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I INTRODUCTION
This brief report attempts to record the ideas and observations of participants in the national Keep Our NHS Public Workshop, held in Leicester in November 2008, entitled ‘what kind of health service do we want?’. The workshop was underpinned by the belief that, although much health service campaigning is characterised by fairly defensive approaches designed to combat privatisation and the extension of market principles, an effective campaign requires a positive vision of what is being campaigned for. The workshop offered campaigners the opportunity to discuss and develop ideas about the kind of health service we should be trying to build and attempted to establish whether there was a consensus or ‘common sense’ among campaigners as to the kind of positive policy agenda we should be developing. The workshop was supported by a small grant made available to the Leicester and District Trades Union Council by the TUC.
The report provides a summary and organisation of the ideas expressed in small group discussions and some suggestions for further work. The appendices made available in a separate document include a list participants in the workshop (App I), the questions proposed to frame small group discussions (App II) and my initial organising and paraphrasing of the points raised in the four small group reports sent to me by rapporteurs (App III). There have been occasions when the meaning or implication of a particular observation was not clear to me and I apologise for any misunderstandings. The original reports are available for those who wish to check my interpretation and analysis. The boxes identify notable areas of agreement and contain recommendations/views of two or more groups without dissent from other groups. 
II SUMMARY POINTS
The workshop established some of the key pillars of a reformed health service. It should 

· Be democratically accountable

· Be integrated and based on cooperation and planning

· Institutionalise much greater decision making at a local level

· Be available on the basis envisaged by Bevan: universally and according to need alone

· Be publicly provided and funded

· Work closely alongside social care services

· Build in staff representation locally

· Be more responsive to the community

The workshop also revealed a vision of a much more holistic, social and integrated approach to health policy which should:

· Place a greater emphasis on prevention of illness and health promotion, including through population level interventions

· Adopt social policy measures which create a more egalitarian and less consumerist society

· Ensure that the bringing up of children is a highly valued and protected activity

· Inform all other areas of policy making through greater integration of some form of health impact assessment

· Toughen the regulation of business practices of relevance to health

III CORE PRINCIPLES
The following core principles were established prior to the workshop and no dissent was expressed. The service should be:

Universally available and on the basis of need alone

Publicly owned and publicly provided

Planned, integrated and rational

Democratically accountable

This additional principle emerged from the workshop:

The healthy society should be a key organising principle across all public policies.

The Alma Ata Declaration also offers guiding principles, specifically the following:

“…health, which is a state of complete physical, mental and social wellbeing, and not merely the absence of disease and infirmity, is a fundamental human right”

and

“The people have the right and duty to participate individually and collectively in the planning and implementation of their health care” (Declaration of Alma Ata, 1978: Points I and IV).

IV THE REFORMED HEALTH SERVICE

Broad structure
The market in health care and the purchaser-provider split should be abolished, along with competition. In its place, an integrated, planned and co-ordinated service should be established. Health and social care should work in partnership or even be merged. 

Serious consideration should be given to the merger of the NHS and social care into a Health and Social Care Service.

The abolition of the market will require a new financial system for channelling funds through the organisation. An examination of the current system in Scotland and the previous system in England (prior to both the market reforms of New Labour and the internal market reforms of the Conservatives) should be undertaken to see how these systems could be improved in our reformed service.

Democratic Accountability
Democratic accountability is essential and should form one of the fundamental tenets of the service. Democratic accountability should entail both representative and participative approaches and the principle of subsidiarity should apply – that is, decisions should be taken at the level closest to those affected consistent with the principles of good governance. This represents a shift of power to the local level.  Broadly, a national-regional-local structure is envisaged. Elected local boards managing and planning local services should be the principal bodies through which health services are organised and through which they are held to account. These, and institution-level boards, should include representatives of the public and representatives of local health service workers.

Consideration should be given to the following structure:

· Institution level boards

· Local - City-region boards (e.g. Leicester and Leicestershire)

· Regional - Joint local bodies (e.g. Midlands or E Midlands) 

· National

Here, the principal power rests with the local bodies which collaborate to form the regional structure where services need to be planned and organised on a regional basis. Local bodies should be composed of democratically elected members and should include representation of both local public (on an areas basis) and local staff. The precise composition of local bodies, as well as effective forms of consultation, should be considered in more detail and it may be worth considering models from elsewhere.
The precise remit and powers of each level have yet to be worked out. The national level should include the establishment of minimum standards.
Institution level bodies should include representation from the public and staff.

