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Appendix 1: Example of patient description based on
WCWL criteria provided to participants to estimate
“maximum acceptable waiting times” for patients with
10
different degrees of clinical urgency
A patient with hip or knee arthritis has:
• Severe pain on motion (e.g., while walking or bending)
• Moderate pain at rest (e.g., while sitting or lying down)
• Ability to walk less than 1 block without significant pain
• Severe limitations (e.g., unable to perform most activities,
such as putting on shoes, managing stairs, standing from
seated position, sexual activities, bathing, cooking,
recreation or hobbies)
• Severe abnormal findings on physical examination related
to affected joint
• Ability to fulfil their role and independence in society that
is threatened but not immediately (e.g., ability to work,
care for dependents or live independently)
Note: WCWL = Western Canada Waiting List Project.

The private sector in the English NHS: from pariah to
saviour in under a decade
Richard Smith
ß See related articles pages 269, 271, 275 and 277
I must make it clear that I am writing about the NHS in England
only. Health is a “devolved” issue, and the health services in the
4 countries of the United Kingdom are rapidly diverging.
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ntil recently the private sector played an unimportant part in England’s health services. Well over
95% of interactions between a patient and doctor
took place in the public sector. Private general practitioners
existed only in isolated pockets. Emergency hospital care
was all in the public sector, and the private sector was concerned mainly with elective surgery. Patients “went private” simply to jump queues. Now — suddenly — the government is looking to the private sector to save the
National Health Service (NHS), causing many to worry
that the NHS is to follow airlines, telecommunications and
railways into the private sector. Why the change?
Margaret Thatcher, the queen of privatization, didn’t
dare privatize the NHS. Instead, she said that she wanted

to make it so good that nobody would need the private sector. Despite being a risk taker, she went against her ideological instincts because she knew that the NHS mattered
too much to the English. Our belief in it is almost religious
— despite the fact that it embodies socialist values that
were dominant in 1948, when the NHS was founded, but
have disappeared from much of English life.
The relationship between the public and private sectors
in health care has been complicated since the start of the
NHS. General practitioners were from the beginning “independent contractors” rather than employees. But nobody
has thought of them as being in the private sector, and they
enjoy a generous NHS pension.
Chunks have been falling off the NHS and into the private sector almost since the beginning. Glasses were the
first to go, and dentistry soon followed. Some in England
(including me) are privileged to have an “NHS dentist,” although we still have to pay something, but most dental paCMAJ • AUG. 2, 2005; 173 (3)
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tients have to pay the full cost of treatment. The biggest
transition was when long-term care moved to the private
sector. When I was a junior doctor in the 1970s, the NHS
had many huge hospitals (perhaps better called warehouses)
full of long-term, elderly patients. Now those hospitals are
gone, and people have to sell their houses in order to fund
long-term care. The state will pick up the bill only once
you are destitute or if you need “nursing care” rather than
“social care,” giving rise to lots of complicated debates
about whether a bath is a “social bath” or a “nursing bath.”
These changes didn’t evoke political crises — because
medical care, seeing a doctor, stayed mainly in the public
sector. Anxiety did, however, begin to mount among those
on the left as in the mid-1990s the “private finance initiative” became the main way of building much-needed new
hospitals. Under this scheme, the private sector finances
and builds the new hospitals, but with a contract from the
government promising to pay to use the hospitals for some
30 years. The Tories developed the idea — to a chorus of
criticism from the Labour opposition — but when Labour
came to power in 1997 it quickly adopted the policy.
Labour, however, remained firmly opposed to further
private sector involvement in the NHS — until protests
about the state of the NHS reached a crisis point, forcing
the prime minister to promise in 2000 that he would increase funding of the NHS from 7% of gross national
product to the 9% European average. This money is currently being transfused into the NHS.
More money alone will not fix the problems of the NHS,
including the long waiting lists for elective surgery. The government recognized that it needed more capacity (more doctors, nurses and operating theatres) and more incentives to
encourage efficiency, increased productivity, and improvement in the quality of care. It realized that the private sector
could help with both capacity and incentives — and so the
private sector came to be seen (at least in New Labour circles) as not the nemesis of the NHS but, rather, its saviour.
Another Tory idea that Labour eventually revisited after
coming to power was the idea of increasing competition by
creating an “internal market” for the NHS, whereby “purchasers” and “providers” would be split and the providers
would compete, thus employing market forces to raise quality and reduce costs. Thinking about how government
could get maximum value for the large sums it was spending
on the NHS, it — perhaps inevitably — returned to the idea
of the internal market (while carefully avoiding the phrase).
The government also recognized that “plurality of provision,” including private providers, could increase competitive pressure on NHS providers and encourage innovation.
So began the courting of the private sector. A modest
increase in capacity could be achieved quickly by using existing private hospitals to operate on NHS patients, but a
dramatic increase in competitive pressure has had to wait
for the appearance of “independent treatment centres,”
which are built by private providers under government
contracts. Most of these centres are being provided by
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companies from outside England, underlining the general
impression that English private providers have been slow
and sleepy, existing in a small, cosy, relatively noncompetitive market. (Ironically, the traditional private market in
England faces a crisis as NHS waiting lists come down and
people have no reason to go the private sector.)
The competitive pressure inside the NHS is being increased by the introduction of “payment by results” and
“choice.” Hospitals, public or private, will soon be paid a national tariff for treating all patients by HRGs (healthcare resource groups, the British version of diagnosis-related
groups), and patients needing hospital care will be presented
with a choice of 5 hospitals, including 1 private one. Hospitals
that can attract patients and treat them for less than the national tariff will flourish, but what will happen to the others?
Will they close? Closing hospitals makes politicians nervous,
and at least one politician has lost a safe seat because of closure of the local hospital. An alternative to closure might be a
takeover by a private provider.
The government is also looking to bolster purchasing (or
commissioning, as it’s now called), again by going back to
the future. The Tory government gave general practitioners
a budget to buy hospital care for their patients, a scheme
called “GP fundholding.” Labour abolished the scheme because it led to inequity but now has introduced “practice
based commissioning,” whereby GPs or groups of GPs will
purchase and redesign all services, including hospital services, for their patients. This scheme is being introduced because existing commissioners (public organizations that are
responsible for the health of defined populations of about
200 000 people) are weak. Private companies might well become involved in commissioning, and some are already providing data systems to enable commissioning.
The enthusiasm for competition is also leading the NHS
to look at private provision of general practice, something
that seemed unthinkable until very recently. Indeed, the
rhetoric coming from the Department of Health is about an
“NHS of values not institutions.” In other words, what needs
to survive is not necessarily the NHS itself but, rather, the
values it embodies — of universal coverage, being free at the
point of access, and providing care of equal quality for all. It
might soon be in England that the financing and regulation
of the health service remains with the government but that
the provision and management of the service lies increasingly with the private sector. In under a decade, the private
sector has turned from being a pariah to a saviour.
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