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General practice, the NHS review and social

deprivation

Introduction
I MAY be wrong, but I like to believe that the world of James

Mackenzie was one in which he was able to concentrate
primarily on the clinical care of his patients. I imagine that it
was very different from the way that general- practitioners will
have to practise after the review of the National Health Service,
where cost consciousness will be part of a doctor's preoccupa-
tions. I would like to present some of my thoughts about what
makes a good health service and about how the 'old' NHS has
measured up in the past, and to speculate on how the 'new'. post-
review, NHS might perform in the future. I will argue that,
although the NHS has been rather paternalistic and will pro-
bably benefit from some of the proposed changes, it has, on
the whole, performed fairly well. One of the aims of the NHS
review is to make the service more consumer-oriented - more
responsive to patients' preferences. There is, however, a conflict
between providing a service which responds to patient preferences
and one which is, like the present NHS, more geared to health
care needs decided by central planners and professionals.

I will suggest that ultimately the success of the new NHS will
depend on its ability to respond to both patient expressed need
as well as professionally judged need. I will also argue that the
general practitioner will be at the centre of this debate and that
making allowance for the influence of social deprivation on both
health and health care provisions is crucially important for con-
siderations of need.

What makes a good health service?
The purpose of a health service is, by and large, to treat pa-
tients who are ill. Some effort is rightly spent on trying to keep
people healthy by preventive health care and advice about
lifestyle (smoking, diet, alcohol consumption and so on), but
responsibility for this also goes beyond the health service as part
of public social policy. A good health service should be both
effective and efficient in order to work well. This is a complex
issue, but, broadly speaking, an effective health service is one
in which most illnesses are treated well and there is adequate
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illness prevention and health promotion; an efficient health ser-
vice is one in which this is done as well as possible within the
means available.
An .effective and efficient health service needs adequate fun-

ding. What constitutes adequate funding is difficult to define,
but if there are, by general agreement, situations in which peo-
ple are not receiving effective treatment or prevention services
that could be available with current technology, then the
resources available may be considered inadequate. The whole
question of what levels of health are attainable and what they
would cost and what level of resource is justified to obtain a
certain level of improved, measurable outcome, is a difficult one,
which I have necessarily abbreviated here.
A good health service will therefore require that the resources

available are appropriately matched to patient needs for health
care. The ability to do this well is of fundamental importance.
If a disproportionately large allocation of limited resources is
spent on unnecessary and expensive treatments for a small pro-
portion of the population, then relatively less will be left for
others, possibly those with greater'needs. It would probably be
generally agreed in this country that the incentive for doctors
and other health care workers should be to give treatment of
a high standard to those who need it. If the incentive is to treat
those who can afford to pay and not to treat in accordance with
need, then a poorer service is likely to result.

Decisions regarding need and resource usage are not easy.
Whether a health service provides good value for money must
be judged by well informed patients as well as the professionals
involved. Therefore, the factors considered to be important for
a good health service should include a choice of services for
patients and an ability to respond to their preferences, as well
as the provision of high standards of care as judged by health
care professionals. The service must be innovative and flexible
and able to respond to local needs. A service of this type re-
quires good management and health care planning. This will
only be possible if there are good information systems and
measurements of performance, with the ability to respond to
indications of poor performance. It is from these patient-oriented
considerations, as well as those of the professions involved, that
the standards of a health service must be judged.

How has NHS performed in the past?
The NHS was introduced in 1948 with the aim of providing a
full range of health services to the whole population who cared
to use it, free at the time of use, paid for mainly by taxation.
In achieving this aim, the NHS has been remarkably successful.
Within the NHS, general practitioners are the personal doc-

tors of 98% of the population. People are, in theory, free to
choose their general practitioner, although this does not always
work in practice. They know that they will be treated by someone
who is well trained and whose main incentive is, generally speak-
ing, to treat them according to how ill they are, without needing
to think too much of their ability to pay for treatment. General
practitioners are responsible for referring patient! to hospital,
and hospitals'are also reasonably free to treat patients accor-
ding to their needs rather than according to their ability to pay.

