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How did consumerism get into the NHS? An empirical examination of choice and responsiveness in NHS policy documents

Abstract

This paper examines health policy documents from the period in which the NHS was planned through to New Labour, to examine how ‘choice’ and ‘responsiveness’ are used to position both users and the public in particular roles in health services. It suggests, in contrast to much existing literature, that health consumerism is a process that has gradually appeared in the NHS through the gradual extension of the role afforded to patients, and that this role has been extended with the goal of making health services more responsive. But although there appears to be a strong causal link between choice and responsiveness in the documents, it does not necessarily work in the opposite direction with an analysis of responsiveness suggesting that there are other means of achieving this goal other than increasing choice and using consumerist methods.

Introduction

It is increasingly accepted that policy choices position actors through the assumptions they contain about human agency (Deacon & Mann, 1999, Greener, 2002a, Hoggett, 2001, Le Grand, 1997). Both the general public and users of welfare services have been positioned in a number of ways in policy documents, and this has significant implications for the dynamics of those services. At the extremes of this, users become sovereign ‘queens’, or fully-fledged consumers of welfare services, or instead, ‘pawns’, positioned as more passive figures taking whatever services are offered to them (Le Grand, 2003). This paper examines how users have been positioned through the choices available to them in the history of the National Health Service through an empirical examination of policy documents from 1944 through to 2000. It then goes onto explore the implications of these findings for our understanding of the history of consumerism in healthcare.

The paper makes a number of significant contributions. It presents a data-driven analysis of choice that closely dates the arrival of particular choices for patients, and therefore presents a finely trained chronology of how choices have changed the role that patients are meant to play in health services. This chronology runs counter to much of the present literature on NHS policy and history that suggests that choice is a relatively recent phenomena, only appearing significantly post-1979. However, the account presented here suggests the process through which consumerism has entered health policy has been somewhat more subtle and cumulative than this. We also suggest that choice has been used as means for achieving a particular policy goal – that of increasing the responsiveness of providers– but that responsiveness can be achieved through other means that position the users of health services in a way other than consumers, positions that are more viable and likely meet this goal. 

Methods

The method for examining the policy documents here is based upon earlier work (Greener, 2003, 2004a, 2004b, 2005) that utilises a particular approach to textual analysis that attempts to address the difficult question faced in any discourse-related analysis of how to find a starting point, a way into the text. Fairclough (2000), in his examination of the language of New Labour, performed a count of words that appeared to frequently occur in the speech of Prime Minister Tony Blair, and used these as the beginning of his approach. The approach taken here takes the approach further. To begin with, policy documents concerned in broad terms with the organisation of health services in the UK (from 1944, 1946, 1962, 1968, 1970, 1971, 1972, 1983, 1989, 1996, 1997 and 2000) were converted into electronic form and processed as a single corpus of text. These documents comprise of inter-war proposals for the NHS (1944), the NHS Act (1946), the Porritt Report into health organisation – the only non-governmental report here, but used to represent the language of health in the Conservative governments of 1951-1964 in the absence of a White Paper in that time; documents examining the first organisational reform of the NHS (1968, 1970, 1971, 1972), the ‘Griffiths’ management inquiry of 1983, the document outlining the Conservative internal market (1989), and the last White Paper produced by the Conservatives before losing power (‘A Service with Ambitions, 1996); then, finally, Labour’s first White Paper upon returning to power ‘Modern, Dependable’, 1997), and the NHS Plan (2000). This corpus therefore has documents representing each governmental era, and is just short of 275,000 words, providing a rich source of data. The story of consumerism in healthcare beyond 2000 has taken another turn which we do not cover here because it would require in its own right (see new scholarship from Clarke et al, 2006, Greener, 2005), but we do consider the implications of our findings to 2000 for health policy generally beyond that date.

A computer software package, T-Lab, was used to examine each document in term in terms of the words which, relative to other documents but also relative to a general corpus of English usage, appeared to be either over-used or under-used through the calculation of the chi-squared statistic. These over and user-used words were then examined for words associated with various visions of consumerism (as in Aldridge, 2005, Gabriel & Lang, 2006, Paterson, 2006), with ‘choice’ in all its versions appearing overwhelmingly the most significant word (being amongst the most over-used words in 1946 and 1989 especially, and appearing nearly 300 times in the corpus so giving a rich variety of uses for analysis ). Interestingly, words such as ‘customer’ or ‘consumer’, or any of their variants, scarcely ever appear in health policy documents, suggesting that policymakers are being extremely wary in using them for fear of being explicit about commodifying health services, and that they prefer instead to keep the assumptions they hold about service users and the public implicit. We then carefully examined usage of the word choice to find other key words associated with it, especially in relation to the goal of choice according to policy documents. The strongest co-association with choice (that is, the word most likely to appear with it) was ‘independence’, occurring 1/3 of the time. This is clearly a goal, suggesting that choice is meant to give service users more independence, but does not reveal very much about how health services should be organised to achieve this, with co-associations of other words in relation to independence giving few clues. Another key word co-associated with choice is ‘patient’, which is clearly a positioning of the user in health services, with one of the most important co-associations being ‘responsive’ and ‘responsiveness’ (a co-occurrence about 1/6 of the time across all the corpus, therefore being among the most statistically significant, but more importantly, substantively significant in terms of our study here). 

