fully until the changes have taken place, There
are good reasons to question the underlying assumptions, however. @ '

Will competition improve performance?

The White Paper does not explicitly define performance, but it appears
to equate it with providing the maximum activity at the minimum cost to the
NHS. The idea that i{nternal markets,-in which the budgets of health .
authorities or hospitals would depend on the number of patients attracted,
would improve efficfency through competition is based on two untested
assumptions. i . :

First, it is assumed that the variation in the meagures of NHS
activity and cosc, often referred to as ‘performance indicators’, arises
only from varistions in managerial efficiancy. Although this may play a
part, a true picture of performance can only be achieved by censidering a
nunber of other factors which can affect patients. :

For sxample, short post-operative stays ars often regarded as a sign
of efficiency and good managsmant, alchough this {s unproven, sspecially in
the absence. of measurss of ocher factors which can delay recovery and of
Information about readinission rates. Yet performsnce indicators which .
measure lengths of post-opsrative stay tske no account of numercus other
factors which are known to influerice it. These include patients’ social and
sconomic circumstances, their age and general health and the axtenc of -
community services. Some of thdse are, of course, provided outsida the NHS
by families, social services and voluntary organisations. . ' = .

Another example is the rationalisation of services by closing small
hospitals and concentrating sarvices in larger hospitals. This usually
saves monay for the NHS, but often increases the travel and other costs
invelved in using the hospital services, particularly for pecple living at
some distance from the larger hospitals. Another factor which is ignored is.
the quality of care, as the indicators only measure the process of giving
1e. ‘ . . . 3 : .
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Differences in the indicators themselves can also be affacted by

variations from district to diatrict in the way data are collected and and greater satisfaction and rewards for those workini in the NHS who
classified. For example, in some districts copmunity midwives are shown .succesafully raspond to local needs and preferences.'’ o ) SR
- separately, while in others they are includad in the hospital figures. In o
other districts, the same midwives may work both in hospitals and the . The priorities here differ markedly from the ‘Objects’ in view’ set out
community, making the distinetion irrelevant. . ’ in the 1944 White Paper: B
An important factor which has rarely been mentioned is randonm ‘L. To ensure that everyone in the country - irrespective of means, age sex
varistion. Where indicators are based, as they often are, on small numbers or occupatiou - shall have equal opportunity to bemef{t frem tha best and
of events, apparently wide di{fferences may be no larger than would be ' most up-to-date medical and allied gervices available. : ‘
expscted by chance. Yet peopls do not usually check this before giving %, . L ) .
their interpretations of the differences. o, 2. To provide therefore, for all who want it, a domprehensive.service
' _ covering every branch of medical and allied-activicy....
The second assumption, that competition can create savings within the o
NHS, {s based upon the success of Health Maintenance Organisations (HMOs) », 3. To divorce the carioof health from persondl méans or other factors
" in the United States. In ‘Facing the figures’' we pointed out, however, that . - irrelevent to ic,...* :

" HMOs succeeded thers by cutting the rates of hospitalisation and medical L ' !
intervention in a couniry where these were excessive, by clinical criteria. ) ‘ .
’ The White Paper promises that 'The NHS will continue to be funded

Wliere i3 the evidence that similar gsavings could be made here? mainly from taxation.' but the ¢rictical question is the extent to which
Research in this area is lacking and, in its absence, we ara sxpected to this will not be the case In the future. Optical services are available
accept uncritically the superiority of the market. Yet no serious thought, - only to people with low incomés or special needs and tha extent to which
and certainly no research has gone into the possibility that a major the costs of prescriptions and dental s‘er}rice's are paid for by charges to
disadvantage of the American system may alsoc be imported here. This is the : users has increased wmarkedly since 1979, ’
higher cost of adainistration, which will fnevitably arise from installing o )
billing systems in hospitals, districts and general practices. At present, Sterilisacion, abortion and infertility services are examples of
administration accounts for around 5 per cent of NHS expenditure in the UK, services where the principles of comprehensivesness and universil access to

