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Arnold J. Toynbee

(1899 - 1975):

“...Civilization is a
movement and not a
condition, a voyage
and not a harbor®
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Among the rich countries life expectancy is not related to
national differences in average income
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...but life expectancy is related to income differences
within rich societies
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Health and Social Problems are not Related to Average
Income in Rich Countries
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Health and Social Problems are Worse in More Unequal Countries
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Child-Wellbeing is Unrelated to Average Incomes
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Child Well-being is Better in More Equal Rich Countries

UNICEF index of child well-being
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Levels of Trust are Higher in More Equal Rich Countries
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Almost everyone benefits from
greater equality

Usually the benefits are greatest
among the poor, but extend to the
majority of the population



The “Wilkinson
hypothesis...”




Is universal welfare good for equity and equality
In health?



The Lancet 2009: Studies for the
WHO Marmot Commission, Olle

Lundberg et al

Articles

The role of welfare state principles and generosity in social
policy programmes for public health: an international

comparative study

Olte Lundberg, Monica Abe.'g Yngwe, Maria Kolegard Stjdirne, jon var Elstad, Tommy Ferrarini, Olli Kangas, Thor Norstrom, joakim Palme,

Johan Fritzell, for the NEWS Nordic Expert Group*

Summary
Background Many imp social deter of health are also the focus for social policies. Welfare states  tancet 2008; 372:1633-40
contribute to the resources available for their citizens through cash transfer prog and subsidised services.

Although all rich nations have welfare programmes, there are dear cross-national differences with respect to their
design and generosity. These differences are evident in national variations in poverty rates, especially among children
and elderly people. We investigated to what extent variations in family and pension polidies are linked to infant

mortality and old-age excess mortality.

Methods Infant mortality rates and old-age excess mortality rates were analysed in relation to social policy
characteristics and generosity. We did pooled cross-sectional lime-series analyses of 18 OECD (Organisation for
Economic Co-operation and Development) countries during the period 1970-2000 for family policies and 1950-2000

for pension policies.

Findings Increased generosity in family policies that support dual-earner families is linked with lower infant mortality
rates, whereas the generosity in family policies that support more traditional families with gainfully employed men
and homemaking women is not. An increase by one percentage point in dual-earner support lowers infant mortality
by 0- 04 deaths per 1000 births. Generosity in basic security type of pensions is linked to lower old-age excess mortality,
whereas the generosity of earnings-related income security pensions is not. An increase by one percentage point in
basic security pensions is assodated with a decrease in the old age excess mortality by 0-02 for men as well as for

women.

Interpretation The ways in which social policies are designed, as well as their generosity, are important for health
because of the increase in resources that sodial policies entail. Hence, social policies are of major importance for how

we can tackle the social determinants of health.
Funding Swedish Ministry of Health and Social Affairs.

Introduction
When addressing the wide range of social determinants
of health, an equally wide range of policies needs to be
considered.' In a general sense, social determinants of
health consist of resources through which the individual
can control and direct their conditions of life.?
Consequently, lack of such resources will increase the
rigks for poor health and premature mortality. Resources
are generated within the family and in the market, but
also through the welfare state. Although there is a range
of resources that are important to health, economic
resources are central since they can easily be
transformed into other types of resources. Also,
economic resources can be directly reallocated by the
welfare state through social policies, including
programmes such as unemployment insurance,
sickness insurance, family support, and pensions, and
also by means of subsidised or free services such as
child care, health care, or elderly care.

There are large variations across welfare states in the
guiding principles behind policy schemes as well as the

wwwi.thelancetcom Vol 372 November 8, 2008

ambition of these schemes. As a consequence, there are
large variations in the proportion of the relevant
population covered by specific programmes and in how
generous these programmes are. In addition to the
benefits provided, welfare state institutions and policies
can improve people’s ability to generate resources in the
market, for example through active labour market
policies or by implementing policies that enhance
women's labour force participation. Thereby, different
welfare state set-ups will have consequences in terms of
the resources available to individuals, and especially the
amount of resources available to those in low-income or
middle-income groups.

The Nordic countries (Denmark, Finland, Iceland,
Norway, and Sweden) have developed a distinct type of
welfare state. Some typical characteristics incude
universal social policy programmes, equality in
opportunities and outcomes as explicit goals for social
policies, a large public sector with extensive transfer
programmes and services, high employment rates, and
high taxes to finance these programmes. Some other
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The Lancet 2009: On the advantages ofomment

universal coverage, Steinar Westin

Welfare for all—or only for the needy?

“Die Medicin ist eine sociale Wissenschaft und die Politik
ist weiter nichts als Medicin im Grossen (Medicine is a
social science and politics is nothing but medicine at a
larger scale)”

Rudolf Virchow 1821-1902

Over a decade ago, an editorial in The Lancet voiced
serious concern over the degree to which epidemiology
had abandoned its traditional emphasis on issues of
obvious importance to public health.! Journal papers
were increasingly occupied with refining statistical
methods to address individual risk factors on a biological
and molecular level. Appealing as the potential of
molecular epidemiology might be, the editorial argued,
“the benefits have not been, and are unlikely to be, at
the population level”. The editorial called for a conscious
effort to restore public health to epidemiology—by, for
example, “reorienting its focus to global issues such as
war, poverty, and environmental warming and to the
social aspects of health and disease”. Multidisciplinary
cooperation and between-population studies were
among a range of suggestions.

If this concern was a call for research with a broader
scope and greater public-health relevance, the paper by
Olle Lundberg and colleagues from the NEWS Nordic
Expert Group in today’s Lancet could be a long-awaited
answer, although it comes not from epidemiologists
but from social scientists.” Nonetheless, their extensive
report® to WHO's Commission on Social Determinants
of Health* borders on social epidemiology® and
undoubtedly addresses a major public-health issue: is
there any evidence to show that measures of health
are related to welfare-state policies that are based on
universal coverage, as in the Nordic countries? This
question is not minor, because the alternative, targeted
welfare for the needy, has been in vogue for some time,
even on the Nordic scene. Lundberg analysed selected
cross-national data from 18 countries of the Organisation
for Economic Co-operation and Development (OECD)
for infant and old-age mortality on an aggregate level
to test the hypothesis that the design of welfare-state
programmes and their level of generosity might affect
these indices of population health.

The original NEWS report (The Nordic Experience:
Welfare States and public health) is long, technically
complicated, and might not attract a wide readership.®

www.thelancetcom Vol 372 November 8, 2008

In the short version presented today, the authors have see Articles page 1633

selected a few core questions, described their methods
so that critical readers can challenge the results, and
provided an interpretation which is bound to raise
further debate: they show that universal coverage and
increased generosity in family policies are associated
with lower rates of infant mortality, and generosity in
basic universal pensions is associated with lower excess
mortality in old age when both are compared with
targeted welfare for needy people.

Readers may find it difficult to examine all the authors’
decisions about sampling, comparisons, and adjustments
for confounders. Furthermore, the differencesin mortality
rates among most OECD countries are no longer striking.
Those in southern Europe with higher mortality rates
during the post-war years have largely caught up with
northern European countries, and Spanish and Italian
women now top the world league of lifetime expectancy.
Welfare-state regimes are obviously only one of many
conditions affecting public health and longevity. But, in
Lundberg and colleagues’ paper, there was an association
in favour of universal coverage, beyond the assumption
that low levels of welfare generosity do affect mortality in
outlier countries, such as New Zealand and the USA.

Lundberg and colleagues’ paper does not explicitly
address social inequalities in health and mortality
within countries. The original report does, and shows
that absolute levels of mortality in manual workers
in Norway and Sweden are lower than in most other
countries.* However, a much debated issue is that there

Resident of RostIsland, Norway
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Is universal welfare good for equity and equality
In health?

- where did it begin?

- when did it begin?

- why did it begin?




...Each nation needs to develop its own
memory of how solidarity systems were in fact
developed through collective struggle,...

