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Executive Summary

The extra funding promised for the NHS has been providéal; public spending on the NHS in
England has increased from £44.9bn in the first year of the NHS Plan@2000 £76.4bn five
years later (20006), an increas of roughly a third in real termgt a significant juncture haiivay
through theNHS Plan (DoH, 2000and towards the end of the most significant increases in
funding, this report seeks an answer to the pertinent question: is the extra money working?

The high-profile targets: Nearly all d the highprofile targets the report looksiastaffing,
facilities, waiting times, cancer care and coronary heart diseasarly all have been met. As a
result the NHS has registered some significant impromemearticularly with regard to waiting
times.

However the report notes a number of caveats even to these achievements, the most significant of
which is the abysmal performance on public heaklbr example, besity rates have risen by a
staggering 50% since 1980; nearly 25% of the adult population and 6% of boys and 8% of girls
(aged 215years) are now clinically obese.

6Beyond6 tlLbokingtbeyond thesestargets, the report finds NHS performance is subject
to serious shortcomings, partiatly in mental health and stroke care. The general lack of
improvement is paralleled by i) damning statistics provided by the ONS on NHS productivity,
which has almost certainly fall&énpossibly by as much as 0.5% per annum even when accounting
for qualty T and ii) by insignificant improvement on patient involvement in care.

International comparisons: The report uses the latest OECD Health Data (2006) to compare NHS
performance to that of healthcare providers across the OECD. Crucially, it firdslghas a
system remains inferior to other providers and, in many cases, is falling further behind:

1 Even accounting for recent increases, in 2005 the UK rankedsbf 27 countries in
terms of the number of practicing physicians per 1,000 of the papuld®erhaps as a result
the number of surgical procedures in the UK has, incredibly, fallen since 2000 contrary to
almost every other OECD country except Germany.

1 On the number of agadjusted CT scanners per million of the population, the UK actually
ranked the lowest in the OECD except Mexico.

1 TheNHSisstillaworld eader i n terms of access cost s,
despite improvements in waiting times still comes last in a survey of six countries by the
Commonwealth Fund atuding three other countriésAustralia, New Zealand and Canada
T that have traditionally struggled on waiting times.

1 Patient engagement is also comparatively poor; fewer NHS patients said their doctors
involved them in decisions, were given a casngb manage their condition or received
opportunistic advice on disease prevention.

The NHS fairs equally badly on health outcomes. Looking at the most recent OECD Health Data
(2006) on mortality rates andpoporaeanhtba/B)oy ¢ &Y
for all disease, health outcomes have improved, but are lacklustre compared to other countries:
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On PYLL for unde+70s only four out of 26 countries have performed worse than the UK;
UK performance has been so bad that it h#ierf two places from 17to 19" on absolute
PYLL between 1999 and 2003.

The UK faired slightly better on mortality rates, but eleven countries still outperformed it
and the UK6s comparati ve po s"outof@6rcountésmai ns

This poor performance has been reflected in specific diseases. The UK is the only country
of the more advanced nations in the OECD to register virtually no improvement in mortality
rates for stroke care between 19883. Fatalities from strokes arear or above 100%
higher in the UK than Australia, Canada, Japan, Sweden, Switzerland and the US.

The NHS has been less successful than rival health systems in tackling cancer on PYLL for
under70s, except Australia, the US and France.

The UK has Bown the greatest decrease in PYLL for undi@s from coronary heart
disease, which is commendable, but absolute levels are still way in excess of other OECD
countries, with the exception of the US.

That productivity and international performance areaw dispels the possibility of arguing NHS

6successesd outweigh any ar eas o lnhthevast majotih a t
of areas improvements in the NHS have in no way increased in proportion to the vast sums of
money ploughed intositcoffers.Is the extra money working? To a limited extent one has to say
yes, for there have been achievements; most

waits for elective care is apparently being reversed. But is it working anyi#tengne would
hope? Definitely not.
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Chapter 1: Introduction

At a significant juncture half way through thedS Plan (DoH, 2000and towards the end of the
most significant increases in funding, this report provalesview of NHS performance from
200006. It seeks an answer to the questions: is the extra money working and has NHS
performance increased in proportion to its expenditure? To do so the report explores four key
areas, all in terms of both patient expace and health outcomes: services subject tergtie
targets, services beyond these targets, productivity and NHS performance compared with other
countries.

TheNHS Plan (DoH, July 200®jignalled a teryear period of reform for the NHS, the uédsof a
government decision to reverse decades of umdestment in the UK health system through
increasing funding 6by one half in claédr ter ms
time, the government aimed to bring spending on healtb thee EU average; in 1998 total health
expenditure in the UK was just 6.8% of GDP compared with arnaighted EU average of 7.9%

and an incomeaveighted EU average of 8.48%0nly Luxembourg among EU member states

devoted a smaller share of GDP to heaRy contrast Germany spent 10.3%.

The proposed increase in funding was historically unprecedented, but seen as necessary to
revitalise a casistrapped and floundering NHS. The Wanless Report (2002), commissioned by
HM Treasury, supported this view aastimated a cumulative shortfall in NHS spending of

£4.4bn over the 1980s and 1990s compared with other EU couhtiiemparative study

published by the OECD in 2001 provides evidence of the apparent effects of this. It showed the
UK health system tbe in a somewhat depressing stateawss other developed countries,

revealing substantial differences between the UK and the best performers for key measures such as
life expectancy, infant mortality, premature mortality and survival rates from canddreart

disease. The UK also had significantly fewer medical professionals per head of population and
utilised medical technology leSsAn even more alarming statistic is that calculated by Ellen

Nolte and Martin McKee: on mortality amenable to Headtethe UK was the worst performing
healthcare system surveyéua 2000°

! The NHS Plan, 2000, Introduction Byie Rt Hon. Alan Milburn MP, Secretary of State for Health

2 OECD Health Data, 2001 in: Wanless, D, Securing our Future Health: Taking aleomgView, Interim Report,

HM Treasury, 2001, ch.5

¥ OECD, OECD Health Data 2005

*Wanless, D, Securing our Future Health: Taking a Ldegn View, Final Report, HM Treasur2002, ch.7

® OECD, OECD Health Data 2001: A Comparative Analysis of 30 Countries, 10th anniversary

6 Nolte, E and McKee, M, Measuring the health of nations: analysis of mortality amenable to healthcare, BMJ,
2003;327.Mortality amendable to healthcapea t t e mpt s t o capture more precisely
by using mortality data related to specific conditions that should be preventable through appropriate medical
interventiono. See p.3 for a Iist of diseases include
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Fig.1

Amenable mortality +
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The sentiment of this is echoed in the NHS Plan, which begins:

AiThe NHS is the public service miistmanyachievenientdhtiie t h e
NHS has failed to keep pace with changes in our society. Too often patients have to wait too long. There are
unacceptable variations in standards across the country. What patients receive depends too much on where
they live ad the NHS has yet to fulfill the aspiration to provide a truly national service. Constraints on

funding mean that staff often work under great pressure and lack the time and resources they need to offer
the best possible service.

NnTo tackl e ,thédgogemmentrhas idcidecht® make an historic commitment to increase the
funding of the NHS over the next four years. The
investment in the NHS provides the funding that doctors, nurses, dentistgidisermanagers and other

staff have called for over the yearso

The NHS Plan outlines how the NHS is to use this extra funding to improve the service it offers.
Particular emphasis is placed on cutting waiting times for treatment, tackling cliniaéigsitfor
example cancer) and on public health. It lists a large number of targets for the NHS both in these
areas and others, such as staff numbers, ward cleanliness and patient records. But the NHS Plan
also points the way to a new delivery systentifi@ NHS that is more patienéntred and primary

care based, with measures such as NHS \Walkentres and NHS Direct. It also proposes a hew
contractual environment for NHS staff (to provide correct incentives for better performance) and a
new relatioship between the NHS and the private sector.

I n a sense the NHS Plan is a strategy documen
NHS according to priorities for improvement. It therefore builds on the idea that poor performance
could be gplained, at least in part, by the fact the UK spent a significantly lower proportion of its

GDP on healthcare than its counterparts. But the NHS Plan also advocates reform in order to use
the extra funds to maximum effect, citing lestgnding inefficien i es i n t he NHSO st
practice. Using crossountry comparisons, Elizabeth Docteur and Howard OxXddD, 2003

show how O0the best [health] outcomes are not
or vol ume 8dHelogimlr viceslbusi on is that o6there ma
simultaneously reduce costs whilst nidahent ai ni n
government recognises the NHS is no exception to this.

"The NHS Plan, 2000, ch.1

8 Docteur, E and Oxley, H, Healthcare Systems: Lessons from International Experience, OECD, 2003, p17. Citing:
Moise and Jacobzone, 2002, Roos et al., 1990 and Roos et al., 1992 respectively.

° Docteur, E and Oxley, H, HealtheaSystems: Lessons from International Experience, OECD, 2003, p17.
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Although much of the NHS reform is still ongoing asaime way from completion, the fact that the
NHS has been subject to both reform and significant increases in money means it is reasonable to
expect, at the very least, tangible improvements in the services it provides. However, it should be
pointed out athis stage that, whilst a picture of the reforms is necessary to place analysis in its
proper context, this report does not seek (at least primarily) to providedaptim critique of the
reforms and their effectiveness. Nor does it aim to desaftilyghe extra money is or is not
working, although explanations will inevitably suggest themselves. This report solely seeks an
answer to the questiors the extra money working?

To do so it seeks answers to t hhheonfeylol asisreg sque
the NHS:
1 How much more is being spent on healthcare?
T Have the governmentés key targets for the
1 Has NHS performance improved beyond the targets, in particular:
a. Has NHS performance improved where there has not beerieigquigets?
b. Has patient experience improved?
c. Has productivity improved?
1 Has the NHS improved w&vis other countries?
1 Isit, after all, too early to reach a reasonable conclusion, given that reforms are ongoing?

An overview of the reforms to date is faiin Annex 1. In answering these questions the

preference of this report will be to use wherever possible statistics that discount effects which are
not related to the health system in favour of those that aim to focus solely onrbkzaét

matters. For example, measures such as mortality from disease and potential years lost to disease
will be preferred to simple life expectancy or infant mortality. This enables the effect of the NHS
on health outcomes to be isolated as much as possible from anyatxeffects.

Promises of extra funding provided the NHS with a unique opportunity to improve its performance
across the board and become a truly wotéss healthcare system. Has it grasped the
opportunity?
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Chapter 2:
How much more is being spenbn healthcare?

The answer is a lot more. The government has kept its promise of extra money for the NHS and
has, by and large, delivered the amount it set out to provide in the NHSHRiaR. illustrates

how total pilic spending on the NHS in England has increased from £44.9bn in the first year of
the NHS Plan (20001) to £76.4bn five years later (2606).1° This represents an increase of

just under half in cash terms and just under a third in real terms (taR@04:5 price levels,

using GDP deflators) as was promised in the NHS PlaSignificant increases in the NHS

budget are set to continue until at least 2087 The fiveyear settlement announced in the 2002
Budget (2002/032007/08) will see expenditerin the NHS rising at an average of @ed cent per
annum in real terms, projected to reach £92.6 billion by 207

Fig.2"®

£ million

1999-  2000- 2001- 2002- 2003- 2004- 2005- 2006- 2007-

2000 o1 02 03 04 05 06 o7 08

outtumn outturn  outtum outturn  outumn est'd plan plan plan
outturn

Total Public Spending

NH5%® 41,241 44,881 52,469 56,083 63,000 69,708 76,388 84,324 92,643

Fig.3 shows there has been a corresponding increase in total public expenditure on health, which
has risen from £54.3bn RD00-01 to £89.4bn in 2005/8. Public health expenditure now stands
at 7.3% of GDP, up from 5.6% in 2000 °

Fig.3 Health and education spending

120

£ billien —
]

WG WE- W05 00508 20060 200708

Scurce: HM Tressury ||:|H-uhh [E Educaton

19 Department of Health: Departmental Report 2005, ch.3.

™ HM Treasury, Public Expenditure Statistical Analyses 20086, ch.1.

2 National Audit Office, Financial Management in the NHS 260&bndon: NAO, 7 June 2006. Available at:
http://www.nao.org.uk/publications/nao_reports@05061092_|.pdf

13 Department of Health: Departmental Report 2005, ch.3

14 HM Treasury, Public Expenditure Statistical Analyses 2006, Table 3.2. Total pubdinditure on health includes

that on the NHS, but also and other health expenditure, for example public health campaigns, NHS pensions, personal
social services and the Food Standards Agency.

*HM Treasury, Public Expenditure Statistical Analyses 2006|eTa4.
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The OECD Health Data series shows similar trends. In 2000, health expenditure (including
private expenditure) ithe UK as a percentage of GDP was 7.3 per cent; by 2005 it was8.3%.
Similarly, health expenditure per capita rose from below the OECD average at around $1,750 in
2000 to closely matching the OECD average at $2'54@®004 (per capita, US$ purchasing
power parity).

Summary

The government has met its promise of extra funds for the NHS, providing for huge investment,
way in excess, for example, of the £4.4bn shortfall described in the WanlessRdpisrivorth
re-emphasisingin the past five yaa the NHS has had an extra £31.5bn pumped in&dntost
doubling its expenditure. Has performance followed suit?

® OECD, OECD Health Data 2008low does the UK compare, June 2006. The pyiriicate mix of health
expenditure remained fairly constant at around 83% to 17% respectively.

" OECD, OECD Health Data 200Blow does the UK compare, June 2006

8Wanless, D, Securing our Future Health: Taking a L-degm View, Final Report, HM Treasury, 2002, ch.7
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Chapter 3:
NHS performance O6on t he

The NHS Plan (and other subsequent damis) contained a number of targets that the NHS and

its organisations were expected to meet, given the extra money at its disposal. The targets cover
all manner of things from staffing levels to leteym targets for the reduction of mortality rates

for cancer and coronary heart disease (CHD). Taken as a whole they represent the areas in which
the NHS was perceived to be failing its patients the most.

This section takes a look at how well the NHS has done in meeting certain key targets. Such an
anay si s of NHS performance is 6on the gover nmetl
generally having a clincial basis, were laid ddwnthe governmeras its priorities for the NHS.

In this respect they represent the bare, though significant, minineiNHIS should have

achieved.

Staffing
The NHS Plan states boldly that: Obetween now
1 7,500 more consultants,
1 2,000 more GPs,
1 20,000 more nurses,
1 over 6,500 more therapists ani other heal't

Sirlan Carruthers in the Chief Executivebds Repor
there were over 1.3 million people employed in the NHS, which represents an increase of over
307,000 people since 1997. Between September 1997 and Septembere@fél tumber of
doctors employed in the NHS increased by over
Within this period (and specific to the targets in the NHS Plan), the number of GPs and nurses
increased by 3,050 and 68,000 respectively bet8682004%* The number of consultants

working in the NHS also increased by 7,330 to 308%Md the number of allied health

professionals (such as physiotherapists, dieticians and radiographers) by 11,040 t6°58:@60.

targets have been achieved.