In spite of this freedom to respond to patients' needs, albeit
as judged mainly from a professional standpoint, the overall cost
of the NHS is low in comparison with other developed coun-
tries and has remained-at about 6% of the gross national oro-
duct over the last 10 years. The indices of health in the UK have
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remained at about the average for developed countries over this
period.'

Limitations of the NHS
It would seem that to improve on the past record of the NHS
will be no small task and we must first ask the question 'Is there
a need for change?' The rosy picture which I have painted of
the NHS is not the whole story. The NHS is seen by many as

too paternalistic with insufficient consideration of patient choice.
A public opinion poll reported in the USA in 1989 showed that
the proportion of the people surveyed agreeing with the state-
ment 'On the whole, the health care system works pretty well'
was 100% in the USA, 560o in Canada and only 27% in the
UK.2
We have to recognize that patients have increasing expecta-

tions and, in countries where they have to make a choice of
whether to put more personal funds into health care, they choose
to do so.3 The UK has restricted health care costs with cash
limits in the hospital and community health services sector. With
greater freedom, patients may wish to spend more of their own
resources on their health, although in the UK the preference is
for more state provision rather than more private provision.4
The complaints about underfunding of hospitals, particular-

ly in inner city areas, have been a cause for concern, often
reported by the media. We have a centralized method of resource

allocation to hospitals: we should therefore ensure that it is fair
and takes account of the factors associated with health problems
and the costs of health care provision. The review, published
in 1988,5 of the government's hospital resource allocation for-
mula, which took account of some of the problems of inner city
hospitals, has not been fully implemented and the suggested
allowance for social factors, particularly relevant in inner cities,
has been dropped. General practitioners working in these areas

are having increasing difficulties in getting hospital admissions,
particularly in the winter months. In addition, there is general
agreement that the number of patients on hospital waiting lists
for outpatient appointments and for some non-immediate
hospital admissions is unacceptably high. The government have
found this an intractable problem which, alone, would be suffi-
cient indication of the necessity for some sort of change. At pre-

sent, however, we have little idea of how much an admission
for a particular diagnosis at a particular hospital costs. We need
to have much more information than we have at present about
the quality and costs of care in order to be able to make informed
judgements.

There have also been problems in general practice, particularly
in inner cities. The ability of general practitioners to respond
to social problems in these areas has been questioned.67 The
number of drugs per patient prescribed by general practitioners
has nearly doubled since the beginning of the NHS.8 This may
not always be good for patients' health. Between a quarter and
a half of all prescriptions which patients receive in general prac-

tice are given without the patient seeing the general practitioner
at a consultation.9 Should we not be concerned, for example,
that a large number of people are said to be addicted to benzo-
diazepines, drugs which are mainly prescribed by general practi-
tioners, sometimes by computer-issued 'repeat' prescriptions?'0

I suggest therefore that, from several points of view, some

reform of the NHS is necessary. However, the aim in any change
of the health service must ultimately be to do what is best for
the patient, as well as for the service.

The NHS review will the reforms help?
The NHS review," due to be implemented in April 1991, is far
more radical than the new general practitioner contract which
came into effect in April 1990.12 It will involve the biggest
change of service provision since the introduction of the NHS

in 1948. It has the potential to transform the fundamental basis
of our national health service and I would like to comment on
some of the main teatures of the review.