Julian Tudor Hart, 2007



The history...?
- a brief history of the Norwegian welfare state
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...And so they did in Oslo in 1889 (Fyrstikkarbeiderstreiken i Christiania)

Social unrest, strikes and "the labour issues”, leading to state legislation

In 1894: First state based disability pension, "industral labour injury act”
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Otto von Bismarck (1815-98)

...implemented the first European
state based social security laws




Symbolically... dynamics of the "great social contract” — welfare, not warfare
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... The great social contract”

A long lasting process of values and political power — "the labourist view”
A process of class struggle and compromises

reforms instead of revolution

inspired by ideas of social justice

and of christian and humanistic values

democracy and the right for all to vote

labour unions playing an important role

redistributive policies and progessive taxation — "the rich” have to pay more

but not a stable state...
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Visions of a welfare state...

... What motivated Winston Churchill and his war

cabinette to set up a grand commission for social
reforms in 1941 — under the leadership of William
Beveridge — at a time when Hitler's bombs were still
raining over London, and no one knew for sure how or
when the war would end?

...Worth considering, today as well!
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Hitler offered
comprehensive socia
programs...

Cappelen, 1991
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...and so did William Beveridge’s COMMISSiopmms =
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Visions of a welfare state

The NHS’s 50th anniversarv

.« general pracutioner may be coming in vogue again.
since. apart from providing continuity ot care. it seems
to be one wav of curbing the uncontroiled rise in
healthcare costs.” It mav certainly be a better
alternauve to what we see in other parts of the worid.
where rising heaithcare costs have caused govern-
ments to throw in the towel and leave the problems to
market forces. Needless 1o sav. the market just isn't
nice to the poor. and the NHS is stll a model tor pro-
viding universal health services according to need
rather than according to wealth.

Challenges to the svstem

However. there have been alarming reports to the con-
warv.  The fundholding retorms ot the Thatcher gov-
ernment made some predict the end ot the seasoned
ideological toundatons of the NHS. "Where there
were formeriv one hundred nurses. there are now one
hundred economists.” was a saving heard among Brit-
ish doctors. and the relauvelyv low administrative costs
ot the old NHS have indeed been replaced by increas-

HULTON GETTY

ing costs for negouations. managing contracts. ¢tc.
Market thinking and the metaphors ot commodity

Sir William Beveniage. arcnitect of Britain's wieitare state

production seem to have entered the health services
on a  large
internationally

NHS: o scale. [udor Hart the

RNOWMN

heliets  about  the nich protessional and and  Julian

veneral and

mtellectual standard wmidst rather meagre hospiral
resources. the lasting principle of providing health

services “free at the point of use.”” and patent

registration with general pracutioners. The last two

feamirae e ohviancv interrelared and make Rritain

practitioner
thinker. wrote about the two paths to health services—
either to look at health services as a public responsibil-
itv and a human right on which anv other market
driven economv can flourish. or to let the market

Westin S. The NHS’s 50th anniversary: A great leap for humankind? BMJ
1998: 317: 49-51. (William Beveridge in picture)



Modern History Sourcebook:

Sir William Beveridge:

Social and Allied Services (The Beveridge
Report), 1942

Social Insurance and Allied Services
Report by Sir William Beveridge
Presented to Parliament by Command of His Majesty
November 1942
HMSO

CMND 6404

What follows is what would these days be called an executive summary of the report, together with
the detailed section on Assumptions, Methods and Principles. The full report runs to 300 pages.

THREE GUIDING PRINCIPLES OF RECOMMENDATIONS

6. In proceeding from this first comprehensive survey of social insurance to the next task -
of making recommendations - three guiding principles may be laid down at the outset.

7. The first principle is that any proposals for the future, while they should
use to the full the experience gathered in the past, should not be restricted
by consideration of sectional interests established in the obtaining of that
experience. Now, when the war is abolishing landmarks of every kind, is the
opportunity for using experience in a clear field. A revolutionary moment in
the world’s history is a time for revolutions, not for patching.



World War Il reinforcing "the great
social contract”

Archbishop of Canterbury, Willlam Temple,

In 1942 speaking in favour of (and probably

coining) “the welfare state”, rather than the
German *warfare state”



Social justice -
Implying

Available (free) health services for everyone
(“free at the point of use”)
...with a list based system for general practice

Available (free) education for everyone



Based on one central principle:

Health care is a universal human right
- not a commodity in a market



Norwegian politicians took
part in those discussions,
among them the Surgeon
General Karl Evang.

The post-war social contract
between classes implied a
wider social solidarity: The
concept of welfare states
with, (universal) social
security for all, free education
for all, and (almost) free
health services for all
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The National Health Bill i3 oui. It will cost £152,000,000 a ' year

STATE TAKE OVER DOCTORS,
HOSPITALS AND DENTISTS
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National Health Service, the NHS reform - 5th July 1948

JOHN FROST COLLECTION



BMA-doctors voting for
- or against - the
proposed National
Health Service reform in
1948



The NHS’s 50th anniversary

Bevan turned the NHS into a party political battleground

overcome the voluntary sector’s predictable protests at
being absorbed by the local authorities. Bevan solved
that problem by bringing all the hospitals under the
control of national government.

Bevan's decision to nationalise the hospitals
provided an early demonstration of independent
thought and display of power, which left him free to be
unexpectedly flexible in other respects. He was
convinced that he needed the hospital consultants on
his side and so gave them the right to have private
patients and allowed pay beds in NHS hospitals.

To general practitioners he conceded something
which had not been on offer from Bevan’s wartime
Tory predecessor, Henry Willink: their self employed
status, with payment mainly through capitation fees.
Nevertheless, the BMA waged a long campaign and
extracted further concessions. The bad publicity which
that campaign caused Bevan gave the government the

HULTON GETTY

-~

/ first warning that the BMA can seriously damage a
minister’s political health. But it also gave his own party
the impression that he was determinedly implement-

ing was also in marked contrast with practice
elsewhere. According to Rivett, “few other countries,
outside the Eastern bloc, followed the same route” that
Britain took.! Yet Britain embarked on an uninsured
health service with apparently little debate about the
principle involved, or its sustainability.

It was a decision of inestimable significance, which
owed nothing to previous British practice or
experience, was little discussed at the time, and has
been rarely queried since. Bevan convinced the British
people that the NHS was the best system in the world.
You might say that ever since then vested interests have
tried to convince us that underfunding has made it the
worst. But in both cases we have tended to be insular:
few know about other countries’ systems.

Following the creation of the NHS, there was
almost immediately debate about what was meant by a

“free health service” The issue of health service
charges lead to Bev. tom the

cabinet. His adversary was the new Labour chanellor,
Hugh Gaitskell, who believed that Bevan had taken too
far his idea of a free health service, that it should not
extend to providing things like spectacles and false
teeth which were not linked to illness, and that
prescription charges were needed in order to suppress
unnecessary demand. The cabinet even considered
charges for hospital stays.

At the time of his resignation, Bevan had failed to
convince either the cabinet or the left wing of his party
of the matter of principle which mattered enough to
him to sink his own career. In an extraordinarily bad
tempered speech he increased resentment against him
by referring to “my health service.” According to Tony
Benn's diaries, “He shook with rage and
screamed... The megalomania and neurosis and
hatred and jealousy he displayed astounded us all.”

Such reports make it really quite surprising that it
did become widely accepted that Bevan was the father
of Lhe \HS Lhat his resignation had been on an

SUPUICEEAEETISIORSIS PR SN I SRRSO, (Y IRNOPIAPRORION, P,

"A new path entirely”

Secretary of State Aneurin
Bevan on the 1948 reform:

"On July 5th there is no
reason why the whole of
the doctor-patient
relationship should not be
freed from what most of us
feel should be irrelevant to
it, the money factor, the
collection of fees or
thinking how to pay fees —
an aspect of practice
already distasteful to many
pratitioners...”
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«Hvem er det som er mest
engstelig for en moralsk
utglidning, uberettiget
utnyttelse av systemet?
(..). Jo, det er slike som
oss, som fra for av er sikret
full lgnn under sykdom (...)
Og det ber vi vel leere noe

avr.
Tidligere Hoyre-leder Jo Benkow i 1977

side 26

e WINAARY VIR

1978:
Sickness compensation 100 %

Conservativ MP: Jo Benkow



«Hvem er det som er mest
engstelig for en moralsk
utglidning, uberettiget
utnyttelse av systemet?
(...). Jo, det er slike som
oss, som fra fer av er sikret
full lenn under sykdom (...)
Og det bor vi vel leere noe

av,
Tidligere Hayre-leder Jo Benkow i 1977

side 26

V. Lt ipin

From Stortinget 1977:

Who are those most
afraid of the moral
hazard, abuse of the
programme?

