
BMJ | 17 MARCH 2012 | VOLUME 344 33

VIEWS AND REVIEWS
M

AR
G

AR
ET

 B
AI

RD
/B

RI
DG

EM
AN

 A
RT

 L
IB

RA
RY

/G
ET

TY

PERSONAL VIEW David J Hunter, Gareth H Williams

NHS “reform” in England: where is the public interest?
If the main political conflict of the 20th century 
was about regulation and the role of the state, 
that of the 21st century is about deregulation and 
the role of the market.1 Whereas the welfare state 
embraced the role of government, the market state 
is sceptical of government and favours competition 
and choice. The debate over the fate of the NHS in 
England, triggered by the government’s determi‑
nation to replace a largely publicly provided serv‑
ice with an increasingly privatised one driven by 
competition, is a microcosm of the wider conflict 
between the welfare state and the market state. 
What has been described as 30 years of “market 
triumphalism” has embedded the assumption that 
government is the problem and markets are the 
main instrument for achieving the common good.2

The secretary of state for health asserts that 
“individual creativity and innovation is best sup‑
ported by competition” [which] “is a critical ele‑
ment of healthcare system reform.”3 This shift 
from public to private provision lies at the heart 
of the Health and Social Care Bill which, though 
bloodied, remains unbowed as it drags its way 
through the final stages of parliamentary assent 
before becoming law. What is striking about the 
secretary of state’s position is the extent to which 
market competition rather than public provision 
has become the driving principle of healthcare 
reform in England. At a time when financial crisis 
has caused us to reflect on the benefits of, and lim‑
its to, market competition in society, it is perplex‑
ing to find debate over the future of the NHS being 
dominated by the assumption that marketisation 
is a good thing.

Recent research claiming that competition is 
effective under particular conditions4‑6 has been 
defended on the grounds that the studies are 
empirically based in contrast to the critiques of 

competition which are dismissed as being rooted 
in ideology and polemic.7 8 In an extraordinary 
piece of philosophical creativity by two high profile 
commentators on the reforms, a contrast is drawn 
between the “empiricists” (aka “the geeks”) and 
the “intuitivists” (aka “believers in gut instinct”).9 
Those emphasising “empiricism” look at the evi‑
dence, whereas those emphasising “intuitivism” 
fall back on re‑statements of basic values, ignoring 
what has changed and what change is needed. But 
given that economics as a discipline is posited on 
various assumptions about the nature of human 
behaviour, these “empiricists” are nothing if not 
ideological and intuitive.

Whichever side one takes in the clash between 
competition and markets on the one hand and 
the public provision of services on the other, the 
evidence base is never likely to be so unequivocal 
or uncontested as to enable the argument over 
whether competition is an unalloyed good to be 
settled one way or the other. At best, policy can be 
evidence informed but not evidence based.10

In any event, issues of efficiency, productivity, 
and throughput are not the only ones to be con‑
sidered or valued in a public health system, even 
one which performs as well as the NHS does when 
compared with other systems.11 Sadly, and to the 
detriment of proper informed debate, the argument 
about what constitutes a well functioning health 
system has been effectively hijacked by a particular 
school of economists. In their enthusiasm to dem‑
onstrate the power of their methodological tools 

they have avoided any consideration of the many 
other dimensions that are at least as important to 
shaping the sort of health system a civilised society 
might wish to support. Surely matters of owner‑
ship, governance, and accountability, in the public 
interest, matter greatly in complex systems where a 
high degree of integration, connectivity, collabora‑
tion, and relationship management is critical. How 
can the public interest be preserved and strength‑
ened if the means of delivering a health system no 
longer lie in public hands? As the recent debacle 
over the Care Quality Commission demonstrates, 
regulation is an ineffective instrument in managing 
and avoiding the problems to which competition 
can give rise. Governments are invariably poor reg‑
ulators, having divested themselves of the neces‑
sary in house expertise and specialist knowledge.12

The architect of the NHS, Aneurin Bevan, pro‑
claimed it to be “a triumphant example of the 
superiority of collective action and public initiative 
applied to a segment of society where commercial 
principles are seen at their worst.”13 More recently, 
the moral limits to markets in areas of public policy 
such as healthcare have been questioned. If we 
believe that “marketising social practices may 
corrupt or degrade the norms that define them, 
we need to ask what non‑market norms we want 
to protect from market intrusion.”2 The absence of 
such a discussion of the NHS reforms in England is 
in striking contrast to the position in Wales where 
the health minister, Lesley Griffiths, in response to 
a report by the Bevan Commission,14 has pointed 
out that: “. . . unlike the NHS in England, our NHS 
is avoiding the marketplace and competition in 
favour of an integrated system, where the assets 
of the health service are owned by its government 
and its people.”15