These associations give a clear message, that there is a strong link between ‘choice’, and ‘responsiveness’ through ‘patients’ (which is confirmed by a more conventional analysis of the documents, see below) but that this relationship goes from choice to responsiveness, but not necessarily in the opposite direction. In other words, responsiveness is usually the goal of increasing choice in health policy documents, but that responsiveness can also be achieved through other means. This is central to the message of the paper, and will be explored further below in the detailed data analysis. Having selected the two key terms for examination in the document, choice (in all its versions) and ‘responsiveness’ (again in all its versions), all occurrences of those two words were extracted from the corpus (along with the paragraph either side within which they occurred) and thematically coded to find out who was being granted choices, over what, and for whom. In terms of responsiveness, coding was organised with a straightforward emphasis on finding out how responsiveness was meant to achieved, and what kind of responsiveness what being sought.

Choice in the setting up of the NHS – 1944 and 1946

The first two documents analysed here are from the period Klein identifies as representing the politics of ‘creation’ (Klein, 2001). The 1944 text was the product of the inter-war coalition government, and the product of considerable negotiation, especially since the Beveridge Report of 1942 (Beveridge, 1942) that proposed a national health service for the post-war period (Powell, 1994). It proposed a health service that was far more evolutionarily related to service provision pre-war, not nationalising hospitals, and far more locally organised (Ministry of Health, 1944). By 1946, however, a Labour government was in place that was more overly Fabian (George & Wilding, 1994) than its predecessor, guided by Bevan and with nationalising hospital provision at its centre, abandoning the locally-based service favoured by Morrison which would have more closely resembled the 1944 Plan (Greener, 2006). As such, both documents are extremely concerned with the details of setting up the new health service, but certain key choices are highlighted that continue as themes in later years.

Central to the proposed health service in 1944 was the patient’s right to choose his or her GP, with the relationship being conceptualised not in consumerist terms as a transactional one, but instead one based around a longer-term basis with the statement that ‘public organisation must not destroy the sense of choice and personal association at the heart of “family doctoring” (‘General Practitioner Service’) implying that doctors were not to be picked up and abandoned as patients wished, but that the choice of GP was something to be entered into with gravity on both sides, an ‘association’. The health centres proposed for the NHS would not alter this relationship, but did offer further examples of choice, with patients being free to choose a particular doctor in a health centre, or to choose a health centre and leave the specific details of the doctor unspecified. This was written at a time when single-GP surgeries were the dominant form, but clearly has resonance 60 years later when the public overwhelmingly belong to jointly managed practices and, despite being ‘associated’ with a particular GP, may never actually see them depending upon the availability of appointments.

In 1946, again, emphasis was on the choice of GP, with the statements that lists of doctors within the NHS would be published, and that patients would choose who their practitioner from those lists. Patients were, unlike contemporary models of GP choice, not to be given any other information, but simply the list, and to register with a GP from it on that basis. A second mention of choice is of interest, the specification that doctor will be able to choose which area they wish to practice in, giving choice rights to doctors as well as patients.

In 1944 and 1946 the choice of GP then, is not justified in terms of increased responsiveness – responsiveness is a word that doesn’t appear at all. Instead the choice of GP was about association, a longer term and more professionally-oriented relationship. In term of responsiveness, the term, again, does not appear in policy documents at all, suggesting that the original goals of the NHS were not defined in these terms. Instead we have a model of care that is organised around professional rather than consumer interests, in keeping with many existing accounts of the development of health organisation (Harrison & Pollitt, 1994). Choice, however, is present, but in a different context to the way we would view the term today.

Choice and responsiveness in health reform until 1989.