(...) Yes, people like us,
those who already have a
full (100 %) sickness
compensation.

(...). We may learn from
that

Conservativ MP Jo Benkow



When discussing compensation levels,
the language was about social justice,
now it iIs about incentives for work
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1994: Norwegian
welfare legislation
celebrating 100 years

NASJONALT SEMINAR
I ANLEDNING

TRYGDELOVGIVNINGENS
HUNDREARSJUBILEUM |

LILLEHAMMER HOTEL, LILLEHAMMER,
6. - 7. SEPTEMBER 1994 }

LSTCT - o -

Figur 6.1 Faksimile av brosjyre fra feiringen av trygdelovgivningens hundredrsjubileum i 1994. For-
sidebildet er fra fystikkarbeidernes streik i 1889, der ogsé legen Oscar Nissen (1843-1911) var med
i streikekomiteen. «Da fystikkarbeiderne i Kristiania gjorde streik, tog N. varmt disses parti, og
snart efter gikk han ind i det socialdemokratiske parti, hvis formand han var fra 1906 til sin dad»,

star det 4 lese i 1996-utgaven av Norges leger.



The future






...not so bad

- The Nordic countries — at the top in many rankings...
- The welfare system established long before "the oil”
- The bumble bee can fly

- High level of trust ss)

- High motivation for work (an aer wei & Haorsen)

- Low unemployment (but recession does harm...)

- High rates of work participation



- but

High on medicalized welfare

Increasing disparities in wealth and health
...as well as in social gradients in mortality
Welfare reforms silently being rolled back

A deeply "unsocial” pension reform (Norway)

...and OECD constantly telling us we need to lower
taxes and roll back social welfare



Consequences of the pension reforms:

those with shortest education and the most health
deteriorating and/or physically demanding jobs leave
the labour force earlier

= reduced levels of compensation

those with shortest education have shorter life time
expectancy, and will therefore get a lower return
= fewer years on a lower pension



What are the conseqguences of the present cut-
backs and restructuring of European welfare and
public health services?



...worries?
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Inequities increase
faster in Norway
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Forskjellene gker
raskere i Norge

NTB |
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Forskjellen mellom de rikeste husholdningene og de som har minst sker
raskere i Norge enn gjennomsnittet i OECD-landene, ifelge ny rapport.

Ifxlna rannnartan fra Niraanicacinnan far albanamicl camarhaid Aan nhuillina
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KUTT | EUROPAS VELFERD KAN TA LIV

-orskere ved universitetet i Oxford advarer mot de drastiske kuttene i sosiale velferdsordninger som
lere europeiske land nd gjennomfgrer. De har analysert sosialbudsjettet gjennom 25 &r i 15 euro-
seiske land, og konkludert med at det er naer sammenheng metlom hvor mye penger et land bruker
)3 helsevesenet og stgtteordninger til arbeidsledige, funksjonshemmede og smabarnsfamilier, og
isikoen for at innbyggerne skal lide en for tidlig dad. s usausms.
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Seen the jokes?
RIP

"Rest in peace”:
Welfare and social
services




* Er velferdsstaten truet?
* Stdr velferdsstaten under press i dagens Norge?
* Hva skjer i s fall med velferdsstaten ~ og hvorfor?

I denne boka legger forfatteren fram en analyse av velferdsstatens
framvekst, med fokus pa de maktpolitiske betingelsene og ut fra et utvidet
velferdsstatsbegrep. Han viser hvordan maktforholdene er endret som et
resultat av den markedsliberalistiske offensiven fra omkring 1980. Dernest
beskriver han hvordan sterke kapitalinteresser og markedsliberalister
motarbeider og undergraver de viktigste institusjonene som holder
velferdsstaten oppe, nemlig fagbevegelsen og demokratiet.

Den mest sentrale kamparenaen av alle, arbeidslivet, blir dreftet inngéende.
Seerlig pavises det hvordan politikken bak arbeidslinja representerer et
brudd med velferdsstatens prinsipper. [ stedet for at man angriper de
samfunnsmessige drivkreftene, utvikler man en undertrykkende
disiplineringspolitikk overfor ofrene for et stadig mer ekskluderende
arbeids- og samfunnsliv.

1 boka antyder forfatteren hvordan vi kan bekjempe den markedsliberalistiske
offensiven og forsvare velferdsstatens landevinninger; ved en gjenoppliving
av den politisk-ideologiske kampen, en bred alliansepolitikk, utvikling av
konkrete alternativer til de markedsliberalistiske reformene — samt
gjennom sterkere politisk selvstendiggjoring av fagbevegelsen.

Rise and fall of the
welfare state?

&
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The welfare trap s oyeaoeT
IVAR FRBNES OM RIKDOMMENS PRIS SIDE 18

VELFERD VED OLJENS SLUTT
FAKTA OM VELFERDSSTATEN SIDE 20

FANGET | EN FELLE
KNUT RIED OM PUSH- 0G PULLEAKTORER SIDE 22

’ lferdsfellen

Tre store trender vil prege oss allerede i var levetid: Eldrebglgen,
migrasjonsbglgen og trygdebglgen. Gjar vi ikke noe med dette, risiker
vi a havne i velferdsfellen. Velferdsstaten har et finansieringsprobler
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New rethorics:

lnnvandrerbefolknmgen

dobles innen 2027

A ”tsunami” e ? A
of the elderly "".::J,?.%"
and immigrants, &:‘E}'{:ﬁ'}.",}e
and people on o 24 &r.

mmmmmmmmmi

20 pr sent
i yrle%ktlv |

social security...

Dobbelt sa mange
over 67 ari 2060

Lo RS
/ \\ ﬁ ] ‘;

; ﬁ I
,9;{;5 /

-’P 0&5}(!' X

:BILAG FRA NHO | 01.2011 NHO-MAGASINET ' 21



Fighting over facts.

BL@FF: NHO slir alarm om «trygde-
belgen». I virkeligheten fir vi feerre
uforetrygdede og lavere sykefraver. —
De blaser opp tallene, sier LO-leder

Roar Flithen.

NHOs arskonferanse

VELFERDS- /%
FELLEN &

Av johan Brox og
Mimir

konferansens nettsider mel-
der NHO at «andelen utenfor
arbeidslivet har veert sterkt
pkende de seinere &rene».

LO-leder Roar Flathen rea-
gerer sterkt p& det han oppfat-
ter som en skr

AUCIHSA. = VA LIGUTE G UILIEA Til 98 GLYUALE MIABY DVALL Listais v &

Storbritannia, sier Aavitsland.

sier NHO i sitt konferansema-
teriell.

Ifplge Navs statistikk mot-
tok imidlertid 9,5 prosent av
befolkningen ufgrepensjon i
2010, ned fra ti prosent i 2001.

Ufgreandelen synker i alle
aldre, unntatt dem mellom 18
og 24 &r, som gker marginalt.
Totalt er det snakk om 1211
flere unge ufgretrygdede pa ni
4r. I tillegg kommer mottakere
av arbeidsavklaringspenger,
som ikke er varig ufgretrygd.

Flathen advarer mot 4 stig-

i ufgre.

je fra NHO.
—~Imotsetning til andre land

- Gjgr vi ikke noe med dette,
risikerer vi & havne i velferds-
fella, hevder Nzeringslivets
Hovedorganisasjon (NHO).

i Europa har vi sveert gode re-
sultater. Gjgr vi de riktige po-
litiske valgene, er det ingen-
ting som tilsier at vi ikke skal
greie A op:prettholde dagens

Men
selv rett i faktafella. Stikk i
strid med hva NHO hevder
er ikke andelen utenfor ar-

sterkt skend

velfer sier
Flathen.

