It is difficult to know what to do with this. I have elected to submit responses to the questions to prevent Lansley claiming support. However, I feel the consultation is deeply flawed and imagine many self-respecting people will boycott this exercise.

 

As BigSocietyNHS have pointed out, the leading nature of the questions is outrageous. For example, on the question ‘Are we doing enough to make sure the NHS at a local level has the freedom it needs to take locally-based decisions?’, they point out ‘There are two possible answers to this question. Either you say the DoH are doing enough, and then they can write a press release saying “Our reforms supporting local decision making are supported by the population”. The second option is to say that the DoH are not doing enough, and then the poor DoH interns can write a press release saying “The public want us to do more to remove centralised planning in the NHS”. Either way, Lansley is leading you to the answer that he wants to hear.’

 

The public, the BMA and the RCN have already roundly rejected the proposals. If Lansley had been listening, he would have heard. As Laurence Buckman has already pointed out “Having a large number of GPs signed up to consortiums doesn't prove they are in favour of the reforms. Just because someone gets into a lifeboat doesn't mean they support the sinking of the ship."

 

Choice and competition
 

The Kings Fund Document A High Performing NHS? concluded that the NHS improved substantially between 1997 and 2010 but that growing health inequality clouded this otherwise welcome news.

 

I believe that expanding choice, particularly where numbers of clinical staff remain the same or are cut, can only exacerbate health inequalities. These arguments have already been made in some detail elsewhere (see J Med Ethics 2008; 34: 271-4). Briefly, well educated individuals with friends in the medical profession, flexible hours and access to transport, will both choose better and have access to a greater range of choices. The likely result of increasing levels of choice is that well to do patients will access the best providers whilst others, likely with greater health needs, will receive their care from other providers.

 

I think we can learn much by looking at healthcare in United States. As Harvard Professor Atul Gawande has pointed out, in their mixed market, the best healthcare is to be found where providers group together and cooperate to improve performance (see http://www.newyorker.com/reporting/2009/06/01/090601fa_fact_gawande). Fragmentation and competition seem to limit opportunities for quality improvement and drive up costs.

Accountability and patients
 

There is nothing wrong with increasing accountability and involving clinicians and service users in healthcare planning. However, it is important to recognise the valuable skill set that public health specialists bring to the table. It is also important that preventative medicine and diseases predominantly suffered by quiet or disempowered sections of the community are not marginalised if well organised, often pharmaceutical industry funded, patient groups get a place at the table.

 

However, as Clare Gerada has pointed out, there is nothing to prevent greater clinician or patient involvement in PCT led commissioning. Indeed, this option would avoid the cost and loss of institutional memory associated with a major reorganisation. NHS Oxfordshire who currently commission services where I practice have one percent management costs, which does not seem excessive to me. Some of my most thoughtful peers have trained in public health and now work in PCTs. I think that Cameron's descriptions of them as 'distant Whitehall bureaucrats', etc, have been shabby.

 

It is important to remember that PCTs initially covered smaller areas and, in 2005, were reduced in number by approximately 50% to achieve greater efficiency. In this rush to achieve localism, it has not been recognised that with greater localism comes increased administrative cost, as discussions and decisions are repeated in multiple smaller units.

 

Advice and leadership
 

This question pre-supposes support for commissioning consortia and the purchaser-provider split. I certainly don’t subscribe to the former and have reservations about the latter.

 

I think the NHS currently strikes a good balance. As a clinician, I can do what I believe to be right for my patient but am governed by local regulations and national guidance designed to maximise the benefit that can be gained from a finite pot of health resources. These regulations have been worked out on a macro level by people who know what they are doing and can act rationally without their judgment being affected by their relationship with particular patients.

 

For example, in Oxfordshire, GPs route orthopaedic referrals through a triage service run by senior physiotherapists which reduces costs and, nationally, NICE prevents colleagues from spending money on cancer drugs that cost a huge amount of money and only prolong life by weeks to months.

 

The alternatives are capitation or fee per service.  Jerome Kassirer outlines the significant problems with these two systems in his excellent book On the Take – the former incentivises stinginess in intervention and the latter excess. Both result in the clinician having a conflict of interest between doing what is best for the patient and maximizing returns.

 

The emasculation of NICE and the formation of the Cancer Drug Fund – which is to be paid for from the NHS budget – are in my opinion terrible mistakes.

 

Greater integration of budgets – probably necessitating less rather than more competition - may offer a means by which health services can be further improved. For example, telephone advice lines operated by specialists could help GPs to avoid unnecessary referrals but would result in a loss of revenue to secondary care under current arrangements. Similarly, flexibility within (or abolition of) the purchaser-provider split, allowing consultant-consultant referrals, could free up GP appointments whose sole purpose is to request a referral recommended by a specialist. Ditto appointments during which a GPs sole purpose is to prescribe something recommended by a specialist reluctant to meet the cost from their own budget.

 

Perhaps the greatest potential saving could be made by integrating the health and social care budgets. This would free up the large amounts of money spent on acute beds for patients awaiting social care which could be spent on nursing home beds and employing carers. The current dramatic cuts to the adult social care budget represent a false economy.

 

Conclusion
 

I have worked in the NHS in various capacities for almost a decade – currently as a junior doctor. I can think of numerous ways in which the service could be improved. None are in Lansley’s proposals. Whatever the conclusions of his hand picked panel or this rigged listening exercise, I urge the coalition to reject these hugely damaging proposals.
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