However there are two points that should be noted. Firstly, alongside the increases in clinical

staff, the number of nedlincial staff has also increased significantly. For example, NHS
management has increased from 12,273 to 33,810 betweer20997arincrease of 58%' As a
percentage of NHS staff, this represents an increase of 3.2%. The value for money of this increase

¥ The NHS Plan 2000, para.5.4

2 sjr lan Carruthers, Chief Executive Report to the NHS, June 2006, ch.5
http://www.dh.gov.uk/PublicationsAndStatistics/Publicas/PublicationsPolicyAndGuidance/PublicationsPolicyAndG
uidanceArticle/fs/en?CONTENT_ID=4135795&chk=90vhdh

%L DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 5.1

#2 Healthcare Commission, The State of Healthcare 2005, évAilable at:
http://www.healthcarecommission.org.uk/nationalfindings/stateofhealthcare.cfm

% Healthcare Commission, The State of Healthcare 2005, ch.1

%4 Department of Health (2003)HS HCHS AND GP Workforceondon: Department of Health. Available at:
http://www.publications.doh.gov.uk/public/mastablessept2003.xlIs
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i s at best questionable, despite the suggest.i

6unmhanagedd Previousl y.

Secondly it appears the increase in the number of nurses employed by the NHS may be excessive

given recent job losses. In March and April 200600 jobs were cut in the NHS, with the Royal
College of Nursing (RCN) predicting 13,000 more. An RCN surveglaoted in April of 660

hospitatbased senior nurses revealed that 45 per cent said there had been redundancies or a

reduction in nursing posts where they wétkThis is not necessarily the fault of the target,
because the increase in nurses has beem éxcess of it, but something has gone wrong, most

likely in the hospital management directly responsible for budgeting and staffing levels. Despite
the increases, a Healthcare Commission patient survey in 2005 actually revealed as little as 58 per

centof patients thought there were O0al ways?©d

or

them in hospital, with 11% sd&ying there were

Facilities

The NHS Plan promised to provide:

1 7,000 extra NHS beds by 2004, of which@)>o be in general and acute wards and 5,000

in intermediate care.
1 50 new MRI scanners to increase procedures by 190,000
1 200 new CT scanneisl50 replacement plus 50 additioiiab increase procedures by
240,000
over 100 new hospitals by 2010
1 moden IT in every hospital and GP surgery
1 clean wards, better fodd.

=

Hospital beds

Even with the best political spin it is not possible to argue that the number of NHS beds has
increased by 7,000 since the publication of the NHS Plan in 2000; in fact #maigeend of

falling beds has continued. Fig.5 shows how the total number of available beds has actually fallen

from 186,091 in 2000/01 to 181,784lpasof 4,307 beds (fig.4}° The target has not been met,

but this can be qualified. Firstly, theresiH@een an increase in the number of acute beds by 1,549

and the number of intermediate care beds by 4%86t too far from the targets of 2,100 and
5,000 by 2004 respectively (though still less). The number of critical care beds have also
increased fron®,343 to 3,278 as of January 2066Thus nearly 7,000 extra beds have been

provided in the areas targeted; the problem for the government is that another 9,000 or so were

taken away from other sectors.

Secondly, whatever the intention of the NHS Pitis, not clear the government was correct in

calling for anoverallincrease of 7,000 beds. At the same time as the number of hospital beds has
fallen over the | ast twenty years by 31 per c

®The Kingés Fund, An | ndepende n2005AMatch 2005F.62t he NHS
% http://news.bbc.co.uk/1/hi/laéth/4931626.stm See alsohttp:/news.bbc.co.uk/1/hi/uk/4893874.samd
http://www.guardian.co.uk/uk_news/story/0,,1809134,00.html

" Healthcare Commission, Patient Survey: inpatients, 2005

2 The NHS Plan 2000, ch.4

2 DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 4.3.1

%9DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 4.3.1

31 Department of Health, NHS Performance Statistics, AOF@3a. Available at:
http://www.performance.doh.gov.uk/hospitalactivity/data_requests/download/critical_care_beds/ccbed_ts.xls
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anda34% i ncr eas e *iCrarlytleNHS msdeveldped an ability to treat more
people and do it faster. Productivity is a debate that will be reserved until Chapter 5, but the NHS
Confederation have a point wh enatndcdssanlytherightue O0Db
pl aces to be put t i**nAithouglathetaagetiwas ndl M it mag Isahe.beena 6 .
good thing, particularly given the current emphasis of shifting services towards primary care.

Fig.4
Table 4.3.1: Average daily number of available beds in wards open overnight
Year Totalexc  General Acute Genatric Mental Learning Maternity Day only  Intermediate
day only & acute illness disability Care beds

1999/00 186,290 135,080 107,218 27,852 34173 5,834 10,203 7.938 4242
2000001 186,091 135,794 107,956 27,838 34,214 6,316 9,767 8,155 nia’*
2001/02 184,871 136,583 108,535 28,047 32,783 5,654 9,812 8,036 7.021
2002/03 183,826 136,679 108,706 27,973 32,753 5,038 9,356 8,544 7,493
2003/04 184,019 137,247 109,793 27,454 32,252 5212 9,309 3,813 8,697
2004/05° 161,784 136,123 109,505 26,619 31,667 4,899 9,095 9,160 5,928

2005/06 Q2 - - - - - - - - 9,771

Source:  Department of Health, KHO3 & LDPR

Scanners

Governmentstatst i cs cited in a Kingbs Fund report r ¢
provided with 113 new MRI scanners and 223 new CT scafthacsyally in excess of the target,

thereby increasing numbers per million of the population to ¢.5.0 (from 2@ and c.7.0 (from

5.5 in 2000) respectively. The number of scans carried out has consequently also increased; by
61.3% for MRI scans and 57.5% for CT scans since 1999/2000.

New hospitals

This is an important pi | dgaforthe NHSfinvestmgnoivrew n me n t
hospitals is vital not just to revamp those that aredatd, but also to create new capacity.

Capital spending has increased more rapidly than overall expenditure in the NHS; from £1.2bn in
200001 to an estimated £#bn in 20056:

Fig.5
£ million
2000- 2001- 2002- 2003- 2004- 2005- 2006- 2007 -
o1 oz 03 04 05 05 oF og
cutturn  cutturn  cutturn  cutturn  cuttum est'd plan plan

cutturm

Capital Spending
MHS* 1,238 1,719 2,073 2,602 2,835 4411 5,227 6199

DoH, Departmental Report 2006, fig.3.1

However this is a misleading statistic on two counts; firstly capital spending does not just include
Obricks and mortar6é, but most | mportitandedry t he
PFI monies not accounted for in departmental statistics. DoH statistics on new hospital schemes

32NHS Foundation, Why we need fewer hospital beds, June 2006. Available at:
http://www.nhsconfed.org/docs/reputationsl1.pdf

33 NHS Foundation, Why we need fewer hospital beds, June 2006

¥Kingés Fund, An independent -2808,987t of the NHS under La
% DoH, Chief Executive Report to the NHS, June 2006
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(costing above £10m) reveal that some £18.5bn has been (or will imminently be) spent in this
manner, of which only £1bn has come from pure pubhdliitg. As of May 2006, fifty PFI

schemes were operational, 31 were currently carrying out building work, with an additional 49

either nearing finanicial close or in the pipeline. A further 12 public schemes were either

completed or awaiting constructidh.These statistics do, of course, refer both to new hospital

builds and the reconstruction of existing hospitals. Statistics on new hospital builds alone are
suprisingly difficult to come by; a DoH press release showed 13 had been built by 2002, ibut this

far from upto-date. There is also a fierce debate raging about thetdongimplications and cost
benefitsof PFF’but it is clear massive investment has
hospitals, with over one hundred hospitat)fiilding schemes either completed orpirocess.

Significant investment has also reached the primary care sector, with an estimated 3,000 GP
practices either refurbished orbeilt since 2000. Investment is currently focused on building
new NHS 6heabthandurgfturbi shing community h
already approved as part of the governiient
The private sector is again being utilised in this sector to provide extra formlggh NHS LIFT.

Information Technology (IT)

The target concerning IT is interesting because it does not feature in the current DoH Public

Service Agreement targets, nor supporting targets, despite being named as one in the RHS Plan.
The NHS IT strategis embodied in the National Programme for Information Technology in the

NHS (NPIT), the core of which is the NHS Care Records Service. This will enable any healthcare
professional treating a patient to access tha

Whilst therealisation of benefits from NPIT is largely a matter for the future, it should be noted

t hat the National Audit Office (NAO) has, so
performance on the programme. Contracts for equipment and software were eggotighe,

to budget £6.2bn and in such a way as to transfer the main financial risks onto the (private)
suppliers. This has helped to ensure that so far the NPIT is on, or ahead, of schedule. For example
14,130 connections to the New National Netwaeee made by March 2006, above the 12,000

target. NHSmail now has 80,000 active users and 45,000 NHS staff are accessing the NHS Care
Record Spine everyddy.

Nonet heless, official statistics can btegyte o mew
expand patient choice (and reduce waiting times) a particular target in NPIT was to ensure, by the
end of 2005, that every hospital appointment would be booked for the convenience of the patient
(rather than being put on a waiting list for treat)eIn January 2006 government statistics show

the number of day cases booked was 99.6 per cent, with the same statistic for inpatients and

http://www.dh.gov.uk/ProcurementAndProposals/PublicPrivatePartnéPsivipte Financelnitiative/NewHospitalSche
mes/fs/en

3" For example, a number of NAO reports looking at individuaHRRtled hospitals seek to address this issue.

Available at:www.nao.org The Paddington Health Campush&me (June 2006) and the Darent Valley Hospital (Feb
2005) reports provide interesting contrasts. See also:
http://www.bma.org.uk/ap.nsf/Content/Healthcare+funding+review+research+report+7~healthcare+funding+review+re
search+report+7-#pfi
nttp://www.dhgov.uk/PublicationsAndStatistics/PressReleases/PressReleasesNotices/fs/en?CONTENT _ID=4133098
&chk=6BOFNM

39 National Audit Office, National Programme for IT in the NHS, June 2006

“0 Deployment statisticdNHS Connecting for Health National Programme Office
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outpatients at 99.5% and 98.8% respectiféllY et t he proposed use of ¢t}
Bookd systvtemthibsabhsebeen found wanting to sa
system allows patients to book hospital appointments online from their GP surgeries, choosing an
appointment at a place, date and time of their convenience; as of 3 April 2006, 291 BB3per

cent of, appointments were booked in thisWayHowever a BBC 6File on 456
reveal ed that half the 340 GPs intervi &wed th
Ninety per cent of the GPs were also of the vieat they had not been properly consulted by the
government about* Breibebde Kaee Sdvarda GB m 8rend, told the

programme that he will have to scrap a computer system that is already in use in his practice and

replace itwiththe NPIBy st em t hat he thinks is O6a step ba
patientso. A particularly embarrassing momen
Dr Andrew Langton a GP in Avon, was®explainin

Proper consultation is a problem concerning NPIT as a whole; Sir John Bourn, the head of the
NAO has publicly criticised the DoH for ofail
the health minister, has also been quoted in the media gagingith the costs of training staff,

NPI Tés costs could run “ Whethe Suthroste materialise oreot is e x t
yet to be seen; the NAO do calculate a more reserved estimate of £12.4bn. In terms of the targets
laid out for NPIT, the programme thus far appears to be on course and on budget, but problems are
very much brewing under the surface.

Clean wards

As part of the NHS Plan, every NHS Trust was required to prepare detailed action plans to

i mprove t he 0p,anpartecuar cleantiness.r ltdsrestimated that since the NHS
Plan over £68m has been invested in this re§fatlean wards are vital not just for patient
satisfaction, but also for restricting the risk of hospgiaguired infection such as MRSA. The
specific target, first agreed with HM Treasury in the Comprehensive Spending Review (CSR)
1998, i s si mpdnyearimproverseats io patent gagisfaction and experience....
using independent I"YSuchsulveys either dplatients to rate theirv e y s 6 .
impressions of cleanliness during their stay in hospital, or are the result of inspection by auditors.

The main government inspectorate for cleanliness is PEAT (patient environment action teams),

who carry out periodic reviews obhpital cleanliness, looking at a range of tweliotyr patient

environment issues relating to wards, outpatients, furnishings etc. The PEAT reviews have

reported progressive improvements in scores for cleanliness in hospitals in England over the past
fewy ear s . Bet ween the autumn 2000 and 2003 sul
status i mproved from 163 (22.3%) to 686 (78.7
new system to present its results for 2004 and 2005, PEAT founktiwaeen these years the

number of hospitals scoring O0excellentdé or 0g

*1 DoH, Departmental Report 2006, ch.2, Table: DH (SR 2004) Standards. Available at:
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/AnnualReports/DHANnnualReportsArticle/fs/en?CONTEN
T_ID=4134613&chk=KQuYrZ

*2NAO, National programme for IT in tHeHS, June 2006, Executive summary

“3 http://news.bbc.co.uk/1/hi/health/5028762.stm

“* http://news.bbc.co.uk/1/hi/programmes/file_on_4/3754064.stm

“> http://news.bbc.co.uk/1/hi/programmes/file_on_4/3754064.stm

“% http://www.guardian.co.uk/guardianpolitics/story/0,,1799064,00,Httlune 2006.

" http://patientexperience.nhsestates.gov.uk/clean_hospitals/ch_content/home/home.asp

“8 DoH, Departmental Public Service Agreementgias (CSR 1998) in: DoH, Departmental Report 2005. Available

at:
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/AnnualReports/DHANnnualReportsArticle/fs/en?CONTEN
T_ID=4113725&chk=1krOIR
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so), although the number of &époord reanhdi ngs al
down from Bacceptabl ed:

Fig.6

Red Yellow Green
{ (poor) (acceptable)‘ (good) Excellent | Good | Acceptable  Poor & Unacceptable
Autumn | 253 | 163
297 (41.7%
2000 (35.5%) ( ) (22.3%) 2004 10.0% 38.5%  49.2%  2.0% 0.3%
Spring o o 279
001 42 (6.1%)| 368 (53.4%) (40.5%)
A 300 2005 10.3% | 44.8% 40.1% 4.6% 0.2%
utumn 0 0
2001 0 (0%) | 387 (56.3%) (43.7%)
2002 0(0%) | 317 (40%) |464 (60%
686
0, 0,
2003 0 (0%) = 186 (21.3%) (78.7%)

Ot her surveys have not painted such good pict
Healthcare Commission in 2005, whilmoked at 99 hospitals in England, found just over a third

of hospitals to be in é6Band 16 with o6high sta
were placed in 6Band 26 6not consideYed serio
Howeverover 20%ver e i n either o6Band 36 or oO6Band 406 w

[

widespreadd or there were 6s efTheaisadpwwaidl e ms
bias in the survey sample; the Healthcare Commission purposefulliesebdcNHS hospitals

with the worst scores for cleanliness in an attempt to identify trends in shortcomings, and the worst
instances of cleanliness were all in NHS mental health and community ho¥pitals.

