The NHS: Has the Additional Funding Worked?
Online Briefing

o NHS expenditure in England has increased from £33 bn in 1996/97 to £76 bn in
2005/06. But has the service improved?

o Overall productivity. The Office for National Statistics estimated that from 1995 to
2003 productivity had increased between minus one and zero per cent.

o Waiting lists fell from 1,158,000 in 1997 to 857,000 in September 2004. But the
National Audit Office found in 2001 that nine trusts had ‘inappropriately adjusted’
their lists and the Audit Commission found in 2003 that there was evidence of
‘deliberate misreporting'.

o Operations cancelled at the last minute for non-clinical reasons increased from
51,000 in 1997/98 to 66,000 in 2003/04.

o The NAO found in 2000 that the UK had the worst record in Europe with about
100,000 infections a year leading to 5,000 deaths. Deaths from MRSA increased
fifteenfold from 1993 to 2002.

o Cancer and heart disease are the main causes of premature death. How does the NHS
compare? A BMJ study ranked the UK 19t out of 19 countries on ‘mortality amenable
to health care’.

o Cancer survival in England is poor. The Eurocare-3 study found that England had the
lowest 5-year survival rate for lung cancer and was among the lowest for prostate
cancer.

o The NAO found in 2003 that, out of ten countries, the UK had the highest, second
highest and third highest rates of ischaemic heart disease, myocardial infarction and
cerebro-vascular disease respectively.

. The OECD found in 2002 that fatalities within the first seven days of a stroke were
about twice the average in other countries.

Expenditure

Expenditure has increased rapidly, but have medical outcomes improved in proportion? In
1996/97 NHS expenditure in England was £33 bn. It had increased to £69 bn by 2004/05
and again to £76 bn in 2005/06.

How have health outcomes for patients changed? We can look at some overall
measures of the performance of the NHS and at some specific measures. Output had
increased by 28 per cent and inputs had grown by 32 per cent on one measure and 39 per
cent on the other, the ONS concluded that the average annual change in NHS productivity



between 1995 and 2003 was between -1 and zero per cent.! When the data were fed
through a series of permutations and subjected to thorough examination, a decrease of
anything between 3 per cent and 8 per cent was observed in NHS productivity from 1997 to
2003.2

Productivity

Academics at the LSE have tried to develop a better measure of overall health system
achievement. The World Health Report of 2000 ranked countries according to ‘disability
adjusted life expectancy’, which deducts a proportion of the expected years of life to allow
for the reduced quality of life resulting from disability.3 Ellen Nolte and Martin McKee
compared the results of the WHO report with a new ranking of health attainment:
‘mortality amenable to health care’. The two measures produced substantially different
results and the UK’s performance was poor. On the measure that assumed half of the
deaths due to ischaemic heart disease to be the result of poor health care, the UK came 19th
out of 19 countries. It had been tenth out of 19 on the WHO measure. When ischaemic

heart disease was excluded, the UK was 18th out of 19.4

Waiting Lists

Due to the fall in overall NHS waiting lists — people waiting for admission to hospital —
from 1,158,000 in 1997 to 857,000 by September 2004, the Department of Health has
deployed waiting lists as key evidence of an improvement in performance. In December
2001, it published a report entitled Inappropriate Adjustments to NHS Waiting Lists
which concluded that: ‘Nine NHS trusts inappropriately adjusted their waiting lists for
some three years or more, affecting nearly 6,000 patient records. For the patients
concerned this constituted a major breach of public trust and was inconsistent with the
proper conduct of public business.’

By March 2003, when the Audit Commission produced a report entitled Waiting List
Accuracy, things had hardly improved. The Commission found that while waiting lists for
patients with possible breast cancer were generally well managed, ‘there was evidence of
deliberate misreporting of waiting list information’ at three trusts and in a further 19 trusts
auditors found evidence of reporting errors — deriving from inadequate policies,
procedures or operational systems for collecting or recording data; and ineffective, wrongly
set up or poorly integrated IT systems — in at least one of six performance indicators.® The
report concluded that the fraudulent actions were ‘disturbing’; that ‘data quality varies

widely’; that ‘a number of trusts were found to be operating in ways that seem weighted



away from the interests of patients’”; and that where mistakes were not made
intentionally ‘trusts could and should be doing [more] to reduce the likelihood of reporting
errors’.8