Rescuing the debate about the kind of health 
system we want to nurture and sustain means 
removing it from the simplistic market based nos‑
trums of economists. It demands a renewed faith 
in politics and civic engagement for, as long as a 
situation prevails that has been described as “the 
unbearable lightness of politics,”1 we risk losing 
respect for public goods and paving the way for 
their privatisation.
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MEDICAL CLASSICS 
A New Electronic Theory of Life
by Otto Overbeck First published1925

Electrotherapy is most often associated with its 
modern manifestations, yet it has a tradition that 
stretches back to at least the mid-18th century. 
One of the major advocates of this technique 
was Otto Overbeck (1852-1937), an eccentric 
industrial scientist and inventor. He studied 
chemistry at University College London and 
worked for a brewery in Grimsby as scientific 
director. While there, Overbeck patented a 
number of devices, but he is best remembered for 
contributions to electrotherapy in his later life.

His health deteriorated during the early 1920s, 
and he became increasingly desperate in his search for effective 
medical treatment. He developed an electrotherapy device of his own: 
the Overbeck “Rejuvenator,” an example of which can be seen in the 
Thackray Museum, Leeds. The device consisted of a series of low power 
batteries and intricately shaped electrodes, and Overbeck patented 
different aspects of it in countries around the world, and persuaded the 
Ediswan Company to manufacture the Rejuvenator. He was not a doctor, 
but Overbeck then sought to add to his credibility by publishing a curious 
yet compelling text on electricity and health.

A New Electronic Theory of Life first appeared in 1925 and went 
through at least four editions up to 1932. In it, Overbeck linked almost all 
ailments and diseases to a bodily imbalance of electricity. Every illness, he 
said, apart from deformities or those caused by disease germs, could be 
explained by an upset of the body’s natural electrical state. In Overbeck’s 
terms, “[w]e are electric in substance and in action; its [electricity’s] 
balance is a healthy life, its unbalance is disease, always excluding germs 
and malformation or physical damage, and upon the electro study [sic] of 
the human frame and its existence everywhere, and its degree and extent, 
the whole of medical science in the future rests.”

This treatise was more than just a layman’s ramblings, however. In 
A New Electronic Theory of Life Overbeck referred to his own invention; 
electrotherapy to restore bodily function, particularly in older people, 
was “now practically and effectively carried out by Overbeck’s 
Rejuvenator,” according to the author. The book was offered free of 
charge in advertisements for the Rejuvenator; Overbeck clearly hoped to 
persuade them that his treatment had a scientific basis. His hope was far 
from forlorn, and he was able to buy a palatial house and gardens, now 
managed by the National Trust, in Salcombe, Devon.

A New Electronic Theory of Life was therefore part of a complex 
marketing system for Overbeck’s own quasi-medical device. Claims of 
scientific authority for both the Rejuvenator and its inventor, the use 
of patents as indicators of efficacy, and extensive testimonies from 
medical practitioners were all used in marketing literature. It attracted 
substantial interest from patients looking for an alternative to traditional 
medicine, particularly when they were seeking cures for minor ailments 
such as baldness and fatigue. Electrotherapy was a popular method 
of self treatment; it did not require the intrusion of a doctor, and 
Overbeck attempted to sell his patented Rejuvenator by giving scientific 
justification. He protected his device with patents, and persuaded 
purchasers with prose.
James Stark, AHRC knowledge transfer fellow, University of Leeds and 
Thackray Museum, Leeds J.F.Stark@leeds.ac.uk
Cite this as: BMJ 2012;344:e2032

BETWEEN THE LINES Theodore Dalrymple

What a nerve
Many plays have a doctor as a char‑
acter, but few have five (of a total cast 
of 10). Jupiter Laughs is one such 
play, and, not surprisingly, perhaps, 
it is by a doctor: A J Cronin (1896‑
1981). Cronin, whom the Dictionary 
of National Biography describes as “a 
middlebrow writer par excellence,”—
and who, like Anthony Trollope, tried 
to write 5000 words a day, rain or 
shine—wrote it in 1941.