There is then a remarkable period in which choice disappears from policy documents almost completely. The Porritt Report of 1962 (General Medical Services Committee, 1962) does not use either choice or responsiveness at all, being grounded in what Klein terms the age of ‘technocratic change’ (Klein, 2001) in which policymakers and other experts believed they could resolve health service problems through the rational use of planning techniques. This left little room for ideas of responsiveness or choice. This is largely continued in the first organisation reform of the NHS, represented by a flurry of policy documents between 1968 and 1972 (Department of Health and Social Security, 1970, 1971, Ministry of Health, 1968, Secretary of State for Health and Social Services, 1972), which again barely mentions choice at all, and only then in terms of criteria by which health authorities and local authorities were to choose their members. This does not mean that the public disappeared entirely from these documents, as our study of other key words will identify, but they were not conceptualised in terms of choice. The final White Paper relating to the reorganisation of the NHS (1972), however, talks about choice in two new ways, both of which were to mark the beginning of new conceptualisations of the user in health services. 

First we are told that the government ‘thinks it right for people to have an opportunity to exercise a personal choice to seek treatment privately’ (section 23), breaking the long-held taboo of the mention of the health private sector, but also making clear that this was a consumer choice that individuals could potentially avail themselves of. Second, we are told that ‘The user…..to get the services best suited to his needs, his convenience and, as far as practicable, his choice’ (section 48), giving a picture of an active healthcare agent capable of working between health and social care organisations to meet their needs. The 1972 reorganisation began as a process of attempting to create common boundaries between local authorities and health organisations (co-terminosity) so this element is unsurprising in that context, but is significant because it begins to point to the need for individuals to try and work between NHS and community health organisations in order to receive the full range of health services, again a common theme to be followed up on in later years.

In the same period of reform, responsiveness begins to appear for the first time as a goal for health services. Responsiveness appeared in two senses, the first of which is cross-organisational . In 1970 it is suggested that ‘if health services are to be made responsive to local and indeed individual needs, there must be closer involvement of members of health authorities in the running of health services’ (section 20). This suggests that if health services are most closely linked to health authorities then their responsiveness will be improved – a technocratic solution that does not necessarily involve more local participation but instead involving more appointed officials. The second sense it appears argues for more decentralised services as means of securing responsiveness suggesting that the ‘Government's proposals for integrated and decentralised services are designed to provide the flexibility for each local area to respond to change and adapt in services to meet it.’ (section 109), suggesting more local involvement, but again we have seen this was not to be achieved through the greater involvement of local people as either consumers or citizens, but through the involvement of their representatives in health authorities. In many respects this paved the way for the Community Health Council reforms of 1974 which did not attempt to make services more responsive through local democracy, but instead through appointing individuals who would attempt to scrutinise local health decisions on behalf of the public.

As such, the first reorganisation of the NHS presents a view of health services that begins to stretch the meaning of both choice (by making clear that the private sector represents a choice, and that choosing services implies crossing health and social care boundaries), and responsiveness (within a model of the expression of voice through appointed officials rather than through democratic means). We can see the beginning of a consumerist discourse in terms of choice, but justified not through increased responsiveness, but instead apparently grounded, the case of utilising the private sector, in terms of offering potential exit from public provision for those able to pay. This is extremely worrying in terms of Hirschman’s typology of exit, loyalty and voice (Hirschman, 1970) as it represents a case where what is likely to be the most voluble group is able to exit public provision for private, reducing the chance that poor services will result in complaint through voice, and subsequent change. In terms of voice, an approach is posited that is based upon appointed officials scrutinising health organisations in Community Health Councils, and which represents a continuity of the technocratic approach to health organisation in that it utilises expert voices rather than democratic or consumerist processes to provide a bulwark against health organisations providing poor services.

In 1979 the Thatcher government was elected promising to ‘roll back the frontiers of the state’ (Gamble, 1987), largely ignoring the Royal Commission into the NHS set up by their Labour predecessors, and expressing a more managerialist approach to reforming public services than their predecessors. This is expressed in their first policy document, ‘Patients First’ but the most significant policy document of the early 1980s was instead the NHS Management Inquiry organised by Roy Griffiths, and which reported in 1983. The ‘Griffiths Report’ marks the entry of general management into the NHS on the grounds of making health services more businesslike (Harrison et al, 1990).

Perhaps a little surprisingly, choice was not regarded as an important concept in the Griffiths report (Department of Health and Social Security, 1983) and is not mentioned at all. This is because it placed at its heart not a consumer-based NHS, but instead a customer-based one in which, in line with the past, professionals were to be given responsibility for running health services. The difference was that Griffiths wanted the professionals running things not necessarily to be managers by background, but instead acknowledged that, in many respects, that doctors were the ‘natural’ managers of the NHS. To be clear, Griffiths did not regard doctors in a naïve way, assuming that if they were set free from the state they would automatically deliver high quality care. Instead he made clear that, in order to manage, doctors had to be made accountable for their decisions in far more transparent ways, to understand their decisions carried resource implications, and that they were there to serve their localities. This is made clear in the reference responsiveness in the document, with the idea that the Community Health Councils (CHCs) could form a central part of managerial accountability by hospital managers responding to the information that they provided by formulating policies that would then form the basis of local performance measurement (section 13) This effectively means that CHCs would begin to become customers of the local hospital, moving us closer to consumerism, but given that CHCs were never representative of either patients or the public at large, still some distance from treating patients as discerning consumers of services whose needs must be satisfied.