However patient surveys have also shown disageeemith PEAT inspections, indicating

relatively stable perceptions of hospital cleanliness since the NHS Plan. The majority (92%) of
patients in a separate Healthcare Commission survey in 2005 felt their hospital room or ward was
eithervery clean or faly clean, identical to statistics for 2062 The Picker Institute report

similar findings; in 2004 54% of inpatients said the ward they were in was very clean, slightly

fewer than in 2002 when 56% reported the saindowever, a persistent minority remai

unsatisfied. The Healthcare Commission survey revealed that 8% of those surveyed in both 2002
and 2005 stated their ward was> &sSepatate bedsidea ot v e
patient fslGJrvey, in the same 99 hospitals mentioned abloewes significantly worse results of 17

per cent.

“9 http://patientexperience.nhsestates.gov.uk/clean_ladsfoit_content/home/home.aspJntil 2003 a trafficlight

scoring system was used, but since then the range of standards has broadened to include five categories.

0 Healthcare Commission, A Snapshot of Hospital Cleanliness, 2005, p. 11. Available at:
http://www.healthcarecommission.org.uk/_db/_documents/04021935.pdf. The 99 hasglitaled 37 NHS acute

hospitals, 11 independent acute hospitals, 33 NHS mental health and community hospitals and 17 independent mental
health hospitals.

*'Healthcare Comission, A Snapshot of Hospital Cleanliness, 2005, p. 12.

2|t is interesting also to note that the survey fouadnl i nks bet ween cl eaning 6systems
Ohousekeepingd roles and whet her s enesgs,HHCgX05nels.e contrac
%3 Healthcare Commission, Survey of Patients 2005: Services for inpatients, p.3. Available at:
http://www.healthcarecommission.org.uk/nationalfindings/surveys/patientsurveys/nhspatientsurvey2005/inpatientsurve
y2005.cfm

*Coulter, ATends in patientsd experience of the NHS, Picker
5 Healthcare Commission, Survey of Patients 2005: Services for inpatients, p.3

% Healthcare Commission, A Snapshot of Hospital Cleanliness, 2005, phissfinding is of carse subject to the

caveat that the survey purposefully included 61 of the worst performing hospitals in a sample of 99 hospitals.
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It is difficult to know exactly how to intepret the mismatch between the stagnant picture of
cleanliness in patient surveys and the improving performance shown in inspection evidence,
particularly thabf PEAT. It is possible that patients are developing higher expectations of what is
an acceptable level of cleanliness for healthcare, particularly due to the huge publicity that the rise
in hospitalacquired infections has received. Patients are asmrale, in hospitals for longer

than inspectors and their perceptions are likely to be changed by isolated incidents of un
cleanliness, that oreff inspections may miss. Either way we should conclude that evidence of
yearon-year increases in cleanlsg(the government target) is mixed. Even if the PEAT results

are taken at face value, we must add the important caveat that a small, but signifcant proportion of
hospitals are not sufficiently clean.

Summary

Whilst there is a larger element of douth on staffing numbers, the NHS has either largely met,

or is on course to meet, its targets on facilities. The number of acute and critical care beds have
increased broadly in line with targets, more MRI and CT scanners have been acquired than
targetedan extensive hospital build and reconstruction programme is in process and cleanliness

has apparently increased. The major concerns must be over NPIT, which shows signs of
problems, and the fact patients dhPEATesurvegst O0see
are to be believed.

Waiting times

Perhaps the overriding aim of the NHS Plan is to achieve faster patient access to NHS services,
particularly through cutting waiting times. The government set out to:
1 Reduce the maximum waiting time forpiatient treatment to six months by 2005 and to
three months by 2008,
1 Reduce the maximum waiting time for an outpatient appointment to three months by 2005,
1 Guarantee access to a GP within 48 hours by 2004,
1 Reduce the maximum wait in A&E from arrival toraidsion, transfer or discharge to 4
hours by the end of 2004.

Inpatients

An OECD study into variations in waiting times for elective surgery across OECD countries found
statistically significant relationships between waiting times and health expenubtucapita,

between waiting times and the number of acute care beds and between waiting times and the
number of practising physician®.There are of course exceptions to each of these correlations but
it has been shown health expenditure per capitayuh#er of acute beds and the number of
practising physicians per capita have all increased in the NHS. It would therefore be incredible if
inpatient waiting times had not fallen.

Thankfully for the NHS they have. In 2005/06 there were 10.4 millionrgkard acute
admissions to hospital of which 5.7 million were elective (including waiting list, booked and
planned admissions). This compares to 9.0 million and 5.0 million respectively in 260/01.
Despite this increase the number of patients waitingér than six months for inpatient treatment

> DoH, Departmental Report 2005, Departmental Public Service Agreement Targets, ch-24pg.13

*8 Siciliani, L and Hurst, JExplaining waiting times for elective surgery across OECD countries, OECD Health
Working Paper: 7, 2004

*¥DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 3.5.6
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fell from over 270,000 in 2000 to just 97 in December 2005, according to official DoH stafistics.
The figure for April 2006 is 144 (fig.7). The government target has by and large been met.

Fig.7*

Total number of patients waiting longer than
6 months for inpatient treatment

300,000

&+ month watters reduced from
264,370 In March 2000 to 144%
In Aprl 2008

250,000

200,000

150,000

MNurnker of patients

100,000

Target Target Target
50000 15 month 12 month 2 month
: maglmurn _ Maximum  maxlmum

walt\ walt \ walt\
a

Mlar oo Maral Maraz Mar 03 Mar a4 Maras Dec 05

April 2008: 144

*Tha Apil 2 006 Tigura rores anes 26+ wa ok waltars

Thedecrease in those waiting over six months for inpatient treatment has also been accompanied by
a decrease in the median waiting time from 12.9 weeks in March 2000 to 7.3 weeks in March

2006° This figure is significant as it implies the government taaet maximum wait of three

months for inpatient treatment should be obtainable.

Outpatients

Official government statistics show that the target of a maximum waiting time of three months, or
13 weeks, for an outpatient appointment has now been mett March 2006, only 126 people

were waiting longer than 13 weeks, of which 109 were English patients waiting for admission to
Welsh hospital§®

Fig.8*

Total number of patients waiting longer than
13 weeks for an outpatient appointment

500,000

13+ weak walters reduced from
393,037 In March 2000 to 126 In
March 2006

450,000
400,000

Numberaf patients
8 o 8 o
w e o o
o o o o
= = (=3 (=3

Target Target Target
100,000 26 week 2iwesk 17 week
maxl mum maxirrum maxl mum

g w‘alt\ walt \ Walt\

Kar ¢ Mar o1 Mar 02 Mar 03 Mar 04 Mar a5 Mar 06

March 2006: 126

The median outpatient waiting time witnessed a parallel decrease; from 7.46 weeks to 6.3 weeks.
In fact over 83 per cent of outpatients were, as of March 2006, waiting under eight weeks for a first

0 DoH, Chief Executive Report to the NHStatistical SuppleménJune 2006, Table 3.5.2

®1 DoH, Chief Executive Report to the NHS, June 2006, ch.1

2 DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 3.5.3

% DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Téh&2. All statistics, unless

otherwise stated, in the statistical supplement refer to England. Welsh hospitals were not originally subject to targets as
was the case with English hospitals, although targets were later introduced in late 2001.

% DoH, Chief Executive Report to the NHS, June 2006, Ch.1

% DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 3.3.1
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outpatient appointment. This is despite outpatient activity, measured as the number of first
outpatient attendances, increasing by an average of 2.1 pgrecemnum between 1999/01 to
2005/06 to 13.7 millior?

Data manipulation

There is one matter that detracts from the achievements on inpatient and outpatient waiting times
and deserves specific attention; data manipulation. The Audit Commissiorepavied that

6errorso6é6 in NHS Trust data are prevalent. Fo
validation of <c¢linical coding agreed with the
of t en i I &eing oynicaltités dardo imagine that too many of these errors have been to

the detriment of NHS Trusts meeting their targets on waiting times; indeed the Audit Commission
also uncovered isolated instances of outrightdaitberatemanipulation of data. Bolton NHS
Trustisacase i n point. Auditors found that O6éwai't
than the maximum waiting time), had been inappropriately and knowingly omitted from both
internal and®ArRtenumaebtigpodi ba o bredwiththsvigw. Bt 6 s
Bolton NHS Trust does not stand alone. Earlier reports by both the Audit Commission and the
NAO reveals that nine other NHS Trus%®trehad 6i
others had deliberately misreported wagtlist information and 19 Trusts had significant reporting
errors in at least one indicat®r.

Nonetheless the Audit Commission does not suggest the majority of inaccuracies are deliberate, but
rather the result of unclear policy and procedure, a laskadiftraining and/or archaic Patient

Admini strat i on the yeality ef odeta.collection in thet NS is that it i$achieved

through the work of thousands of frontline and support staff in the course of the¢o-day

workd’?  Deliberae data manipulation has only been uncovered in a minority of Trusts; a

sufficiently small minority that the Audit Commission, in the same 2004 report, is happy to
conclude the scale of reporting errorallityofn t ar
overall trends™?Tapsrtregonatdoeal hpod. di sagree
conclusion and it should also be pointed out that the vast majority of this data manipulation was

al so reported i mmedi aeptierl and lesd sb reaently. INenetieldsS it i®rota n 6
disputed that some data manipulation has occurred and, combined with the fact that data is per se so
O0mi stake riddendéd, does at | east cast shadows

GP practce
PCTs report very close to 100% success (99.98) in offering patients an appointment with a GP

within 48 hours, and this has been the case since March 2004 when the figure stood af*97.32%,
strongly implying PCTs have succeeded in meeting the goverriarget.

® DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 3.3.3

67 Audit Commission, Informatio and Data Quality in the NHS, March 2004

®8Audit Commission, Information and Data Quality in the NHS, March 2004

% National Audit Office. Inappropriate adjustments to NHS waiting lists. London: Stationery Office, 2001. (HC 452)
www.nao.gov.uk/publications/nao_reports#02/0102452.pdf Cited in: Bevan G, Hood C, Have targets improved
performance in the English NHS?, BMJ, 18 February 2006.

9 Audit Commission. Waiting list accacy. London: Audit Commission, 2008ttp://www.audit
commission.gov.uk/reports/NATIONAREPORT.asp?Categofytenglish"574&ProdID=2BBB4A82212401A
B38502CA01D10100 Cited in: Bevan G, Hood C, Have targets improved performance in the English NHS?, BMJ, 18
February 2006.

"Audit Commission, Information and Data Quality in the NHS, March 2004

2 Audit Commission|nformation and Data Quality in the NHS, March 2004

3 DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 2.3.1
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However the government itself acknowledges discrepancies with patient survey results. For
example, a patient survey conducted by the Healthcare Commission in 2005 revealed that only 74
per cent of people surveyed were seen by a GP withinttegavme nt 6 s t a'f thist of
is perhaps an unfair portrayal because the target refers to a patiemfbsiedan appointment

within 48 hours; it is perfectly possible the 26% who were not seen within 48 hours were offered an
appointment in thisime period, but opted for a later one. However, the survey refutes such an

anal ysis finding 6del ayed appointments were [
s | o't ADOEERA survey (2005) found around 17% of people in towns and 11% of people i
country areas had é6éproblems® getting an appoi

Access to GPs is getting faster, a good representation of which is the Picker Institute survey result
that the proportion of patients receiving a GP appointment as soon as they tremggsary rose to

76% in 2005 from 58% in early 2004.However access is probably slightly off the government
target of 100% O6offered an appointment within

Emergency care

The NAO reports that in Aprlune 2004 only 5.3%f patients spent over 4 hours in A&E,

compared with 23% in 200%. According to official government statistics, by the end of 2004 this
figure had ben reduced to 3% despite A&E attendances increasing by half a million siné& 2000.
Particularly since th&arget has been revised to just under 100% on recommendation of the BMA (it
is a clinical necessity to keep some patients in beyond the four hours stipulated when treating
certain conditions), the target has once again been met.

But there is variatioin the extent to which individual hospitals have met this target, which is
somewhat hidden by an o6i mpressived performanc
A&E suggests that a significant percentage of patients who are admitted (from A&Ef)estidl

overfour hours in the major A&E departments. In the worst performing hospitals the figure is as
highas40%° The Heal thcare Commission also highligh
for those who are admitted can be masked within the avé | measuredbd, presuma
mani pul ating dat a. Nonet h @&Heeesceptianhoépater@soe r e p o
times they spend in A&E shows improvement over time. In 84% of trusts, patients surveyed in

2004 perceived shorter timesmpared with patients in 2008ith a median improvement of 8.5
percent ale pointsbo

Summary (waiting times)

The fairly dramatic reduction in waiting times across primary, secondary and emergency care is
possibly the most impressive achievementoMi¢S si nce 2000, particul ati
historic inability to provide fast access to care. Government targets on waiting times have been met
al most universally, with the caveats of &1 i mi

" Healthcare Commission, Patient Survey 2005: PCTs, p.4

> Healthcare Commission, Patient Survey 2005: PCTs, p.4

® Department for Environment FaRA (20BE FRA Survey of rural cus.tCiethimr s6 sat
Healthcare Commission, State of Healthcare 2005, ch.1

"Coulter, A, Trends in patientsd experience of the NHS
8 Cited in: Bevan, Hood, Have targets improved performance in the English NHS?, BMJ, 18 February 2006

9 DoH, Chief Executive Report to the NHStatistical Supplement, June 2006, Table 3.2.2. A&E includes minor

injury units and NHS Walkkn centres. Théarge increase in A&E attendances is at least partly due to attendances at

NHS Walkin centres; something of an unmet demand previously.

8 Healthcare Commission, State of Healthcare 2005, ch.1

8. Healthcare Commission, Acute hospital portfolio: A&E, 20022p
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waiting times and the suggestion of the same on GP waiting times (given the mismatch of official
data with patient surveys).

