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7
This book is basically a development of the ideas contained in a paper delivered to the International Economics Association meeting on the ‘Economics of Health and Medical Care’ held in Tokyo in April 1973. It has accordingly benefited from the discussions which took place at that meeting and from the subsequent comments of friends and colleagues. In particular I have received valuable observations and suggestions from David Stafford, Dr R.S. Inch, Professor W.J.H. Butterfield and Professor David Walker. My main debts are to Tony Culyer, Professor Dennis Lees and George Teeling-Smith who over the years have greatly added to my better understanding of socioeconomic health affairs. I thank them all most warmly whilst totally absolving them from any responsibility for the analysis and opinions which follow. Finally I should like to thank my wife and daughters for all their encouragement and numerous cups of tea which saw me through the drafting stage of this endeavour.

M.H.C.

September 1974
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By any set of criteria the British National Health Service is a major enterprise and yet, despite its twenty-six years of existence, there exists to date no major overall economic review of its nature and problems. The NHS currently costs the nation over £3,000m. a year (5% per cent of the gross national product and ten per cent of public spending) and it employs over 900,000 people (five per cent of the work force). In any one year we can each expect on average to consult our general practitioner four times (representing on aggregate about thirty consultations per day per doctor) and make one visit to hospital outpatients. Over a lifetime we spend on average eight spells in hospital of approximately three and a half weeks duration each.

Further, by the very nature of its ill-defined and illusive product, the industry presents special and highly intriguing problems. The basic intention of the National Health Service Act 1946 was to establish access to health care resources for all those in need as a ‘human right.’ Health care resources were to be no longer rationed amongst competing claims by the ability or otherwise to pay a market price. This human right was to be made a reality as the result of the nationalisation of all health care resources and their subsequent allocation at zero or near zero prices at the point of consumption. Nationalisation was to ensure that sufficient resources were made available to meet all genuine need and, further, that they were made available efficiently and rationally. Zero prices would ensure that no one in need was deterred from demanding attention. In short, health care would become truly a social responsibility paid for by the Exchequer and equally available to all.

The need for health care was seen as finite and quantifiable. Once established, the medical profession would be charged with the task of actually determining need in individual cases and preventing the abuse of the system by those not genuinely in need. Public opinion through the ballot box would ensure adequate total provision but, within that 9overall constraint, doctors were guaranteed complete clinical freedom to treat each and every patient as they saw fit.

In an important and fundamental sense the story of the NHS is one of success. To a very great extent financial worry has been taken out of sickness. Bankruptcy is not the inevitable outcome of major acute or chronic illness. If private practice is any barometer of success the NHS scores heavily. On the appointed day (5 July 1948) private practice shrank from being the normal form of medicine for over fifty per cent of the population to less than four per cent. Although this four per cent has persisted over the years, it has shown little sign of any marked tendency to increase. There are currently about 2¼ million people covered by private medical insurance schemes and although the revenue of these schemes has doubled over the past five years to £27m., this is largely due to higher premium levels plus the growth of group plans (particularly those paid for by employers).

The principle of zero prices has been breached many times but nevertheless direct charges to the patient still make up only some five per cent of finances, eighty-six per cent coming direct from the Exchequer and Local Authorities and nine per cent from the health component of the weekly national insurance contribution. It is the smallness of direct charges to the patient plus the system’s universal coverage which, more than anything else, gives the NHS its claim to uniqueness. No other system in the world has such a heavy dependence upon the Exchequer and so few financial barriers between the individual in need and access to treatment and advice.

The fundamental success of the NHS is almost universally acknowledged and its’ performance compares favourably with that of other countries and their health care delivery systems. Many of the hopes and aspirations of its founders, however, have in practice proved to be either unobtainable or based upon false premises. Expenditure upon health care has proved anything but a self-eliminating expense. Need as assessed by medical practitioners is not finite. Further, even in the relatively rare instances in which the profession has formed a consensus view as to adequacy, such levels of provision have proved in practice to be inconsistent with competing claims upon national resources. Exercises reported elsewhere have shown that the total cost 10of achieving even the main goals of different social agencies can amount to many times a country’s total national income (Dror, 1968).