Han vedgér at det er en ut-
fordrmg 4 fé flere inn

B En mindre del av befolknin-
gen er pd ufgretrygd enn i
2001, ifplge Nav.

M Sykefravzeret har minket
fra &r 2001 til i dag, ifglge Sta-
tis'.isk sent.ralbyra (SSB).
| Ar

i arb , men
kjenner seg ikke igjen
i NHOs «trygdebgl-
ge».

- De bldser opp tal-
lene, og tegmer et
skremmebilde av si-

ligger
stabxlt over ’M prosent Det er

LAl cenadamatanman

Det er in-
gen kunst 4 gjere det,

e manabhaban aw né

Roar Fldthen

- Vi m4 ikke gjgre de tryg-
dede til syndebukker. Vi mé

ret, ogsd kalt 1 i kefra-

tall fra

vzeret, viser tilsvarende utvik-

utarbeide et raust og inklude- ling: Hoppet fra hgsten 2008
rende arbeidsliy, men da mé er fullstendig_reversert, nd
ogsé NHOs medlemsb fter som

ta sin del av ansvaret for det,
sier han.

Han sier LO er villig til &
veere med 4 diskutere tiltak
for & fA flere ufgre i arbeid,
men setter foten ned
pa ett punkt:

- Vi blir ikke med &
diskutere kutt i tryg-
deytelsene. Punk-
tum.

P4 arbeidstoppen
Ogs& SSBs sykefra-

veersstatistikk strider
waat NN banfanan

har stilnet.

OECD, organisasjonen som
representerer de rikeste land i
verden og dermed brorparten
av Norges handelspartnere, er
heller 1}(ke tvil: Norge ligger

i arbeid

Synovate som viser at 41 pro-
sent forventer at det blir darli-
gere velferds: inger i fram-
tida. Bare ti prosent sier de
tror velferdsordningene blir
bedre.

LO-leder Roar Flithen sier
det ikke er noen grunn til 4
vzere pessimist.

— Vi har alle forutsetninger
for & viderefgre vére gode vel-

pd
deltakelse.

1 2009 var 76,5 prosent av
alle nordmenn i arbeid, mens
giennomsnittet for alle 34
OECD-land ligger helt nede
A 64,8 prosent - pa linje med
USA etter finanskrisa.

Arbeidsdeltakelsen i Norge

han Tt halt ctahil eidan 209

ferdsordninger. Men det er
klart at dersom Hgyre og Frp
kommer til makten, og orga-
nisasjoner som Civita og NHO
far gjennomslag for store skat-
teletter, vil det vaere den stgr-
ste utfordringen mot det vel-
ferdsnivdet vi har i dag. Jeg

car fram til 4 f4 csvar nd hvar

Stavanger “Aftenblad.

ONTB LT

Ufgretrygdede i prosent

Langtidsykefravaer fb:rosent

en slik topp var i 2008, da forbrul

P

— Freidig av NHO

Asbjgrn Wahl leder
sjonen For velferdsstaten,
sofn bestilte notatet fra for-

- skingsstiftélsen De Facto.

Han mener det er «bemer-
kelsesverdig at en serigs ak-
tgr som NHO har en s& om-
trentlig omgang med fakta».
Seerlig reagerer han pd
NHOs péstand om at Norge
mé akseptere stgrre forskjel-
lar nir da truodade cleal tuin-

likner Norge mest det vxl si

2006 2007 2008 2009 2010

UI.IK! VEIS.ONER. lfalge Nav og Statlstlsk sentralbyté star vi ikke overfor noen velferdsknse Likevel
i lla i logoen til sin drskonferanse.

Ogsd Julie Lgdrup, leder

har smé sosiale f¢ av
sier Wahl. Analyse, reagerer pA NHOs
I notatet er De Factos re- trygdebalg

sonnement at nir Norge har Det er direkte usant nir
trygdeytelser og relativt hgy NHO hevder at en stadig
minstelgnn, vil ikke stgrreandel er uten-
arbeiderne «lases inn for  arbeidslivet.
i lavproduktive nae- Statistikken viser
ringer», siden man at sysselsettingen
ikke harrad til 4 slgse har steget jevnt og
med . arheidskrafta trutt i 30 &r. Vi ree-
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— Men né trenger vi penger til hostens valgkamp for & fi fornyet tillit. . .

Mer av gal medisin

Sist helg tok jeg meg bryet med 8 lese den helt ferske rapporten fra
OECD i Paris om forholdene i norsk arbeids- og trygdellv.

¢ trygdeordninger er

stadig for genergse, me-

ner de derfra. Rehabili-
teringspenger og attferings-
stonad ber jekkes ned til samme
niva som arbeidsledighetstryg-
den, fra 66 til 62 prosent av tid-
ligere lgnn.

Men Nav-reformen skriver de
pent om. Serlig om hvor viktig
det er 8 videreutvikle sammen-
sldingen med sosialkontorene,
slik at de ansatte pa de tidligere
trygdekontorene, Aetat og sosi-
alkontorene kan f en felles
identitet, De vil innfere sterkere
ledelse med en «single chain of
command», mélstyring og re-
sultatrapportering. Slike an-
befalinger har de gitt til Norge i
flere &r. Vikjenner demigjeni
forarbeidene til Nav-reformen.

Alt dette skal vaere virkemidler
for 4 effektivisere arbeidet med &
fa de arbeidsledige og dem med
sykdomsplager tilbake i arbeid.
Bra det. Men rapporten bergrer
ikke hva slags mekanismer som
opprinnelig bidro til & jage folk
ut av jobbene og over pa syk-
domsrelaterte trygdeordninger.
De mé jo komme fra et sted, alle
disse som opplever at helsa ikke
er forenlig med det arbeidslivet
krever. Men slikt er altsa ikke av
interesse for gkonomene i
OECD.

Naturligvis er det flere arsaker
til at folk sykmeldes, ilke minst
sykdom. Men mange med syk-
domsplager er ogsa i jobb, Det
er fra denne store porsjonen av
halvsyke at vi stadig far nye kan-
didater til uferepensjonen. Vi

== Konkurranse-emissarene fra ESA

4.4 vasser gjennom norsk samfunnsliv
med sine gdeleggende meldinger, som

zombier som ikke forstar at deres tid er

ute.

'|Steinar
Westin
Prof. i sosialmedisin

NTNU og fastlege
Tempe legesenter

far dem, vi fastleger, nér skruen
dras til, p en eller annen méte,
ved opps1gelser eller omstil-
linger eller andre hendelser p&
jobben som synliggjor at de ikke
er «friske nok». Det er trykket
av disse hendelsene som pd
merkelig vis ikke diskuteres.
Som om dette ligger utenfor po-
litikkens virkeomride.

Min mistanke er at denne siden
av prosessen ikke diskuteres
fordi det er ubehagelig. Det rok-
ker ved tidens vedtatte sann-
heter om at konkurranse er bra,
pa nar sagt alle felt, og athver
liten enhet skal vaere gkonomisk
lennsom, ikke bare i det private
neeringsliv, men siden 1990~
tallet ogsé i offentlig sektor. N&

s,

skal altha en prislapp, alle skal
sende regninger til hverandre,
kostmader skal synliggjeres i
alle enheter, konsesjoner og
konkwrranse-

hindrende ordninger skal opp-
heves, og det meste skal pd an-
bud. Kort sagt, mer marked, mer
pengestyring, og mer av sikalt
New Public Management i of-
fentlig sektor. Deter dette
OECD vil ha mer av. Fordide
fortsatt tror det er effektivt.

