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Public opinion and purchasing

Andrew Richardson, Mark Charny, Stuart Hanmer-Lloyd

Abstract
Objectives-To explore the use of a questionnaire

to obtain representative public opinions on health
services. To examine residents' priorities, know-
ledge, and views on the public's role in decision
making.
Design-Self administered postal questionnaire.
Population-Random sample of 1500 residents in

Bath District Health Authority, drawn from electoral
registers.
Main outcome measures-Levels of agreement or

disagreement with statements provided and degree
of importance given to services and aspects of
services.
Results-70 questionnaires were returned un-

opened. Completed questionnaires were returned by
704 (49.2%) of the 1430 remaining residents. Kidney
dialysis was thought very important by 559 (87%)
respondents and family planning by only 58 (9%).
Public priorities did not seem to reflect value for
money. Clear information about treatment was rated
as very important by 530 (76%) and comfortable
waiting areas by 70 (10%). 372 (53%) of respondents
said that they would definitely travel to a hospital
outside the district to reduce their wait for surgery.
Knowledge of the services provided by the authority
and the money available to it was poor. 446 (65%)
respondents wanted greater public involvement in
decision making.
Conclusions-A postal questionnaire can provide

useful information about public priorities and per-
ceptions about the services provided. More infor-
mation about health services and their costs and
benefits should be given to the public to assist
greater public participation in decision making.

Introduction
Health authorities need to take the views of con-

sumers into account when deciding what volume and
type ofservices to buy. In making referrals to secondary
care general practitioners act as consumers. Surveys of
their opinions have been reported.' We tested the
ability ofa questionnaire survey to obtain representative
public opinions. Surveys of public opinion are distinct
from those ofpatient satisfaction (box), which are more
commonly undertaken.

Subjects and methods
We prepared a questionnaire containing 44 ques-

tions. Most of the questions gave respondents a
statement or suggestion and asked them to indicate
their opinion or agreement on a Likert-type scale of
five options.2 Questions asked about the importance of
selected services, knowledge of the health authority,
and the role of the public in decision making.

Characteristics of patient satisfaction and
public opinion surveys
Patient satisfaction surveys
* Study population is patients or service users
* Seek direct experience of services
* Help providers to improve service quality
* Are retrospective
Public opinion surveys
* Study population is the resident population
* Seeks views of needs and priorities
* Help district health authorities to make purchasing

decisions
* Are prospective

A sample of 1500 residents was drawn systematically
from the electoral registers of parishes within the
health authority boundary. A single mailing was made
in November 1990. Reply paid envelopes were
provided.
No repeat mailing was done as we decided that

allowing respondents complete anonymity was more
important than any increase in response from a
reminder mailing. Inducements, common in market
research,3 were not used as they may not increase
response rates in health studies4 and could be conten-
tious in the current political and social environment
within the NHS. Data were analysed with the statistical
package for the social sciences (SPSS-PC).5

Results
Seventy questionnaires were returned unopened,

mainly because the addressee was no longer living at
that residence. Of the remaining 1430 questionnaires,
704 (49 2%) were returned. The age and sex distribution
of the respondents did not differ significantly from that
of the district population as a whole.

People were asked how important they believed a
selection of 10 services were. Table I shows these

TABLE I -Proportion of respondents who thought services very
important

No(%)of
respondents

Service (n=690)

Kidney dialysis 559/687 (81)
Special care baby unit 483/680 (71)
Vaccinations 474/689 (69)
Hip replacements 314/693 (45)
Long stay geriatric care 241/689 (35)
School medical service 225/687 (33)
Day hospitals 178/685 (26)
Family planning 160/682 (23)
Help for those who want to stop smoking 58/686 (8)
Varicose vein surgery 30/680 (4)
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services, ranked by the proportion of respondents who
said they were very important. Only two services,
family planning and help for people who want to stop
smoking, were said to be of no importance by more
than 2% of respondents. Help with stopping smoking
was judged to be of little importance by 213 (31%)
respondents, and 100 (15%) said that it was of no
importance. Table II shows the importance attached to
eight aspects of service quality.