Hospitals
It seems logical to give district health authorities budgets for
the care of their resident populations, rather than for the peo-
ple treated in their districts, wherever they come from, as hap-
pens at present. The district health authority can then set itself
the task of reducing the levels of morbidity and mortality in the
area, that is, achieving measurable outcomes. At times it may
also be appropriate for referrals to be made to hospitals in other
districts if these are of high quality and represent good value
for money, provided that patients do not have too far to travel.
The decision to separate the purchaser and provider functions
of district health authorities, thereby creating an internal market
in the health service, also seems logical. It could introduce greater
flexibility into the organization of hospital services with a ge-
nuine choice for health authorities which, if the information
systems work well, could help them to make decisions about the
quality and cost of care provided by different hospitals.
The introduction of a choice between different types of

hospital directly managed NHS hospital trusts and indepen-
dent hospitals may work. It is, however, important that it
is a genuine choice based on quality as well as cost of care. This
would not be the case if one type of hospital, for ideological
or other reasons, were artificially promoted to make it more
attractive.
The introduction of medical audit and the provision of more

information about quality of care will enable more informed
choices to be made. It should be an advantage to be able to make
comparisons between different options for care. An often quoted
example is that of the risk-adjusted mortality rates for coronary
artery bypass grafting in California in 1986 which varied from
1070 to 18% in different hospitals.'3
The combination of the above changes funding for

residents, an internal market with purchaser and provider func-
tions separated, the choice between different types of hospital,
better information systems and medical audit could introduce
more competition, give more patient choice and possibly greater
efficiency and effectiveness in the hospital sector.

General practice
At present the decisions regarding the spread of funds between
different sectors of the NHS hospitals, community health ser-
vices, general practice, drugs prescribed by general practitioners,
and so on is made centrally by the Department of Health.
The idea of allowing general practitioners to be responsible for
the costs which they generate in looking after their patients (in-
cluding hospital and drug costs, not just the cost of general prac-

tice services) is an attempt to devolve decisions about the use
of health service resources to the practice level. General practi-
tioners in large practices will be able to act as the budget holders
for the majority of services provided for their patients.

General practitioners may welcome the flexibility which they
will have to provide and what they and their patients consider
to be the best mix of community and hospital services. If there
are economies to be made, for example in drug expenditure, with
no detriment to patient care, then so much the better; if the
general practitioner can decide to use the savings, for instance
to fund a much needed hip operation, better still. A general prac-

titioner working with his or her patient is well placed to make
these types of decisions. It is difficult to think of a better place
for them to be made, because general practitioners can take a

holistic view and bear in mind the physical, psychological and
social aspects of a patient's condition. Patients can benefit from
the professional advice about their health care which their

British Journal of General Practice, February 1991

B Jarman

77



James Mackenzie lecture 1990

general practitioners can provide. Administrators are not well
placed to be able to make decisions about the care of individual
patients.

Hence, the general practitioner, working in conjunction with
the patient, is probably in the best position to make decisions
about the needs and demands of individuals within the prac-
tice, and is able to do this while, at the same time, taking into
account the resources available to the practice as a whole. Some
may argue that this gives too much power to the general practi-
tioner. General practitioners on the other hand, may resent ac-
ting as the financial gatekeepers of the NHS and fear an increas-
ed administrative burden. If, however, this role of the general
practitioner is thought to be important, it would justify increased
administrative support in general practice.

Potential problems with the NHS reforms
I have emphasized the potential benefits of the NHS reforms.
There will, howev'er, be difficulties and some of them could be
so serious as to negate the advantages which they were meant
to bring: they could even erode many of the good features of
the old NHS.
Fundamental to any debate about the philosophy underlying

the NHS reforms is the role of market forces. I believe that it
is inappropriate to regard the health service in exactly the same
way as a profit-making industry. Health care is not a normal
market commodity which can be left to find its own level by
the action of market forces. First, patients by themselves are not
always able to make well informed choices regarding their health
care, even though making the correct choices may be vitally im-
portant to them. Secondly, supply generates demand - more
and more admissions to hospital will not shorten the waiting
lists if those admissions are for treatments which are not need-
ed. Competition could generate costly investigations and
treatments, particularly in the area of high technology, which
may not necessarily lead to improved care and/or better out-
comes. Thirdly, and most importantly, if market forces are allow-
ed to predominate then cost could take precedence over need.
Those in need may lose out and those without need may receive
excessive treatment.