Na er vi ikke lenger sa sikre pd
det. Det kommer stadig forsk-
ningsrapporter som dokumen-
terer atdisse spﬂlereglene ska-
per en masse kostbart byrakrati,
og dertil gjor at enkeltpersoner
mobbes ut som ulgnnsomme,
Slik at vi far stadig flere i att-
foringskeen. Som videre har le-
det politikere til & innfere Nav-
reform og knappere trygdeytel-
ser.

Kanskje var det et sammentreff
atjeg ndihelgen hortepyheten
om at det europeiske over-
vkingsorganet ESA vil an
melde den norske regjeringen
til en eller annen domstol for
konkurransevridende sub-

[2. 0309

sidiering av Hurtigruten. Den
ble som kjent nylig berget aven
samferdselsminister, til glede og
nytte for hele kysten. Men til er-
grelse for ESA. Og at det pé a bor-
det mitt ogs3 ligger et avisut-
klipp om at Posten skal
konkurranseutsettes enda mer,
ogsa for brevpost, med under-
tittel: «Vi far et dyrt, darlig og
distriktsfiendtlig postvesen i
2011 om regjeringen folger
EU». Er det noen som kan vaere
itvil om at disse institusjonene
ogsd vil rekruttere til uferepen-
sjonen, dersom ESA vinner
fram?

Jeg ser for meg et bilde av disse
konkurranse-emissarene fra
ESA som vasser gjennom norsk
samfunnslivmed sine gdeleg-
gende meldinger, som zombier
som ikke forstér at deres tid er
ute. Det er pd tide at vi ser det.
Og atvi avskilter dem. Vi har
faktisk utviklet bedre opp-
skrifter i Norden pa samvirke
mellom privat nringsliv, stat-
teordninger og offentlig sektor.
Deterliten grunn for oss i
Norge til & ta mer avden gale
medisinen.

steinar.westin@ntnu.no
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I den royalistiske himmel.
Kong Olav: - Godt, min kronprinsesse, at vi rakk 4 gifte oss for politikerne visste bedre . . .

Krigen om velferdsstaten

Idagens arbeidsliv er det snart bare de rikeste
og friskeste som greier a henge med i jobb

til de fyller 67.

Ikke alle kriger fores med
skarpe viipen som i Irak og
Afghanistan. Noen gér stil-
lere for seg og utkjempes
med andre midler. En stllfer-
dig krig foregir ni om dagen
om velferdsstatens og de nor-
diske velferdsordningenes
framtid.

Slagmarkene erikke umid-
delbart synlige, men vi skal
ikke undervurdere betyd-
ningen av utfallene pa litt
lengre sikt. For den siste valg-
kampendreide det seg om &
gjore arbeidsmiljoloven mer
«fleksibel»,da Victor Nor-
man ville svekke oppsigelses-
vernet og teye grensence for

g Fordemsom

serverden
ovenfraerdet
stadig et problem
atvelferdener
«for dyr»

overtid. Si kom NAV-refor-
men. I host var det syke-
lonnsordningen, og i vir er
det EUs tjenestedirektiv og
pensjonsreformen.

Krigen dreier seg om vel-
ferdsstatenes to viktigste bae-
rebjelker, arbeidervernlov-
givningen og folketrygden.
Begge har rotter tilbake fra
slutten pi 1800-tallet, da
«arbeidersporsmilet» for al-
vor kom pi dagsorden. Det
ny-industrielle Europa vari
omforming. Revolusjonare
bevegelser satte dagsorden.
For makthaverne gjaldt det
« ... aholde den ogsd innen
vir arbeiderbefolkning be-
gynnende bevegelse i sunne
og sindige spor»,somdet het
i Indredepartementets be-
grunnelse i 1885 for 4 foresla
en kommisjon til § utrede en
fabrikktilsynslov og en statlig
ulykkesforsikring for arbei-
dere, to lover som ble starten
padet byggverketvii dag
omtaler som «velferdssta-
ten»,

Adresseavisen 12.04.07

Pa den annen side

~ Prof. i sosialmedisin
\ NTNU og fastlege ved

Tempe legesenter
Py STEINAR
WESTIN
Selve ordet velferdsstater

forresten atskillig yngre - fo-
reslitt av en biskop, erkebis-
kopen av Canterbury, Wil-
liam Temple, som i 1941
entusiastisk stottet bevegel-
sen for det han kalte et «wel-
fare society», som motsats til
Hitler-Tysklands «warfare
society». Det gjaldt & skape
visjoner for et samfunn som
det var verdt a kjempe for - til
og med do for - enten man
var arbeider eller aristokrat.
Fordeling og sosial rett-
ferdighet var oppskriften. De
rike miitte gi av sin rikdom
gjennom skatter og omfor-
deling. En slags revolusjons-
forsikring. Det nye felles-
skapet skulle sikre gratis
utdanning og gratis helsetje-
neste for alle. I dag er det de
nordiske landene som mer

enn noen barer denne visjo-
nen videre.

Pa 1990-tallet ble de nor-
diske velferdsstatene domt
nord og ned av verdens le-
dende ekonomer, de som for-
fektet den nyliberale og gren-
selose samfunnsorden.
Velferden var for «dyr» og
arbeidslivet for lite «fleksi-
belt». Vi erblitt vant til ck-
koet fra det drvisse OECD-
oraklet,

Men ni har pipen fitten
annen lyd. I februar deltok
jeg i25-arsjubileet for Fagbe-
vegelsen forskningsinstitutt,
der Terje Rod-Larsen og
Gudmund Hernes & co feiret
Fafo’s bidrag til samfunns-
forstielsen, bide her hjemme
og ute iverden. To dager med
hoyt profilerte bidragsytere,
ogsi en kjent Harvard-oko-
nom, bekreftet det jeg leser
og horer stadig oftere: Rundt
om iverden ser man med un-
dring - og beundring - pé at
de nordiske pkonomiene og
sosiale systemene fremstir
som bade barekraftige og vi-
tale.

Men for dem som ser verden
ovenfra er det stadig et pro-
blem at velferden er «for
dyr». Dette synet har ogsi
preget pensjonsreformen.
Regjeringen har arvet et si-
kalt bredt forlik fra Bonde-
viks tid, som innebzerer at
folk flest skal fa alderspen-
sjon etter hvor mye de har be-
taltinn i folketrygdavgift,
med langt mindre omfor-
deling fra rik til fattig enn tid-
ligere. Noen av mine pen-
sjonskyndige kolleger pistir
atvini forledes til & ta spran-
get fra en «solidaritets-
folketrygd» til en «forsik-
rings-folketrygd». Krigens
fremste slagord er at «det
skal lonne seg & arbeide».

Tygg pa betydningen av det
motsatte: Det skal ikke lonne
seg . ..,omdu ikke henger
med i jobb til du fyller 67.1
dagens arbeidsliv er det snart
bare de rikeste og friskeste
som greier det. Hvis ikke, skal
du straffes okonomisk inntil
deden. Bokstavelig talt. Skal
det bli en ny seier for de ri-
keste?

steinar.westin@atnuno
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Program for forskning om arsaker til sykefravaer og utsteting fra arbeidslivet

Novdisk forskerkonferanse 2011

Sykefravaer og ufprhet i Norden.
Velferdsordninger under press?

Thon Hotel Lofoten, Svolveer, Norge

Spndag 29. mai

18:00-19:00 Apning av konferansen

Programstyreleder, professor Steinar Westin, Institutt for samfunnsmedisin, NTNU,
Norge

Hur mar den Nordiska modellen?
Professor Joakim Palme, Direktor ved Institutet f6r framtidsstudier, Sverige



Symbolically... dynamics of the "great social contract” — welfare, not warfare
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The dynamics still shaping the future of welfare



...worries?

Increasing commodification of health
Increasing commercialisation of health
Increasing medicalisation — destabilising...
Increasing inequities in health?

Increasing inequities in the health services?
More market mechanisms — more inequities?



