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The first reaction of many reading the BMA's Leading for
Health' may well be to summon a one armed lawyer. Quite the
most conspicuous characteristic of this document is its even
handedness in setting out the issues in the debate about the
future of health policy. There is an inexorable symmetry
about the way in which the arguments are set out. First the
case is made out for a particular policy option, whether about
the organisation or finance of health care. Then the case
against the option is put with equal force and clarity. Given
that the aim was to produce an agenda for debate rather than
an agenda for action, the working party has succeeded
brilliantly.
The price of so doing may, however, be a certain sense of

frustration for those who believe that the BMA should be
taking the lead in the present debate about the future of the
NHS by producing its own manifesto and by setting out its
own policy stall. At a time when health policy issues are
commanding an unprecedented amount of attention the
medical profession should surely be seeking to take a lead in
shaping the discussion. Instead, Leading for Health simply
concludes that "The questions raised by this report demon-
strate that many crucial issues in health remain unresolved."
For those hungering for answers this may seem a frustratingly
lame conclusion.
But is it? The case for a question raising rather than a

question answering approach is both political and intellectual.
Precisely because health policy issues are now central to the
confrontation between the parties, and precisely because they
are likely to feature strongly in the approaching general
election, the BMA would risk getting embroiled in the day to
day wrangling among politicians, so endangering its long term
credibility as the voice of the medical profession. But more
important than considerations of political expediency are the
arguments of intellectual integrity. The reason why "many
crucial issues in health care remain unresolved" is that they
entail conflict between desirable aims: that there is no one
solution which will achieve everything that we might want to
do, and that investigating the policy options demands in the
first place identifying the trade offs between competing
values.

So, for example, we might put a high value on increasing
the investment in health care. The possible options for so
doing include greater reliance on private insurance and
charges to patients. But at the same time we might also put a
high value on ensuring equity of access to health care, as the
authors of Leadingfor Health clearly do. If so, there is a clear

conflict between these two objectives. Similarly, we might
attach great importance to planning health care to respond
rationally to need as defined by the health care professionals,
whether medical or managerial, while at the same time
seeking to make the delivery of health care responsive to
consumer demands. Can the languages ofneed and demand-
of professional paternalism and of the marketplace-be
reconciled? Probably not: each implies a very different model
of organisation for health care. And Leading for Health
usefully sets out the various models that are available, each
embodying a different set of values.

Professional paternalists, anxious above all to distribute
resources according to need, would probably settle for a
model that reverts to the position before the 1989 changes.
Conversely, those who believe that consumer demand should
prevail would probably be more attracted by the model that
generalises fundholding, with the general practitioner playing
the part of the proxy consumer.

Teasing out such issues is a useful exercise in its own right.
Leading for Health, however, seeks to put them in a wider
perspective. Although most of the document is concerned
with the organisation and finance of the NHS, much emphasis
is also put on its environment: on the social and economic
factors that help to determine health and on the role of
community care.

In doing so it acknowledges the limits ofmedical care and of
the role of the profession. In this it echoes-and might well
have quoted-the views of the BMA in the days before the
creation of the NHS. In giving evidence to the 1926 Royal
Commission on National Health Insurance the BMA argued
that "the organisation of a National Health Insurance scheme
is not necessarily, or even probably, the best means of
utilising limited resources for the promotion of national
health. It is more than likely that there are a number of other
directions in which severally, or collectively, a corresponding
expenditure would produce an even more satisfactory return.
Such are (1) proper housing (2) town planning with the proper
provision of open spaces and recreation facilities (3) smoke
abatement (4) a pure milk supply (5) public house reform and
the regulation of the sale of alcoholic beverages (6) the
destruction of vermin (7) education (8) the aiding of medical
research."2 With some adjustment of the wording, and
perhaps the addition of adequate income support, the list
could well have appeared in Leadingfor Health.
The argument is persuasive but has perhaps wider impli-

cations than the document acknowledges. For what the BMA
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was arguing in 1926-and what no one seems to be prepared
to argue today-is that social engineering should have priority
over health services in the competition for scarce resources if
the overall aim of policy is to improve the nation's health. So
should we be spending more on the NHS or should we be
allocating the extra millions to a variety of programmes
designed to address the social and economic causes of ill
health? And, similarly, if our concern is with improving the
quality of life is it necessarily self evident that health care
should have priority over community care?
Leading for Health puts the underfunding of the NHS at

£6bn while conceding that there is no formula for determining
what the "right" expenditure on health care is. The £6bn
figure is calculated, less than convincingly, on the basis of
what would be needed if Britain was to bring its expenditure
up to the average for other countries that are members of the
Organisation for Economic Cooperation and Development
(OECD). Given that these countries are a very heterogeneous
lot, no particular magic attaches to the average of their
spending.