As recently as March 2004, the King’'s Fund was announcing that ‘the true scale of
such inappropriate adjustments across the NHS is unknown’,® which at the very least
implies that any evaluations of the ‘considerable achievement’ of having generally made
waiting times ‘shorter than at any time in the history of the NHS’ should be treated with
caution. Success, the report said, has been ‘patchy, with Wales and Northern Ireland, for
example, experiencing growing problems with their waiting times.’10 In February 2005, the
King’s Fund produced another report, entitled Cutting NHS Waiting Times, which found
that confidence in the current figures might be misplaced. It states that ‘there has been
some success in reducing very long waiting times but average waiting times have changed
very little.’!! In addition, it argues that NHS waiting time reduction policies have relied on
‘the incorrect view that waiting lists represented a backlog that could be removed by
temporary initiatives’ when in fact ‘sustainable reductions must rely on long-term policies
designed to respond to a range of factors.’’2 The publication closes with the point that
‘important issues concerning the goals of policies on waiting times, demand management
and the development of more appropriate targets focusing on access to care still need to be

addressed.’'3

Cancellations
In order to ensure that patients do not wait more than four hours between arriving and
being treated, more are being admitted straight to hospital, which in turn leads to an
increase in cancellations for planned operations because of a shortage of bed space. In
February 2000, the NAO found that bed unavailability was the most common cause of
cancelled operations, with beds occupied by new emergency cases or patients whose
discharge has been delayed.* ‘Some 70 per cent of NHS acute trusts’ told the NAO ‘that the
intended bed being occupied by a new emergency admission was the most common cause
of a cancelled elective operation.’’> Although at the time the UK had fewer beds per 1,000
of population (3.3) than Germany (6.4), Italy (4.5), France (4.2) and Australia (3.8),16 it is
most likely, not that there was an absolute shortage of beds, but that, as the chairman of
the House of Commons public accounts committee said, the findings were ‘symptomatic of
poor bed management.’’

As with waiting lists, the sheer unreliability of the data makes it difficult to determine

with any exactitude the degree of the problem. The Audit Commission has found that:



4
‘Many trusts had incorrect or confused policies for how to record DNAs [Did Not Attends]

and cancellations. A typical example would be where, when recording outpatient
appointments cancelled by the trust, the waiting time was reset incorrectly to the
cancellation date rather than being left as the date the referral was received originally’.18
The Department of Health figures indicate that cancellations have been rising steadily
from 50,505 in 1997-98 when the present government started its tenure to 66,303 in
2003-04. In those years there have been 15,798 more cancellations — or an increase of 31.2
per cent. Figures for the first three quarters of 2004-05 (47,010) suggest that the numbers
are still rising. The Patient’s Charter states that a patient’s elective operation should not be
cancelled by the hospital on or after admission, for non-medical reasons, and that where it
does occur, the hospital is required to treat the patient within one month from the date of
cancellation. Although the number not admitted within twenty-eight days of cancellation
rose dramatically from 7250 in 1997-98 to 19,087 in 2001-02, there has been a decrease
again, down to 6270 in the year 2003-04.19

However, beating the 24-hour cut off point means that the hospital is not obliged to
treat the patient within one month of cancellation. The Sunday Times has calculated that
the NHS may be cancelling more than twice as many operations at short notice than the
government has acknowledged. The paper said that the figures disclosed in reports
prepared by individual hospital trusts contradict ministers’ claims that 66,000 operations
are cancelled a year, with the figure instead estimated to be at least 132,000.20
Frustratingly, ‘[t]here are no national data on the number of operations cancelled before
the date of admission’, and the proportion of operations cancelled varies across NHS acute
trusts.2! That said, there are some hospitals which do collect this information. For example,
the Royal Shrewsbury Hospitals NHS Trust cancels around five operations before the day
of admission for every one operation it cancels on the day.22 Early cancellations were
widespread in other trusts. According to a study published last year by the health scrutiny
panel of Worcestershire county council, only 856 of the 1,791 operation cancelled in 2003
were called off within 24 hours of the appointment. Jonathan Fielden, vice-chairman of the
BMA's consultants’ committee, said: ‘This is not uncommon. When managers are faced
with losing their jobs if they miss a target they will find any way to get round that target.’23
Clearly, the claim that Labour has abolished *hidden’ figures does not stand up to close

examination?4.



Hospital acquired infections

Hospital acquired infections are infections that are neither present nor incubating when a
patient enters hospital. According to the NAO in February 2000, Britain has the worst
record in Europe. At any one time, 9 per cent of patients — equivalent to at least 100,000
infections a year — had an infection that had been acquired during their hospital stay. The
effects varied from an extended length of stay and discomfort to prolonged or permanent
disability and, in at least 5,000 patients a year, death. These infections were costing the
NHS as much as £1 billion a year and around 15 per cent could be prevented by better
application of good practice, releasing resources of £150 million for alternative NHS use.?>
In the same year, the Committee of Public Accounts concluded that the lack of grip on the
extent and costs of hospital acquired infections impeded NHS trusts in targeting activity
and resources to best effect. In addition, it claimed that a root and branch shift towards
prevention would be needed at all levels of the NHS if hospital acquired infection were to
be kept under control. But in his December 2003 report, Winning Ways26, the Chief
Medical Officer stated that such data as are available show that the degree of improvement
has been small.