TABLE iI-Proportion of respondents who thought aspects of services
were very important

No (%) of
Aspect of service respondents

Clear information 530/696 (76)
Modern equipment 468/692 (68)
Value for money 402/694 (58)
Seeing the same doctor if you return to a clinic 401/695 (58)
Friendly staff 243/689 (35)
Tasty and nutritious food 181/690 (26)
Signposts around the hospitals 176/690 (26)
Comfortable waiting areas 70/691 (10)

About half (372 (53%)) of respondents said that they
would definitely travel to a hospital out of the district
for a non-emergency operation if their wait would be
reduced from one year to one month; 238 (34%) said
they probably would travel and only 11 (2%) definitely
would not.

Bath district has 12 community hospitals, and
respondents were asked for their views on them. The
questions made it clear that, as no extra funding is
given to the district health authority for the community
hospitals, maintaining them means having less of other
services such as surgery at the district general hospital.
Most (572/694 (82%)) of the respondents agreed that
the community hospitals should be kept open with
only 76 (11%) agreeing with the statement that they
should be closed so that the same services as those in a
typical district could be provided.

People were asked how much the health authority
had to spend for each resident every year (about
£200). Most respondents (413/687 (60%)) answered
"do not know." Seventy two (11%) selected the
correct figure from four options ranging from £10 to
£800.
A series of questions asked whether or not certain

services were provided by the district health authority.
The authority was believed by 38% (260/680) of
respondents to provide family doctor services, and
33% (27) thought that it provided day centres for
elderly people.

DECISION MAKING AND INFORMATION

Table III shows the responses to questions about
decision making. Most (581/692 (58%)) respondents
agreed that the health authority should "do more
surveys like this, to find out what services local people
want." There was support for suggestions that the
health authority should give people more information
about what it does (607/682 (89%) agreed) and about
the services that are provided for them (642/690 (93%)
agreed).

TABLE iII-Views of 690 respondents on statements about decision
making and running of health service. Figures are numbers
(percentages)

Statement Agree No opinion Disagree

Decisions should be left to the
doctors and other experts at the
health authority 400 (58) 23 (3) 268 (39)

The public should have more of a
say in making the decisions 446 (65) 49 (7) 188 (27)

Local people are not able to
influence the decisions 471 (68) 63 (9) 154 (22)

Discussion
The response rate of 49% is respectable for an

exploratory study of this type.3 The results must be
interpreted with caution, in view of possible non-
response and sampling bias. Future studies, aiming
beyond the exploratory level, will need to achieve
higher response rates or obtain estimates of bias from
non-response.

PRIORITIES

We could not consider the full range of services in a
survey of this type; instead, examples of types of
service were chosen. There is no simple explanation of
the expressed priorities. They did not reflect the "value
for money" of different services. The cost of hospital
haemodialysis has been estimated at £14 000 for one
quality adjusted life year; advice to help people stop
smoking costs £167 for the same benefit.6 A wish to
obtain the greatest good for the greatest number was
not apparent. It is unclear whether the low priority
attached to help for people who wish to stop smoking
reflects low priority towards preventive services or a
lack of sympathy with smokers. A fuller examination
of public priorities, covering many more services,
would be possible; this has been attempted in Oregon.7
The relative importance of technical and inter-

personal aspects of quality8 were examined. Interest-
ingly, some interpersonal aspects of quality highlighted
in the NHS reforms,9 such as comfortable waiting
areas, were not given the highest priority. Respondents
considered clear information about their illness and
treatment important; supplying this information is not
expensive.

Contracts for operations could be placed with pro-
viders outside the district if this gives better value for
money or reduces local waiting times.

DISTRICT HEALTH AUTHORITIES AND THE PUBLIC

Many people knew little about the health authority.
The public needs a better undertstanding of the re-
sources which health authorities have to spend, the
cash constraints within which they work, and the
extent to which their activities can influence health.
District health authorities might wish to consider ways
of informing the public of what they do and provide.