‘whereas It may be as much 21 percent in the United States. services free at the point of use have already baen heavily eroded.
: . Doctors .are paid item of service paymsnts for doing sterilisacions and
Controlling CP referral rates - a worthwhile objective? : there is a fixed budget for these, thus limiting the munbsr which can be
: ’ done in any one year. In 1987, only 44.5 per cent of aborvtions foi women

Giving GPs a budget which they could spend on hospital services for : living in England and Wales took place under the NHS and a further sth’"
patients on their list is one way of creating internal markets. It also ' _ cent wera agency abortions done in the private sector at NHS axpense.
opens up the possibility of controlling their referral rates. Thus just over a half of all abortions wers not paid for by the MHS. As

N ) this proportion varies widely from district to district it is unlikely to

There {x known to be wide variation in the extent to which GPs refar .. be simply a conseq e of ‘s prefersnces. The availability of -
people to hospital. The reasons for the variation are not clearly services for people with infertility problems is waty-'vuriab_la and this ia
understood, alchough they are wider for medical than _,urgi.cal causes, Even likely to continue. The Department of Health stated in reply to' a .
within surgery they vary from procedure to procedurs.’, . parliamentary question that ‘The provisfon of infertilicy services is a

’ matter for fndividual Esall:h authorities to decids in the light of local

Some of the variation is circumstantial. For example in towns without needs and priorities.’ : R =

hospitals, GPs are the firsc port of call fgt people who night otherwise ) : ) . o
have gone straight to casualty departments.” The referral rates of these R ’ Although the Prime Minister's introduction to the White Paper states
GPs ars then inflated by the need to refer many of these people to B that 'The Natfonal Health Service will continue to be availabla to all -
hospital. In any case, there iz as yet no consensus as to what might be an : regardless of income’, the document doas not sxplicitly discyss the
o'ptigun referral rate, let alone evidence that high rates are necessarily question of comprehgnsivensss in making the distinction betwesn ‘cors
bad,” Yet In the absence of such information, the government's main services' to which patients need guarantesd local access and those which
interest seems to be to curb hipgh referral rates without first sevaluating - . could be bought from outside the .distiict. The list of ‘cors services' in
their impact on patients. T : . the Whita Paper is not very specific and does not aven mention matsinity

: ’ saxrvices. . S

Despite verbal assurances given by ministers when launching the
. review, the position is still unclear. Kenneth Clarke subsequently stated
that he had not.specifically excluded gynascology snd maternity satvices. -
- but went on to say,that ‘I have not prescribed and I have no intentlion of
. prescribing a definitive list. The first and second of the working papers
published on 20 February meke Lt clear that it will be for each distiict to
consider in the light of local circumstances what its core services should

Accessibility and comprehensiveness
The review’'s two main objectives, set out in paragraph 1,8 'a-re:
‘to give patients wherever they live in the UK, better health care and

" greater cholice of the services available;
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be, 13

It seems highly likely that the White Paper proposals will increase
the nesd for pesople to travel to other districts for services. This will
4dd to the money they will have to spend and the time they will have to -
give up to do s0. There 1t & danger that this will make services more
inaccessible to people who are least abla to afford the cost of travel. For

-example, & recsnt analysis of trends in mortelity from cystie fibrosis
discussed the relative merits of specialised trsatment centrss and more
localised forms of care. A study of ona specialised centre had shown that
disproportionate numbers of patients came from professional and managerial
backgrounds and there was reason tg believe that this might also be the
case in other specialised centres, 4

Having said this, it is far from clear what Impact the changes set out
in the White Paper will have on accessibility of services, nor indeed
whether they will increase cholce for people who are able to afford the
time and costs of travel to other districts. The proposals would seem to be
designed with reference to acute, mainly surgical, treatment in
metropolitan areas where hospitals are not too far away from each other.
There has been no pilot project to test whether they would work in this
context, let alone for other types of services or in other areas. This is

" particularly worrying for people in rural areas where the nearest district
general hospital could he 20 or 30 miles away and may wall be further.

