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Many changes to the NHS in its first 70 years have been for the better. 

But not all change is good, writes Iona Heath, pointing out the aspects 

of the health service that should be preserved 

Social solidarity 
The NHS was founded on the principle that comprehensive healthcare should be freely 

available to all, prioritised on the basis of need rather than the ability to pay, and funded 

through taxation.1 In the immediate post-war context of severe financial constraint and 

ruined towns and cities, the NHS represented a remarkable commitment to William 

Beveridge’s insistence that “the purpose of victory is to live into a better world than the 

old one.”2 

These founding commitments established one of the few social institutions in the UK 

which gives its citizens a sense of a moral foundation to our society that they recognise, 

take pride in, and wish to protect. WH Auden wrote that the role of art was to teach 

people to love not to hate.3 For the people of the UK, the NHS has seemed to fulfil a 

similar role. 

It is not surprising that these foundations are being shaken by the predations of late 

capitalism, with its insistence on the pre-eminence of the market as the driving force of 

every aspect of society. Yet, despite the NHS’s recent travails and the ideologically 

driven withdrawal of adequate resources, a large majority of patients, citizens, and 

professionals remain committed to the sense of justice and inclusion expressed by the 

existence of the NHS and a clear majority are willing to pay more tax to fund it.4 

The aspiration is that each person using the service is valued for their own sake and 

that their moral stature is acknowledged and respected. This is not always achieved in 

practice but these failures do not undermine the symbolic and practical importance of 

aspiring to the ideal. 

Anyone who has worked in the NHS for some years will have noticed that sequential 

“reforming” reorganisations proceed in circles.5 These manifest the dangerous tendency 

to see change as progress, but all change involves loss and each cycle of reform seems to 

shave off a little more of the essential core of the service that is expressed in the 

founding principles. 
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Prioritisation on the basis of need 
The pre-eminence of need is essentially an expression of social solidarity and justice, 

and yet both have been severely undermined and ought to be reasserted in healthcare 

policy. The problems began when Margaret Thatcher sought to recast NHS patients as 

consumers and legitimated demand alongside need. Successive time targets for waiting 

lists for elective treatment and for waits in emergency departments have further 

undermined the ability of clinicians to prioritise on the basis of need.6 The effect has 

been to privilege the most demanding and to penalise those who are in greater clinical 

need. To me, and perhaps to others, the NHS now feels harder to understand and less 

fair. 

Available to all 
The original intention of the NHS was that everybody should be eligible for care, 

including temporary residents or visitors to the country.7 The politically motivated 

exaggeration of the costs of “health tourism” and the creation of a “hostile environment” 

for immigrants deemed to be here illegally has undermined this founding principle. It 

has also led to the denial of care to members of the ageing Windrush generation, 

Caribbean immigrants from the second half of the 20th century, so many of whom made 

major contributions to the functioning of the NHS, often in the vital but less 

remunerated roles of catering, cleaning, and portering. The reinstatement of the 

principle of universality would rid the NHS of a burdensome bureaucracy and minimise 

the possibility of similar scandals in the future. The cap on visa applications for skilled 

workers has exacerbated the severe shortages of clinical staff within the NHS and has 

underlined the extent to which it has depended on immigration. Doctors have recently 

been removed from the cap but it will take considerable time to make up the shortages. 

The current wave of racism and xenophobia8 disfiguring our society undermines social 

solidarity and the NHS, damaging us all. 

Relationship based care 
Since its inception, the NHS has operated a list system for general practice and has 

insisted on general practitioner referral to secondary care except in emergencies. From 

1948 to 2004, every patient was registered with a GP, whose name appeared on their 

medical card. In 2004, as the drive towards competitive privatisation of the provision of 

service accelerated, this was replaced by the name of the practice. Predictably, this led 

to an unhelpful and unpopular dilution of individual responsibility, and the named GP 

was reinstated in 2016, so restoring a potent driver of relationship based care which 

had been highly valued by doctors and patients alike. Sadly, successive governments 

have prioritised access to any doctor over the importance of continuity of care, 

particularly for the most sick, needy, and vulnerable patients.9 
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Yet healthcare must, by its very nature, be delivered within relationships and so it 

follows that the NHS can only fulfil its function if it is committed to sustaining human 

relationships between professionals and patients, and between differently skilled 

professionals. Joy, kindness, courage, thoughtfulness, and trust matter at every level of 

the organisation and within every interaction. 

Trust v regulation 
At the start of the NHS, Aneurin Bevan told the medical profession: “My job is to give 

you all the resources and help I can, and then leave you alone as professional men and 

women to use your skill and judgment without hindrance.”10 

There could be no more telling contrast to the situation that has developed over recent 

years. Despite the warnings delivered by the philosopher Onora O’Neill in her 2002 

Reith Lecture, the NHS has been subjected to an increasingly burdensome and 

expensive superstructure of regulation. This seems to have demoralised and 

disempowered professionals11 while the incidence of service failures and scandals, 

always low in relation to the numbers of patients seen every day, has remained largely 

unchanged. 

