
Healthcare for everyone: the trials and tribulations of
the NHS model
The NHS has been striving to provide healthcare for all since 1948. This approach has had its ups,
downs, and limitations. But Nicholas Timmins finds that it looks pretty stable—at least in the short
run
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Over the decades, British health ministers have tended to
claim—although recently, thankfully, rather less
frequently—that the UK’s National Health Service is “the envy
of the world.” Whether or not it ever was, and that’s highly
debatable, one aspect has always attracted international interest.
It provides universal healthcare. Furthermore, it’s deeply loved
by the British people—at times almost irrationally, in the face
of mounting international evidence that it’s good at some things
but appreciably less so at others.1 When people are asked what
makes them proud to be British, the NHS is always at or near
the top.
A core reason is that, ever since its foundation in 1948, it’s been
available to all. No one in the UK goes bankrupt from medical
bills. Brits remain deeply attached to the NHS’s tax funded,
largely free-at-the-point-of-use nature. In a country where the
gap between rich and poor has long been widening, and where
the vote to leave the European Union has created new divides
and amplified old ones, the NHS is one of the few remaining
emblems of being “all in this together.”
Sharp readers will already have noticed some qualifiers, not
least “largely free” at the point of use. Right from the start there
were a few charges—for wigs for medically induced baldness,
for example. Within a few years the first charges for dental
treatment and prescriptions crept in. In the succeeding decades,
chiefly the 1980s, bits fell off the edges. Mainly teeth and specs.
The funding of spectacles and some sight tests is now largely
private. And there are significant charges for NHS
dentistry—where you can get it. Free provision for either of
these, however, remains for the least well off patients, with
assorted exemptions for children and elderly people.
It’s worth noting that the UK now has four different versions
of the NHS, in terms of management and the limited number
of charges. Prescription charges have been abolished by the
administrations in Scotland, Wales, and Northern Ireland but
remain in England (although exemptions are such that 90% of
prescriptions are still dispensed free).2 The remainder of this

article focuses on England, the biggest of the four
administrations.
It’s not all free
Charges do matter in the NHS, not least to patients who only
just miss the low income tests for free services; and charges for
parking at hospitals generate almost as much heat as income.
But charges in England’s NHS have never accounted for more
than 6% of total expenditure, and that was in the 1960s. They’re
currently a little over 1%. By any reasonable definition this
remains universal healthcare, largely free at the point of use.
However, there remains a deeply contested boundary between
health and social care. Unlike healthcare, social care in England
is first needs tested and then means tested. Individual patients
or families pay for such care until their capital and income are
both heavily reduced.
The 70th anniversary of the NHS last year saw a service held
at Westminster Abbey, much public commitment to the service’s
ideals, and a government promise of an unusually long, five
year funding settlement—a return to some growth in
expenditure, after nearly a decade of restricted increases since
the financial crash of 2008.
Seventy years of survival might imply that the model has never
really come under challenge. But that’s not the case. When in
opposition, the Conservative Party—with one notable
exception—always examined alternative funding mechanisms
for health, with greater or lesser vigour (mainly lesser). For
example, the Tories have suggested tax breaks for everyone
who takes out private medical insurance; new and bigger charges
for users; and, most recently, letting people take the cost of NHS
treatment and top it up in the private sector. None of these
translated into action once the party was in government.
The one real threat came in 1988, when one of the NHS’s biggest
financial crises (they tend to occur at least once a decade) saw
Margaret Thatcher’s Conservative government launch a review.
It certainly started out by seeking alternative funding

nicholas.timmins@gmail.com

For personal use only: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe

BMJ 2019;366:l5645 doi: 10.1136/bmj.l5645 (Published 26 September 2019) Page 1 of 3

Feature

FEATURE

 on 28 S
eptem

ber 2019 by R
oger W

illiam
 B

urns. P
rotected by copyright.

http://w
w

w
.bm

j.com
/

B
M

J: first published as 10.1136/bm
j.l5645 on 26 S

eptem
ber 2019. D

ow
nloaded from

 

http://www.bmj.com/permissions
http://www.bmj.com/subscribe
http://crossmark.crossref.org/dialog/?doi=10.1136/bmj.l5645&domain=pdf&date_stamp=2019-09-26
http://www.bmj.com/


mechanisms. But her chancellor, Nigel Lawson, having looked
at the international comparisons, judged any switch as likely to
be “out of the frying pan and into the fire.” Instead, the review
ended up reshaping the way the service was managed:
introducing more market-like measures while providing a large
cash injection to an unchanged funding mechanism.