Thought needs to be given to how community power is represented and articulated both in the democratic participation of running the local institutions and the local boards and in engaging with health care staff around the implementation of particular aspects of patient care. Consideration should be given to patient participation groups in which ‘expert patients’ develop a growing body of knowledge which can be used both to influence the planning of services and in the development and implementation of particular service programmes. A body similar to the Community Health Council (but avoiding the CHC’s weaknesses) should be established to correspond with local boards and regional bodies. The CHC could serve both monitoring and user-representation functions. Other mechanisms for representing user perspectives should be considered.
Rationing and Resource Allocation

Funding should be allocated through a needs-based approach, not an activity-based approach. NICE’s remit should be retained in some form as rationing decisions are unavoidable. NICE should be extended to other areas of activity.

NICE – or some similar body – should be retained but the advantages and disadvantages of separating assessment of clinical effectiveness from assessment of cost effectiveness and making rationing decisions should be reviewed. Decisions taken by NICE should be implemented at the local level so that all those in need of and prescribe approved treatments can receive them. The body should operate at a national level but mechanisms for increasing its accountability to the public need to be considered. A similar body should be established to assess the effectiveness of public health or preventative measures. Another similar body could be established as a source of expertise on other sorts of evaluation matters such as the configuration of services, since service planning and configuration should be evidence-based. 
Local resources will vary according to needs assessment and local services will vary according to health needs. Resources should be used in ways which are effective and accountable.

Delivery of health services

All health care workers, including professionals, should be salaried employees. There should be a greater emphasis on interventions at the population level rather than at the level of the individual. 

Parts of the health service should be connected through an IT system which would also allow patients to access their records. A list-based GP system should be maintained. The relationship between the community and the health care system needs to be strengthened

Services should be organised around care pathways and clinical networks should develop to support this. Managers and clinicians should work in equal partnership to strike a balance between individual patient care and cost effective use of resources. Innovation and service development should be the norm.

Not all health services can be delivered in the ‘community’; some will be delivered in hospital or other buildings and the configuration and location of services should be evidence based. This could include polyclinics where the clustering of services is evidence based and appropriate to local health care needs. Non-invasive ways of reaching out to patients who are infrequent users of health services should be explored and this may involve non-clinically trained personnel working alongside GPs. Health care buildings should be healthy buildings with healthy employment policies and healthy food policies.
Overall, services should be more prevention orientated and mental health should receive a greater share of available resources.

Pay bargaining should be national even where services are locally managed and planned.

Charges should be abolished. 

The concept of choice needs to be reclaimed and redefined in a way which is consistent with the principle of equity and which addresses health needs more effectively. Choice will not be offered or expressed in a competitive environment and the aim will be to have excellent services locally. More information should be made available to patients about how to lead healthier lives as well as to enable them to assess whether they wish to have treatment at all and, if so, which treatment they wish to have.

Choice can mean little where patients and doctors have limited relevant information. In addition, choice has the potential to exacerbate health inequalities and other inequalities so it needs to be defined and expressed in a reformed service in a way which avoids these pitfalls. Among common conditions, best practice should be instituted and the routine evidence based management of care and treatment will be more important than choice. The expectation is that most routine health care will be accessed locally. This requires up to date information, adequate resources and time and the right facilities. Choices can be influenced by media reporting which exaggerates the benefits of particular treatments and patients need to be better informed, especially about alternatives in end of life care.
The guiding and advising role of the GP will be important in the exercise of choice.

Partnership in the delivery of health care and the promotion of good health

Further discussion is required to establish the best way of organising services vis a vis the need for local authority and health service collaboration.  One aspect of this is the relationship of health and social care and consideration should be given to a possible merger of health and social care. 

A second aspect of this relationship concerns the planning and delivery of health promotion and public health measures. Some division of responsibility is required which avoids overly medicalising health promotion and which recognises the need for population level interventions. At the least, a partnership is needed between the health service and local authorities to promote health and to deliver health care and investigation services in a number of areas including health education, mental health, sexual health and addiction services.

V A SOCIAL APPROACH TO HEALTH
Creating a healthy society and making health central to all policy making

An holistic approach is required both to tackle ill-health and to promote more healthy living. This entails a cultural shift which includes a move away from competition and towards cooperation and a move away from consumerism. Institutions central to healthy living include the family and the school.
Health is a social as well as individual phenomenon to be addressed, promoted, safeguarded and sustained through a wide range of social policies and social interventions. There are two dimensions to this. One is the recognition that health is shaped as much by environmental policy, housing and transport policy and redistribution through the tax and benefits system and so forth as it is through health service interventions. The other is the need to subject all policies to some form of health impact assessment so that all policies are pro-health. Some policy areas could be more integrated. 