Although the NHS has proved popular with the population at large (PEP, 1961; Forsyth, 1967) the staff who have worked in it have forecast its imminent collapse almost annually. In the words of Enoch Powell ‘one of the most striking features of the NHS is the continual, deafening chorus of complaint which rises day and night from every part of it’ (Powell, 1966). Doctors, nurses and other professional groups have found themselves in the front line of a system which seemingly could not deliver what it had promised. Having set out to provide the impossible, namely the elimination of unmet need, the professions have found themselves increasingly fulfilling the role of assessing relative needs and rationing scarce health resources amongst them. It is with the need for this rationing and the methods by which it takes place, that economics is concerned.

The aim of this book is primarily diagnostic rather than prescriptive although in practice these are frequently inseparable. It is only from accurate diagnosis that sensible blue-prints for change are likely to flow. The following three Chapters are concerned with the variables which influence and determine the demand for and the supply of, health care resources. Chapters 5 and 6 discuss rationing in both theory and practice whilst subsequent chapters discuss management and planning problems, and, finally, some probable future trends in health care provision. Although this book is primarily about the NHS, most, if not all, of the problems discussed are common to all health care delivery systems in the developed world.




2 Demand

11
DOI: 10.4324/9781003797197-2


At the micro level the demand process begins with an individual’s own assessment of his health state, that is, with his ‘want’ for better health. In practice the scope for an individual to regard himself as unwell, and in want, seems to be almost without limit. The survey of sickness carried out between 1943 and 1951 revealed that seventy-five per cent of persons questioned claimed to have suffered from ill health during the preceding month (Logan and Brooke, 1957). More recently, two studies have achieved strikingly similar results. Wadsworth and his colleagues (1971) found that ninety-five per cent of those surveyed in Bermondsey and Southwark considered themselves unwell during the fourteen days prior to questioning whilst Dunnell and Cartwright (1972) found only five per cent completely free of symptoms and nine per cent claiming to have suffered from more than six different symptoms over a similar period. About thirty per cent of the population surveyed by Dunnell and Cartwright reported suffering from coughs and catarrh, twenty-nine per cent from ‘aches and pains’ and twenty-one per cent had ‘headaches.’ Wadsworth reported that twenty-six per cent of the symptoms found were consistent with respiratory disease, twenty-one per cent with mental and emotional problems and fifteen per cent were rheumatic aches and pains.

In the USA, Roghmann and Haggerty (1972) found that during a twenty-eight day survey period, adults in Rochester (New York) claimed to have been suffering from at least one disorder on over twenty per cent of the days in question. Further, no less than forty-six per cent of the US draft were being rejected on genuine medical grounds (OHE, 1971). Clearly to feel unwell is perfectly normal.

If an individual decides that he is in want, he then has to decide whether to convert his ‘want’ into a ‘demand’ by presenting himself to some medical agency for care and advice. ‘Demand’ is simply an expressed want. Fortunately for the taxpayer not all health wants find 12expression in visits to the doctor. John Fry (1973) has estimated on the basis of a range of studies that some sixteen per cent of all symptoms probably result in no action at all, sixty-three per cent in some attempt at self-care and only twenty per cent in a visit to a general practitioner. Elliott-Binns (1973) found that the vast majority of his patients had attempted at least some kind of self-care before consulting him. Further, some thirty per cent of all drug sales by value bypass the doctor, the individual going direct to the retail chemist for ‘over-the-counter’ remedies. Both the Wadsworth and the Dunnell studies found that the consumption of nonprescription drugs was more than twice as frequent as those obtained on prescription from the doctor. Whether these attempts at self-care are for the more trivial disorders, however, remains an open question. In both studies, forty per cent of the drugs taken were analgesics. Rather strikingly, Dunnell found that forty per cent of all adults had taken some form of medication every day for the fourteen days of the survey period, while twenty-five per cent of them were still taking a drug originally prescribed by a doctor more than a year before.

