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COMMENTARY

Ideologies, utopias, and the debate about health care

RUDOLF KLEIN

It is no accident that the political polarisation symbolised by
the confrontation between Mrs Margaret Thatcher and Mr
Michael Foot should be reflected in the current debate about
health care. Consensus and the politics of compromise are out
of fashion: the conventional wisdom is that they have failed
Britain. Ideology and the politics of utopia are in fashion: the
conventional wisdom is that radical solutions, based on a new
vision of society, are required. Inevitably this intellectual
mood has spilt over into health care. The critics are increasingly
chipping away at the consensus on which the National Health
Service was built, a consensus which moulded the report of
the Royal Commission.'
The new radical critique is based on the proposition that the

NHS has failed and that it has done so not because of remediable
defects in its organisation or method of finance but because
of fundamental flaws in its conception. It is a view which
brings together critics who otherwise differ about almost
everything else, particularly in their proposals for change. It
is the view taken by Mr Arthur Seldon and his fellow contri-
butors to The Litmus Papers.2 It is also the view taken by
Mr Ian Kennedy in his Reith lectures.3 In a sense, Mr Seldon
and Mr Kennedy make strange bedfellows. They represent
two quite different ideological positions. The former represents
the revival of 19th century Liberal ideas: the emphasis is on
individualism in the market place and on cutting back the role
of the State. The latter represents what might be called late
20th century "progressive" ideas: an intellectual ratatouille
drawn from a variety of sources. What they have in common, as
the basis of their critique of the NHS, is the new populism.
Their shared starting point is a revolt against professionalism
and bureaucracy, based on the cry of "more power to the
people." Thus Mr Seldon argues for "patient power based on
personal payments," while Mr Kennedy's theme is that "We
must take over"-the "we" being, presumably, patients and
citizens. Again, the relation between this critique of the NHS
and the polarisation of politics is worth underlining. In a rough
and ready way, the Seldon celebration of the market place
echoes the underlying assumptions of the Thatcher ideology,
while Kennedy's celebration of consumerism and participation
vaguely echoes the underlying assumptions of the Benn ideology
at the opposite end of the political spectrum.

It is precisely because the Seldon-Kennedy views reflect,
in their different ways, a wider movement of ideas that they
deserve serious analysis. Before their critique of the NHS
sets into the concrete of a new conventional wisdom it is
important to put their underlying assumptions on the rack.
Otherwise there is a risk, as I shall seek to argue, that we may
swallow whole some fashionable fallacies while neglecting
those insights provided by these critics which might permit us
to make sensible changes without chasing what will always be
elusive utopias. The basic challenge of the new critique is to

the paternalism of the NHS. The objection is to doctors
defining what illness is (Kennedy) and to bureaucrats deciding
how much should be spent on different kinds of health care
(Seldon). The critique thus takes its place as part of a more
general reaction against expertise: against leaving decisions
about nuclear power stations or town planning issues to the
specialists. Similarly, it raises the wider question of how
professionals can be made socially accountable for the way in
which they exercise their monopoly power in their own areas
of expertise.
To show that the occupational disease of professionals is to

confuse the public interest with self-interest is, of course, not
exactly a new discovery. To demonstrate that professionals
often define problems in a way that calls for solutions depending
on the use of their own technology is, again, a familiar point.
What distinguishes the new critique is the assumption that there
are ready-made policy fixes at hand for resolving the dilemmas
of expertise. Only create the utopia of consumerism, the mes-
sage seems to be, and everything will be well. In the case of
the Seldon recipe the strategy for creating such a utopia is
quite clear: power for the consumer is equated with a fee-
paying system of health care where the individual can choose
what kind of insurance cover to take out and what kind of
treatment he or she wants to buy from whom. In the case of
the Kennedy recipe there is more general rhetoric than specific
prescription. But the general drift of the often elusively vague
argument seems to be that consumers should take more part
in decision taking and thus in shaping both the definitions
of the problems of health care and the policy solutions.