The Lancet - Saturday 27 February 1971

THE INVERSE CARE LAW

Jurian Tubos Haxr
Glymeorrmg Health Centre, Port Talbot, Glameorgam, Wales

The svailability of good medical care
Sumenary tends to vary inversely with the need for
it in the population served. This inverse care law
operates mare campletely where medical care is most
exposed to market farces, and Jess so where such
exposure is reduced. The market distribution of
medical care is & primitive and kistorically outdated
smialﬁoxm.ndmmnmitmhdﬁmhc:ug-
gerate the maldistribution of medical resources.

Interpeeting the Evidence

deumco(lng:mhlmdmhlcﬂin-
equalities in morwlity and morbidity in Brisin is
known, and not all of them are diminishing. Hetween
1934 and 1968, weighted mean stundardised moctality
from all causes in the and Moomaouthshire
valleys rose from 1287, of England and Wales rates
1o 1317%,. Their weighted mean infant martality rose
from 1159% of England and Wales rates 1o 1247
between 1921 and 1968, The Registrar Geperal's

Ias2 Narennial Quemlamens ae MAa . _ & aa .

interprered cither as evidence of high meebedity among
hi;hm,mddhpmpaﬁomcbmeﬁxdn‘nby
them from the Natoasl Health Service. By piling up
:bevd!devidm:edmpootpeoplcinndumh;n
higbao.mmluﬂoouduﬁlnlmaul.lllenhof
the N.H.S, and by denying that these reflect actual
dﬂkemainmlidimkcin'-‘huuiedtosbow
M‘rimm‘smhhuw«t.mdmumm
mmwsmhmqmyam
of medical care in the N.ILS. between social classes,

Qnumdhminmliymmobﬁmnobsude
to this view. Of these Rein says:

“Ouommw...ismzsincethebm
duuuhmhidaxdt-hm.tbmthq meast be both
ni:tuam&lywmmmumuherchlm
...uiomfnlmmnisenlmddimmwhkh
mmio-dmwaychum&mmdlhenw
mucm-ﬁhmcmmadmiuumﬂdm
Mmmmthdrphym(amdthuc
discases, . . .
Hcdtuncmumshowthnhiahdmh-mw
be associmted with low consultasion-rates for soeme
cﬁm,mdwi:hhkhmuﬁotuheu,bm.mme
pattern of each holds good through all social classes
he concludes thae



THE INVERSE CARE LAW

Jurtaan Tubox Haxt
Glyncorrmg Health Centre, Port Talbor, Glameryon, Wales

The svailability of good medical care
Suncunery tends to vary inversely with the need far
it in the population served. This inverse care law



The Privatisation of Our Health Care

‘Required reading for everyone who works in the biggest
industry in the country and everyone that uses it.” Claire Rayner

Pollock 2004:

About New Public
Management in the
NHS, "competition”
and privatizations:
important parts of
general practice
offered to the private
health market,
thereby undermining

continuity of care



Equity and excellence

Liberating the

NHS

o}h Departrnend
of Aot

...The government
wants to transform the
NHS into a devolved,
market based model in
which local
commissioners
(consortiums of GPs)
and providers of health
services are freed from
central control.
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Nei, det er ikke den norske helsetjenesten jeg sikter til, selv om striden om akuttberedskap,
& fedeavdelinger og lokalsykehus kunne friste til en slik tittel.

Det er den britiske helsetjenesten, og det gjelder
deres National Health Service, NHS, britenes
stolthet og mest elskede offentlige institusjon
gjennom etterkrigstiden. For der, pd andre siden
av Nordsjeen, raser det nd en debatt i mediene og
i fagtidsskriftene som vi ber falge med den starste
oppmerksomhet. [kke bare fordi britenes nasjo-
nale helsetjeneste, med likeverdig og gratis til-
gang for alle, har veert modell for mange lands
helsetjenester. Men ogsa fordi den har vaertin-
spirasjonen for den norske fastlegeordningen.

Iforrige uke skrev detanerkjente fagtidsskriftet
The Lancet en lederartikkel med tittel «The end
of our National Health Service» - slutten pa den
offentlige helsetjenesten — uten spgrsmalstegn.
Sjelden har jeg sett en s3 unison fordemmelse,
bade der og i andre fagtidsskrifter, over den refor-

@ men som nd er lansert avden nye borgerlig-li-

berale koalisjonsregjeringen. De vil kutte kost-
nader. Og deter for sd vidti trdd med det pro-
' grammet de ble valgt pd, med skattelettelser som

@ sentraltelement. Men David Cameron og de

konservative hadde ogsé annonsert seg selvsom
«partiet for NHS», med lafter om at de né skulle
sette fagligheten i sentrum, og ikke eksperimen-

%, tere med flere politiske krumspring.

S gjor de akkurat det motsatte. De har nd lansert

_ slagordet «liberating the NHS» - f frisette NHS.

Og maten de vil gjore det pa er 3 introdusere en
kjop og salg-modell som langt overgar det Mar-
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garet Thatcher farste gang provde seg pa tidlig pa
1990-tallet med den sékalte fundholding-model-
len. Den er i de fleste fagtidsskrifter oppsum-
merte som en politisk fiasko, som ferst og fremst
bidro til en dramatisk gkning i administrative
kostnader, nettopp ved et system av interne mar-
keder, som krevde et nytt stort sjikt avjurister og
gkonomer. «Der det for var 100 sykepleiere, er det
né 100 gkonomer», horte jeg av mine legekolleger
der borte den gangen.

Na er det denne modellen som skal gjenopp-
friskes og forsterkes. Ansvaret for a styre helsetje-
nesten skal desentraliseres og langt pa vei over-
lates til allmennlegene. Det kan i forste omgang
lyde smigrende for sénne som meg, ogsé fastlege,
og en anerkjennelse av allmennlegenes sentrale
rolle som premissleverandgrer for hele helsetje-
nesten.

Men méten de gjer det pad har en annen og vans-
keligere side: Fastlegene skal selv fa tildelt det
meste av helsebudsjettene, og deretter inngd
avtaler om alle andre slags helsetjenester. Og nd
er det ikke lenger snakk om interne markeder, der
avtaler skal gjores med andre institusjoneriden
offentlige helsetjenesten. Na skal markedet bli
«fritt», og allmennlegene ma orientere seg i det
som beskrives som en jungel av offentlige og
private tilbydere.

Ikke vet jeg hvor mange skonomer og jurister vii

s4 fall mitte ansette om vi norske fastleger skulle
bruke vir tid og vére ressurser pa kontinuerlige
forhandlinger og kontraktinngaelser for vére
pasienter. Ikke er vi utdannet til det heller. Men
det grunnleggende problemet er at britene nd tar
skrittet helt ut til 4 se pé helsetjenester som andre
slags varer, som kan males, veies og prises som
om det dreier seg om tannpasta eller togreiser.

Diagnoser var aldri ment som prislapper. Og ra
konkurranse om omsorgen for syke mennesker
kan vise seg 4 bli akkurat s pervertert og kostbar
som vi ser det i land som ennd ikke har oppfunnet
en offentlig helsetjeneste.

Det bekymringsfulle er atvi ser elementer avden
samme markedstenkningen ogsé i den kom-
mende norske samhandlingsreformen.

«Ansvaret for a styre
helsetjenesten skal
desentraliseres og langt pa
vei overlates til
allmennlegene.»



Editorial

Editorial

Mr Lansley: please tell us the truth

The UK’s Conservative Party made firm pledges before
the May general election to back the National Health
Service (NHS). “We will increase health spending every
year”, they wrote in their party manifesto. In particular,
the Conservatives prided themselves on campaigning “to
defend the NHS from Labour’s cuts and reorganisations.”
Meanwhile, the Liberal Democrats promised savings in
management costs, bureaucracy, and quangos. Money
would be reinvested “back into the health care you
need.” There was remarkable consistency between the
two political parties—to protect front-line services at
the expense of NHS administration.

Since the election, the Liberal-Conservative coalition
has made the same argument, even more forcefully. It
was reiterated again in Equity and Excellence: Liberating
the NHS, Health Minister Andrew Lansley’s white paper
on the health service. Here were the same commitments:
“efficiency gains, with savings reinvested in frontline
services”, and redirecting staff away from ‘“excessive
administration” to “front-line support”.

