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What have we learnt from 1997?

• Public hospitals and other medical facilities do 
not reform on their own.  Giving them the 
money and trusting them to increase quality 
does not work. The ‘trust’ model fails. 

• So increased resources have to be accompanied 
by pressure from outside if quality is to be 
maintained and improved.  
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Sources of outside pressure on health system 
to raise quality

• Directly from government (targets and terror).

• From quasi-market competition.

• From peers through transparency and 
publication of league tables.

• From independent regulators.
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Total inpatient waiting list, England 1996 – 2009 
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https://www.kingsfund.org.uk/sites/default/files/high-performing-nhs-progress-review-1997-2010-ruth-thorlby-
jo-maybin-kings-fund-april-2010_0.pdf p.14

https://www.kingsfund.org.uk/sites/default/files/high-performing-nhs-progress-review-1997-2010-ruth-thorlby-jo-maybin-kings-fund-april-2010_0.pdf%20p.14


Number of people on the waiting list for elective treatment and the percentage
being treated within 18 weeks, April 2010 – September 2019 in England
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https://www.health.org.uk/sites/default/files/2019-11/nhs-performance-and-waiting-times-
priorities-for-the-next-government-ge02-.pdf. p.10

https://www.health.org.uk/sites/default/files/2019-11/nhs-performance-and-waiting-times-priorities-for-the-next-government-ge02-.pdf


% Patients spending less than 4 hours in A +E
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+ 24% increase in A+E admittances 



Percentage of attendances admitted, discharged or transferred within 
four hours during the winter months between 2010 – 2019 in 
England
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https://www.kingsfund.org.uk/projects/urgent-emergency-care/urgent-and-emergency-care-
mythbusters

https://www.kingsfund.org.uk/projects/urgent-emergency-care/urgent-and-emergency-care-mythbusters
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The King’s Fund and Nuffield Trust analysis of NatCen Social Research’s BSA survey data. 
https://www.kingsfund.org.uk/publications/public-satisfaction-nhs-social-care-2021

PUBLIC SATISFACTION WITH THE NHS 1997 – 2021

https://www.kingsfund.org.uk/publications/public-satisfaction-nhs-social-care-2021


Conclusion: what have we learnt?

• Outside pressure on health care system is necessary to 
improve quality

• Each of the four types of pressure (targets and terror, 
choice and competition, transparency and league tables, 
regulators) can raise quality.  But, depending on context, 
some are more effective than others.  Each also has side 
effects, some of which may be toxic. 

• The decision has to be made as to which is the ‘least worst’.
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Some observations in response I

• Another way of expressing Julian’s argument is to say that we have 
learned much about the messiness and complexity of health system 
‘reform’ since 1997

• ‘Reform’ is more about drawing on a repertoire of instruments and 
worrying less about purity

• There is greater humility, less intellectual self-confidence, more suspicion 
of all-encompassing ‘solutions’ and more scepticism about ‘big bang’ 
reform now than there was

• None of the reform efforts (arguably since 1989) has succeeded in 
altering the NHS’s relationship with national party politics, though many 
have tried
• this fundamentally shapes how NHS reforms play out



Some observations in response II

• Trust is described as having ‘failed’ whereas perhaps it would be better to 
say that it is necessary but insufficient since all health care systems rely 
on trust so that millions of patient-staff interactions are possible every 
day, quality improvement takes place, etc.

• Presumably the adequacy of funding affects the ability of each of the 
‘pressures’ to improve performance as well as justifying the introduction 
of the four ‘pressures’ in the first place

• Arguably, the NHS in England faces a different set of more basic 
challenges than it faced in either 1989 or 1997, namely a workforce crisis 
that threatens its existence
• It is noteworthy that none of the four ‘pressures’ contributes much 

to responding to the workforce crisis
• Other disciplines, skills and knowledge will be required



Some questions for discussion I

• Are there systems that perform at least as well, if not better, that are not 
subject to successive bouts of externally driven ‘reform’?  Is there 
anything England, a mid-table performer, could learn from the 
experience of such systems?

• How should we understand the current, highly consensual, incremental 
shift of the English NHS to a system of 42 ‘integrated care systems’ whose 
logic owes relatively little to any of the four external pressures that Julian 
describes?
• Does this represent a bankruptcy of ideas?
• Does it represent the end of ‘reform’ or have the four ‘pressures’ left their 

mark such that the culture of the NHS has changed for ever?
• What are the implications of the current evolution for the balance of the four 

‘pressures’?  Which source of pressure or combination works best for which 
types of services?