Choice and responsiveness in 1989 and 1996 

By 1988, it had become clear to Thatcher that the NHS had become a ‘bottomless financial pit’ (Thatcher, 1993) and was in need of more significant reform. The resulting policy document, ‘Working for Patients’ (Secretary of State for Health, 1989) was the result of a long process of argument between Thatcher and Secretary of State Kenneth Clarke (Greener, 2002b, Timmins, 1995a, 1995b) in which the latter largely prevailed in putting in place reforms to introduce a ‘quasi-market’ into healthcare (Exworthy et al, 1999, Ferlie, 1994).

Choice makes a strong appearance in the 1989 document, appearing in a number of ways. Following earlier examples, we are told that patients must exercise a ‘real choice between GPs (section 7.4), suggesting that this choice, which as we’ve seen was meant to be present according to documents as far back as 1944 and 1946, was not working quite as the architects of the NHS planned. This is perhaps because of evidence of doctors preventing patients from moving between practices, resulting in them being explicitly given the right in 1989 to be ‘quite free to choose and change their doctor without any hindrance at all’ (section 7.6). This is a far more consumerist notion than that of 1944 when the emphasis was on the association that comes from choosing a doctor, with no mention at all of changing that doctor, least of all ‘without any hindrance’. This reconceptualises GPs and patients in a way that emphasises exit rather than association, implying that there is little special about the relations between doctors and patients that mean it cannot be conceptualised in the same way as any other market transaction. Instead of a GP service based on association and the expression of voice to deal with problems, this is clearly one based far more on the threat of exit (Hirschman, 1970). 
A second theme following from earlier document was the re-emphasis on the role of the private sector in offering choices to patients. But again, this role had been extended by 1989. The private sector not only offered a choice for patients, but one that is actually good for the NHS. We are told that ‘People who choose to buy health care outside the Health Service benefit the community by taking pressure off the Service and add to the diversity of provision and choice’ (section 1.18). The role of the private sector as a provider to the NHS itself is also made clear, with the idea that ‘introducing more choice into the provision of services will greatly increase the opportunities for managers to buy in services from the private sector where this will improve the services to patients’ (section 9.12) We can also see the deliberate construction of a mixed economy of care; ‘An NHS Hospital Trust will earn its revenue from the services it provides. The main source of revenue will be from contracts with health authorities for the provision of services to their residents. Other contracts and revenue will come from GP practices with their own NHS budgets, private patients or their insurance companies, private hospitals, employers and, perhaps, other NHS Hospital Trusts’ (section 3.6). This marks the beginning of the positioning of the private sector as a co-provider of health services into the NHS; since the beginning of the services history private medicine had worked alongside public through the contentious allowance of private beds inside public hospitals, but now these services were to be offered to NHS patients as a means of increasing choice. 

How was all this choice to work? Two questions appear – how is it to be financed, and who is meant to be making these new choices? The answer to the first is conceptually clearer than the second, but perhaps paradoxically, was to prove more difficult to achieve. Working for Patients is clear that ‘Money must move with the patient so that hospitals which are efficient and effective, and attract more work, get the resources they need’ (section 11.11), putting in place a system where choices count. Unfortunately, this was near impossible to achieve despite the growth of accounting departments after the roll-out of the internal market, with block contracting being about the closest the NHS came to attempting to allocate resources in line with patient demand at that time. We can put this down to the complexity of the information systems required in order for money to really ‘move with the patient’, but also attribute it to a political concern that if money really were to follow choices, it might have significant repercussions for hospitals unable to attract sufficient patients to ensure their continuity. As to who was meant to be making choices, the document is a little ambiguous, but appears overall to represent a principal-agent approach within which GPs , in consultation with patients, make choices on their behalf. We are told that ‘Offering choice to patients means involving GPs far more in key decisions’ (section 4.23) and ‘General practice will play an even greater role in assisting patient choice and directing resources to match patient needs throughout the whole Health Service’ (section 7.1). The choice process is a collaborative one in which GPs act on behalf of patients after discussing their care with them. This again turns out to be important in terms of later conceptualisations of choice. 

In terms of what choices were meant to being made, again a range of possibilities appear from ‘time or place of treatment’ (section 1.12), a ‘wider choice of meals’ (section 1.13), and specific cases where location will be important, such long term care for the elderly. This perhaps represents the clearest example of consumerism; from simply choosing their family doctor in 1944, patients are now being offered a range of additional choices that they can make in consultation with their GPs. 