There are other possible consequences. First, we may even-
tually breed a new type of doctor who is resource oriented rather
than care oriented. Students entering medical school in the UK
have not, generally speaking, done so for financial reasons
because they know that the NHS is virtually a monopoly
employer and that incomes are not very high compared with
other countries or other equivalent professionals. In a more com-
mercially oriented health care system doctors may strive for
higher incomes.

Secondly, we should note that in the USA the use of market
forces by the health carp industry has led to increased costs and
public dissatisfaction. Thirty five million people (171o of the
population) have no financial protection against medical care
expenses'4 in a country which spends twice as much of its gross
national product on health care'5 as the UK, Professor Alain
Enthoven, who is said to have had an influence on the NHS
review, said in a recent symposium on health care systems in
transition16: What can Europeans learn from Americans about
the financing and organization of medical care? The obvious
answer is "not much"'
A recent editorial in the. New England Journal of Medicine

stated: 'If we are going to allow the continued industrialization
of medical care, there will be no way to control its costs except
through much firmer regulation.. A far better approach would
be to restructure our health care system as a social service,
-managed primarily by non-entrepreneurial professionals work-
ing to deliver the best available care at an-affordable price"'

Relationship between need and demand
You will realize that I believe that there is a conflict between,
on the one hand, the old NHS centralist approach of allocating
resources to hospitals and to general practitioners according to
need as estimated by NHS planners, and, on the other hand,
the ability to respond to patient expressed needs and demands.
There is a dichotomy between funding by professionally decid-
ed measures of need - by means of the resource allocation
working party (RAWP)18 formula for hospitals and by capita-
tion for general practitioners- and funding by demand - rely-
ing on market forces and responding to patient perceptions of
their requirements.
How can we resolve this conflict? Is it resolvable? Will the

NHS review help? I believe that there is a way through. The
organization of medical care in the UK means that general prac-
titioners are at the centre of the system as the patients' advisors.
They are well placed to respond to patient preferences and
balance these against professionally assessed needs for utiliz-
ing the resources which have been allocated to their practices
according to an overall assessment of the practice population
needs. This would mean going beyond the present suggestions
of funding practices on an historical basis according to what
they did last year, but would involve taking into account not
only the numbers and age distribution of patients on general
practitioners' lists but also other factors which increase general
practitioners' workload or pressure on their services, that is
allowing for levels of illness and social factors. This would apply
both to fund-holding practices and to health authorities.
The NHS review has stated that hospital and community

health services resources will still be distributed to regions by
means of a needs formula allowing for age and standardized
mortality ratio (square root of standardized mortality ratio to
age 75 years to be exact) plus 'social and other local factors'
and that the funds for fund-holding practices 'will be deducted
from relevant district allocations'.ll Funding should take ac-
count of needs at both the district and the sub-district level, that
is, it is necessary to allocate to practice level for fund-holders
and this should eventually be done by taking account of needs
(using electoral ward data) and not purely historically on the
basis of previous usage of services.
Some may suggest that this thinking should logically be taken

further, to the level of the individual patient in the form of a
voucher for health care services, perhaps based on age and other
factors. 9 This I believe would be wrong and impractical. There
is an enormous variation in the use of health services between
patients. In my own practice we found that 15% of the patients
made 50070 of the, consultations, with large variations within age
groups. To label each person with a health care needs label like
a voucher would not take account of the large variations in in-
dividual needs for care. I believe that there is, generally speak-
ing, a tacit understanding in thi's country that those fortunate
enough to need less health care should share the overall health
service costs of those who have greater needs.

Practicalities of making the NHS review work
The methods used for deciding needs at a practice level may dif-
fer with the type of service considered. For prescribing, the ages
of the patients in the practice and their levels of illness are ob-
viously important. Because practice populations are relatively
small, average values cannot be used to predict' requirements for
uncommon treatments, and special allowances, based on in-
dividual'prescribing patterns and other factors, will be necessary
for patients with rare diseases requiring expensive treatment.