Cancer

Cancer, along with coronary heart disease (CHD), is specifically targeted by the government for
major improvements in care. The NI@&ncer Plan, published alongside the NHS Plan in 2000,
w a @ practical document for the NHS and its partners, setting out the actions and milestones that
will deliver the fastest improvement in cancer services anywhere in Europe over the next five
year$”. Has it succeeded? A number of targets were outlined for service delivery and outcomes:
1 A reduction in the death rate from cancer among people aged under 75 by at least 20% by
2010 from a baseline of 141.2 deaths per 100,000 in-1995
1 Ensure everyonergently referred by their GP with suspected cancer sees a specialist within
2 weeks and begins treatment within two months by 2005,
1 Maximum one month wait from diagnosis to treatment for all cancers by 2005,
T Reduce smoking in adults from 28% to 24% by@¥1
As of 2003, cancer mortality rates for people under 75 had fallen by 14 per cent sinde 4995
higher speed of reduction than the target requffes:

Fig.9

Cancer mortality in patients under 75
160
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This has meant some 47,000 lives have been saved sinc&198& fact other governmerargets,
particularly those on cancer waiting times, have been met has presumably assisted this statistic
considerably. For example 99.9% of suspected cancer patients urgently referred by their GP were
seen in outpatients within 2 weeks in the fourth gurast 2005/6, compared with just 63% in

1997%¢ Moreover 98.9% of cancer patients are now treated within a month of diagnosis, and 91.1%
are treated within two months of being urgently referred by the#’Gihe latter is slightly off the
government targeof 100%, but nonetheless a significant improvement even on performance in the
fourth quarter of 2004/5 when the figure stood at 75.2%.

In this sense the NHS Cancer Plan has been one of the major success stories of the NHS in recent
years. Areviewofte Pl ands progress by the National Au

82DoH, The NHS Cancer Plan, Sept 2000, Introduction

8 DoH, The NHS Cancer Plan, Sept 2000

8 NAO, The NHS Cancer Plai Progress Report, March 20Q%tp://www.nao.org.ulgublications/nao_reports/04
05/0405343.pdf

®DoH, Chief Executivebs Report to the NHS, June 2006,
®DoH, Chief Execut i-Statétisal REplernentt June 2006, Talele 3884 S

DoH, Chief Execut i-Statétisal SRgsment, Junet2006, Tdble 3.36H S
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cancer network management team, PCT and SHA we spoke to were very positive about the NHS
Cancer Pl ano. It also described®patient invo

Howeve a report ceauthored by Karol Sikora, the former Chief of the WHO Cancer Programme,
is somewhat less than complimentary. Whilst conceding that patients have welcomed
improvements in coordination of care, it criticises the mulitdisciplinary teams thathe cancer
net works for becoming 6over bureacratised.

nursing manpower, which coul & Thetextramoméy26bnbe de
devoted to cancer services appearsto bedisappeng i nt o Ot he bl ack hol e
anAl-kParty Parliamentary Group on Cancer found

how best to spend the huge amo u®fEvelencefsuggesimey b
that cancer careas also been severely hampered by staff shortages in vital areas such as radiology,

radi ot herapy and histopathol ogy. Sympt omatic
three months, for access to curative radiotherapy. New linear accederator e 06 st i | | I yi
warehousesd6 because the staff is not there to

not greatly increasing places on radiography coufses.

A separate NAO survey into cancer care highlights a furthergmoblust 58 per cent of patients

were seen by a specialist within two weeks of referral from theirtié&gh an improvement on the

46% in 2000. This does not contradict government statistics on the success of its target, because
this refers to patientsrgentlyr e f er red, but it is cruci al becau
di agnosed with canc e% Thiais particularty the cade eithprestate u r g e n t
cancer.

Moreover even between Q4 2004/5 and Q4 2005/6, reported urgent dao@ils increased by

20.49" (an OECDwide trend). Further service expansion will be needed to meet this need,
particularly given that the government is struggling to meet some of its targets on smoking. The
overall number of people smoking is declinimgpd roughly in line with the government target of a
reduction to 24% by 2026 but there some worrying trends. For example, the number of young
people and manual workers who smoke has remained approximately constant. The government has
aimed to help 80,000 smokers successfully quit at-awdek stage between 2003/4 and 2005/6, but
there has only been 350,000 successes thds far.

Summary (Cancer)
There have been some 6marked i mprov &nngemss on

of the tagets set down by the NHS Cancer Plan, the NHS has performed fairly well. However,
when closer analysis is undertaken, it is legitimate (if perhaps slighly too harsh) to conclude, as

does Sikora, that taken overaldl wda hfeo’NHrSo rCay.

8 NAO, The NHS Cancer Plar Progress Report, March 200Bhe review also validated official government
statistics on their key targets.

8 Sikora, K, Selvin, M and Bosanquet, N, Cancer care in the NHS, Reform, Februarp 2005Available at:
http://www.reform.co.uk/filestore/pdf/Cancer%20care%20in%20the%20NHS.pdf

9 Sikora, K, Selvin, M and Bosanquet, N, Cancer care in the NHS, Reform, February 2005, p.7

L Sikora, K, Selvin, M and Bosanquet, N, Cancer care in the NHS, iReFabruary 2005, p.12

92NAO, Tackling Cancerimproving the Patient Journey, February 2005, p.2,4

“DoH, Chief Execut i-8tatiétisal REpleroenttJune 2006, Talele 34 S

% http://www.ash.org.uk/html/factsheets/html/fact01.html. ASHoregd that 25% of adults were smokers in 2004.
“DoH, Chief Executivebds Report to the NHS, June 2006,
% NAO, Tackling Cancerimproving the Patient Journey, February 2005, p.4

" Sikora, K, Selvin, M and Bosanquet, N, Cancer care in the NHS, Refobmyafg 2005, p.18
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Coronary heart disease (CHD)

Government targets for CHD are outlined in the National Service Framework for CHD:

1 Reduce deaths from cardiovascular disease (CVD) mortality by at least 40% for people

under 75 by 2010,

1 75% of eligible paents should receive thrombolysis within 30 minutes of hospital arrival by
2003,
Improved the use of effective medicines after heart attack, especially the use of statins,
Ambulance response times improved so that 75% a category A calls receive a response
within 8 minutes’®

= =4

In 199597 the baseline figure for overall mortality due to CVD for people aged under 75 was 141.0
deaths per 100,000 people. By 28Dthis figure had fallen to 96.7; a fall of 31.4%f this trend
were to continue, the governmeatdet of a 40% reduction by 2010 will be met:

Fig.101°

Coronary heart disease and stroke related
mortality in patients under 75
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Of course, as is the case with cancer mortality rates, it is difficult to know exactly how much the
improvements can be attributed to increased performance in the NHS or, for example, any lifestyle
change. However it is clear there have been improvements in measures specific to CHD care,
especially in those targeted by the government. For example, the percentage of category A
(immediately life threatening) ambulance calls responded to within 8tesistood at 76.2% in
2004/ 5, above t h'¥ Thiscanemysave livas.0OMoreover rthg aumber of CHD
patients receiving thrombolysis (that removes blood clots) within 30 minutes of arriving at hospital
has increased substantially from 38%March 2000 to 82% in March 2006, although the rate has
levelled off almost completely since 2084. The percentage of patients receiving thrombolysis
within 60 minutes of calling for professional help has, however, shown a more sustained increase
from 24% to 59% across 20d15:1%® Similarly the number of statins dispensed across England has
rocketed from 9.4 million in 2000 to 33.8 million in 2005, suggesting an improveatdetst on

NICE guidancein treating CHD after a heart attatk. Representati of these improvements is

the fact the Healthcare Commission commended the NHS on its performance on the treatment of
heart attacks, faster diagnosis of angina and reduced waiting times for revasculdfsation.

% DoH, National Service Frameworks: Coronary Heart Disease, Executive Summary, March 2000

% DoH, Departmental Report 2006, May 2006, ch.2

WpoH, Chief Executiveds Report to the NHS, June 2006,
YIDoH, Chief ExecuNHS Juee2006ReDP Ort to t he

“DpoH, Chief Execut i-statiétisal REpleroenttJune 2006, Talele 33 S

WpoH, Chief Execut i-Statiétisal REplernentt June 2006, Talele 323 S

“poH, Chief Execut i-Statiétial SRelerent June 2006t Thbte 2.M.3 S

195 Healthcare Commission, Getting to the heart of it, February 2005
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Inequalities in the incidence of CHD sufiegi between soctieconomic groups has also improved.
Government statistics show that average rates of CHD have fallen faster for lowercsymmic
groups, from a baseline absolute difference of 36.7 deaths per 100,000 of the population7in 1995
to 27.6in 20024, a fall in the inequality gap of 24.7%. The fact national targets are being met by
the majority of NHS Trusts has surely contributed to this promising development.

However there are two areas concerning CHD care that remain less thantsayisfigproviding
better care for the estimated 1.5 million men and 1.2 million women that are living with CHD day
in-day-out and ii) measures relating to the prevention of C&Drhe latter is especially crucial.

Obesity will bethehealth problem ithe UK in years to come if current trends are not arrested, a
fact recognised by the DoH in the 2004 White Papanosing Health (DoH, 2004yvhich outlines
the governmentds priorifies for public health

6[ Obesity] p o0 s [@ssregardslrits long ®rm impactwe therhsalth of the
population...[for example] research shows it is strongly linked to increased risks of stroke, angina,
heart attacks ®nd type 2 diabetesbd.

The World Health Organi sat tinmtestsat aidad & third o EHD t h
and almost 60 per cent of hypertensive disease in developed countries is due to levels of BMI (body
mass index) in excess of the theoretical minimum of 24KimYet obesity has continued to rise
yearonyear in the UK af quite astonishing ratén 2004 nearly 25 per cent of the adult

population of the UK was clinically obeg®BMI of greater than 30k/haccording to health

surveys, an increase of close to 500% since 1980 when the figure was just over 5% (se€€%ig.11).

An additional 39 per cent were overweight (a BMI of betweeB8@8nf).*** An even more

concerning trend is the prevalence of obesity in children, which doubled in boys from 3% to 6% and
increased by over half in girls from 5% to 8%, in just seven yestrseen 1992002? Related to

this is the fact only 70% of boys and 61% of girlsagdd®2 year s wer e Oactiveb
recommended amount of an hour a day and statistics point to a significant decrease over time. In
fact overall levels of physal activity for every aggroup are low in the UK; in 2003 over one third

of adults were inactive, that is, participated in less than one occassion of 30 minutes of physical
activity a week®with just 8 per cent of physical activity registered in a Helirvey for England

in 2004 was to spoft:* Worringly these observations ignore the fact the UK population also has
woeful levels of alcohol consumptititand a low average intake of fruit and vegetabtes.

196 Healthcare Commission, Getting to the heart of it, February 2005

97 DoH, Choosing health: Making healthy choices easier, November 2004. Available at:
http://www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsppatidGuidance/PublicationsPolicyAndG
uidanceArticle/fs/en?CONTENT_ID=4094550&chk=aN5C@ther priorities for public health anezducing health
inequalities, reducing smoking, improving sexual health, improving mental health and encouraging sensitde drin
“pDoH, Chief Executiveds Report to the NHS, June 2006,
199\WHO, World Health Report 2002

"DoH, Chief Executiveds Report to the NHS, June 2006,
M1 steven Allender, Viv Peto, Peter Scarborough, Anna BamdrMike Rayne(2006)Coronary heart dsease

statistics BHF: London

12 steven Allender, Viv Peto, Peter Scarborough, Anna BamdrMike Rayne2006)Coronary heart disease

statistics BHF: London

113 steven Allender, Viv Peto, Peter Scarborough, Anna BamdrMike Rayne(2006)Coronary heartdisease

statistics BHF: London

14 steven Allender, Viv Peto, Peter Scarborough, Anna BamdrMike Rayne2006)Coronary heart disease

statistics BHF: London

> OECD, OECD Health data 2006, June 2006

116 Steven Allender, Viv Peto, Peter Scarborough, ABogerand Mike Rayne(2006)Coronary heart disease

statistics BHF: London
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Fig.11
Increase in the percentage of Men and Women

who are obese
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Summary (CHD)

Mortality from CHD in England and across the UK is falling rapidly. The fact the NHS has met a
number of targets concerning CHD means it can take at least some of the credit for this. However a

British Heart Foundation report i $iDismpidtyect 1 n
falling, morbidity, particul af'lThesimplefactofitter age
matter is that without concerted public heal't

and unhealthy genne008 C\iDaostdthe YliSoamsnd £14.8beand is |
estimated to cost the UK economy £26bn, including £3.5bn and £7.9bn contributed by CHD. This
only looks set to rise.

Summary

There is little doubt the NHS has delivered significant improvements ine¢hs af care that have

been targeted by the government, particularly in securing faster access for its patients (including to
cancer services). On all aspects considered in this sestadfing, facilities, waiting times, cancer

and CHD government targse have, by and large, been met. A few caveats on these targets have
been noted; such as the numbers ofclonical staff increasing vis-vis staffing, variation between
patient surveys and government statistics in relation to cleanliness, manipofataia in waiting

times for inpatient/outpatient care and poor performance on public health measures. However, the
achievements far outweight these caveats; the quality of care the NHS offers has increased in
targeted areashe extra money appears towerking. Or is it?

17 Steven Allender, Viv Peto, Peter Scarborough, Anna BamdrMike Rayne(2006)Coronary heart disease
statistics BHF: London
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Chapter 4: Looking into the abyss0 b ey o n d ¢
the targets

The fact significant improvements have been witnessed in targeted areas, alone, is not sufficient
enough to conclude the extra money ishking and the NHS is providing value for money. Gwyn
Bevan and Christopher Hood describe accurately the problems associated withlzatedet

regime:

ORegul ation by targets assumes that prioritie
for the whole, and what is omitted does not matter. But most indicators of healthcare performance
are Atin openers rather than dials....they do
and by themselves provide an incomplete and inaccurateipic-€60 .

Only paying attention to higprofile targets tends to mask what is going on elsewhere. Looking

Obeyondd the targets NHS performance is, to s
Commission, in its annual report into the state oftheate in 2005, devotes much attention to the
worrying trend that Oo6there has been much | ess

cover ed B%This chaptgreitks wp.on this theme by looking in turn at three, related,

issues: i) inapprariate ways in which targets have been met to the detriment of patient care
(commonly t er me d-pafgrrmamde mgedvices/areas of cate mat gubject te high

profile targets; iii) insignificant improvement in patient involvement in care. nthese areas are
assessed, it becomes harder to argue that the
least working anywhere near what it might be realistic to expect.