Central character-the consumer

In all this it is all too easy to lose sight of the central character
in the new utopia-the consumer of health care. What are his
characteristics ? Firstly, his ability to shop around or to chal-
lenge the professional view is in an inverse relation to the
urgency of his requirement for medical help. In other words,
when I am suffering from a non-urgent condition I can act as a
rational shopper (as the Seldon model requires me to do) or
as a rational participant in discussions about what kind of
health care I need (as the Kennedy model requires me to do).
If, on the other hand, I have a coronary I am in no position
to pick and choose or to argue about the appropriate treatment
-to object, for example, to the excessive use of technology, a
term which features much in Mr Kennedy's demonology.
Now it may be argued that, as a rational shopper or enlightened
citizen, I should anticipate catastrophe; that I should do my
evaluation of different services (or consultants); or that I should
participate in devising rules of the game about who should be
given what kind of treatment before I become a patient. The
trouble about this argument is that most of us are only con-
tingent users of health services. Our incentive to acquire
information or to participate in anticipative decision making-
about a contingency which, if we are lucky, may never occur-is
thus limited. An imbalance of incentives to acquire information
and to participate, as between the consumers and providers
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of services, is therefore built into the system (though it may be
aggravated by deliberate mystification on the part of the
producers).

Again, when I buy a car or television set I can learn from
experience. If mark X turns out to be a dud or if the after-sales
service of mark Y is inadequate I can draw the appropriate
conclusions. In the case of health care, my ability to learn
from experience is more limited. I may learn that my general
practitioner is extremely competent at dealing with routine
minor complaints. By the time I learn that he is not very good
at dealing with life-threatening conditions it may be too late
to profit from my experience. The sheer complexity and hetero-
geneity of health care creates a further problem for con-
sumerism. If medicine is viewed entirely as a technology then
consumer surveillance does make some sense. The competence
of doctors as technologists can, after all, be tested in much the
same way as it is possible to test whether a garage mechanic
knows the latest book of instructions for a particular make of
car. But to the extent that medicine is viewed as an art form-
essentially as the management of uncertainty4-then con-
sumerism becomes a much more contentious notion. If we accept
that there is a large element of uncertainty then professionals
become the people "we hire to make our mistakes for US."5
The perverse irony is that to the extent that consumers put
more emphasis on "supervision" the greater may be the pres-
sures to turn doctors into technicians.

All this is not to imply that the consumer never knows
best. There are certain aspects of health care where, by defini-
tion, the consumer knows better than the professionals. If
hospitals are dominated by routines designed to suit the con-
venience of service providers rather than service users, and if
professionals are unwilling to communicate, the consumer is
better placed than anyone to identify the shortcomings. It is
quite clear that while there is overall satisfaction with the
performance of the NHS there is also considerable consumer
discontent about specific aspects of the service6-that is, those
where the style of service provision, rather than the quality of
care, is the decisive factor. So the new critique of the NHS
does identify a real problem. Most people are, for most of the
time, locked into the NHS. If they cannot afford to move
into the private sector they may not be able to voice their
views effectively-either for lack of skill or confidence or for
fear of retaliation. So it is easy to see how tempting is the
argument for a competitive market system in which consumers
can impose their priorities and preferences rather than having
the priorities and preferences of the provider-dominated NHS
system imposed on them.

Unfortunately, the argument comes full circle at this point.
If, indeed, there was more equality of information between
consumers and providers and if there was equality of purchasing
power and the ability to make effective use of any given re-
sources among consumers there would be no problem. It is,
however, precisely the lack of such equality which explains
and justifies the paternalistic attitude of central government.