Health considerations should be part of policy making across the board. This includes consideration of the health impacts of specific policy areas such as transport, food policy, housing, employment, education and leisure at both national and local levels. A portion of the budgets in these policy areas should be used to address health impacts. Greater consideration should be given to the healthy cities initiative. Tougher regulation of business should be introduced in relation to advertising, the labelling and contents of food and the availability of cheap alcohol. 

Consideration should be given to the appointment of a minister for Public Health at a Cabinet level who is charged with ensuring increased health promotion and a healthier society. S/he would require access to all departments of state and would be able to influence them all at a national level – including environment, (waste disposal, pollution, DEFRA, food), health transport, housing etc. At local level, a parallel system could develop with Local Authorities appointing local Directors of Public Health who have the same level of access to and influence in all departments.

Health and healthy living can only be produced and sustained in a much more egalitarian society. Reduction in inequalities in both income and wealth is essential prerequisite to a healthy and cohesive society. Thus, significant redistribution is required through a much reformed tax and benefits system.

Non EU citizens should be allowed free health care when in the UK.
The family is central to maintaining physical and mental health and to passing on knowledge about healthy living. Parenting and caring should be recognised as critically important roles.  
Parents should be offered financial support to make staying at home to look after children a feasible and realistic option. The policy bias towards encouraging participation by parents in the labour market needs to be redressed although where parents want to work, this should be facilitated. The ‘long hours culture’ should be challenged and a debate should be initiated regarding the benefits and disadvantages of the 24/7 culture.
Community sources of support for parents, the isolated and those suffering health problems should be developed, for instance via expert patient groups which lead to knowledgeable citizens.

The centrality of schools to a health promotion/illness prevention strategy should be recognised. Schools should be places where children learn self-care and healthy behaviours and where they are able to take exercise. 
Schools are central institutions for developing healthy behaviours – they are places where children can be taught good self care, healthy eating, including food production and cooking, exercise, good dental care and care of the environment.  Every school should have good fitness facilities and local playing fields should be retained. Sport and health need to be embedded in all education policies and should be reflected in the curriculum. Sporting activities should be enjoyable and allow all to take part and do well; local paying fields and leisure centres should be retained. Educational targets should be more holistic, preparing children for life. Education should become less exam driven and less stressful for children and young people.

Consideration could be given to linking vaccination systems to school entry and screening should be expanded. A proper awareness of public hygiene should be restored, including through simple posters with simple messages.

VI NEXT STEPS: SOME AREAS FOR FURTHER WORK
The Keep Our NHS Public workshop is one of a number of recent attempts by a range of organisations to deliberate alternatives to the current paradigm in health policy. There is a need now to give greater policy substance to the ideas and principles which have emerged. Where appropriate, this should be done taking into consideration (although not be constrained by) relevant concepts and mechanisms being discussed and developed elsewhere.

Further deliberation by Keep Our NHS Public is required on:

· The precise structures to be established to secure democratic accountability. This deliberation should take into account developments in Wales and Scotland as well as the structures used in selected EU countries. The work of Democratic Health Network, NHS Alliance & Socialist Health Association on accountability should also be taken into consideration.
· The arguments for and against a merger between health and social care to create some kind of local health and social care service.

· The reintegration of the health service and abolition of the market structure should not simply assume a return to the status quo ante but should examine how the previous system can be improved upon. Studying the Scottish health service could help here.

· Reforms to the tax and benefits system which will bring about a more egalitarian society. The work of the Compass Tax Group, Richard Wilkinson and the new Equality Trust should be taken into consideration.
· Developing stronger community mechanisms to support patients and citizens likely to benefit and to engage with both the implementation of specific health policies and the shaping of overall policy (i.e. at the system and programme levels).
· Specific approaches to building health considerations into other areas of policy. This would take into consideration the work on health impact assessment currently undertaken, for instance in Liverpool.

The dissemination of ideas is an essential part of attempts to shape the policy agenda. Keep Our NHS Public should consider ways of disseminating the broad ideas reported here and drawing others into discussing them. The superiority of a publicly funded and publicly provided health care system should not be assumed but should be explicitly articulated and disseminated.
The workshop has attempted to draw grassroots campaigners into a process of bottom-up policy deliberation. The further development and firming up of policy proposals should continue to build in democratic process.

Sally Ruane, January 2009
sruane@dmu.ac.uk
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