Gaming

To borrow the words of Gwyn Bevan and Christopher Hood, gamiogc ur s wher e o&6r ep
performance against targets seems to be fine, but in fact actions have been taken at variance with
the substantive goals behind the Yaheqehors ( hit
provide one such example of thikat in some NHS Trusts, patients waited in ambulances outside
A&E until staff were confident they could be treated within the 4 hour government trget.

Ot her examples are not too difficult o find.
threatening6) call varied fivefold across Amb
when the 68 mi'fulne athaspital evkilst fewea emergeticy patients said they

had to wait four hours or longer before being admittechfroA & E ( when required) ,

18 Bevan G, Hood C, Have targets improved perforreandhe English NHS?, BMJ, 18 February 2006. Also citing:
Carter N, Klein R, Day P. How organisations measure success. The use of performance

indicators in government. London: Routledge, 1995.

"9walker, Anna, Chief Executive of the Healthcare Commissjmaking in July 2005; cited in: Mayor, S, Lack of

targets leads to underperformance in the NHS, B¥105;331:17%23 July), doi:10.1136/bm;j.331.7510.175

120Bevan G, Hood C, Have targets improved performance in the English NHS?, BMJ, 18 Februar@ a0y is

not the same as the data manipulation referred to in chapter 3; data manipulation questions whether targets on waiting
times have actually been met, whereas gaming accepts the targets have been met, but questions whether they have been
met icnortrheect6 wayd.

12LCHI, What CHI has found in ambulance trusts, London: Stationary Office, 2003. Cited in: Bevan G, Hood C, Have
targets improved performance in the English NHS?, BMJ, 18 February 2006.

122 Cited in: Bevan G, Hood C, Have targets improved perémce in the English NHS?, BMJ, 18 February 2006.

© CIVITAS Institute for the Study of Civil Society 2006 Author: James Gubb, @tas
www.civitas.org.uk/nhs/nhsMoney.php 07/2006



26
recalled being admitted quickly, with 32 per cent admitted in less than an hour, compared with 43%
i n 2 04 & British Medical Association (BMA) survey found that 82% of A&E staff thought
there were possible threatsthe safety of patients due to the adverse effects of the 4 hour target,
such as being discharged from A&E prematurely or pressures to treat patients waiting the longest
rather than those with the greatest clinical néédiccording to the Healthcare Conission, there
is little evidence this has actually happened; for example 95% of patients surveyed thought the
order in which patients were seen in A&E was fairHowever, in a separate survey by the Picker
Institute only 66% of patients said they had isight time with the doctor or nurs&’

Patients have also suffered the effects of gaming in elective waiting times. In 2004, the Audit
Commission cited evidence in some Trusts of patients being removed from waiting lists once they
had been provided with future date for an appointment, given immediate appointments that they
were not able to attend then classed as refusing treatment, or having treatment inappropriately
suspended’ Such instances were not reported in a review of healthcare by the Heslthca
Commission in 2006, suggesting they may have been eradicated. But this publication did find some
NHS Trusts had used time taken for diagnostic tests or rehabilitation services, where waits were
until very recently not recorded, as time deducted ofbftfieial waiting times that are, in order to

meet government target®. A poignant example of this is the recently reported case of Oonagh
Wilson, a 39yearold mother of two, who had tests in 2002 to establish if she had a faulty gene that
indicates a Igher risk of contracting breast cancer. She is still waiting for the results and
subsequently decided to have a preventative double masectomy. She is not alone; a survey by the
charity Breakthrough Breast Cancer of 27 genetic counsellors found a ifitheg have NHS

patients who had waited two years or longer for the same resuliared cent had opted for

surgery rather than waft*®

Evidence of gaming is perhaps most prevalent in the primary care sector. A survey of patients by
the Healthcare Gumission in 2005 found that just over 30% could not book an appointment with a
GP three days or more in advance, a phenomenon rarely heard of prior to the NHS Rlticd

of general practices also said they would not book appointments more than tedmaevance”

and many practices are now operating O6cl osed
their practice*®> Evidence suggests that all these instances are strategies that have been invoked in
order to achieve twae tgowgennment@&@s g8 .houw t h t
choice at the forefront of reform, this is not good news for the NHS or its patients. Of only slight
consolation is that there is little evidence GPs have been rushing through their patientston order

meet targets, although matters have not improved; a stagnant 75% of patients say they had sufficient
time with their GP according to a survey by the Picker Institiit&ut the target has contributed to

the fact that patients are now experiencing greditficulties in contacting their general practice

than before. More than half the respondents
experienced problems; up by 8% since 2603.

123 Healthcare Commission, Patient Survey 20@®atients, p.2

124 British Medical Association (2005) Survey of A&E waiting times.

1% Healthcare Commission, Patient Survey 20@patients, p.2

2 coulter, ATrends in patientsd experience of the NHS, Picke
127 Audit Commission, Data Quality in the NHS, March 2004

128 Healthcare Commission, State of Healthcare 2005, ch.1

129 hitp://news.independent.co.uk/uk/health_medical/article1090897Heemother, grandmother and two of her aunts

all had breast cancer; her mother and grandmother died from the disease.

130 Healthcare Commission, Patient Survey 20P6Ts, Excutive Summary

131 Healthcare Commission, State of Healthcare 2005, ch.1

132DoH, Our Health, Our Care, Our Say, January 2006, ch.3

¥coulter, A, Trends in patientsd experience of the NHS
134 Healthcare Commission, Patient Sur@9p5 PCTs, Executive Summary
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There is some evidence that the government, through itsctiepand auditing bodies, are getting
wise to gaming in the NHS. Particuarly in 11
such as paymetity-results and practieBased commissioning, there is currently a huge drive to
improve the quality oinformation and data collection. Auditing has increased substantially and as

a result gaming is increasingly difficult. The government has also sought to address other aspects
of gaming more specifically; statistics are now published on general peaéticea d vanced b o«
and the issue (along with that of closed lists) received specific attention in the recent White Paper,
Our Health, Our Care, Our Say (DoH 2008°> The government will also say that once its ideal of

a patienled NHS is realised, incames to game will not exist, because-g@wvn targets will no

longer drive NHS organisations. The fact is that for the momenet they still do and one can only
conclude that the NHS has, at least in some instances, gone about meeting itptatgetaty

those on waiting timesn a way detrimental to patient care. A report published by the Healthcare
Commssion only today (24 July 2006) criticised hospital managers at Stoke Mandeville Hospital for
6putting NHS targets abw@Qlastridiundifiiailes laakingdcodhet r ol 6
death of 33 patients?®

NHS performance in services outside higirofile targets

Of t hose NHSfvsieerwd cbeesh ionodu ta-prefie fargetsudr indeedianyt o hi ¢
targets at all) the Healthcare Comsiis singles out sexual health and maternity services for

particularly lacklustre performan¢®’ However this review chooses to focus solely on two which

are arguably the most pressing and poignant; mental health and stroke care.

Mental health services

According to the Psychiatric Morbidity Survey, one in six adults of workigeg are currently

suffering from mental iliness of some description, of whom up to half are seriously mentafly ill.
Mental illness causes huge suffering to patients and thmeilida and imposes heavy costs on the
economy of an estimated £25 billion per annum (including the real cost of public services devoted
to mental health of £8 billion), which is over 2% of GEP.

Yet despite this the Survey found that only a quarterrteygomental illness were actually having
treatment. Treatment for depression and anxiety only accounts for 2% of total NHS expéffditure.

Of those with depression, only 8 per cent were currently seeing a pyschologist and 3% a
psychiatrist** In fact, for80% of people who visit their GP with mental health problems treatment
went no further than this level. As a result the vast majority of sufferers receive no treatment except
drugs (2 million people in the UK are currently on psychiatric drugs), debpifact recent NICE
guidance suggests that psychological therapies (i.e. talkingddaee) work besf?and that

135DoH, Our Health, Our Care, Our Say, January 2006, ch.3

136 http://news.bbc.co.uk/1/hi/health/5209330.stm

13" Healthcare Commission, State of Healthcare 2005, July 2005, ch.1

138 Singleton et al, Psychiatric morbidity among adlilisig in private household2000, London: Stationary Office,

2001, ch.2. Available at: http://www.statistics.gov.uk/downloads/theme_health/psychmorb.pdf

¥Layard, R, Mental Health: Br it apresedted atthe YgRirategy$ndci al pr
Seminar on Mental Health, 20th January 2005. Available at:
http://cep.Ise.ac.uk/textonly/research/mentalhealth/RL414d.pdf

1401 ayard et alThe Depression Report: A New Deal for Depression and Anxiety Disorders;Th8Eentre for

Economic Pdormance's Mental Health Policy group, June 2006, Introduction

“cited in: Layard, R, Mental Health: Britainés biggest
142 http://Iwww.nice.org.uk/page.aspx?0=cg023&c=mental.
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surveys indicate GP diagnosis of ment al il ne
visit.'*®

For those patients who @t referred by GPs for treatment, there are often also huge delays.
Angel a Greatley, chief executive of the Sains
still do not know for sure how long it takes people to get access to mental healthcasny

casesvaiting times of overayearr e r e Waitingetichés.are not measured for mental

health services and, unlike elective care, targets for reducing them are not in place.

Of those who are lucky enough to get secondary mental healtinér@athe service is not brilliant.
Despite increases of mental health staff of nearly 15,000, a Healthcare Commission survey of
patients using these services revealed that only 63% of patients said they were given enough time to
discuss their conditioar treatment with a pyschiatrist. This is perhaps unsuprising given that the
vacancy rate for psychiatrists is still 11 per cent. Moreover only 41% of those given a (standard)
care plan actually received a copy of it, and only 58% reported definitegystadding it. Only

47% of respondents said they had at least one care review in the previous 12 months and just 62%
were actually told who their care coordinator was! In addition fewer than half (48%) of patients
surveyed reported access to crisis neoh services:

The Healthcare Commission does cite signs of improvement; the vast majority of the responses
referred to are in fact advances on previous years and the level of satisfaction with individual
psychiatrists and CPNs (community psychiatiicses) is generally high. Ninety per cent and 73%

of patients felt they could 6definitelydé or 0
respectively. Those on enhanced care plans also reported more positively than the results displayed
above, pobably reflecting the government preference towards the most difficult patients as part of

its suicidereduction strategy. The setting up of Early Intervention, Crisis Resolution, Home
Treatment and Assertive Outreach teams have all helped in this.regard

But overall the mental health system remains poorly focused and poorly coordinated. The CEP
Mental Health group at the LSE calculated that providing psychological therapy to those with
chronic anxiety or depression at a cost of £750 per person @iéreewith a therapist) would pay

for itself through saving NHS money and resources elsewhere (e.g. drugs), not to mention the
benefit of potentially getting that person back to work. Additional spending on mental health would
have to run to just £600 miih to be adequate, on their coutit.GPs should be referring patients

to therapy or to a Community Mental Health Team depending on the seriousness of the condition,
rather than just prescribing drugs. The government strategyritdealth, Our Care, OuBay

(DoH, 2006)0 f O P ato-vmawvraky & -aanedare fikely td help in the rehabilitation stage. The
problem is an extra 10,000 therapists need to be to provide psychological therapy prior to this stage;
in the meantime long waiting times are likelypersist.

Summary
An extra £1 billion has been ploughed into mental health services in the NHS. It is perhaps too

harsh to say it has been wasted (extra staff, new premises, and some restructuring was required), but
it has certainly been spent in gdsided way. The most difficult patients have benefited, perhaps

Cited in: Layard, R, esvaatpaoblemd eanliaty 2008efal hiealthissned alsob i g g
occupy a third of the average GP6&6s ti me.

144 Cited in: Mayor, S, Lack of targets leads to underperformance in the NHS,2B0B;331:17523 July)

145 Healthcare Commission, Patient Surveys 2008ntdl Health

146 The Depression Report: A New Deal for Depression and Anxiety DisoifleesCentre for Economic Performance's
Mental Health Policy group, Jun@Q@6
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rightly so, but in such a way that the majority must rely on@epiressants (prescription rates are
up 33% in the last six yedfd and, in many cases, inadequate GP care.

Stroke care

Degite the fact stroke care is estimated to cost the NHS about £2.8 billion a year in direct costs and
the wider economy around £1.8 billion in lost productivity and disability, it was not subject to any
specific targets nor a National Service Framew®?KThis is especially surprising given that stroke

care in the NHS has been the subject of heavy criticism for a number of years; most poignantly by
the OECD**® Such criticism should have provided a shot in the arm for the NHS, yet stroke care

on the whole mnains ineffective and has shown little improvement since 2000.

A number of recent studies provide evidence that suggests why this is so. The most notable of these
are theNational Sentinel Audit of Stroke (20Gn d t h eRedLAIQ Brain Mamage: Bter
Access t o Bet t e.r Th&latter adtuallidéhtafiedecost savihds Bf)sdime £20 million

and the potential to save 550 lives and over 1,700 disabilities perYe@ubstandard levels of

care are identified throughout the care procd$ws British Assocation for Stroke Physicians
recommends that a specialist, high quality, acute stroke service in England should employ

around 430 wholéime equivalent stroke consultants, but there are currently just 86. Moreover it is
almost univesally agreed that patient care is optimisadjuality and in timein specialist stroke

units, yet in 2004 only 47% of patients were treated in such a way (although an improvement on the
36% in 2001)>* This is a telling statistic; the NAO estimates asftig 100% admission in stroke

units would lead to a saving of 1800 beds (c.£82 millmra 29% decrease in death or

dependence rates for patieffts.

It is also recommended that a CT scan be carried out immediately after admission in order to
diagnoséhe type of stroke and identify the necessary course of treatthént me | ost i s b
However only 22% of stroke patients in the Sentinel Audit received a scan on the same day as their
admission; most waited two days or m&t&€ What is worse ishat this is not necessarily due to a

lack of capacity. The NAO found that hospitals, on their own admission, had the capacity to

perform twice as many CT scans without unfairly compromising other patiethtis is case, why

wer endot mor e gaickaths perfor med

Evidence also suggests care is poorly coordin
example, only 53 per cent of patients receiving a care plan. Moreover, scant resources have been
allocated to public health measures to prewanther (or indeed a first) strokes. An average of just

30% of the general public surveyed by the NAO mentioned reducing high blood pressure as a cause
of strokes, even less mentioned smoking or high cholesterol levels or obesity. Yet evidence from
the Srokesafe campaign in Australia suggests that aavwedcted publicity campaign could

produce tangible results. At all stages of stroke care, the process is inadequate.

147 http://www.theyworkforyou.com/wrans/?id=2006-05¢.69339.h&s=antilepressants#g69339.90

148 Stroke care is inadvertently included in the NSF for Older People, despite the fact that a quarter of strokes occur in
under65s.