Department of Health funded research has pointed to the need for
evaluation of any proposals for change, particularly in view of the cosfg
and disruption to services caused by the 1974 and 1982 reorganisations,
Yec, the government has ignored this warning and declded to impose on the
health services throughout the United Kingdom a system which i¢ totally
untested and whose impact it appears to have no intention to avaluate

- systematically, or indeed at all,

Monitoring the changes

Not only was there no prior evaluation of the White Paper proposals.
It does not appear from the White Paper or the .eight working papers that
the government has any conaistent strategy for monitoring or evaluating
them as they are inposed. Changes to such a crucial. parc of society as the
NHS cught to be very carefully evaluated but the only method mentioned
explicitly iz medical audit.

¥edical au&it

In principle, the idea that people working fn the NHS should audit
their work is very welcome. It must be asked therefors whether the
government's proposals will enable audit to be done adequately, and whether
audic on its own will be sufficient to monitor and evaluate the care given
by the NHS,

' The White Paper and the accompanying working paper on medical audiclé
. confine their. attention to medical audit, in other words peer review of
doctors by other doctors. Thus it ignores the incrsasing amount of efforc
being made by midwives, nurses and other health gervice staff to audit the
care they give. This omission is perhaps not surprising, given the way the
White Paper rarely mentlons any health service staff, apart from doctors
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and managers. It is also interesting to note that while the Working Paper
on medidal audic chgida:s that only doctors axe worthy or suited to audit
the work of doctors™, the Working Paper dealing with consultants’
contracts does not feel that they can be trusted to determine sac 7othl!'l
eligibility for merit awards without the involvement of managers!

In order to audit. the care being given, it is necessary to know
whethez there iz any evidence that either new or, indeed, existing
procedures are likely to be beneficial to the groups of patients involved,
and even more important, to know that they are not positively harmful. All
too often accepted treatments have not been evaluated in a way which could
answer these questions, and even if they have the people who use them may
not be aware of the conclusicns.

For example, the Confidential Enquiry into Pericperative deaths_asked
very specific questions about deaths after surgery and anaesthesia. It
found that deach was attributable to avoidable factors in a very small
proporcion of operations, but that there wers some Iinstances of moribund or
terminally ill patients having operations which would not improve their
condition. There 1s a need for mwany more randomised trials to evaluate
specific treatments and therapies as well as systems to enable the outcome
both of surgery and and of other types of care to be measured over a longer
period. :

The. decision to give a grant of £6 million to the Cycletren Trust {sr
treatment whose effectiveness is unproven and which may well be harmful
shows the shallowness of government rhetoric about the need to get value
for money in spending on hedlth care. The £6 million grant, more than twice
the government’'s annual budget for cancer research, was given towards

~ buying a eyclotron costing £ 10 million to be sited at St Thomas' Hoapital.

The government will also pay 60 per cent of its running costs. This
decision was taken against the advice of many cancer specialists and
despite the discouraging results of a series of trials in Edinburgh.

Why then was the grant given? The Prime Minister‘'s ophthalmologist,
Richard Packer, who helped the Trust lobby her for thae grant, artributed
the Trust's success to the fact that it had offered the goverment a
'business package‘ in which it would gect back profits from treating private

'patiep;q.

_ In this climate, the prospects for better funding for research to
evaluate care seem hleak. The need for it is not mentioned in the White
Papér. ‘In its absence, theie is a real dange¢ that audit could degenerate
into the pelicing of compliance with accepted but unevaluated methods of
tréatient, particularly as the times¢ale for implementing it 'is relatively
short. The working paper states that -Igpnggnonta for ‘audit should be in
place in every district by April 1991.°7: This contraats with thi view of a
group of community physiclans who have playsd a major role in-promoting and
implementing audit syustems in the North West Thames Region: ‘Clinical
audit....should be informal, voluntary, without sanctions and confidential
between peers. Audit cannot ba achieved rapidly and vilbép:oqcni’dt a
different pace in different districts and specialties.’ .

v
Bettar information?

Although the need for bettér information Is acknowledged briefly in
the White Paper, thers is little discussion of vhat is hesded or how it
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would be used, Paragraph 2,14 says ‘There {s at present only & limited
capacity to link information about the diagnosis of patients and the cost
of treatment. The Covernment belisves that the best way to remedy this is
by extending and accalerating the existing Resource Management
Initiative.’