Again, not all of the demands made on doctors can be classified as health wants. Individuals may go to the doctor with social problems because he is there, available and free. The lonely, for example, often go to their doctor in default of any other agency to turn to. Individuals consult their doctors to legitimise absence from school or work, to obtain state sickness benefit certificates, to gain arbitration on the need for an abortion, to obtain advice on the behaviour patterns of their wayward children or simply to get the back of their passport photographs signed. K.B. Thomas (1974) found that of 5,409 consultations over one year no fewer than 1,561 (twenty-eight per cent) were for ‘services’ other than the treatment of illness.

Not all health wants find any expression at alL Individuals may view themselves as sick but deliberately decide to take no action. Apart from simply judging that their condition is too trivial to merit any action, they may fear the discovery of an appalling disorder or consider that little could be done in any case to cure or relieve their condition. Quite serious disorders can be ‘lived with’ by a combination of self treatment and a change of life style. Research has revealed a 13considerable ‘iceberg’ of sickness which clearly would merit treatment if it ever reached a medical agency or was correctly diagnosed.

Multiple screening of the general public, carried out under the auspices of Medical Officers of Health within the Local Government Service, has revealed the extent of the ‘iceberg’ problem. One in six people screened in the Rotherham survey of 1965 was suffering from one to nine serious illnesses. In Southwark three years later only sixty-seven out of one thousand people were found to be completely fit and fifty per cent were referred to their family doctors. For every case of diabetes, rheumatism or epilepsy known to the general practitioner there appears to be another case undiagnosed. In the case of psychiatric illnesses, bronchitis, blood pressure, glaucoma and urinary infections there are likely to be another five cases undiscovered, whilst the untreated cases of anaemia probably exceed the treated eightfold (Israel and Teeling-Smith, 1967; Brown, 1973). Again a survey in 1968 found that ninety per cent of nondenture wearers in Darlington and Salisbury needed dental treatment. Over seventy per cent needed periodental treatment (for inflammation of the gum leading to the loss of teeth) whilst seventy-five per cent had decayed teeth. Nonetheless forty per cent considered that they required no treatment at all (Bulman, 1968). Such statistics raise many complex problems. The very definition of illness (e.g. diabetes) may change as a consequence of the knowledge gained from such surveys.

The average general practitioner may miss serious disorders simply because the vast bulk of his work is concerned with the relatively trivial. Various surveys suggest that probably twenty per cent of the requests for treatment stem from the common cold or cough. Thomas (1974) found that of the seventy-two per cent of his consultations that were for reasons of illness, in forty-three per cent he was unable to make any definite diagnosis. Given no more than reassurance, and possibly a placebo, in a follow up the bulk of these patients stated that they had been made to feel better, whilst the eleven per cent who felt no better failed to return for further treatment. Other studies show between thirty per cent and seventy-five per cent of consultations are with patients displaying no objective evidence (either psychological or physical) for their attendance (Royal College of General 14Practitioners, 1958). Thus the very serious ailment can present itself only rarely to the general practitioner. He is likely to see only one cervical cancer in three years practice and only one brain tumour in ten years. Basically, however, many serious ailments fail to reach the doctor at all. People are ignorant of the workings of their own bodies and often unable to recognise warning symptoms. It is interesting to speculate on how many, in practice, can use and interpret a simple thermometer with any degree of confidence and accuracy.

The factors which determine whether an individual consults a doctor are highly complex and far from fully understood (Robinson, 1971). Kessel and Shepherd (1965), for example, rather disturbingly discovered little obvious medical difference between patients who, over a ten year period, never saw their doctors and those with the average number of attendances. Job satisfaction seems to play a large part. According to the General Household Survey (1973) the unskilled manual worker is off sick over four and a half as many days as the professionally employed and over two and a half times as much as managers and employers. Those expressing satisfaction with their jobs had almost half the number days away from work (Table 1).