199 see, for example: Moon, Moise, P and Jacobzone, S, Stroke care in OECD countries: a comparison of treatment,
costs and outcomes in 17 countries, OECD: Health Working Paper 5

150NAO, Reducing brain damage: Faster access to better stroke care, November 2005

15INAO, Reducing brain daage: Faster access to better stroke care, November 2005

152NAO, Reducing brain damage: Faster access to better stroke care, November 2005

133 http://www.rcplondon.ac.uk/college/ceeu/ceeu_stroke_home.htm
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Improving patient involvement in care?

A key goal of the NHS Plan was not justngprove health outcomes, but also to improve patient

experience and involvement in care as-part o
centred NHS. This follows the thinking of t
in their healthcare and encouraging patients to take responsibility for protecting their health is the
best way to ensure t he ™ Theprimeenamplé df Suthypn approach e a |
in the NHS has been t he g o sueveyprogemmrmedasd einghasis c h o
onselicareai mi ng to provide Osystematic evidence t
against the aspiratidiAs and experience of its

f
h

Evidence points almost universally to patient experience impropiggr t i cul arl'y i n 0e¢
been the subject of coordinated action, e.g. hospital waiting times, cancer care and coronary heart

di s e'¥ FhisGupports evidence presented in Chapter 3, largely from official sources. For
example, patients reportecloh better access to NHS services; up as much as 10 percentage points
between 2003 for primary care, outpatients, inpatients and A&EThe proportion of patients

expressing complete confidence and trust in health professionals is, on the whole, lmgk and
remained so (at around 80%8f.Mor over the NAO6s survey of the
positive, citing sever al i mprovements in care
processes and better communication about their conditeattents and test®’ This much is

impressive.

However, movi ng i nt-profie tagetss patiemt expeoemak ¢ latgdlye hi g h
stagnant. This is especially the case with regard to paggggement measures. The Picker

Institute foundtheas 6 many [ patients] are not involved as
about their care and treatmentd with, for exa

inpatients, 70% of outpatients and 64% of A&E patients saying they definitely seylin

decisions about their treatméfil. In a separate survey by the Healthcare Commission, only 59 per
cent of primary care respondants felt they were involved in decisions about their medféation.
widespread failure to explain siédéfects of mediines was also reported (as much as 59%).

Patients found paternalistic attitudes remained amongst a significant proportion of doctors and
nurses; in 2004 38% of A&E patients, 32% of primary care patients and 35% of outpatients said the
results of diagndi tests were not clearly explained to tHéhand as many as 10% of children and
young people said they did not receive any emotional support or comfort from nursing staff when
being treated®

Coordination of care and sealire remain problematic todn particular 31% of inpatients said they
were given conflicting information by staff> Many patients still do not receive sufficient
information on how to look after themselves after leaving hospital or, for example, given contact
details for statutoryrovoluntary organisations who could provide care or financial assistance. As

134 Cited in: Coulter, A, Engaging patients in their hieedire; how is the UK doing relative to other countries, Picker
Institute, April 2006, p.6

Coulter, A, Trends in patientsd experience of the NHS
®coulter, A, Trends in patientsd experience of the NHS
“"Coul ter, A, Trends in patientso6 experience of the NHS,
Coulter, A, Trends in patientsd experience of the NHS
1%9NAO, Tackling cancer: improving the patient journey, London: The Stationary Office, February 2005.

Ccoulter, A, Trends in patientsd experience of the NHS

11 Healthcare Commission, Patient Survey 2005: PCTs

182 Healthcare Commission, Patient Survey 2005: PCTs

¥coulter, A, Trends in patientpb experience of the

¥coulter, A, Trends in patientsd experience of the NHS
i n of the

¥Scoulter, A, Trends patientsd experience
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many as 40 per cent of inpatients were not told about danger signals to watch out for upon their
discharge, though the picture was better for CHD and cancer patfestsch findngs lead the

Picker Institute to conclude O0the quality of
comprehensi vel y as'mhsisgthe orficialpaint; theeaxttadonkyi hase 6 .
translated into an increase in patient experiencenditub patient engagement arsimilar to the

argument that is emergingoveralot by nearly enough to say the
should.

Summary

6Beyondd6é the targets, the true worth of the e
Instances of gaming show there have been detrimental effects on patient care as a result of ways in
which highprofile targets (particularly waiting times) have sometimes been met. An analysis of
mental health and stroke care indicates that NHS perfarenia suspect in areas not covered
significantly by targets. Matters are not getting worse, but equally improvement has proceeded at
walking pace at best. And patient survey results reveal that improvements in thumyoéd

area of patient experienbave been marginal concerning involvement in care. But is it possible to
argue the more dramatic improvements in the key targeted areas outweigh the more sluggish
improvement detailed here, and we can thus conclude the money is working fine? Thasanswer
probably not; chapters 5 and 6 provide the reasoning.

¥coulter, A, Trends in patientsd experience of the NHS
%¥Coulter A, Trends in patientsod experience of the NHS, Pi
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Chapter 5: Productivity

Productivity put simply is the relationship between inputs, activities and outcomes. In terms of the
NHS, inputs are the resources dise produce NHS activities, such as medical staff, prescription

drugs and buildings. Outcomes are the results of NHS output, for example decreased mortality
rates. Treatment activities are typically weighted by their relative costs, with inputs egd@gsse
O6volumesdé using a deflator in order to accoun
value of capital. NHS productivity is then obtained by dividing NHS output by NHS inputs, using
these measure&® Of course, debate rages over, feample, exactly how to accurately measure

NHS activities, the relationship between its activity/output and outcomes (other variables enter the
eqguation, such as lifestyle) and the forms a-easght and deflator should take. However,

whatever measureseaused, there is near universal agreement on three factors:

1. NHS input has grown substantially; by about 5% per annum since*4999.

2. Thequantityof NHS output has also grown; by around 3.75% per annum since
1998/9'7

3. Crude productivity in the NHS has fallgarobably by an average of between 0.5 and

1.5% per annum 1998004 "%
Fig.12

United Kingdom

Index 1999=100

1o

Nonetheless this measure of productivity is almost universally agreed to be unfair, because it does
not take into account changes in quality of care provided by the NHSud by the University of

York and NIESR looks at improving survival rates, improving health gains (both adjusted for life
expectancy distribution) and changes in waiting times as representive of changes in quality. They
find that improvements in theseeas are equivalent to increases in output growth of about 0.17%
per annum during the period 1999/26803/4'"> The Department of Health wants to add to this

the effect of using statins to treat CHD, improved outcomes for primary medical care, better

%8 ONS, Public Service Productivity: Health, February 2006:§. 7

%9 ONS, Public Service Productivity: Health, February 2006, p. 16. ONS take into account the recent studies on
measumg productivity conducted by the Atkinson Review (DoH, 2005) and a joint project by the University of York
and NIESR (York 2005) in producing their findings.

0 ONS, Public Service Productivity: Health, February 2006, p. 33

"L ONS, Public Service ProductiyitHealth, February 2006, p. 36

2york CHE, Developing new approaches to measuring NHS output and productivity. Available at:
http://www.york.ac.uk/inst/che/pdf/rp6.pdf
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suwival rates as a result of higher quality myocardial infarction and improvingdlimaoal)

patient experience. It calculates the combined effect of to be equivalent to a further 1.03% increase
in output growth per annum (the use of statins accounts8a#6)*"® But this does seem a slightly
sketchy and random selection of treatments; for one it is wholly unclear exactly how improvements
in patient experience reported in patient surveys relate to increases in quality of outcome. And why
not include, forexample, cancer carthe most targeted focus of the NH8 areas where it is not

doing so well, such as stroke care or mental health? The fact is quality is extremely difficult to
quantify. However, even if we take the DoH and York/NIESR measurespigig:tivity probably

still remains negative According to ONS calculations, it lies somewhere between an average
increase of 0.2% per annum or an avedgeeasef 0.5% between 1992004, although there is

some evidence of improvement in latter yeafs.

The ONS, taking up the recommendation of the Atkinson Review, include a further adjustment to
productivity calcul ati ons ,-inaffect@anges iwthenncarginal or t
social value of outcomes. The case is that health @iag increasingly valuable in a growing

and increasingly productive econorffy. This adds the equivalent of a huge 2.6% per annum to

total NHS output growth 1992004, perhaps unsuprisingly making NHS productivity positive.
However this seems an entiréhgcorrect measure to include; productivity is intended to measure
changes in the real value of inputs and outputee NHS regardless of a particular external value.

|l ncluding the 6value of healtho i mclygdingppduct i vi
lifestyle change as contributing to NHS productivity, yet this is something explicitly exluded.

The significance of the figures on productivity is this. NHS output and activity has increased; this
much is not disputed. It has been shownughmut this review that certain notable improvements

in the NHS have occurred and there are few areas in which the service has not got at least slightly
better. However, the fact that productivity is negative (and probably remains so even when adjusted
forr qual ity on the gover nmiprovénentd aadircreases nlowputt e r
have in no way been proportional to the additional sums of money the NHS has rec@ived.

balance, improvements in targeted areas are outweighed by thé lagkavment elsewhere. This

fact is highly supportive of the argument advanced thus far: that whilst the extra money might be
working to an extent, it is not working anything like it could do.

Indicative of the declining productivity isarecentrdporby t he Kingés Fund wh
over half the money allocated to NHS Trusts has been absorbed in cost in@edses inflated

wages rather than service expansion or improvenéhtt is reported that the average pay for

newly qualified conswiénts has risen to £70,823, an astounding 68% more than in 1997, and GPs

are now paid around £100,000, double what they got in 2600he NHS is also grappling to

balance its books; in 20&8the NHS declared an aggregate overspend of £251.2 millioper26

cent of NHS Trusts and 30% of PCTs failed to break even, with a substantial increase also in the
number of them with deficits or overspend significant in size (over 0.5% of income or available
revenue resources). Auditors are also reporting conabmg the financial standing of 59% of

NHS bodies for 2005.*"®

130NS, Public Service Productivity: Health, February 2006, 222

174 ONS, Public Sefice Productivity: Health, February 2006, p. 37

175 ONS, Public Service Productivity: Health, February 2006, p. 5

"Appleby, J and Harrison, A, Spending on Healthcare: H
Y7 http://www.guardian.co.uk/comment/story/0,,1760802htm

8 NAO, Financial management in the NHS: NHS England summarised account®200zhdon: The Stationery

Office, June 2006
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But the declining productivity is best repres
l evel. The Healthcare Commi ssi onods rdstaffing e ho
and A&E provides some of the most significant:

A&E

The average A&E department has 44 nurses and 17 doctors (measured as whole time equivalent)
and sees 60,000 patients per year, translating to approximately 10 patients arriving per labur at pe
times betwen 9aripm. For comparability between departments, the Healthcare Commission
expresses staffing levels as a ratio between actual staff numbers and the numbers of annual
attendances. It finds there is no relationship between the times papent in A&E and staffing

|l evel s; oO0tightly staffed departments perform
Owhen comparisons are made anpassogiaionbetweenstaff d e p a
and improvement in times spent i A &'& Bhere is of course the possibility that patients

attending generously staffed departments have a Isedtedtardof caré®®, but the same report
reported no correlation between three o6tracer
broken wrist/elbow, hip fracture and overdose on paracetamol) and the ratio of staffing. The
unavoidable conclusion is there is considerable inefficiency in the system.

Ward staffing

Similar to that concerning A&E, no links were found by the Healthcareriesion between any
particular size of workforce and the experience of the patient or health outcomes. This suggests that
more staff may not be productive. Indeed this was their finding. NHS Trusts continue to employ
more nursing staff rather than slarinumbers with higher grades, despite reported evidence that
there is a statistically significant relationship between patient turnover, improved patient satisfaction
(confirmed by the incidence of pressure ulcers) and lower numbers of accidents dectsneith

higher levels of registered nurs&s. Moreover the highest rates of sickness absence are for the
lowest qualified nursesin average of 21.4 days a year at a cost of several million pounds.  Alan
Maynard and Andrew Street of the CHE, Univigrsf York, argue the government also missed the
boat on 6making pay i ncr eas% Fhe medival prafessom al o0 n
including lowergrade nurses, was able to secure large pay increases subject to limited additional
contractual coditions. Perhaps as a result damning critques ofgi@ge nursing such as the

provided by a junior doctor working in an inagty NHS hospital, writing inThe Independengre

far to prevalent:

6lt is an open secr et Iitskhtodpitatlsis poorsatileastththe d o f
innner cities. Sadly, excellent [higjtade] nurses who choose to stay working on the ward are the
exception rather than the rule. In my daily working life | encounter far too many unmotivated, off
hand people wheeem to be unable to differentiate betweertlifeatening scenarios and simple
patient requests, who vanish whenever a patient is incontinent, who spend their days bleeping the
doctor with every I|little thingeangodiwgtionge@D

Dr Lucy Chapman (pseudonym)

179 Healthcare Commission, Acute hospital portfolio: A&E, August 2005,-8.23

180 No statistics could be found on the relatiopshétween patient survey results and A&E weighted staffing levels.
181 Healthcare Commission, Acute hospital portfolio: Ward staffing, August 2005

182 Maynard, A and Street, A, Health service reform: seven years feast, seven years of famine: from bodmtteebust
NHS?, BMJ, 15 April 2006

The Independent, Theyo6re no angels: the public loves
you knew what nurses are really like, Tuesday 20 June
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|l nterestingly many of the |l etters published i
decision to 6use a newspaper to vent h¥r frus

Thereha al so been criticism direct eyhdeaursedtdh e goV €
become O6consul t-teindd consultard eussés have biden givey a wide range of
additional responsibilities, such as limited prescribing, the power & drdgnostic tests, make and
receive referrals, admit and discharge patients from hospital and run more clinics. The OECD cites
a lack of definitive international evidence on the clinical and-etisttiveness of increasing the
skill-mix for nurses, altough consultant nurses do seem to be more pditientlly than doctors.

This issue aside, there is still a more crucial point relevant to the NHS. The OECD found the move
towards consultant nursing in the NHS was primarily driven by the governmeatcirett

response to skills shortages, most poignantly represented by the low physician to nursing ratio
referred to in Chapter 3 and evidence provided by the Healthcare Commission t&b@&iegn

this, the OECD is entirely correct in suggesting the ingiof consultant nurses in the NHS is both
likely to confuse and highly likely to shift the skills shortage problem further down the line with
consultant nurses offloading tasks to ineffective-grade staff such as those adhered to by Dr
Chapman.