This is jumping to conclusions. Unlike the Whitas Paper’'s other
proposals this is being piloted in 3ix hospitals, but the evaluation is not
due to be completad until later this year. On February 4, after the:
publication of the White Paper, Ian Mills, Finance Director of the NHS
Management Board reported on progress to the British Medical Association’s
Central Committee for Hospital Medical Services. He said, 'Nothing weuld be
recommended or exported to the rest of the service uncil the evaluation had
been completed, The Board needed to know thns the coats could be more than
outwajghed by the benefits to patient care.’ 1 :

The one thing which 1s clear is that Information systems will continue
to be hospital-based, Will the statistics they contain tell us anything
sbout the sffectiveness of care, or the service 'being given to the
pepulation?

The fundanental flaw in hospital-based statiztics had been recognised
by the early 18605 and was set out by Florence Nightingale in her ’'Notes on
hospitals’:

‘Hospital mortality statistics have hitherte .given little information
on the efficlency of the hospital 1e: as to the extent to which it fulfills
the purpose it was established for, because thers are elements the

existence of vhich such statistics have hitharto taken no éojnizanco.'zz

Qﬁt polnﬁed out that hospitals adaitting people with 'ailments not of a
dangerous nature’ will inevitably have lower mortelity ratas than those
dealing with 'dangerous and special diseases’.

" . The problem of cerrecting for thess selection processes remains
unsolved, dsspite the considerable body of work has been done in the United
.States to develop ways of coding shi severity of conditions for which
-paople are admitted to hosplcal;z 144 por example, it is accépted that
while individual neonatal fntensive cars units need to audit their own
practice, long tern trends in outcoma in tarms of morbidity have to be
assessed by following babies born to geographically defined populaelbnl.zs

] A comparat ye analysis of hospital-based mortality rates published by
York Universi aroused considerabls intsrest, but it was subsequently
pointed out that thers numerous problems in interprsting the data from the
" now defunct Hospital In-patient Enquiry on which the analysis was based.
- The problems fnclude the conssquences of variations in coding and
classification of diagnoses and treatmants and visintions in the way and
axtent. to vhich people are refsrred to hospical, ) .

.. Thess problems are likely to remain in the new Hospital Episods
System, vhich has now suparseded the Hospital In.patient Enquiry. This aims
to collsct information about all stays in hospital in England. lt does so
by drawing data from local Korner systems. These systems were implemanted
by health authorities within existing budgets at a time of financial
crisis, Commenting on progress so far, a Department of Health statistician
wrote, 'I know that a great deal has been achieved by many people working
hard to overcoms problams, in the dedicated manner typical of the NHS, but

I3
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“

thers is scill some way to go befors we h‘v'2’°°d snough data on all
patienc activity in all health authorities’. ] y .

The White Paper doss not mention vhether, aftar all this effort, thasa
systems will be abandoned in favour of the new billing systens. Evan if
they ara retained and full coverage is achisved,’thers will be major gaps.
Thers will still ba no measures of severity of conditions, Although ]
discricts are implementing systems which will be able te link information
about people’s successive hospital stays within the same discriet, national
statistics are based on numbars of in-patiént scays rather than numbars of
people treated in hospiral. ’ :

It would appear that even the limited linkage of records betwessn
hospitals in the same district may be disrupted if some opt our. Working
Paper 1 says about the provision of information by opted out
hospitals,‘Some changes in the mechanisms for providing information will be
necessary, particularly to ensure that national requirements ars kept to a
niniuun.’27 Ic is also unclear what will be demanded from héspitals ocutside .-
tha NHS. In general, thess hospitals do not routinely collact i{nformation
about the pesople who use them, or contribute to national daca colleétion
systems, except where they are required to do so under tha Acts of
Parliapent dealing with notificacions of births and of abortions.

There is no possibility of allowing for patients’ socio-econcmie
circunstances in tha Hospital Episode System, as no datails are collected.
Instaad, people can be classified according to the avarage soclo-economie
characteristics of their post code sector as recorded in the last census,

“This is a relatively insensitive measurs which can slso become out ef:da:o.