The action takes place in a private 
clinic for “nerves” called Hopewell 
Towers (the tradition of giving cheery 
names to places for desperate cases 
lives on). The clinic is owned and 
directed by Dr Bragg, an immaculately 
dressed, pompous careerist. Among 
his staff is an ambitious and non‑con‑
formist young scientist, Dr  Venner, 
who has been given a room to use as 
a laboratory that the sour matron, 
Fanny Leeming (who is in love with 
Dr Bragg, whose own wife has had an 
affair with Dr Venner), covets for use 
as a sitting room for herself. The other 
doctors are the avuncular Dr Drewett, 
over 70, a complete failure in the mode 
of doctors in Chekhov; Dr Thorogood, 
Dr Bragg’s nephew, a pretty brainless 
fellow; and Dr Murray, a young woman 
just qualified whose ambition it is to 
go to China as a medical missionary, 
and who comes to Hopewell Towers 
only to earn enough for her passage. 
But she falls in love with Dr Venner—
who returns her love. To complete the 
complications, Dr Thorogood also falls 
in love with Dr Murray. The scene is set 
for melodrama.

In his laboratory, Dr Venner single‑
handedly discovers a magic bullet for 

schizophrenia called betrazol (surely 
a reference to metrazol, which was 
used briefly to induce convulsions in 
psychiatric patients). This drug regen‑
erates the nerve cells that have sup‑
posedly died in schizophrenia. In a 
fury of jealousy over Dr Venner’s love 
for Dr Murray instead of for herself, 
Mrs Bragg sneaks into his laboratory 
to burn his research records. Dr  Murray 
enters the laboratory to put out the fire, 
but a bottle of ether explodes and kills 
her on the spot. One begins to see what 
the Dictionary of National Biography 
means by middlebrow.

Betrazol is a tremendous success 
in the first patient on whom it is tried, 
a man by the name of Foster: apart, 
that is, for one slight complication—
namely, his death. Nevertheless, 
Dr Venner publishes his findings in 
the Journal (otherwise unspecified), 
presumably overlooking the death 
aspect, emphasising instead the 
regeneration of the nerve cells, and 
becomes a scientific star overnight, 
sought out by many journalists. The 
death of the patient seems to cause 
him no further complications. A drug 
company offers him the post of chief 
research scientist at the colossal sal‑
ary of £1500 (€1800; $2350) per year. 
Dr Venner does not take it, however; 
instead, he decides to go out to China 
to try betrazol on an epidemic of cer‑
ebrospinal fever that is raging there. 
“They’ve got it there,” says Dr   Venner, 
portrayed throughout the play as a 
brittle cynic. “A really virulent epi‑
demic in a nice tropical setting. Just 
my line.”

There is one line in the play that 
made me laugh out loud. When Dr 
Murray arrives at Hopewell Towers, Dr 
Venner asks her whether she had ever 
heard of Dr Bragg before she applied 
for the job. She tells him that she had 
not.

“Impossible.” exclaims Dr Venner. 
“Good God. Such is the reward of the 
man who introduced home grown 
brussel sprouts in the treatment of 
disseminated sclerosis.”
Theodore Dalrymple is a writer and retired 
doctor
Cite this as: BMJ 2012;344:e2036

Overbeck: linked ailments 
to electrical imbalance

Cronin: middlebrow?
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LAST WORDS

Effective 
gatekeeping 
requires a 
personality that 
can reassure and, 
above all, accept 
uncertainty

typically nurses investigate more and 
might make more referrals. An increase 
in one or two referrals a week and even 
small increases in investigation equate 
to £10 000s a year in downstream NHS 
costs. Also, nurse appointments are 
longer, often 15-20 minutes, compared 
with the average GP consultation of 10 
minutes. Lastly, nurses doing a similar 
job to doctors, in time would demand 
rightly more equal pay. So are nurses 
more cost effective and better than doc-
tors? Who knows?

Effective gatekeeping requires a per-
sonality that can reassure and, above all, 
accept uncertainty. So in a small group, 
practice roles blur—we recognise the 
limitations of titles and qualifications. If 
you can do, you do. The three priorities 
of driving up quality in primary care are 
experience, experience, and experience.
Des Spence is a general practitioner, Glasgow 
destwo@yahoo.co.uk
References are in the version on bmj.com.