Reconciling equity with consumer power

The difficulty of reconciling equity, and protection for the
most vulnerable sections of the population, with consumer
power would remain even if a market solution were rejected (as
it would be, I suspect, by Mr Kennedy). Consumer power
exercised through the political market would lead to the same
asymmetries as consumer power exercised through a health
care market. Those with the greatest resources for participating
in the political market-resources of knowledge, experience, and
time-are precisely those who tend to use the acute services.
By definition, those who use the most deprived services-for
example, the mentally handicapped and the senile elderly-are
those lacking such resources. All the evidence is that consumer
representatives are unrepresentative of the consumer population
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at large in terms of education, social class, and age.7 In other
words, consumer resources and preferences are at least as
convincing an explanation for the bias of the NHS-criticised
by Mr Kennedy-towards the acute services as producer
power.8 Yet the bias of Britain's paternalistic NHS is, pre-
dictably, less than that of the more market-oriented system in
the United States. As an American contributor to the Seldon
volume, Professor John Goodman, argues, the NHS spends
"far more of its budget on 'caring' and much less on 'curing' "

than the USA. Though intended as a criticism, the point seems
a remarkable compliment to the NHS.

Implicit in my counter critique of the consumerist utopia
is the assumption that in the last resort equity matters more
than choice. Indeed, it could be argued that the rationale of
the NHS is to maximise equity even at the cost of minimising
choice. This, in a sense, is both its strength and its weakness. If
the terms of this trade-off are rejected-if maximising choice
is taken as the overriding objective of policy-then the case for
consumer power becomes much stronger (though doubts about
the effective ability of consumers to exercise choice remain).
But it is important to be clear that consumerism, like every
policy option, carries a price tag. We may well be willing to
pay the price (as Mr Seldon and his co-authors are prepared to
do) but we cannot ignore it. Only in utopia are there solutions
to problems which do not generate a new set of problems.

So much for the celebration of consumer power. The other
strand in the new critique of the NHS is the contention that
the service has achieved little in the way of enhancing the
health of the population. Thus Mr Kennedy maintains that "it
has become an illness service rather than a health service." And
Professor Cotton M Lindsay, another American contributor to
The Litmus Papers, argues that the NHS has done nothing to
improve Britain's health. For example, he points out that there
is no evidence that life expectancy in Britain has improved at
a faster rate than that in the United States, with its very dif-
ferent system. Similarly, another contributor, Mr Alfred
Sherman, asks rhetorically whether any improvement in the
population's health can be attributed to health service provision,
"as distinct from public health, diet, and so on." Again, there
is nothing new about this kind of assertion. It has become
something of a platitude to argue, following in the steps of
Professor McKeown,9 that it is social and economic conditions
that determine health rather than the capacity of the medical
system to intervene. But, once more, the limitations and
implications of adopting this position need to be teased out.
The first difficulty is that the evidence about the health

status of the population over time is seriously deficient. It is
based on mortality statistics. Thus any assertion about the
contribution of the NHS (or any other health system) to the
health of the population must be qualified by the reservation
that we know little about changes in morbidity over time.
Simply to assert that the NHS has not extended life expectancy
is to overlook the crucial question of whether it has brought
about a fall in disability, pain, and suffering for any given
life span. The fact that many forms of medical intervention are
not necessarily reflected in the figures of rnortality-arthroplasty
being a prize example-should indicate caution about drawing
sweeping conclusions based on inadequate data.10 Similarly, and
depressingly, we know little about whether or not the quality
of care for those who cannot be cured has improved, and how
the performance of the NHS in this respect compares with
that of other health systems.
The second difficulty, flowing from adopting this agnostic

point of view about the effectiveness of health services, is
specific to the proponents of the market approach to health
care. One of the main themes running through The Litmus
Papers is that a market system would allow people to spend
more of their money on health services. "More funds will then
be channelled by all the people to medical care as a whole,"
argues Mr Seldon. But if there is no evidence that more re-
sources for health services can be equated with improved
health why encourage more money to be spent in this way? To
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reverse Professor Lindsay's argument, if there is no evidence
that the United States has been more successful than Britain
in prolonging life, despite spending a far larger proportion of a
much higher national income on health care, should we not be
congratulating ourselves on the ability of the NHS to contain
the level of expenditure and hold it up as an example of success-
ful parsimony?