PUBLIC'S ROLE IN DECISION MAKING

Public support for the delegation of decision making
to professionals and the health authority cannot be
assumed. We have no evidence of what people believe
should be the basis for deciding the allocation of
resources and patterns of care.
Our results indicate some support for greater public

involvement in decision making, although the extent of
involvement was not investigated. Some people may
wish for choice on issues such as appointment arrange-
ments but be prepared 'to delegate decisions about
resource allocation to professionals. Including the
public in decision making is complex and further work
is required.
There are several barriers to the democratisation of

decision making. Firstly, the public needs to be better
informed. Secondly, the public does not necessarily
share the same priorities and values as those who
currently determine the nature of local health services.
For example, the health authority might value inter-
ventions that decrease morbidity but the public may
place a higher value on reducing mortality and want to
see spending on interventions that are perceived as
life saving. Thirdly, as services must be purchased
within resource constraints, those who participate in
decision making must be prepared to reduce some
services to develop others. Despite a clear reference to
the opportunity costs in a question about community
hospitals respondents expressed support for them.
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This suggests that the public may be prepared to
choose to have less spent on one service to have the
benefits of another.
Out results have given a general impression of the

public's views. The survey raised awareness in the
health authority of the need to open a dialogue with
residents. Purchasers will wish to find ways in which
they can identify and react to public opinions. As well
as providing a means of doing this, surveys can
contribute to public awareness and knowledge.

We thank Geoff Griffiths, director of planning and partner-
ship, Bath District Health Authority, for his help with
drafting the questionnaire; Mrs Sue Jones for help with data
entry; and members of the public who completed the
questionnaires.
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Vaccine coverage: recent trends and future prospects

Joanne M White, Stephen J Gillam, Norman T Begg, Conor P Farrington

Abstract
Objective-To assess the feasibility of achieving

the target of 95% coverage for the childhood immun-
isation schedule by 1995 and to determine the
influence of sociodemographic factors and infor-
mation systems on recent trends.
Design-Analyses of trends in quarterly vacci-

nation data for diphtheria, pertussis, and measles in
health districts between February 1988 and February
1991.
Setting-District health authorities in England

and Wales, and health and social services boards in
Northern Ireland.
Subjects-Cohorts of children whose youngest

member had reached the target age of 18 months for
receiving the third doses of diphtheria and pertussis
vaccines and 2 years for receiving measles vaccine.
Results-Predicted coverage levels for mid-1995

were in excess of 95% for diphtheria, pertussis, and
measles vaccines. In the 118 districts that contin-
uously reported between February 1988 and
February 1991 the increase in coverage was 6%
for diphtheria and 13% for pertussis and measles
vaccines. 1991 coverage depended primarily on 1988
coverage. The additional effects of deprivation,
change in computer system, and child population
size achieved at most only marginal statistical
significance.
Conclusions-The government's target of 95%

coverage by 1995 is realistic, although projections
should be viewed with caution. Several national
vaccination initiatives are likely to have contributed
to the recent steady increase in coverage. Updating
and validation exercises are likely to improve
recorded coverage.

Introduction
Substantial improvements in coverage of childhood

vaccinations have been reported over the past 10 years.
Statistics from the Department ofHealth (unpublished)
show that between 1979 and 1989-90 coverage in
England rose from 80% to 89% for diphtheria, tetanus,
and polio; from 51% to 84% for measles; and from 35%
to 78% for pertussis. This achievement has been
brought about by a combination of organisational
change, health education, and professional commit-
ment to the programme.' What further improvements
in vaccine coverage mightwe expect? The government's

recent proposals for a national health strategy include a
target of 95% coverage for the childhood immunisation
schedule by 1995. This will be achieved only if
continuing improvements can be shown in all districts,
including those with characteristics beyond the control
of the health service such as high population mobility
and unemployment.3 None of this will be possible
without accurate, timely information. The efficiency of
child health computer systems is therefore of para-
mount importance.
The most recent Department of Health statistics

relate to children who reached their second birthday
between April 1989 and March 1990. However, more
up to date information on vaccine coverage is available
from the COVER (cover of vaccination evaluated
rapidly) scheme,4 which was established by the Public

1988 DoH 1990 DoH
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FIG 1- Vaccine coverage, February 1988 to February 1991. Per-
centage coverage of third dose diphtheria and pertussis, single antigen
measles, and measles, mumps, and rubella (MMR) vaccines (all
reporting districts). (Source: COV'ER (cover ofvaccination evaluated
rapidly) scheme)
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