Therealityinthe NHS isverydifferent. TheLancet has been
passed a document dated June, 2010, from Oxfordshire
and Buckinghamshire Mental Health NHS Foundation
Trust entitled, “Proposal for A/OA Organisational Change
Paper.” The document sets out details of proposed cuts in
mental health front-line services for adults (A) and older
adults (OA). Under a section headed “Financial Drivers
for Change”, the authors of the Oxfordshire document
write: “The current income budget of the [Adultand Older
Adult] Directorate is approximately £42 m. The savings
to be achieved are £5:3 million over the next 4 years." In
Appendix 3 and 4 of this proposal, staffing changes are
set out in detail. For adult mental health services, three
consultant psychiatrists out of 19 will lose their jobs. There
will be 16 fewer care-coordinators and support workers,
eight fewer allied health workers, and one less staff grade
position, together with cuts in clinical psychologists. There
will be an increase in a new category of support, time, and
recovery worker, but their numbers and skills will not fully
compensate for the loss of front-line health professionals,
including the 15% cut in consultant psychiatrists. There
are additional cuts in health professionals among staffing
for older adults.

The proposal is grimly honest about the potential risks
of theseorganisational changes. The authors acknowledge

wwwithelancetcom Vol 376 July 24,2010

the possibility of “reduction in quality of service through
staff changes"”; “patient and carer dissatisfaction with
the service”; “staff feeling unsettled and uncertain of
their future”; “potential negative impact on staff from
them perceiving an increase in their workload”; “poorer
staff retention and reduction in staff satisfaction with
their role”; “reduction in service capacity”; “poorer service
response, patients waiting for care”; “stakeholder disquiet
about changes in thresholds for access to services”; and
“patients are likely to be discharged more quickly from
secondary care services.” Ina further analysis, the proposal
identifies the threat of “decreased patient satisfaction
leading to poorer patient survey returns and possible
patient withdrawal from care.” Among the weaknesses
in their proposal, the authors admit a potentially lethal
flaw: “Possible reduction in the quality of service with less
clinical resource available”.

As the Oxfordshire plan acknowledges, the demand for
mental health care is increasing, not decreasing—greater
pressure on in-patient wards and increased severity of
mental ill-health. There is a correspondingly greater
need for clinical leadership. The proposed cuts in front-
line services and consultant psychiatrists are unlikely to
meet these greater demands, and the authors clearly
set out their concerns about what they are being asked
to do. For example, instead of bringing services closer
to patients, home visits will be cut. But despite these
detailed concerns, the reality remains that efficiency
savings trump patient care and clinical outcomes, as the
document makes clear.

When The Lancet asked senior leaders of the profession
about these proposals, the collective answer was
summarised in one word: “madness”. As one putit, “This
is absolute madness and it is no way to do workforce
planning.” We do not know how common these front-
line service cuts are across the country. Those close to
workforce planning tell us that cuts of around 14% over
the next 3 years are faced by many deaneries in England.
The only way these cuts will be realised is through loss
of front-line staff. The Oxfordshire experience might be
common. This is an issue that challenges a fundamental
commitment by the Liberal-Conservative coalition.

And this is why we ask: Mr Lansley, will you tell us the
truth about NHS cuts? Because the reality seems very
different from your promise. W The Lancet
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The end of our National Health Service

There is a crisis in the National Health Service (NHS).
The publication of the Health and Social Care Bill
last week heralds dramatic changes for the NHS,
which will affect the way public health and social
care are provided in the UK. Those changes alone will
have huge impact, but it is the formation of an NHS
Commissioning Board, and commissioning consortia,
that will once and for all remove the word “national”
from the health service in England. The result, due to
come into force in 2013, will be the catastrophic break
up of the NHS.

Maintaining the status quo in the NHS is not an
option. The NHS is not delivering the care that patients
need, Patients with cancer, for example, are less likely
to survive in the UK than in Australia, Canada, Sweden,
or Norway. Michel Coleman and colleagues’ Lancet
Article, published last month, reports that the survival of
patients with primary colorectal, lung, breast, or ovarian
cancer is lower in the UK than in other countries with
similar wealth, universal access to health care, and good
cancer registration data. Survival is, they argue, “the key
index of the overall effectiveness of health services in the
management of patients with cancer”,

Despite the huge sums of money pumped into the
NHS over the past few years—particularly into the salary
budget for staff—translation into benefits for patients is
hard to identify. Moreover, the unyielding mountain of
bureaucracy that s integral to the NHS stifles innovation,
such that it is difficult to design the services needed for
local populations.

Will the changes outlined in the Health and Social
Care Bill solve these problems within the NHS and
improve care for patients? The truth is that we do
not know. What we do know is that putting general
practitioners (GPs) in charge of commissioning health
services for their patients is similar, in some respects, to
the fundholding experimentin the 1990s. The principle
then was that GPs controlled the budgets to buy the
specialist care their patients needed. Fundholding
took years to implement, but evidence on short-term
or long-term benefits for patients is lacking. In the
current Bill, health outcomes, including prevention of
premature death, will be the responsibility of the NHS
Commissioning Board, which has been asked to publish
a business plan and annval reports on progress. That

wvauthelancetcom Vol 377 January 29,2011

business plan is urgently needed to allow transparent
appraisal of how the Board plans to monitor patients’
outcomes.

The UK coalition Government has now been in power
for about 8 months. Neither the Conservatives nor the
Liberal Democrats included the formation of an NHS
Commissioning Board, or GPs’ commissioning consortia,
in their health manifestos on which the electorate
voted. The speed of the introduction of the Health
and Social Care Bill is surprising, especially given the
absence of relevant detail in the health manifestos. The
Conservatives promised, if elected, to scrap “politically
motivated targets that have no clinical justification”
and called themselves the “party of the NHS'—a
commitment that seems particularly hollow now.

Since its establishment in July, 1948, the aim of
the NHS has been to offer a comprehensive service to
improve health and prevent illness, available to all in
England and Wales (and then extended throughout the
UK), which is largely free of charge. Health care for all,
for free, has been the common ethos and philosophy
throughout the NHS. On July 3, 1948, in an editorial
entitled “Our Service”, The Lancet commented: “Now
that everyone is entitled to full medical care, the
doctor can provide that care without thinking of
his own profit or his patient’s loss, and can allocate
his efforts more according to medical priority. The
money barrier has of course protected him against
people who do not really require help, but it has also
separated him from people who really do.” Now, GPs
will return to the market place and will decide what
care they can afford to provide for their patients, and
who will be the provider. The emphasis will move from
clinical need (GPs’ forte) back to cost (not what GPs
were trained to evaluate). The ethos will become that
of the individual providers, and will differ accordingly
throughout England, replacing the philosophy of a
genuinely national health service.

Health professionals cannot say that no change is
needed—it most certainly is. But there is sufficient
uncertainty and concern about the changes outlined in
the Health and Social Care Bill to pause, to lear from
the past, and to consider what the changes mean for
patients’ outcomes. As it stands, the UK Government's
new Bill spells the end of the NHS. m  The Lancet

Forthe Health and Sodial Care
Bill see www.parllament.uk
for Coleman and colleagues’
Ppaper on cancer survival see
Artides tancet 2011;
377:12738

Forthe Lancet editorial on
“Our service" see Lancet 1948;
252:17
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EDITORIALS

Dr Lansley’s Monster
Too soontoletitoutof thelab

What do you call a government that embarles on the
biggest upheaval of the NHS in its 63 vear histary, at
brealmedk speed, while simultaneously trying to male
unprecedented finandal savings? The politically correct
answer has got to be: mad.

The scale of ambition should ring alarm bells, Sir
David Nicholson, the NHS chief executive, hasdescribed
the proposals as the biggest change managerment pro-
grarme in the world—the only one solarge “that you
can actually see it fromspace.” (ddore ominously, he
added that one of the lessons of change management is
that “most big change management systerns fail.**) Of
the annual 4% effl dency savings expected of the NHS
over the next four years, the Cornmons health select
corrnittee said, “The scale of this is without precedent
in NHS history; and there is no lmown exarple of such
a feat being achieved by any other healthcare systemin
the world, ™ To pull off either of these challenges would
therefore be treathtaldng; tobelieve that you could en-
ageboth of them at once is deluded.