A major obstacle to tackling the spread of antibiotic resistant bugs is that while
patients and staff prefer hospitals which are visually clean, this will only have a minimal
impact on the spread of MRSA. Even the Department of Health’s Patient Environment
Action Teams (PEATS) only assess cleanliness on visual criteria. Many more hospitals are
now rated ‘good’ by the PEATS, but over the same period (2001-02 to 2002-03) rates of
MRSA (0.17 per 1000 bed days) have not changed, according to the MRSA surveillance
scheme, and between 1993-2002 the number of deaths increased fifteen-fold.2’

Many of the conclusions of previous NAO reports were repeated in July 2004.
Improving patient care by reducing the risk of hospital acquired infection: A progress report
found that good practice with respect to the prevention, control and management of
hospital acquired infection needed to be more widely known and that there was a lack of
basic comparative information on infection rates. It expressed concern that there appeared
to be a growing mismatch between what was expected of infection control teams and the
staffing and other resources allocated to them, and identified considerable scope for
improving performance. ‘Implementation of our and the Committee’s recommendations
has been patchy... wider factors continue to impede good infection control practice and
there has been limited progress in improving information on the extent and costs of
hospital acquired infections. Progress in preventing and reducing the number of infections

acquired while in hospital continues to be constrained by the lack of data, limited progress



in implementing a national mandatory surveillance programme that meets the needs of

the NHS, and a lack of evidence of the impact of different intervention strategies.’28

Cancer

The most comprehensive international data about the value added to healthcare systems
relate to cancer survival rates. The standard measure is the percentage of cancer patients
alive five years after treatment. Yet again, ‘[t]he performance of England is consistently at
or near the bottom of the league, alternating bottom position with Scotland.’2® The latest
evidence of cancer survival rates comes from the EUROCARE-3 study, which compares
results in 22 European countries up to 1999. Survival rates are given for 19 countries,
based on survival for 5 years after diagnosis. Separate figures are given for England,
Scotland and Wales. All are below the European average for all cancers. England was below
the European average for survival rates from liver cancer30, below average for breast
cancer survival,3! had the lowest survival rates for lung cancer (along with the lowest
proportion of small cell lung cancer patients receiving chemotherapy32) and among the
lowest survival rates for prostate cancer.33 Overall, England comes 11th out of 19 and
Scotland 12th for survival rates among men, and England is 12th and Scotland 13th for

women.34

Circulatory disease

The situation regarding deaths from circulatory diseases — cardio-vascular diseases
including ischaemic heart disease, myocardial infarction and cerebro-vascular disease — is
equally as worrying. UK death rates are highest, second highest and third highest
respectively across the group of countries for these three circulatory conditions.3> Despite
recent improvements, internationally the death rate from Coronary Heart Disease (CHD)
in the UK is relatively high. Among developed countries only Ireland and Finland have a
higher rate than the UK. While the death rate from CHD has been falling in the UK it has
not been falling as fast as in some other countries.36 The statistics show that victims of
heart disease, stroke or breast cancer in Britain die early, and perhaps unnecessarily,
compared to other western countries. Worse still, it seems that access to care is being
limited according to age. Roger Dobson, a regular contributor to the BMJ, reports on an
international study that found the proportion of health spending on those aged 65+ in

England and Wales is not keeping track with that in other countries.3’



Stroke
Where stroke is concerned, the UK is literally in a league of its own. When the OECD Age-
Related Diseases (ARD) team reported in 2002 on in-hospital mortality and one-year case
mortality for stroke patients, it found that there were few differences between the
countries, with the exception of the UK. Fatalities in the UK over the first seven days were
approximately twice the average for all age groups, making it the only country in the study
classed as having high death rates. These data do not, though, reflect the total continuum
of care which includes care outside the hospital setting: to do that, it is necessary to also
account for non-hospital deaths by using case fatality rates. These rates were lowest in
Denmark and highest by far in the UK, and the OECD observed that the UK stood out for
its poor performance.38 A year later, the OECD found that relatively speaking things had
scarcely improved. For age-standardised mortality rates, the UK was high — behind only
Hungary and Japan — and while the rates were decreasing they were not doing so as fast as
elsewhere. 7-day hospital mortality was substantially higher than in any other country in
the survey for all age categories, both male and female, with the gap widening for 30-day
hospital mortality,3° and of the 11 countries included in the study, only the UK was labelled
as exhibiting high fatality rates.40
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