This matter is only compounded by the fact NHS Trusts continue to spend nearly 10 per cent of
their total nursing expenditure on temporary nursing (9.4% in-80&2mpared with 10% in 1999
2000), despite evidence provided by publications &raf Encountes (Audit Commission, 2001)
the Gershon Efficiency Review (200#)d the cited Healthcare Commission report, that replacing
temporary staff with experienced permanent staff leads to improvements in cost, efficiency and
patient caré® It is accepted thahe use of temporary nursing is necessary in some cases to
address fluctuations in activity and vacancies, sickness absence and annual leave. There is a
particularly strong relationship between vacancy levels and expenditure on temporary nursing;
London fas both the highest vacancy rate for nurses at 3.1 per cent and the highest expenditure on
temporary nursing at 17% of total nursing expenditure. Tseiyen per cent of temporary nursing
shifts booked during 2008 related to covering vacancies.

Nonetheless even within London there is significant variation in expenditure on temporary nursing
between NHS Trusts of between five and 27 per cent of total nursing expenditure. This obviously
suggests that there are wider efficiency issues and indead $lois In a recent report, the NAO

identify potential savings of between £25 million and £50 miltfowough trusts improving their
management of demand for temporary nursing stadfof between £13 million and £38 milliby
improving their procuremerdf temporary nursing staff. The 25% shift from the use of agency
nursing to NHS Professionals and bank nursing (20@%@4/5) is a significant improvement as

regards the latter (agency nurses are as much as 50 per cent more expensive without providing
better quality), although the NAO could find little evidence of trusts actually assessing relative costs
or undertaking performance assessment of temporary nurses. But the real worry is management of
demand. The NAO is highly critical of the culture ottbarup decisioamaking on temporary

nursing, determined largely by the professional judgement of nurse managers. The inability to
recruit and retain staff, poor rota management, a lack of control over sick leave and annual leave,
and ineffective use offe x i bl e wor king are all endemic. An
NHS Trust reveals focus on measures such as recruitment drives, informing regular agency nurses
that they must apply for posts in the hospital to continue working in the trustyizhdosa

management guidelines adisulted in a reduction in agency nursing expenditure of around 60 per

184 http://comment.independent.collgitters/article1093486.ece

185 Buchan, Calman, Skiinix and policy change in the health workforce: Nurses in advanced roles, OECD Health
Working Paper: 17, February 2005

18 NAO, Improving the use of temporary nursing staff in NHS acute and foundation, Tulgt2006
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cent This is a huge efficiency gain, but unfortunately such instances are much hard to come by.
Inefficiency prevails.

Day surgery

Day sugery is an area where major productivity gains are possible; procedures can be carried out
more predictably and with shorter waiting times, bed time is saved and there is less disruption to
patientods | i ves, wnifection bacausegitniscare ot mixed Withtbef cr os s
critically ill. " An OECD study into waiting times cements such a conclusion; it showed that
countries reporting a higher percentage of procedures carried out as day surgery are also associated
with lower waiting times. Anncrease of 1 % in the percentage of day surgery is associated with a
reduction in mean waiting times of 0.7 dd§%.Looking specifically at the US healthcare system,

the OECD find the fact that as much as half of surgical procedures in the US are caraeday

cases is (along with the exceptionally high expenditure on healthcare) the most significant factor in
explaining its low waiting times.

Yet (and despite being loosely targeted by the government) NHS performance in day surgery does
not make god reading. OECD data reveals how day surgery actually decreased in the UK from

73.9 cases per 1,000 in 2000 to 72.7 in 295 he Healthcare Commission showed an average of

14 per cent of planned day surgery operating sessions were cancelled and tbhogdfating

time was lost to delays or excessive gaps between operations. The former figure was actually as
high as a third for one in ten units. Restricting comparison to day surgery units that remained
substantially unchanged since 20@@ighted aavity per member of staff fell by 24 per cent as of
2005(primarily due to staff increases without much corresponding increase in day surgery output).
For each of the 25 6Basket 20006 procedures t
calculaed that 74,000 extra cases could have been performed as day surgery (rather than inpatient
admissions) if each NHS Trust had been operating at the level of the best Trust. Given these trends
it concludegproductivity improvements could result in increasethe total number of patients

treated on a day surgery basis of betweem@44*°

Summary

The inflated costs and poor efficiency highlighted in A&E, ward staffing and day surgery these
examples is apparently endemic across the NHS, given theictaglsdwing overall productivity is

falling. The return the NHS has achieved on the extra money pumped imwuitidess than

ideal, which questions the value for money of the expenditure increases and tips any answer to the
guestion towardstheconslu on extra money is not working (w
investigating spending on healthcare suggests that the additional benefits of the extra funding
probably do not outweigh the costs if a traditional -tEstefit analysis was doré-

8" Healthcare Commission, Acute Hospital Portfolio: Day Surgery, July 2005

188 Siciliani, L and Hurst, J, Explaining waiting times variations for elective surgery across OECD countries, OECD

Health Working Paper: 7, 2004

'8 OECD, OECD Health Data0®6, June 2006

19 Al statistics taken from: Healthcare Commission, Acute Hospital Portfolio: Day Surgery, July 2005

YIAppleby, J and Harrison, A, Spending on healthcare: H

© CIVITAS Institute for the Study of Civil Society 2006 Author: James Gubb, @tas
www.civitas.org.uk/nhs/nhsMoney.php 07/2006



37

Chapter 6: The international context

A Euro Observer article into health targets and (good) governance describes the use of targets in
England as more effective than the majority of the otheod@tries it identified as having

employed health targets. It argues this is due (at least on the main targets analysed above) to
monitoring and data availability being comparatively better in the UK and targets being embedded
in a broader governancea&tegy, linked to wider health policy reform and involving the filorg

(e.g. through the use of GP contracfEhis may be s relation to whether targets have been

met but overal and even in areas covered by targte NHS has not performed fawably

compared with other countries since 2000. This is the nail in the coffin so far as whether the extra
money has worked

This chapter will be divided into two comparative sections; the first deals with the more subjective
i ssue of t he easldBedlth pystent, as meaaured by activities and actual patient
experience. The second, and more objective, addresses the question of whether or not the NHS
produces better health outcomes.

However it should first be establishétdht increased expertdie on health is by no means unique

to the UK; it is a worldwide phenomenon. A complete list of the increase in expenditure on health

(as a percentage of GDP), is provided in fig.23. For now it is interesting to draw just a few
compari sons maii tnh etcloemoK@&@s 6ri val sé (fig. 13).
split almost 5660 between those matching the UK increase (Canada, France, and the Netherlands)
and those with increases of half or less (Australia, Germany, Italy and Japan). The&JS is

exception; their expenditure on health has increased over twice that of the UK. Comparison of

health system performance will have reference to these statistics; it will be very interesting, for
example, whether NHS performance has increased corisiteya mor e t han Ger many
system and on a par with Canadads.

Fig.13
Total expenditure on health- % gross domestic product

2000 2005 Change
Australia 88 92 04
Canada 89 99 1.0

France 9.2 105 13
Germany 104 109 0.5
Italy 79 84 05
Japan 76 80 04
Netherlands 7.9 9.2 1.3
UK 73 83 1.0

United States13.3 15.3 2.0

Where the 2005 figure is in bold, statistics were not available for 2005 so the 2004 figure has been taken.
Copyright OECD HEALTH DATA 2006, June 2006
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Health system performance

Staffing

The suggestion made in Chapters 3, 4 and 5 that the NHS has got its staff mix wrong stands up to
international scrutinyln 2000 the number of nurses to 1,000 of the population in the UK was

already above the OECD avge subsequent increases mean that in 2005 the UK had a ratio of

9.2, whereas the OECD average was just®.3This is not to say the OECD averagéhie

number to have; structures and specifics of healthcare systems inevitably differ. Indeed, at least
partly attributable to t htheUKhastheshighegtralesalsed i n t
occupancy (84.4% in 2005) and amongst the highest acute care turnover rates (48.7 cases per bed
per year) of all the countries in the OECD. Rates haveshl®an improvement between 2006

by 1.2 percentage points and 3.9 cases respectiiely.

However, whilst the number of practicing physicians per 1,000 of the population has increased in
the UK at a faster rate than the vast majority of other OECD gesitffrom 1.9 in 1999 to 2.3 in
2005),it remains well below the OECD average of 3.0, rankin @4t of the 27 countries in the
OECD on this statistic>* This is crucial given that OECD work suggests, with other things equal,
the number of physicians peapita is inversely associated with avoidable mortafignd waiting
times *® across OECD countries. Moreover, due to increased female participation, an aging
physician workforce and the EU WorkiTgme Directorate (all associated with working fewer

hours) the overall supply of physicians in the UK has had to increase purely for the same amount
of 6physician H% RBerhaps indicativemfehispsithe falde duenter of surgical
procedures (inpatient and day cases) per 1,000 of the UK piopuatuallydecreasedetween
200005; contrary to almost every other OECD country apart from Germany. Rates in Australia
and Italy increased by 7.8 and 3.3 cases per 1,000 despite health expenditure increasing by under
half that in the UK:®

Another worring trend is that the proportion of practising physicians in the UK who are generalists
(i.e. GPs) is comparatively low and falling (fig.14). This must be particularly concerning for the
government, given t he &eagiesydtemdsith indretpatienboarar ds a
being carried out in GP surgeries.

192 OECD, OECD Health Data 2006, June 2006

193 OECD, OECD Health Data 2006, June 2006

19 OECD, OECD Health Data 2006, July 2006

195 Or, Z,Exploring the effects of healthcare on mortality across OECD countries, OECD, 2000

1% Simoens, Hurst, The supply of physician services in OECD countries, OECD, Wéaking Paper: 21, Jan 2006.
This report also uncovered evidence of a relationship between the number of physicians and the extent to which the
state regulated medical school intake; a possible reason for-sungigly in the UK.

197 Simoens, Hurst, The sply of physician services in OECD countries, OECD, Health Working Paper: 21, Jan 2006,
ch.4

1% OECD, OECD Health Data 2006, June 2006. This is not suggesting that surgery is the answer to any and every
medical problem. It is possible that the NHS is beogmmore efficient by decreasing surgery, but the fact public
health if anything seems to be deteriorating means this seems unlikely.
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Simoens, Hurst, The supply of physician services in OECD countries, OECD, Health Working Paper: 21, Jan 2006

Use of medical technology

It was shown in chapter 2 thdéet number of CT and MRI scanners has increased significantly in
the UK since 2000. However this trend is not unique to the UK; there have beemiveasal
increases across the OECD (fig.15). Increases of CT scanners in Germany and of MRI scanners in

Italy have matched and exceeded those in the UK respectively, despite starting from considerably
higher numbers. Moreovarhen the number of CT scanners is adjusted to account for age the UK

had the lowest number of CT scanners per million of the popnlatid002 of any country in the

OECD (excluding Mexico)-*

199 Esmail, N and Walker, M, How good is Canadian healthcare? 2005 report: an international comparison of

healthcare systeen, The Fraser Institute,

2005.

Adj usting

to

ac

population is a highly significant determinant of the amount of money it will have to spend in order to provide adequate

healthcare.
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Fig.15

ExSum Figure 4: CT scanners per million population (age-adjusted) in OECD countrles, 2002
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Note: Figure does not include Japan or Korea, as both have a much higher number of CT scanners (7.6 and 40.5 per million population,
raspectively) than other countries.
Source: OECD, 2004; calculations by authaors,

Access and waiting times

International data on access and waiting times is difficult to come by, and many studies cannot be
readily compared due to the variability of wey design$®® A recent patient survey by the
Commonweal th Fund in 2005 of &ésickerdé adults
best source of information available (fig.8).

One of the most positive features of the NHS originates frorfattiet provides universal access to

its patients oO6free at the point of wuseb. As
standards on patientds reporting access probl
patients repding they did not visit a doctor when sick due to cost. By contrast figures were as high
as 34 per cent and 14% in in the US and Germany respectively. The NHS also scored
comparatively well in terms of the ability of patients to get an appointment todmetor on the

same day or the next day; worse than Australia and Germany, but considerably better than Canada

(whose health system is based on the NHS) and the US.

However, and despite the recent improvements in waiting times, NHS patients still wait
considerably longer than patients in other countries. Sixty per cent of patients in the UK reported
waiting longer than 4 weeks for a specialist appointment (in 2005), closely matched by Canada
where 57% of patients said the same, but far above the figuP&86 for the US and 22% for

Germany. Similarly 41% of patients surveyed in the UK said they waited 4 months or more for
elective surgery, compared with 33% in Canada, 20% in New Zealand, 19% in Australia and below
10% in the US and Germany. The OEQDaireport in 2003 showed waiting times to be an issue in
12 OECD countries, including four (Australia, Canada, New Zealand and the UK) of the six
countries surveyed by the Commonwealth Fund. It identified a further eight countries (including

20 Esmail, N and Walkeiyl, How good is Canadian healthcare? 2005 Report: An international comparison of
healthcare systems, Fraser Institute, 2005, p.43

1 gee: Schoen et al, Taking the pulse of healthcare systems: experiences of patients with health problems in six
countries, ©@mmonwealth Fund, 2005, Exhibit 6
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the US and @many) where waiting times were low enough to not be an #85uieis therefore

perhaps unrealistic to expect the UK, and by implication the NHS, to have reached the heights of
the US and Germanyo6és waiting t ingtkasithasrfailgdtost f i
catch up with either Canada, New Zealand or, in particular, Australia given that its increase in
expenditure on health has only been half that in the NHS. It is true the statistics relate only to the
experi ence obuttileseiare preciselydhd onestthat&hould be treated quickest.