O’Neill saw clearly the future trajectory of regulation in general, which has been 

reflected over recent months in that of the General Medical Council in particular: 

“Underlying the ostensible aim of accountability to the public, the real requirements are 

for accountability to regulators, to departments of government, to funders, to legal 

standards.”12 

And she might well have added, “to a sensationalist media,” whose reporting makes 

both patients and professionals evermore fearful. Trust must be earned within an 

ongoing relationship and the devaluing of continuity of care makes it more difficult to 

engender trust and easier to disseminate fear. The NHS was founded in part to reduce 

fear and surely this should remain an aspiration. We need to explore much more 

carefully how this can be achieved. As the US patient safety expert Don Berwick and 

colleagues have argued, “Fear is toxic to both safety and improvement.”13 

Education and the support of junior colleagues 
The NHS has been providing the setting for the education of healthcare professionals 

since its inception. Most medical students have their first conversations with patients in 

an NHS general practice or hospital, and junior doctors complete their clinical training 

while being supported by more senior colleagues in NHS settings. This used to occur 

within a small consultant led team but, somehow, as we have lost sight of the 

importance of continuity of care for patients, we have also allowed the continuity of 

care of junior colleagues to wither away in many clinical settings and perhaps 

particularly in overstretched and under-resourced acute hospitals. The failure of a small 
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minority of senior colleagues to take responsibility for juniors when things go wrong 

seems to have become more frequent and appears symptomatic of this particular 

breakdown of continuity of care. When I was a doctor in training, the NHS was less than 

half as old as it is now and, at that time, although I worked very long hours, I never felt 

unsupported, unprotected, or afraid. Regrettably, this is not the experience of too many 

junior doctors today, as the shocking treatment of Hadiza Bawa-Garba exemplifies. 

Public provision 
No British politician, however committed to the virtues of market economics, has yet 

had the courage to attack the founding principle of care being free at the point of use, 

although there has been considerable erosion of the scope of this provision with 

exclusions that include dental and optometry services. A system of charging for 

prescriptions, introduced within a year of the start of the NHS, remains unfair to those 

of working age who have a chronic condition that is not exempted from such charges. A 

system which capped the annual cost of prescriptions to any one person would be much 

more equitable. 

Despite all this, the idea that the NHS is free at the point of use has remained largely 

untouched. However, the neoliberal faith in the power of the market to provide better 

outcomes at lower cost has led to the provision of services being outsourced to the 

private sector at an increasing rate over the past three decades. This began with the 

outsourcing of non-medical support services including cleaning, finance, IT, contracting, 

and planning but has now spread to include whole hospitals, GP practices, and out-of-

hours services. The obvious problem is that the NHS has always operated on a tight 

budget and private providers need to provide a profit for the owners or shareholders of 

the companies involved. This imperative means that private providers try to save 

money by reducing staff and resources and problems of quality and reliability have 

become increasingly obvious, most notably in the case of Hinchingbrooke Hospital 

which had been privatised in its entirety and its care found “inadequate” by the CQC.14 

The NHS began with the nationalisation of the pre-existing network of teaching, 

charitable, and municipal hospitals15 and there is stark contrast with the recent 

financing of new hospital building through the notorious private finance initiative, 

which has leached huge amounts of taxpayers’ money into the private purse.16 

Most citizens intend that the tax they pay should be spent for the public good and resent 

the creaming off of part of the budget for private profit. Successive governments have 

argued that it does not matter who provides the services as long as they remain free at 

the point of use. The failures of a succession of big private companies suggest 

otherwise.17 
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Care and kindness in the face of more technology and more 

rules 
At the start of the NHS, doctors had a limited range of investigations and treatments 

available and had to rely much more on their clinical skills of history taking and 

examination. Over the succeeding 70 years the use of technologies, both investigative 

and pharmaceutical, has increased exponentially as the medical-industrial complex18 

has flourished and generated enormous profits, which in turn have stimulated greed 

and corruption. Clinicians, patients, and the public are faced with an avalanche of 

“evidence,” much of which may be misleading,19 and we need perhaps to rediscover the 

culture of frugality which informed the early years of the NHS. This matter becomes 

more pressing as thresholds for diagnosis are lowered and the harms of overdiagnosis 

and overtreatment are documented. Machines have displaced listening and touch, 

numbers have displaced words, and care and kindness are slowly leaching out of the 

system.20 

All this, to a greater or lesser extent, seems to be a global phenomenon, but within the 

NHS, particularly in England, these tendencies have been exacerbated by the imposition 

of rules in the form of targets for clinical care that are blind to the context and 

aspirations of each patient and which have operated more in the interests of company 

profits than those of the sick and vulnerable. 

It is entirely possible for the NHS to fund the care provided by a service that actively 

seeks to minimise waste, harm, and futility; prioritises on the basis of clinical need; and 

engenders trust by providing care and kindness. However, it will be impossible to meet 

levels of demand that are being artificially manufactured in the interests of the 

pharmaceutical and health technology companies. We need to provide health protection 

at the level of society rather than pursue the destructive seduction of prevention at the 

level of the individual and the absurd ambition of minimising every perceived statistical 

risk: an ambition that serves only to frighten the well, divert attention from the sick, and 

torture the frail and dying. 

Things that should change 
We all, professionals, patients, citizens and policymakers, need much more recognition 

of the limits of medicine and the intrinsic uncertainties of its practice. Applying general 

scientific truths to individuals will always have unpredictable results and, however 

sophisticated (and expensive) our technology becomes, all of us will sooner or later get 

sick and die. There is far too much false certainty in our simplistic descriptions of cause 

and effect and, when things go wrong, this makes it much easier to blame clinicians 

struggling to do their best at the frontline of care. 

https://www.bmj.com/content/362/bmj.k3187.full#ref-18
https://www.bmj.com/content/362/bmj.k3187.full#ref-19
https://www.bmj.com/content/362/bmj.k3187.full#ref-20


The longstanding democratic deficit within the planning, organisation, and regulation of 

the NHS needs to be acknowledged and tackled, perhaps through a system of elected 

regional government, in parallel with the devolved national governments. The deficit is 

in no way resolved by the current system of appointing the great and the good to the 

boards of NHS bodies and creating patient participation groups, however dedicated and 

worthy, because none of the participants are in any way accountable to a wider 

electorate. 

So, let’s hold onto the best, change with more caution and care, and celebrate the NHS at 

70. 
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