Challenges and alternatives
The mid-1990s also saw a big ideological challenge. Money
had once again become incredibly tight. This time the challenge
came not just from the usual sources—the Conservative and
free market right—but from some working in the NHS who had
come to see its costs as unsustainable. One NHS voice even
said that it should become a “safety net” for old and weak
patients. The landslide election of Tony Blair’s Labour
government in 1997 eventually brought an end to this, as his
administration delivered a huge spending boost that slashed
waiting times and delivered many other improvements.
That’s the (very brief) NHS story, but the UK also has a private
medical sector. In yet another of those very strange British
compromises, hospital specialists have always been able to
choose to work both for the NHS and for themselves, as private
practitioners.
In the immediate aftermath of the NHS’s foundation, the private
sector shrank sharply. Barely 1% of the population had private
medical insurance to pay for such care. However, in the late
1970s and the ’80s—for a multitude of reasons including waiting
times, pay policy, and supply induced demand—there was a
huge increase in both private medical insurance and the number
of private hospitals. By the early 1990s, just over 11% of the
population had private medical cover.
Since then, however, private medical insurance has largely
plateaued, despite individual incomes rising. It currently covers
about 12% of the population, and not all of that cover is
comprehensive. To private health insurance, we must add those
who pay from their own pocket: such patients currently account
for roughly a third of private hospitals’ income. Their numbers
fluctuate, as does private medical insurance, with the ups and
downs of the economic cycle, and the scale of self pay tends to
reflect waiting times for NHS treatment. The net value of the
private market is some two percentage points of the 9.7% of
gross domestic product that health expenditure makes up, in
OECD figures.3 Those figures were revised relatively recently,
and slightly controversially, to include in health spending more
of what the UK would define as social care, where individual
contributions are high.3

The spectre of privatisation
If that describes the purely private market, what about private
sector provision of NHS services? Well, the private sector has
always supplied beds, bandages, syringes, scanners,
pharmaceuticals, IT, and much else. The real debate, which is
often heated and fierce, is about the private provision of clinical
services. Some people fear that its growth will lead to the
Americanisation of the NHS—and the US system, in those
critics’ eyes, is the great Satan of healthcare.
The 2000s saw a significant expansion of private clinical
provision when the Labour government commissioned a bunch
of privately run treatment centres, chiefly owned by non-UK
companies, to expand capacity and provide some competition
for NHS hospitals in elective care. Heady ministerial predictions,
which have never remotely been fulfilled, had it that “up to
15%” of all NHS elective care could become privately provided,

as patients were also given a right to be treated in any private
hospital that was prepared to take them at the fixed NHS price.
On top of that, in 2012 the Conservative led coalition
government passed legislation that seemed to set up the NHS
to run in a much more market-like way than anything the
Conservatives or Labour had previously contemplated, with
much greater private involvement.
But something distinctly different has happened. The Health
and Social Care Act 2012 proved to be the apogee of faith in
market-like mechanisms as a way of running the NHS. In
practice, the legislation has largely been bypassed and ignored.4

The NHS is seeking not more competition between services but
better integration of them—and not just across the traditional
divides between hospitals, GPs, and community services but,
crucially, between health and social care as well. Private
provision of clinical services, which many saw the 2012 act as
driving forward, has risen, but not by a lot. The figures on such
provision are not entirely transparent, but it looks to have moved
from around 4% of total expenditure in 2010 to less than 8%
now,5 and NHS England is seeking fresh legislation to repeal
the most market-like aspects of the 2012 act.6

That leaves two questions.

What’s on the table?
First, what might it mean if the NHS was “put on the table” in
trade talks with the United States in a post-Brexit world? The
Americans are, of course, here already: there’s been nothing to
stop them. US companies provide clinical IT systems, medical
devices, and other supplies. In the private sector, Hospital
Corporation of America has a big private hospital presence in
London and ties with a couple of the capital’s big teaching
hospitals. But over the decades, the few attempts by US
companies such as UnitedHealth to supply purely clinical care
to the NHS, as opposed to support services, have largely seen
them retire hurt.
One obvious area of potential conflict is pharmaceuticals. The
big US companies are accustomed to US prices and
profits—allied to direct-to-consumer advertising, which the UK
does not permit for prescription drugs—and thus have always
been less happy than their European and British counterparts
with the UK’s longstanding drug pricing mechanisms, which
control profits and prices. These companies also tend to be more
hostile to the role of the National Institute for Health and Care
Excellence (NICE), which recommends what new treatments
and technologies the NHS should fund. It would be extraordinary
if a British government gave ground on either of those. But we
live in extraordinary times. Other areas could potentially be
contested.

How long will it last?
Secondly, is the UK’s model of universal healthcare sustainable?
I first started reporting on UK healthcare in the 1970s, and plenty
of voices back then said that it wasn’t. But it’s still here. And
one side effect of the Brexit debate concerns the Leave
campaign, famously and dubiously, having said on the side of
its campaign bus that doing so would provide an extra £350m
a week for the NHS.
The result of that has been that the voices of the Conservative
right—who in the main are trumpeters for leaving the EU and
are normally vociferous advocates of an alternative funding
mechanism—have been silenced. They can hardly claim that
leaving the EU will protect the NHS and then argue to dismantle
it. The financial strain the service has been under in recent years
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would normally have brought a debate about alternative funding
mechanisms; this time around, that dog hasn’t barked.
The current five year settlement for NHS funding is judged by
most independent analysts to be a whole lot better than nothing
but not enough to transform services.7 8 Against that, in the short
term, the survival in the UK of something recognisable as
universal healthcare feels more stable today than at several times
in the past. How long the short term will last, however, is
anybody’s guess.
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