Perhaps the most striking of the various OECD statistics,
usefully reproduced in the document, is that Japan spends
scarcely more than Britain on health care -as a proportion of
the national income -while having quite the most outstanding
record in terms of outcomes- for example, infant mortality
rates and life expectancy at age 40. And though this might
conceivably have something to do with the organisation of
health care in Japan, in particular the emphasis on primary
care, social factors offer a more plausible explanation. So the
argument comes full circle, and it suggests that any case for
extra spending on the NHS should be based on setting out a
balance sheet of what could be achieved with extra funds as
against the benefits generated by investing the resources in,
say, community care. TQ put matters in the most extreme
form, it is difficult to see what would be gained if the extra
billions were devoted to increasing pay all round.
The value of Leadingfor Health is, of course, precisely that

it forces us to address these and other unsettling questions.
For example, what is the best balance between expensive
professional manpower-like doctors-and cheaper if less
skilled labour in the delivery of health and community

services? And, again, if resources have to be rationed
who should take the decisions and on what criteria? The
proliferation of questions in thinking about the future of
health policy is indeed daunting. Yet in one respect the report
is perhaps too parsimonious. It does not really address the
agenda that is being set for health by changes in the global
economy. On the one hand, there are the changes in organis-
ational forms made possible by information technology: in
this respect the changes in the NHS largely reflect the
transformation that is taking place in all organisations-the
decentralisation ofproduction and the centralisatiorl ofcontrol
in a new and more pluralistic universe.4 Might not this suggest
that the option of a simple reversion to traditional models of
planning for needs is unlikely to be adopted?
On the other hand, evidence exists that growing inequalities

in income reflect as much changes in the structure of employ-
ment, particularly in cities like London,5 as the policies of the
Thatcher decade. Might not this imply that the pressures for a
two tier health care system are likely to grow and that
we should therefore be addressing the question of what
differences are tolerable?6

Given the complexity and sensitivity of the issues
concerned, it is clear that there cannot be an instant resolution
to the debate about the future of health policy. There are no
quick fixes which can satisfy the various actors in the health
policy arena or reconcile the competing objectives without
causing pain. And the great merit of Leadingfor Health is that
it not only sets out a comprehensive agenda but offers a
warning against the dangers of precipitate oversimplification.
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Doctors and the Children Act

Partnership is the key

Next week the Children Act 1989 comes into force.1 What will
"the most comprehensive and far reaching reform of child
care law which has come before Parliament in living
memory"2 mean for doctors?
The new act embodies the principle that the welfare of the

child is paramount. Echoed in its construction are Lord
Scarman's words in the case of Gillick v West Norfolk and
Wisbech Health Authority in 1985: "Parental right yields to
the child's right to make his own decisions when he reaches a
sufficient understanding and intelligence to be capable of
making up his own mind on the matter requiring decision."3
The child's right to decide in some circumstances to refuse to
submit to a medical examination or other form of assessment
ordered by a court dramatically departs from the traditional
view of a child dependent on adult instruction. The concept of
the mature minor initially caused much dismay among
doctors who saw themselves as arbiters in circumstances
fraught with uncertainty. As implementation of the act

approaches, professionals from many disciplines working
with children await the establishment of case law that will
form the basis of future practice.
The principal theme of the act is partnership -partnership

with parents to provide support, care, and services to benefit
children. Health, education, and local housing authorities are
required by the act to cooperate with social services depart-
ments in providing services for children "in need" -the first
time that such cooperation has been required by law.
New legislation is central to the premise that children are

best cared for within their own families and community. For
this to happen a range of services and supports will be
required, in the main for people with "parental respon-
sibility" for the child. Parental responsibility is a new concept
introduced by the act. Overnight, the legal role of parents will
change from being based on guardianship-with its pro-
prietorial rights and duties-to being based on responsibility
for the child's benefit.' This responsibility may be shared, and
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