Fig.16
EXHIBIT 6
Access, Waiting Times, And Costs Among Sicker Adults In Six Countries, 2005

AUS CAN NZ UK us GER
Unweighted N 702 751 T04 1,770 1527 1,503
Ability to get an appointment to see a doctor
Same day 4obesf  pggedef  pogde et ao9f BE%
Next day 17 13 23 16 T 13
& days or mare or never 10bee agpdf Qdef 15e 2af 12
Difficulty getting care nights, weekends, holidays
without going to ER (Base: sought care)
Very difficult Jghedf 20ed.ef 13d= 23=f aaf 11
Somewhat difficult 22 24 15 17 21 14
Wery or somewhat easy 40 42 70 BT 38 T2
Wentto ER in past 2 years Aigh=f Gedf 42=f 45=f B&f 28
Went to ER for condition that could have been
treated by regular doctor if available 150ef 2qodef o= 12+ 26f [
Time waited to be seen in ER
Less than 1 hour 47f Z0odef B&f &0f vy BE
4 hours or more 17kf 2qedef 12f 14f 1z2f 4
Wait for spacialist appointment (Base: needad to
see specialist in past 2 years) (N ER2 EO2 ER2 1,207 1,179 1181
Less than 1weeak 11%eef 10%eef 17%Af 11%ef 20%F 27T%
Mara than 4 weeks 4ghdef E7oef 40de=f ai=f 23 22
Wait for elective surgery (Base: Needed non-
emergency, elective surgery in past 2 years) (M) 179 166 181 231 362 235
Less than 1 month 4gxbedef  (pogedefl  gogdef  oEgef B3% 5o
4 months or more 14 33 20 41 g8 [
Access problems because of cost in past 2 years
Did not fill @ prescription 2pd=f 20d=f 104d=f gt 40f 14
Did not visit a doctor when sick 1gkede Tdaaf 2gdef 4=f 24f 15
Did nat get recommended test or follow-up 2pbdef 120de 2qd=f gef 2af 14
Reported any access problems due to cost gkt 2ede Agde=f 13=f q1f 28
Outofpocket expenses for medical bills in the
past year, U.5. $ equivalant
Narne 1 0kdef goodef gdaf GRaf 1&f =3
More than $1,000 14ed=f 14ed=f g 4t 24 2
Outofpocket expenses for Ry in past month, US.
F equivalent (Base: take drugs regulary)
Nang 11kd 24odef 12d To=f 15 12
Mare than $100 ghedef  gedef 3= 3=f aof 5

SOURCE: Commaormweaalth Fund International Health Policy Survey of Sicker Adults, 2006,

MNOTES: Reading from left to right starting with Australia, the letter indicates that the country differs from countries to the right
at p = .05, as indicated.

¥For difference with Canada.

¢ For difference with New Zealand.

Far difference with United Kingdam.

“For difference with United States.

"For difference with Germany.

22 gijciliani, L and Hurst, J, Explaining waiting times for elective surgery across OECD countries, OECD Health
Working Paper: 7, 2003
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Patient engagement and selre

The same international survey conducted by t
earl i er survey i n 2 0rBsdltswelre ledsgpdsiliie thanGhose fromwther 6 t h
countries [Australia, Canada, New Zealand, Germany and the US] [in terms of] patient

e n g a g €ThNHiStpétients tended to give more positive reports of their experience in
communicating with doctors thanetlother countries (apart from Australia and New Zealand) and

for participation in organised preventative care programmes. NHS Direct was commended for
improving acces8* and NHS patients experienced medical mistakes as much as 10 per cent less
than othercountries surveyed in their treatment or cdre.

h
e

However NHS patients are less likely than those in the other countries to say they received
opportunistic advice from doctors on disease prevention and lifestyle modifidati@xample on
weight, dietexercise or stress prevention (fig.7).When receiving treatment, fewer NHS

patients said their doctors involved them in decisions. Among people with recent health problems,
those in the UK were the least likely to have received a clear explanatr@atfhént goals and a
self-care plan to manage their condition through good diet etc, so preventing future relapses
(fig.18)2°" Similar conclusions were drawn by Schoen et al, analysing only an the international
survey for sicker adults. They found manageatof care, condition and medication for those with
chronic diseases to be below average in the UK when compared with the other countries. For
example only 45 per cent were given plans to manage care at home, compared with as many as 65%
in Canad&®®

Fig. 17

Advice received on weight, diet or exercise (international: 2004, 2005) Flg.18
Doctor always/usually involves patient in treatment decisions
(international: 2004, 2005)
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Such findings should be of particular concern; the Wanless Régkeh up by the government as

its basis for future funding of the NHB8elieved a dramatic change in professional and patient roles
was necessary to ensure the lbegn sustainability of the NHS. Yet the Picker Institute conclude
the international surveys show O6[this] does n

23 Coulter, A, Engaging patients in their healthcare; how is the UK doing relative tocotimgries, Picker Institute,

April 2006, p.1

24 Coulter, A, Engaging patients in their healthcare; how is the UK doing relative to other countries, Picker Institute,
April 2006, p. 1416

2>g5choen et al, Taking the pulse of health systems: Experiencéaftpavith health problems in six countries,
Commonwealth Fund, November 2005, Exhibit 3.

2% coulter, A, Engaging patients in their healthcare; how is the UK doing relative to other countries, Picker Institute,
April 2006, p. 1819

27 Coulter, A, Engagingatients in their healthcare; how is the UK doing relative to other countries, Picker Institute,
April 2006, p. 24

28 gchoen et al, Taking the pulse of health systems: Experience of patients with health problems in six countries,
Commonwealth Fund, Novemb2005, Exhibits 4,5.
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i's stildl much too paternalistic andwnhdathispati e
sti |l | t oo i e husber of fromts Né18 @erformance, as a health system in an
international context, is found wanting.

Health outcomes

Measuring the performance of a healthcare system by health outcomes is notorioasly, aiéft

least because the health of the population is a function of many inputs, only one of which is the
healthcare system. Nonetheless this section attempts such an analysis, using measures such as
mortality rates from disease and potential yeargefdst (PYLL) shown to isolate health system

effects as much as is currently possiifelt begins by looking at the international picture of

particular diseases (cancer, CHD and stroke) referred to in Chapters 3 and 4, before extrapolating
trendsidentii ed here to | ook at public health and 6

Cancer

The fairly impressive achievements of the NHS in tackling cancer (Chapter 3) are lessened
somewhat if looked at in an international context. In terms of potential years ottite kcancer (a
summary measure of premature mortality that is a priori preventhBl&)K has been less

successful than its rivalsetween 200@3, with the exception of Australia, the US and France

(fig.19). One should be careful in interpreting thisad For example, the NHS contributes

significantly more information than other countries and is therefore likely to be more representative
of the population as a whole. As a result OECD data may tend teestwerate the comparative

gains of other couries?! That said it could equally work in the opposite direction as data quality
improves in other countries. Moreover it is hard to believe such effects discount the overall
impression; after all improvements in Germany, Canada and Japan have beeur algavelouble
those in the UK. This is clearly very damagi
Cancer Plan to 6deliver the fastest i mproveme
next five yearsbé6.

Fig.19
Malignant neoplasms <70 year, years lost/100 000 pop.
2000 2001 2002 2003 Absolute Change (2004D3)

Canada 893 869 847 847 -54
France 1088 1064 1059 1059 -29
Germany 948 915 907 892 -56
Italy 934 906 890 890 -44
Japan 799 776 744 725 -74
UK 943 923 912 912 -31
United States924 911 895 895 -29
Australia 817 814 800 800 -17
Netherlands 998 966 961 943 -55

Copyright OECD HEALTH DATA 2006, June 2006

29 Coulter, A, Engaging patients in their healthcare; how is the UK doing relative to other countries, Picker Institute,
April 2006, p. 30, 31

#05ee OECD, Health Working Papers 23

Z1gee, for example: http://info.cancerresearchuk.emyéfbehindtheheadlines/europeancancersurvival/

© CIVITAS Institute for the Study of Civil Society 2006 Author: James Gubb, @tas
www.civitas.org.uk/nhs/nhsMoney.php 07/2006



44
Coronary Heart Disease

International comparison on CHD sees the NHS in a begter IiThe UK has witnessed the

greatest reduction in PYLL per 100,000 of the population uA@etue to acute myocardial

infarction (heart attack) and ischaemic heart disé&s@n the latter the UK actually registered

twice the reduction as the US whoveacomparable incidence (fig.20). But detracting from this
performance on CHD measures is the unfortunate fact that the UK still has by far and away the
greatest incidence of years lost to ischaemic heart disease across the OECD (and particularly
Europearcountries), with the exception of the US. Significant improvements have been made, but
perhaps these should have been expected given

Fig.20

Ischaemic heart diseases<70 year, /100 000 pop.
2000 2001 2002 2003 Change

Canada 274 249 244 244 -30

France 144 140 132 132 -12
Germany 276 270 257 246 -30
Italy 179 171 166 166 -13
Japan 112 114 114 113 +1

UK 400 359 345 345 -55

United States427 413 405 405 -22
Australia 251 247 228 228 -23
Netherlands 252 213 207 210 -42

Copyright OECD HEALTH DATA 2006, June 2006
Stroke care

The same compliments cannot be paid for stroke care. An OECD report in 2003 found that in 1998
the UK was by far and away the worst performing country it surveyed in terfadayf, 30day and

oneyear case fatalities of those admitted to hospital suffering from ischaemic stroke. On average,
fatality rates were around or above 100 per cent highan Australia, Canada, Denmark, Japan,
Sweden, Switzerland and the US. Thia tsuly staggering statistic, which is recognised by the

tone of the agabBiCide aukhordemdnstrates higfer ra
Moreover the OECD find that whilst there appears to be a relationship between expenditure and

fatal ity rates in countries surveyed, o6the UK i
fatality rates given the | evel df expenditure

This was the picture in 1998. Since then matters only seem to have get i international

study is readily available, but statistics provided by the OECD shouwhih&iK is the only country

out of its main economic rivals to show virtually no improvement in terms of the number of deaths
per 100,000 of the population froastroke(fig.21), lending much support to the damning domestic
critique of stroke care offered in Chapter 4.

#2 OECD, OECD Health Data 2006, June 2006

#3Moon, L, Moise, P and Jacobzone, S, Stroke care in OECD countries: a comparison of treatment, costs and outcomes
in 17 countries, OECD: Health Working Paper 5, p.67

Z4Moon, L, Moise, P and Jacobzone, S, Stroke care in OECD countries: a comparison of treatment, costs and outcomes
in 17 countries, OECD: Health Working Paper 5, p.88
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Fig.21
Cerebrovascular diseases - Deaths /200000 pop. (sdr)
1999 2000 2001 2002 2003 2004 2005 Change

Canada 387 378 365 353 353 -3.4
France 394 370 359 346 346 -4.8
Germany 60.8 558 535 522 503 454 454 -54
Italy 639 613 57.1 554 554 -8.5
Japan 67.2 61.1 582 552 539 539 -13.3
UK 63.3 63.3 63.7 639 639 -0.6
United States 44.0 432 411 399 399 -4.1
Australia 493 474 449 439 439 -5.4
Finland 65.2 639 604 587 582 537 537 -115
Denmark 58.8 57.0 569 56.9 -1.9
Netherlands 557 538 515 521 479 452 452 -105
Switzerland 381 354 331 317 317 -6.4

Copyright OECD HEALTH DATA 2006, June 2006

Public health

A worrying statistic for the I|ikelihood of fu
woeful (absolute) international performance on public health meadtiiss10 coincidence the UK

scokes poorly in comparison with other countries on the incidence of CHD, strokes and cancer on
public health measures such as alcohol consumption, smoking, levels of physical activity and
obesity. For example OECD statistics reveal that only the US and £aunfier comparable rates

of obesity to the UK (near 25 per cent); the European average is around 10%, although Germany
and Greece are notable exceptions (see fig23imilarly overall levels of physical activity for

every agegroup are comparativelywin the UK (and significantly below the EU average), the UK

has the worst levels of alcohol consumption in the OE&&nd one of the lowest intakes of fruit

and vegetables in the EY,

Fig.22- Prevalence of obestiy in Europe, WHO, 2002
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#5OECD, OECD Health data 2006, June 2006

?!* OECD, OECD Health data 2006, June 2006

27 stevenAllender, Viv Peto, Peter Scarborough, Anna Boxed Mike Rayne2006)Coronary heart disease
statistics BHF: London
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OAl | 6 di seases

The poor improvement in NHS performance compared with other countries between 2000 and
2005/6 in tackling specific diseases such as cancer and strokes, and the continuing high absolute
incidence of CHD, is mirr or e dwolligurehaeeglegertedimut c o
this regard. The first (fig.23) is an international comparison of mortality rates from disease,

obtained from summing the causes of death on which data is provided by the’SERie.second

(fig.24) is obtained in the same fasn, but is an international comparison of PYLL that are a priori
preventable:

Fig.23Mortality in the OECD- Deaths /100000 pop.

Absolute Percentage Change in
change in change in % GDP
Mortality Mortality Mortality Mortality Rate ~ Spent on
Rate in 1999 1999 Rank Rate in 2003 2003 Rank Rate 1999-03 1999-03 healthcare
Japan 445.0 1 394.2 1 -50.8 -11.4 0.6
Switzerland 499.4 2 455.4* 2 -44 -8.8 1.0
France 500.3 3 477.8* 3 -22.5 -4.5 1.2
Iceland 565.0 9 479.9 4 -85.1 -15.1 1.2
Australia 519.2 4 485.9* 5 -33.3 -6.4 0.8
Italy 552.0 8 501.8* 6 -50.2 -9.1 0.6
Norway 572.7 12 508.4 7 -64.3 -11.2 0.7
Canada 547.7 6 511.7* 8 -36 -6.6 0.9
Sweden 541.0 5 514.9% 9 -26.1 -4.8 0.9
Spain 566.2 10 518.2 10 -48 -8.5 0.6
Greece 577.3 13 552.4 11 -24.9 -4.3 0.9
Finland 609.5 17 554.3 12 -55.2 9.1 0.5
Korea 561.2 7 569* 13 7.8 1.4 0.8
Austria 592.6 14 565.5 14 -27.1 -4.6 0.0
Netherlands 608.3 16 573.6 15 -34.7 -5.7 1.1
Portugal 620.0 18 577.5 16 -42.5 -6.9 1.1
Germany 606.1 15 576.8 17 -23.3 -4.8 0.4
Luxembourg 567.3 11 589.2 18 21.9 3.9 1.9
us 639.3 19 606.2* 19 -33.1 -5.2 21
UK 654.5 20 607.3* 20 -47.2 -7.2 0.8
Denmark 674.6 21 640.1* 21 -34.5 5.1 0.4
Ireland 758.8 22 646.4* 22 -112.4 -14.8 1.0
Poland 789.4 23 729.4 23 -60 -7.6 0.6
Czech Rep 804.0 24 781.2 24 -22.8 -2.8 0.8
Slovak Rep 887.5 25 854.1* 25 -33.4 -3.8 0.1
Hungary 994.7 26 907 26 -87.7 -8.8 1.0

*Estimate based on figure for 2002. Data was not available for Belgium, Turkey or Mexico. Mortality is calculateddearsesiiot external or
poorly defined, as per the work of Esmail, N and Walker, M, (2005).

Copyright OECD HEALTH DATA 2006, June 2006, calculations by the author

8 Data on the following diseases is used: infectious/parasitic, malignant neoplasms (cancer), diseases of the blood,
endocrine/metabdatidiseases, mental disorders, diseases of the nervous system, circulatory system (including stroke
and CHD), respiratory system, digestive system, skin, muscluloskeletal system, genitourinary system, perinatal
conditions, congenital anomalies and deathmr&gnancy/childbirth. See: OECD, OECD Health Data 2006.

© CIVITAS Institute for the Study of Civil Society 2006 Author: James Gubb, @tas
www.civitas.org.uk/nhs/nhsMoney.php 07/2006