1989 also made a strong showing in terms of responsiveness, and is the point where it clearly becomes a goal for health services. Responsiveness appears in a number of contexts. First, there is the idea of responsiveness through decentralization (as in the 1970s reforms), in which by passing control over health services from the centre to more local levels, so we read that ‘to make the Health Service more responsive to the needs of patients, as much power and responsibility as possible will be delegated to local level’ (section 1.8) But 1989 took these ideas further as we have already seen, as the reforms’ goals were explicitly specified as ‘to extend patient choice, to delegate responsibility to those who are best placed to respond to patients' needs and wishes, and to secure the best value for money’ (section 13.5). Again, responsiveness was to be achieved not by giving greater power to patients at this point, but instead by giving greater power to those that can respond to them – less a consumer model of health services than a principal-agent model because of its retention of the idea that staff have a vital role to play in directing patients through health services. This was clear in the 1989 White Paper’s repeated suggestions that staff responsiveness would be key in improving health services with the claim that there would be ‘greater satisfaction and rewards for those working in the NHS who successfully respond to local needs and preferences’ (section 1.8). 

So responsiveness in 1989 was about increasing patient choice initiative by staff treating patients as customers, but not consumers of health care. The difference between the two is key – patients were not driving reforms through the suggestion that they knew better than clinicians what their needs were, but instead staff in health services were meant to interpret their needs through the use of their expertise, and to respond by giving the appropriate care. Patients were therefore not constituted as active consumers, coming for care with their own agendas and ideas, but instead with generalised needs that the NHS was there to satisfy (Greener, 2003).

By the middle of the 1990s, it appeared that health policy, from this highpoint of the advocacy of choice, had undergone something of a ‘becalming’ (Wainwright, 1998) and in retrospect, the furore over the introduction of the internal market had led to far less than promised, an example of the ‘bland leading the blind’ (Klein, 1998). The last White Paper of the Conservative era, published in 1996 (Secretary of State for Health, 1996), introduced two new uses of choice that again, were built upon later. First, there was an example where choice illustrates how difficult it is for the government running the NHS; ‘difficult choices about service and patient priorities sometimes have to be made’ (‘Setting priorities’). This was to be continued as a theme by Labour after 1997. Second, there is the idea that choices required the greater availability of information for patients, beginning to suggest that they might make choices more independently of their doctors, that the partnership of choice of 1989 was gradually making way for a model in which patients make choices for themselves. It was now the role of the NHS ‘to provide information to patients and the public so they can make informed choices about their own lives, know what action to take to help themselves, know when and how to seek help, and so they can take part in decisions and choices about care and treatment’ (‘information’) and People need good quality information…on how to stay healthy and choose healthy options’ (‘a well informed public). These examples suggest not only a more individual model of choice, but a broadening of the choice remit to include choice not only of treatment, but also of lifestyle – that as well as patient choice the NHS had a role to play in public health. Choice was a general health issue, following the publication of ‘The Health of the Nation’ in 1992 (Secretary of State for Health, 1992), a move toward the government accepting that the NHS needed to play a more active role in public health, but also suggesting that the public needed to ultimately take responsibility for making healthy decisions.

Responsiveness in 1996 had claims based around three ideas. First, in continuity with 1989, the idea it is staff that are central in responding the needs of patients, there is an acknowledgement that this is not just about clinical competence; ‘The delivery of high-quality, responsive patient services relies not only on effective clinical skills but also on a wider range of competencies’ (‘A Highly Trained and Skilled Workforce’). Second, that responsiveness means differing things in different contexts, suggesting the NHS needed to become more differentiated in its care to provide ‘a responsive service sensitive to differing needs’ (‘Realising the ambition’) but also to different circumstances between rural and urban locations. Third, there is the beginning of suggestion that patients are not only figures receiving care from professionals, but that they have a bigger role to play. There is the suggestion that the relationship between ‘patients and professionals is changing’ (‘Professional development’) and that the service is no longer about meeting patient needs, but instead represents ‘the ambition of a high quality integrated service that is sensitive to the needs and wishes of patients’ (‘A responsive service’), moving us beyond needs to wishes, and closer, again, to a model of responsiveness that is more consumerist.