TABLE 1 Days off work per person per year and work satisfaction




	
	Males

	Females

	Total






	Very or fairly

	
	
	



	satisfied

	7.8

	6.4

	7.3




	Neither

	9.3

	6.2

	8.3




	Rather or very

	
	
	



	dissatisfied

	13.1

	18.3

	13.1




	Total

	8.1

	6.9

	7.7







Source: General Household Survey, Introductory Report, HMSO 1973.

Marital status, family stability, personality traits and class have all been shown to affect consultation rates (Taylor, 1968; Shuval, 1972; OHE, 1972). Spinsters, widows and divorcees not only see the doctor 15more often but in the 65 to 74 year age bracket stay in hospital on average ninety-four days as against thirty-five days (Pulse, 1974). Similarly in Scotland where hospital admissions are classified by class, the unskilled worker has proportionally higher numbers of episodes and longer duration of stay per episode. Cartwright (1967) has shown that the working class also consult their general practitioner more frequently and for different reasons. The ‘working class’ consultation has a higher ‘service’ component (e.g. for a national insurance certificate) whereas the middle class consult rather more for non-life threatening disorders such as migraine or for forms of neuroses.




TABLE 2 Working males aged 15 or over by socioeconomic group: average number of work days lost per person per year. (England and Wales 1971)




	Socioeconomic group

	days lost per person per year






	Professional

	3.9




	Employers and managers

	7.2




	Intermediate and junior nonmanual

	6.7




	Skilled manual (including foremen and supervisors) and own account non-professional

	9.3




	Semi-skilled manual

	11.5




	Unskilled manual

	18.4




	Total

	9.1







Source: The General Household Survey Introductory Report. Table 8.26.

The threshold at which medical attention is sought is undoubtedly partly learned from parents and from the reception received from the doctor and his receptionist in the past. A large number of consultations 16are doctor determined in that a direct invitation is made to report back after a suitable lapse of time or upon the re-emergence of stated symptoms. There are also real costs involved in converting a want into a demand even within the NHS. Deterrents include the necessary expenditure of time and energy, inconvenience, travel costs, leisure foregone, the discomforts of the doctor’s waiting room (which are often considerable) plus such factors as concern not to add to an already overworked doctor’s load. By far the most important determinant of demand, however, is the sheer availability of resources. The knowledge that there are queues will obviously deter many would-be patients from demanding care. In the long run demand will always gravitate towards whatever level of provision there happens to be. If a visit to the doctor involves a five minute wait I am more likely to take my attack of flu to him than if it involves a wait of anything up to two hours.

At the macro level there is a large number of variables likely to affect the overall level of aggregate demand. There is, for example, considerable evidence that thresholds of tolerance are lowering through time. The certificated reasons for absence from work, for example, are becoming increasingly trivial, particularly within the lower age groups. Further, the young are showing the biggest increases in new spells of sickness, If influenza is excluded from the figures (otherwise epidemics tend to obscure any trends) the days on incapacity per person (standardised rates) between 1958 and 1969 increased by twenty-six per cent for men and eleven per cent for women. New spells of incapacity per hundred people increased by forty-four per cent for men and forty-five per cent for women. For males under thirty years, however, the increase was over sixty per cent. New spells per claimant increased for men from 1.36 to 1.51 and for women from 1.32 to 1.50. Around four per cent of men and women had more than three spells in 1969. Finally the biggest increases in spells of sickness were for the short duration illnesses (four days or less) which increased over one hundred per cent.

Sickness certificates are very unreliable indicators of morbidity as the diagnosis stated on the form often tends to a medical euphemism rather than a clinical opinion. A symptom (e.g. ‘headaches’) rather than an illness is often stated. Such data, of course, exclude all short absences from work, most married women and anyone not of working age. Further, periods of absence probably reflect the generosity of current sickness benefits as much as thresholds of sickness. In 1969 a married man, with two children earning £25 a week received seventy per cent of his normal pay when off sick two weeks or more, but in 1960 with a comparable wage of £14 a week he would have received only forty per cent (Whitehead, 1971).
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