A "conceptual" framework

Mr Kennedy is, at least, not open to such a charge of in-
consistency. He points out that the "mere provision of more
and more money will not of itself improve the quality of our
health care." The "blueprint for action" which he offers is
therefore designed to address itself to the social and economic
causes of ill health. He argues for a preventive strategy, aimed
in particular at tackling the inequalities in health identified in
the Black Report."1 His emphasis is on more education and on
social intervention. No one can quarrel with this as a general
proposition. Unfortunately, Mr Kennedy offers only "a con-
ceptual framework, not a plan of action." And the real difficulties
in achieving his objectives lie precisely in the realm of action. If
the rhetoric of medicine needs a sceptical analysis, so does the
rhetoric of radical reform: there is quite a lot of unmasking to
be done in this respect as well. Only consider Mr Kennedy's
point that unemployment may threaten health. The case for
trying to reduce unemployment is, indeed, overwhelming for
reasons that have nothing to do with health. The means for
doing so are, however, less than self-evident. It is therefore
difficult to escape the conclusion that much of Mr Kennedy's
"blueprint" amounts to saying that if only the world could be
transformed it would be a much healthier place in which to
live: an unhelpful truism.

Again, Mr Kennedy seems to assume that all his policy
objectives will necessarily be compatible with each other. It is
a large assumption to make. Take, for instance, his emphasis
both on better education for healthy living and on diminishing
social-class inequalities in health. The evidence, unfortunately,
is that health education may actually widen inequalities. It is
the middle classes who, for example, have taken on board the
message about smoking.'2 If our only policy objective were to
be the diminution of social inequalities perhaps the most
effective way of doing so would be to abolish the Health
Education Council. In practice, very sensibly, we would decide
that improving the health status of the population as a whole
matters more than reducing inequalities in the distribution of
ill health. If the latter were our sole aim it would be entirely
consistent with policies designed to bring about a diminution
of the total supply of good health.

Lastly, Mr Kennedy tends to ignore the issue of costs. He
wants better social security provision, more benefits for the
children of poor families, and better occupational health
services, to cite only some of the items on his shopping list. In
a period of economic growth this might well be a feasible
policy option, though economic growth may impose its own
costs in terms of extra ill health generated by the strains and

stresses of a high-productivity economy. In a period of non-
growth the kinds of changes called for by Mr Kennedy imply a
massive redistribution of societal resources: a zero-sum game
in which the deprived and vulnerable lack the most important
resource of all-power.
To make these points is not merely to nitpick. It is to suggest

that the utopian vision implicit in the Reith lectures may be
positively harmful to the extent that it offers an ideal but
unachievable recipe for action as a substitute for less-than-ideal
but feasible goals of policy. To argue (as Mr Kennedy does)
that much of what doctors in the NHS do is to offer medical
placebos for social ills is not to condemn the system. It is,
rather, to recognise that our society has developed the machinery
for providing medical support while still lacking the capacity
to tackle many of the underlying problems. In turn, this line
of reasoning would suggest two conclusions. Firstly, that the
NHS is a success story for precisely the reasons for which it is
condemned by Mr Kennedy: as a system of social control and
support. All societies need institutions (whether the church or
the NHS) for supporting social casualties and maintaining
norms of behaviour. Secondly, explicitly recognising the social
function of the NHS may imply changes-for example, in the
training of doctors, as argued by Mr Kennedy-but does not
suggest a challenge to the principles on which the service is
built.

In all this, to return to the starting point of this argument,
there would seem to be a danger that the NHS's achievements
will be ignored in pursuit of the vision of a transformed society:
competitively inegalitarian in the case of Mr Seldon and his
co-authors, collectivist and egalitarian in the case of Mr
Kennedy. To use the stonework of the NHS as the building
material for a new society is to risk breaking up what remains,
with all its imperfections, a formidable monument of social
imagination without any certainty that the new structure will
ever get beyond the planning stage of rhetoric.
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