Choice and responsiveness under New Labour

By 1997, Labour had been returned to power, and quickly produced a new White Paper presenting their view of health organisation (Secretary of State for Health, 1997). Remarkably in terms of subsequent policy, there is no mention of patient choice at all – the White Paper instead suggests that the internal market experiment had failed on the grounds that it was wasteful and ineffective (section 1.22), and was counterposed with the ‘command and control’ model that Labour claimed to exist prior to it, in order to demonstrate a third way between the two that took the best of both systems to remould the NHS (Greener, 2004b). The internal market was not abolished, however, despite Labour claims, with the purchaser provider split remaining in place, but in a different guise (Powell, 1998). In terms of choice, the two main occurrences mentioned are in relation to the difficulty of governmental action in terms of the NHS with talk of ‘tough choices facing the NHS’ (section 1.24). The second mention moves us back to producer-led choices again, with a discussion of organisational choices. We are told about choices available to the new Primary Care Groups, but more significantly, how new budgeting arrangements will ‘give GPs the maximum choice about the treatment option that suits individual patients’ (section 9.8), which clearly suggests that it is GPs that make choices, but that they must do this on the individual level, finding the treatment that suits the particular patient before them. Labour then, did not appear to regard patient choice as central to their policy, with their organisational model becoming clearer through their usage of responsiveness.

If choices were few in 1997, there was a great deal more mention of responsiveness. First, there is the continued idea of making the best use of staff to achieve greater responsiveness, and that the staff best-placed to respond are those closest to the patient so that primary care professionals such as nurses or doctors are ‘best placed to understand their patients' needs as a whole and to identify ways of making local services more responsive’(section 2.7), but this is taken rather further, with the suggestion that organisational development techniques and that the ‘NHS Executive will work with the health service locally to promote the organisational and personal development that must support clinicians and managers as they put these new arrangements in place and respond to the new challenges’ (section 10.4). Along with responsiveness, there is also a new emphasis on accountability, with responsiveness often being equated not only in terms of its service provision through staff, but with claims that the NHS needs to become ‘more responsive and accountable’ (section 4.19), linking the idea not only to consumerism but also to citizenship. 

Perhaps the most significant idea present in the 1997 White Paper however, comes in its continued movement closer to consumerism present in the statement that ‘rising public expectations should be channelled into shaping services to make them more responsive to the needs and preferences of the people who use them’ (section 3). This is close to the 1996 ‘needs and wishes’, but takes the idea even further in claiming that the public have a role not only in terms of having needs and preferences to be fulfilled, but that they also have expectations that can be utilised as a pressure for shaping health services. This is not about professionals responding to needs anymore, but instead about professionals facing patients who have a clear idea of what service it is they want, and making sure that they get it. Patients are moving beyond the customer model of 1989 in which the interpretation of their needs is the responsibility of doctors, to a position where doctors must now act on their ‘wishes’ or ‘preferences’ – patients are being positioned as fully-formed consumers.

By 2000, and the release of the NHS Plan (Secretary of State for Health, 2000) this reference to health consumerism is becoming far more obvious. We are told again that ‘patients have the right to choose a GP’ (section 10.5), but in a combination of the approach of 1996, that ‘to make an informed choice of GP, a wider range of information about GP practices will be published’ (section 10.5), linking choice of GP with available information. Again, we are told of tough choices facing the NHS, the ‘issue is not whether the NHS has choices to make about these priorities, but how these choices are made’ (section 3.32). 

Who is making choices in 2000? Once again, it appears to be GPs rather than patients; ‘Since 1999 the creation of primary care groups has restored choice of referrals to GPs’ (section 10.7) and ‘the choice GPs are able to exercise on behalf of their patients is important’ (section 10.7). Where patients were to be given more choices was in the route through which they access the NHS; we are told that ‘patients are to be given more choice about accessing the NHS’ (section 1.11), and ‘patients to have choice emailing or phoning their practice for advice and booking appointments online’ (section 1.11). This last idea, again is new to the NHS, and suggests a movement towards a more flexible mode of health provision than had been the case in the previously. If giving new choices to patients was not central to New Labour’s reform agenda in 2000, however, this quickly changed with a flurry of subsequent documents placing it as central to their idea of health reform (Department of Health, 2003, 2004, 2006, Minister of State for Department of Health et al, 2005, Secretary of State for Health, 2002).

As in 1989, we are told that patients are to be given additional choices over hospital food as well as a new right, that of ‘treatment at a time and hospital of the patient’s choice’ (section 10.20) in the situation where their operation has been cancelled and another binding date cannot be offered within 28 days. This is a hark back to another Conservative policy of the 1980s and 1990s, the Citizens’ Charter, which attempted to introduce a series of clearly specified rights for care that would allow patients to know more clearly that standards of service they could expect. In many respects we can view Labour’s health policy as a series of pragmatic responses to previous policy initiatives, but they are all based around a particular language– that of consumerism as a means to drive up responsiveness.