Cite this as: BMJ 2012;344:e2010

Job induction 1993 style—five junior 
doctors, a whiff of stale cigarettes and 
sweat, we present for duty in Glasgow 
casualty department one Sunday morn-
ing. We have no trauma experience, 
no senior supervision, just some old, 
thumbed textbooks. A “not seen one, 
not done one—do one” culture, our 
ignorance was our security blanket. We 
provided 24 hour cover, seven days a 
week, with no study leave for six months 
before we all changed over. How could 
this dysfunctional system work? Nurses. 
They held our hands; stopped us; and 
prompted us in all things until we were 
passingly competent. Doctors who dis-
respect nurses disrespect the medical 
profession—different, but never better.

A perennial debate on Twitter is 
whether nurses should substitute for 
GPs on the basis that they are better 
and less expensive than doctors. For 
research suggests that nurses achieve a 
higher rate of patient satisfaction, and 
outcomes are similar.1 2 The average 

salaried GP’s pay is £57 300 (€68 300; 
$89 600), 3 whereas a senior nurse’s 
is £35 000.4 The economic argument 
seems a no brainer, but it is not that 
simple. Firstly, satisfaction is a soft 
outcome, nurses spend more time with 
patients, so naturally this might lead to 
higher satisfaction. As for outcomes, 
most self limiting conditions that we 
see in primary care get better despite 
what we do. Dealing with rare, severe 
illness, where error is devastating for 
patient and doctor alike, has not been 
researched for nurses—a confounding 
weakness in all the evidence.

But there is another fundamental 
economic issue. Primary care is only 
effective if it acts as a gatekeeper. For 
healthcare costs are loaded within the 
hospital sector. Simple blood tests cost 
tens of pounds, outpatients appoint-
ments cost hundreds, and acute admis-
sion many thousands. General practice’s 
value is not in what we do, but what we 
don’t do. The research suggests that 

Boundaries cause problems. Thirty 
years ago, the Royal Navy’s taskforce 
set sail for the Falkland Islands (or do 
I mean Las Malvinas) in a boundary 
dispute. The Iron Lady might have 
imagined this problem solved, but it 
seems to be a political issue once again. 
Then there is the Act of Union 1707 
between England and Scotland . . . 

The boundary that separates 
medicines from other products is 
blurred. It is illegal under the Medicines 
Act 1968 to make medicinal claims 
without a licence, but you can avoid 
the inconvenience of showing efficacy 
or safety if you package your product 
as a beauty treatment. And if this gives 
you a furrowed brow, don’t despair. 
“Wrinkle Relaxing using Botulinum 
Toxin (Botox, Azzalure, Vistabel) is 
a non-surgical treatment for lines 
caused by dynamic movement,” 
[www.timelessaesthetics.co.uk/
wrinkle-relaxing-10-c.asp] a cosmetic 

energy drinks, but the Advisory 
Committee on Borderline Substances 
recommends that they be prescribed 
only for limited indications, so unless 
you can persuade your GP that 
worrying about your pension counts 
as “a condition requiring fortification 
with a high or readily available 
carbohydrate supplement,” you 
will have to carry on paying for your 
Lucozade Body Fuel Energy Gel (68.1 
g/100g of carbohydrate) rather than 
drinking Polycal (61.9 g/100 mL of 
carbohydrate) at the NHS’s expense. 
I find it a comfort to be able to turn 
to Appendix 2 of the British National 
Formulary and look up the conditions 
for which it is legitimate to prescribe, 
say, cappuccino flavoured Forticare. 
Sadly, presbyopia is not among them.
Robin Ferner is director, West Midlands Centre 
for Adverse Drug Reactions, Birmingham City 
Hospital R.E.Ferner@bham.ac.uk
Cite this as: BMJ 2012;344:e2028
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BNF and look up the 
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to prescribe, 
say, cappuccino 
flavoured Forticare

claim and not a therapeutic one—and 
so apparently beyond reach of the 
Medicines and Healthcare products 
Regulatory Agency. The lethal dose of 
botulinum toxin by mouth for an adult 
is around 100 µg. Some of us are old 
enough to remember advertisements 
“You’ll look a little lovelier each day, 
With fabulous pink Camay” for a 
soap made with perfume “worth nine 
guineas an ounce.” For the record, 100 
µg is 1/280 000 of an ounce. Perhaps 
the high toxicity of botulinum toxin is 
a selling point, as it is for traditional 
snake wines. Those made with the 
most venomous snakes are promoted 
as having the greatest curative power; 
though it is sometimes difficult to be 
sure you have the right snake in your 
wine without DNA testing (Forensic Sci 
Int 2012;214:e51-e53).

At least with borderline substances 
there is a committee to adjudicate. 
We might all feel better for high 
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