Discussion Paper

COMMENTARY

What is the NHS for?

Asthana and Gibson challenge ‘the conventional wisdom of inverse care’." Analysing primary care data from England, they show that the
mismatch between need and resource, resulting in inequitable access to health care, applies as much to the health needs of older
populations as deprived populations, and is especially the case in populations that are both older and deprived. This is an important and,
in places, a contentious paper, raising issues that may help to clarify what is meant by inverse care and how it should be addressed.

Readers with long memories may be reminded of the Jarman deprivation score, which was pragmatically constructed to reflect what
makes GPs busy, and thus included a measure of the numbers of older patients served. Concern about workload is also familiar to the GP
negotiators of the British Medical Association whose traditional position has been that GPs should be similarly resourced and rewarded for
being busy. However, there is more to the NHS than paying doctors, and keeping doctors busy is no guarantee of social justice.

Asthana and Gibson observe that while almost everyone seems familiar with the ‘inverse care law’, there is little precise understanding of
what it is and how it should be addressed. Tudor Hart’s original paper contained few data and was principally concerned with the effects of
market forces.? More recent discussion has begun to tease out different definitions of access, according to structure, process, and outcome?®
and taking into account the increasing ability of health care to increase longevity.* By distinguishing ‘public health and other preventive
efforts’ from ‘curative care’, Asthana and Gibson appear to undervalue what can be achieved by the NHS, reversing risks and preventing
complications in large numbers of people, as first demonstrated by Julian Tudor Hart.®

The desk-based analyses presented in the paper are similar to many in the last decade, trying to rationalise the distribution of NHS
resources according to need. However, a clear picture remains elusive. Not only are general practice populations not geographical, but their
social heterogeneity, both within practices, and between practices within geographical areas, makes it difficult to focus on areas of the NHS
where needs are greatest. Studies based on 100% of practices are also hampered by the limited availability of quality data. For example,
although the Quality and Outcomes Framework (QOF) provides prevalence and activity data for almost every practice in the country, the
prevalence data are not broken down by age and the clinical activity data cover only the most measurable aspects of primary care.

As Asthana and Gibson report, QOF data do allow some estimation of the multiple morbidity associated with ageing, in which individual
patients tend to have several clinical diagnoses. Much less information is available to desk epidemiologists on the multiple morbidity typically
associated with deprivation, which is made up of the number, severity, and complexity of health and social problems within families.

In the absence of epidemiological measures of need, NHS resource distribution formulae have sometimes used measures of activity as
a proxy for need, which works well for reactive aspects of care (for example, routine consultations, out-of-hours care, and emergency
hospital admissions) where needs are largely expressed as demands, but much less well for non-acute aspects of care (such as preventive
care and access to specialist services) where unmet need simply results in a data void. Unfortunately, these are the aspects of care whereby
the NHS is most effective in improving health.

Unmet need is a real phenomenon in frontline primary care. In a recent study of over 3000 general practice consultations,® Mercer showed
that consultations are shorter in deprived areas than in affluent areas, that patients with comorbidity, including a mental health problems, are
less likely to have a long consultation, and that they are less likely to report being satisfied or enabled as a result of the consultation. GPs
in deprived areas also report being under greater stress.® For frontline staff, it is not a question of conforming to a ‘widely held’ view that
practices in deprived areas are under-resourced relative to need. The time constraints, and their cultural sequelae are all too real.’

Asthana and Gibson observe that the social gradients associated with deprivation are steeper using data collected externally from general
practice, such as mortality and hospital admissions, than they are using clinical data collected from within general practice. Part of the
explanation may be the inability of practices in deprived areas, as a result of the historical distribution of GPs and their staff, to generate
evidence of need, via activity.

Another explanation, which is the crux of Asthana and Gibson’s paper, is the extent to which these relationships are obscured by the more
widespread and dominant effect on morbidity and workload of age.' For example, although premature cardiovascular disease (CVD) is
steeply socially patterned, the effects of recent trends in incidence and survival, for which the NHS can claim some credit,** have been to
increase the prevalence of older people with angina and heart failure. Although CVD keeps all primary care teams busy, age profiles and
case-mixes are socially patterned.

The evidence and arguments that the NHS can improve population health via the delivery of effective interventions, and widen health
inequalities via the inequitable delivery of these interventions, is based chiefly on measures that reduce the severity and slow the progression
of established conditions and risks.” As a strategy it must be targeted at older populations. Asthana and Gibson show that as the population
profiles in many deprived areas are relatively young, strategies that target deprivation per se may take a very long time to improve health
and narrow inequalities.

Whether general practices serving older people in deprived areas can rise to the challenge depends on much more than a simple injection
of resources. Just as hyperalimentation is not a treatment for chronic under-nutrition, the re-invigoration of general practice in deprived areas
cannot happen overnight. Nevertheless, insofar as this approach to health improvement depends on contact, continuity, coordination,
flexibility and, above all, productive relationships,' general practice is surely the only policy option.

If the NHS determines to narrow differences in life expectancy, as it is now able to do via the more equitable delivery of effective
interventions," it is axiomatic that this will involve discrimination between those with and without longevity. In the same way that it
is more expensive and difficult for epidemiologists to obtain high response rates for studies in deprived areas, population
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approaches to clinical care are likely to be more expensive in deprived areas.®* Whether society is prepared to pay for this will

depend, among other things, on its tolerance of large differences in life expectancy.

The main value of Asthana and Gibson’s paper is that it highlights the contrast and potential conflict between two overlapping but
different interpretations of the inverse care law, in which ‘good medical care’ is defined either as access based on need, favouring
older people, or the equitable and successful delivery of effective interventions that improve health and longevity. Ultimately, this is
a political rather than a statistical issue, but statistics can help politicians address the question ‘What is the NHS for?’.
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