Responsiveness is as central to the 2000 document as it was in 1989, but again takes the idea further. In terms of staff responsiveness it is a matter not just for the development of skills for clinicians and managers when in-post, instead it is now far more central so that ‘there will be reforms to the health curricula to give everyone working in the NHS the skills and knowledge to respond effectively to the individual needs of patients’ (section 9.18). The idea of responding to the ‘individual’ is present everywhere, ‘today successful services thrive on their ability to respond to the individual needs of their customers’ (section 2.12) – a statement that would have been unthinkable in a health policy document even twenty years before, and this is further emphasised by making clear that ‘the NHS must also be responsive to the different needs of different populations in the devolved nations and throughout the regions and localities’ (section 4), continuing with the theme of responding to difference present in other documents. We are told that greater responsiveness must occur in provision of food (section 4.16) and that the NHS may provide a ‘good and reliable service. But it is simply not responsive to their needs’ (‘introduction’). We also see that a new context for responsiveness around patient complaints where ‘the government will act to reform the complaints procedure to make it more independent and responsive to patients’ (section 10.21), giving the newly created health consumers not only the right to be heard in their interactions with health professionals, but a reassertion of the right to complain if they felt their voice was not being taken enough into account.

Conclusions

The analysis of policy documents in this way suggests a number of conclusions.

First, that choice agendas are not inextricably associated with competition-based reforms, but often come to be linked with them as the means by which health services are meant to become more responsive. Instead, there is an alternative history of policy based around health service responsiveness that has little to do with choice agendas, but instead is based around attempting to make staff more responsive to patients through other means. Choice and responsiveness come to be closely associated at particular moments of health service reform (1989 being an obvious example), but choice does not automatically lead to competition (as in GP choice), and responsiveness can be achieved through other methods than offering patients greater choice. There is clearly a link between choice (exit) and voice, but it is, as Hirschman suggested, rather more complicated than a relationship of substitution (Hirschman, 1970). We cannot assume that offering exit is either appropriate or possible, and fostering responsiveness through voice may yet prove to be a more viable alternative (Minister of State for Department of Health et al, 2005).

Second, that choice in the NHS is not new, that in fact it has been present in health policy documents since before the creation of the NHS. Health services in the UK have always been based on the principle that individuals have the right to choose their own GP. What has changed is the nature of the relationship they appear to have with that doctor; it has gone from being an ‘association’ in the early days of the NHS to one in which it is easy to change doctor or change practice in today’s NHS. In Hirschman’s terms, we appear to have gone from a situation of wishing to negotiate care through a process of voice, and an association of loyalty to public services, to a situation instead where only exit through making a different choice is advocated (Minister of State for Department of Health et al, 2005). When combined with a reform agenda that places individual patient choice at its centre, we appear to have created a model where patients, positioned as consumers, can make demands upon GPs with the threat of exit, and where they do not receive what they want, keep moving until they find a doctor amenable to their requirements. We are not advocating a return to the days where patients found it impossible to change GPs, or where GPs were able to ignore patients’ needs. However, treating GPs as service providers that can be dismissed at will goes against the ideas of ‘family doctoring’ upon which the UK health system was founded, and we must ask questions as whether this is really necessary or desirable.

Third, claims that consumerism have become central to the NHS can be justified in terms of the way that policy has positioned and described the role of patients, but that the process through which patients have become repositioned as consumers has been far more incremental than is often presented – health policy did not undergo a big bang, in which suddenly patients acquired new rights, but rather this has been a long and drawn out process where a rather slower evolution has occurred. By the 1970s we can see a discourse around achieving greater responsiveness through decentralisation emerging as well as the founding of the CHCs which, whilst hardly positioning patients as consumers, did provide a means for attempting to provide greater local service accountability in a similar way to organisations such as the citizens advice bureau or consumer organisations specific to other industries. This discourse of decentralization continues into the 1980s through the ‘Griffiths reforms’, until we reach ‘Working for Patients’ in which, we have argued, patients are positioned at customers, with their needs being interpreted through health professionals and being met that way. After this, we see a gradual further move to health consumerism, with health professionals being urged not just to respond to needs, but also patient ‘wishes’, an acknowledgement that rising patient expectations can be used as a driver of health reform. The birth of the health consumerism has been a long one, but also something of a confused one. This is because it is not always clear exactly who is meant to be making choices for patients. In 1989 it is usually GPs, but often GPs and patients together. By 2000 it is usually still GPs, but this seems to have been abandoned in policy since that time which suggests that patients, largely unaided, will be choosing both the location and time of their treatment, which again moves us towards the health consumerism which often appears increasingly advocated in later policy documents. In subsequent reforms it has become clearer that it is patients that are meant to making choices in healthcare, but it is less than clear exactly how these choices are meant to be made. 