Deprivation payments, which are based on the underprivileged
area score20'2' were introduced in April 1990 to allow for the in-
creased workload or pressure on the services of general practi-
tioners in socially deprived areas. Although this was the method
agreed by general practitioners nationally,22 there are other
measures of social deprivation which have been suggested by
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the Department of the Environment,23 Peter Townsend24 and
Vera Carstairs.25 These differ in their choice of social factors
and the weighting given to each factor. There is, however, a con-
siderable degree of overlap between the different indices, and
about three quarters of the deprived population identified by
the underprivileged area score would also be included by the
other indices. In theory, therefore, areas such as electoral wards
(about 5000 residents on average) could be identified which
would be considered deprived on all of the suggested indices.
However, a modification of the underprivileged area score
methodology by combining various other indices would in ef-
fect involve changing the choice and weightings of the factors
which have been selected, with a considerable measure of agree-
ment, in a national survey of general practitioners. Such a change
may not be acceptable to general practitioners who may wish
allowance to be made for factors such as ethnic groups, the
mobility of the population and the proportions of elderly people
living alone and single parent families - none of which is in-
cluded in the other indices.

There are other practical aspects of allocation according to
need at the general practice level which are important because
if we get them wrong the principle of giving extra help in depriv-
ed areas will lack credibility. A major difficulty is that the cut-
off point used to define deprived wards includes only 5% of
all wards (9% of the population). This does not give a good
measure of deprivation in a family health services authority area
and a lower cut-off point, covering roughly twice this popula-
tion, would be much more equitable.

If deprived areas were identified using enumeration districts
(the areas covered by an enumerator at the time of the census)
rather than by wards, then some patients at present in deprived
wards would not be considered deprived based on enumeration
districts, and vice versa. Using enumeration districts as a method
of identification would be more sensitive but at present it is im-
practical. This is, first, because of the difficulties in assigning
patient addresses to enumeration districts (although this is now
possible in Scotland and the technology is available for doing
so in the rest of the UK), secondly, because changes in social
conditions between censuses are more marked at the enumera-
tion district level than ward level and thirdly, because one of
the measures of need, socioeconomic status, is recorded at the
census using a 10%7o sample of the population and this is not
sufficiently accurate to give reliable figures for populations in
enumeration districts (which average only about 500 people).
A more sensitive method of calculating the underprivileged

area score of a practice population would be to use the 1991
census data for each person in the practice to calculate the under-
privileged area score for the practice. This has been attempted
for one practice by recording the underprivileged area variables
for the patients joining the practice in one year.26 At the mo-
ment it is not possible to use census data for this purpose,
because of confidentiality restrictions. If these could be over-
come, it would be possible to combine a measure of morbidity,
which will be included in the 1991 census,27 with the under-
privileged area score to give a measure of health and of the social
factors likely to increase the workload or pressure on the ser-
vices of general practitioners in a practice.

Conclusion
The review of the NHS could tackle some of the problems which
have occurred in the old NHS, especially those of responding
to patient expressed preferences and being more consumer
oriented. However, we cannot treat health care as a normal
market commodity and problems will arise if considerations of
cost are allowed to predominate over need. Putting the general
practitioner at the centre of the decision making process is one
way around this potential conflict. The general practitioner is
well placed to decide between the varying needs of patients and
at the same time work within resource limitations based on the

health care needs of a whole practice which are arrived at by
objective measures. This puts the general practitioner at the cen-
tre of the stage in the new NHS. Hence, deciding on measures
of need at practice level is central to making the NHS review
work. This will involve taking account of levels of illness and
social factors.

I suppose that even James Mackenzie had to work within the
resource limits of his patients. We all have to and the best that
we can hope for is that the resources for our practices are related
to the needs of the practice population. We are then able to get
on with our clinical work, making judgements, in conjunction
with our patients, about how best to use these resources.
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