Some questions for discussion II

• Governance is not mentioned as an external ‘pressure’
• Is better governance an alternative or complement or irrelevant to any of the 

sources of ‘pressure’?  
• Does excellent governance matter?  
• What about the quality of leadership and management?  How can this be 

improved?
• Which source of external ‘pressure’ makes least demand on system leaders 

and managers so that even the mediocre can implement changes reasonably 
well? 
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Structural Pillars of Health Care Systems

2

State Medical 
Profession

Private 
Finance



Beveridge Systems (esp. Canada and UK) Marginalize 
Private Finance
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Institutional Logic of Single Payer Systems
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Denis et al. Model
Jean-Louis Denis, Sabrina Germain, Catherine Regis and Gianluca Veronesi, 

Medical Doctors in Health Reforms: a Comparative Study of England and Canada
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Key Concepts

• Founding bargain – establishes institutional logic and centrality of the two pillars

• Parameters of reform process are established by internal structure of each pillar:

• State: degree of decentralization – local discretion vs central constraint

• Profession: structure of organized medicine: GP vs specialist/consultant 

• Exercise of political agency reflects:

• Degree of homogeneity of interest within profession

• Partisan strategies within state

• i.e. reforms, roles and stances not pre-ordained - result of strategies by agents with 
interests within a founding settlement with dynamic logic
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Policy Feedback

• Dampening feedback: vesting of interest gels the institutional structure
– Creates path dependence

• Amplifying feedback: reforms may create new mandates that provide resources to 
certain agents as institutional entrepreneurs
– e.g. GP fundholding
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In Canada: “Paradigm freeze” (Lazar et al.); policy cycling (Tuohy)
• State pillar: federalism limits potential for change in basic organizational principles, 

which must be negotiated. Instead:
– Federal level: cycles of financial largess and constraint - austerity of 1990s followed by surge of 

investment in 2000s
– Provincial level: cycles of centralization/decentralization of regional bodies

• Medical pillar: intra-professional negotiations focus on managing inter-specialty 
competition around fee schedule, generate “reactive” stance to structural reforms 
(Denis et al.) and yield “lowest common denominator” outcomes
– Trade-off for constraint on fees in 1990s was increased institutionalization of joint decision-making

– Organizational change as voluntary; Independent FFS practice as default

– Separate negotiations with GPs and specialists in QC (cf UK) allows for different loci of 
empowerment within organized medicine

– may help to explain cross-jurisdictional differences - e.g. QC vs ON: more strike action, greater GP 
involvement in sub-regional structures in QC
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Meanwhile, “step-child” sectors are neglected and private finance is 
politically contested

• Coverage for services beyond physicians and hospitals (prescription drugs, long-term 
care in home and institutions, vision and dental care) entirely at provincial discretion

– Programs of age- and/or income-related coverage have evolved across provinces 

• Proposals for national programs in these areas rise and fall on the agenda with 
changes in the partisan complexion of federal government

– National pharmacare as a perennial issue

– Current proposal for national dental care program

– All require FPT negotiations, which focus instead on level of federal block transfer

• Various provinces have experimented with delivery in private clinics
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One opportunity for major change (2004) missed through strategic 
miscalculation

• 1997 (25 years ago) marked the beginning of 
the building of conditions for major change

• Federal re-investment provided resources and 
drove health care to centre of FPT agenda

• Liberal leadership candidate, then PM Paul 
Martin made health care central to his 
leadership campaign and the Liberal platform 
in the 2004 election

• Provincial premiers were open to major 
expansion (pharmacare)

• The (mis)perception that Martin would be in 
power for a least the next four+ years led him 
to pursue an incremental strategy – foiled by 
electoral defeat
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Real per capita public funding for health care, 
Canada 1976-2008



Impact of COVID-19: long-term care; virtual care; backlogs

• Rise of long-term care on agenda and 
call for national standards

• Public coverage for virtual care now 
being negotiated within medical 
agreements 
– push for national licensure
– puts private options in a grey area

• Backlogs for elective surgery fuelling 
demands for private delivery and/or 
privately-financed alternatives
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