A fourth claim is that that the slow evolution of responsiveness and choice allows us to see different models of health consumerism and its link to responsiveness, and this allows us to assess the viability of each. In the 1970s we see responsiveness being pursued through the greater involvement of health authority members, a model based very much on local accountability through council operations. By the 1980s this democratic element appears to largely disappear, but is reinstated in 1997 when ‘responsive’ and ‘accountable’ frequently appear together , although the means by which this is mean to be achieved are often unclear. However, there is clearly a link between responsiveness and local accountability that is a coherent approach to reform, and an alternative to the idea that responsiveness can only come from market-based reforms. 

If we have a model of health reform in which choice drives responsiveness, then it carries with it the implication (although it seldom appears in policy documents) that competition will be the means for this. This has two variants; the 1989 one in which GPs act on behalf of patients, and the new model, post-2000, in which fully formed health consumers make the choices either with their doctors or through their doctors. Responsiveness is therefore achieved by the threat of patient exit to another GP, where the patient is not given what he or she wants, or through the choice the patient makes not being up to scratch, in which case complaint as well as exit will probably occur. This appears to be the dominant model of choice and responsiveness in present reforms, but asks rather a lot of patients in asking them to choose between health services where both little or no information exists, but also presumes that patients actually want these choices, when there is very little evidence to suggest that they do (Fotaki et al, 2005).

The 1989 model, in which GPs refer in consultation with patients, is therefore more plausible, and it also seems sensible that health services need to become more responsive to issues such as waiting and the preservation of patient dignity than they have been in the past. However, choice and exit are not necessary for either of these things to occur – instead the recent refocusing on complaint offers the potential for patients to engage in voice rather than exit, and so improve services not just for themselves but also for others. This raises a concern raised by Hirschman, that it is often the most eloquent service users, that is those most likely to complain, that exit first in a system based around a small private sector and a large public one, because it is they that choose to go to the private option. However, if it is the case that waiting time remains the most important driver of patients from public to private sector, then this becomes much less of a concern when waiting times have fallen as much as they now have in the NHS. Paradoxically, the use of private and not-for-profit services to increase capacity in local health economies has the potential to lead to those same providers being forced to exit because, when waiting times fall far enough and public services are able to meet demand, their capacity may no longer be required, and so there be little requirement for more than public provision. This emphasises that voice may be more viable long-term as a means of securing responsiveness than choice, and the use of patient complaint is vital means for securing this, provided that managers can focus on ensuring that complaints are investigated independently and quickly.

As to what has driven the movement towards health consumerism, there seem to be two possibilities. First, is the version present in policy documents, that consumerism has arisen as a result of the lack of responsiveness in the past, with patients having had to wait too long, with wards not being clean enough, and with medical records often going missing, and because of these problems, and the rise in consumer expectations generally, the present is not good enough. There is clearly an element of truth in this – health organisations have often been careless in their dealing with patients. But the second explanation, that health consumerism has been deliberately ‘stoked up’ through Secretaries of State continually raising the expectations of patients in health policy documents and speeches, also bears some scrutiny. The view of patients as consumers often describes a view of the world entirely foreign to patients or professionals within health services, and which is based on assumptions about health organisation that, as we have suggested above, may be neither viable nor what patients want. It often appears as if policymakers, by positioning patients as consumers, are hoping to achieve a legitimacy for reforms by speaking for the ‘people’, that cannot be achieved in the implementation of those policies.

Our final point is that it is noticeable that choice increasingly has another element to it – that of patients taking personal responsibility for health choices. This is the ‘new public health’, in which government increasingly seeks to pass the responsibility not only of making choices for the time and place of treatment to individuals, but also makes it clearer that patients are responsible for the choices in their everyday life (Peterson & Lupton, 1996). The often hidden side of health consumerism is that patients are positioned not only as choosers of treatment, but also as choosers of lifestyle, and that they must take greater responsibility for making healthy choices of food and exercise. This is clearly a significant move; for much of its history the NHS has focused on the provision of treatment for illness rather than the education of the public to be healthy. Health consumerism, however gives patients the right to demand what they wish from health services, but also greater responsibility for what they wish for. If patient choice is taken to one extreme, patients could request treatments that have unproven efficacy, but to have to take the responsibility for those choices. At the same time, choices about lifestyle and exercise taken over a number of years can have profound implications for an individual’s health that might not be apparent whilst the person is, for example, drinking and smoking. If the state is warning individuals that such behaviour is likely to damage health, and the language of ‘touch choices’ facing health services in the future is also becoming increasingly prevalent, it may be that the NHS will increasingly refuse to act as a safety net in future years, as health services might become increasingly be prioritised.
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