Although hospital data collection systems contain diagnostic data
about the state of patients on admission, on their own they have few
morbidity data which could be used to measure the outcome of care. While
some conditions, for example infeccions, may occur during the initial -
hospital stay, mauny other conditions do not arise until afver dischatgas,
For some conditions, morbidity cannot be measured until some months or
years later. For example, the prevalence of some vision and hearing’
Impairments and of cerebral palsy are commonly believed to be possible
ocutcomes of poor care during labour or delivery or in the necnatal psriod,

- but these.cannot be assessed with any degree of ‘reliability until the age’

of about three yesars. Even then, there is no certainty that the impairments
arose from poor hospital care rather than from conditions which ware

already present during pregnancy, or argg- from illnesses or injutisl_aftcr ]

the child was discharged from hospital.

- In hospitals taking part in the Resource Hanagement ini:ia;lvc. thexe
has besn considerable extra investment in information tochﬁology snd staff
to seC up run the computer systems involved. When the Initiative was first

.announced in Novembar 1986, it was estinmated that 1n15§ll development costs °

would be between £400,000 and £600,000 for sach unit.“? This means that
sven if these astimates wers accurate and :costs have not risen, it would
cost betvean (104 millfon and £156 million to implament the govarnment
plans to set up such systens {n 260 acute units by 1991-1992. Kenneth
Clarke is unwilling to name a figure, but has claimed that_'Tha cost will
not ba met ac the expense of plans for patient provision’.”" 1f these
considerable sums of money are available for information systems, is this
the bast way of spending them? . .

Although these information systems would give much fuller information
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. Working Paper 2 acknowladges indirectly that there are ne statistics
- about morbidity in the population, WYhen it Proposes that health authorities
will receive: financial allocations based on their popuhl:l.ong1 adjusted for
age, morbidity and the relative costs of providing services.”* Like the
RAUP system which is being superseded, the Workisig Paper proposes using

Standardized Mortality Ratios as a messure of morbidity.

The nesd for_nor- relevant statistics

It will be impossible to assess the impact of the White Paper -
‘proposals, let alone to monitor access to or take-up of care simply by

ephancing hospical statistics. The extent to which people are admitted and
how soon they are discharged from hospital:cannot be divorced from their
personal circumstances, nor from the extent to which care {s provided by
GPs, community health services and servicas provided by local authorities,
Linking data about {ndividuals frem different sources In order to build up
population based data ba-ag as recommended in the Cumberlege Report on
comsunity nursing services’® would be a much better atrategy for monitoring

) qogbldity. the care which people recefive, and their unmec. needs. The

| .xscently apnounced computerisation of the National Health Service Central
..Reglstex, from which population-based age-sex registars could be derived,

together with local Patient Administration systems makes it feasible to
start planning for this, ) .

" There 1s nothing new in this idea. Florence Nightingale said in 1857
. that rather being given nisleading statistics about military hospitals, the
commanders of the army needed to know how long the army would last at the

eurrent rate of mortality, whether the diseasss which causad it were"
P'OV’HGIbig #nd what proportion of the army was unfit becausé of
sickness.” The same applies to our population today. e

. Statistics focussing solely on the costs and activities .of hospitals
and genaral practices will neither shed much light on the. qualicy of the
.. hospitaly and practices concerned nor will it help An monitoring progress
to aqual access to effective and appropriste cars for people at aqual risk.
Liks the review. as a vhole, it will take us no nearer to. the fundamental
objectives of the NHS, and in the asbsence of population-based statistics,

it will be very difficult to assess the extent to which the NHS is
answering the needs of the population, . -

This 1s unfortunate, as numerous surveys show that most people value
the National Health Service highly and feel that its strengths far outweigh
dits limications. Of course thare ave sspects of it whiich need changing, but
- thera is no svidence that the changes sst out in the Reviaw of the NHS will

help. the Service solve its problems and-achieve its objectives,

particularly az one of its most pressing current problem, underfunding, {a

ignored. -

Mazch 1989

30

about the costs and activities of hospitals, they have lictle to offer in
- avaluatinig the affectiveness and outcome of care. As vas mentioned above,
this needs to be done in much mors focussed wvaya. Furthermore, resource
managemént systems in their present form would tell us little about the

. extent to which care is provided to those who nead it in the population.

.
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