Lilce all the other structural reorganisations of the
NHS, this one aims toimprove health outcomes, What's
lacldngis any coherent account of how these particular
reforms will produce the desired effects, a point only
underlined by the prime minister’s atterpts tojustify
the reformslast weelt,*

Thislatest top down recr ganisation hasbeen whipped
up in an awful hurry It went unmentionedin the politi-
calmanifestcs of the coalition parties before the last
general election, was specifically excludedin pledges
given before and after the election, and didn't malceit
intothe Coalition Agreernent of 20 May 2010, Yetless
thaneight weelcs 1ater, its outline emer ged in the white
paper “Equity and excellence; liberating te NHS,"

The NHS was unsurprisingly absent from the 2010
election campaign because satisfaction levels with the
NHS were at an all time high,® and for most of the elec-
torate the NHS was anon-issue. *In the words of Simon
Stevens, president of global health at UnitedHealth
Group, a company that stands to benefit from the
reformns, “The inconvenient truthisthat onmest indica-
tars the English NHSis probably perfamming better than
ever, "

The reforms put general practitioners in the driving
seat, Out gostrategic healthawthoritiesand 152 primary
care trusts and in come several hundred general prac-
titioner consortiums, responsible for cormissioning
£80bn (€95bn; $1.6bn) of NHS care from “any willing
provicer.” Asllieran Walshe, professor of health palicy
and management, described in his BMJ editorial, it

comes as but the latest in a bewildering array of forms
and structures put in place to run primary care and
commission secondary care ® Since the introduction
of the intemal marlet in 1991, there have beenfarily
practitioner cormrnittees, health authorities, GP fund-
holders, total purchasing consortiurms, GP multifunds,
prirmary care groups, primary care trusts, and external
cormrnissioning support agencies, Yet, crudally, wrote
Walshe, “we have little evidence to suggest that any
of these organisational structures for cormissioning
are better or worse than others, or that the proposed
new consortiums will worlc any better than the current
arrangements."

Informed opinion about GP camrmissioning, past and
present, hasbeen almest universally negative. The pre-
vious govermnment's primary care tsar branded practice
based comrissioning “a corpse not for resuscitation,”
Lastyear's health select cormittee report on cormis-
sioning conduded that “if reliable figures for the costs
of cormrissioning prove that itis uneconomic and if it
doesnot begin to improve soon, after 2 0 years of costly
failure, the purchaser/provider split may need to be
abolished." This year'shealth sslect committee report
on mmmissioning doesn't suggest abolition, but neither
does it endorse the propoeed reconfiguration as the best
way to deliver the government's objectives, It says that
general practitioners should “be seen as generalists
who draw on specialist knowledge when required, not
as the ultimate arbiters of all com-

What's lacking phise g Pt e

is any coherent Nomatter how many GP con-
account of sortiurns eventually emerge, their
how these number will probably greatly
pa rticular exceed the 152 primary care trusts
reforms will they are replacing, which brings
produce the a set of new challenges, Smaller
dasired effects populations increase the chances

that afew veryexpensive patients
will blowwa hole in budgets, More consortiums mean that
cormrnissioning sleills, already in short supply nation-
ally, will be spread even more thinly, Denied econornies
of scale, smaller consortiums may be tempted to cut
corners on high quality infrastructure and manage-
ment, thereby endangering their survival, These points
ermnerge clearly from an examination of 20 years of US
experience of handing the equivalent of cormmissioning
budgets to groups of doctars, Some groups had severely
underestimated the importance of high quality profes-
sional management support in their early days and gone
banloupt as a result,*®
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How the secretary of state for health
proposes to abolish the NHS in England

Allyson Pollock and David Price examine the proposed statutory changes to the NHS and raise
concerns that the government’s role could be reduced to that of payer

The coalition govemment's Health and Social
Care Bill 2010-11 heral dsthe most controversial
reformin the histary of the NHS in England.>3
‘The goverrment plans toreplace the NHS systemn
of public funding and mainly public provision
and public administration with a campetitive
marleet of corporate providersin which govem-
ment finances but doesnot provide healthcare,*

Primary care trusts and strategic health
authorities are to be abolished and replaced
by general practice carmrissioning consorti-
ums, which all practices must join, &s incarpo-
rated bodies, consortiums will not be directly
controlled by the searetary of state for health
and may enter into comrmerdal contrads with
“any willing provider” for all health services
and will set terms and conditions of staff, They
will have extracrdinary discretionary powers to
define entitlernent toNHS provision and charge
patients, Direct managerment andcontral of NHS
providers will cease asfoundation trust stams
becames mandatary for all trusts, Provider reg-
ulation will be overseen by amarlet regulatar,
Monitor,

Since 1948 the government hashada duty
to provide comprehensive healthcare free at the
point of delivery, This dutyis underpinned by
structur es, systerns, and mechanisms that pro-
mote faimess and effidencyin resource alloca-
tion and facilitate planning of servioes according
1o geographical healthcare needs through rislc
poaling and service integration, These mecha-
nistrs have beeneroded by a sucoession of rajor
requlatary changes, including revision of fund-
ing and respansibility for provision of long term
care; creation of an intemal marlet; infroduction
of private providers and capital through the pri-
vate finance initiative, independent treatrment
centres, foundation trusts, and the 2004 general
practice confract; andcreation of a taxiff system
of payment for providers. S We exarnine the pro-
posed statutary protections of the duty to pro-
mote andprovide cormprebensive care in the bill,

Box 1|Regulating providersthrough
commercial contracts

The government proposesto regulate providers
through commercial contracts:

“The Govemment’s approach isthatwhere
specific control mechanisms are needed for
providers, these should in generaltale effect
through regulatory licensing and clinically-
led contracting, ratherthan hierarchical
management by regions orthe centre."®

Most economists agree health services
cann ot be sufficiently controlled through
marlet regulation becausethe complexity
and unpredictability of treatment malces it
impossible to set out all eventualitiesin a
contract.

This problem of incomplete contractswas
first described by thefounding fath er ofhealth
economics and Nobel laureate, ICenneth Amow?
Heargued in 1963 that producers ofhealth care
serviceswill always have mareinformation
than purchasers, who will never be able fullyto

luate the lilcelyconseq es of different
servicesand sowill never be completely certain
thatthey have dhosenthebest providerorthat
the outcomeisoptimal.

When mariet contracts are used to regulate
providersand commission ers, managers have
an in centive to exploitthe information deficit on
the part of patients and govemment by reducing
service quality in o rderto maximise profits.

Accordingto Arrow, incomplete contracts can
explain why "the association of profit-malding
with the supply of medical services arouses
antagonism and suspicion onthepart of
patientsand refeming physicians.”

Dty to provide a comprehensive public
service

Although the bill retains the secretary of state's
duty to promote a comprehensive service, the
duty to provide a cormprehensive health service
in England is abolished* Itisreplacedwith a
duty to “act with a view to securing” compre-
hensive services, The health secretary's general

powers of direction over NHS bodies and provid-
ersare also abolished, and the focus of his or her
role will shift to public health fumctions, which
becorne the responsibility of local autharities

Section 9 abalishes the duty on the health
seqetary to “provide [certain health services)
throughout England, tosuch extent as he con-
siders necessary to meet all reasonable require-
ments.” Commissioning consortiurms will
“arrange for* theservicesnecessary “tormeet all
reasonable requirements” and detenmine which
services are “appropriate as parts of the health
service” (section 9, 2a).* A consortium doesnot
have a duty toprovide a comprehensiverange of
services but only “such services or facilities asit
considers appropriate” (Section 10, 1).In male
ing these arrangernents, commissioning consar-
tiurns must ersure that their annual expenditure
doesnot exceed their aggregate financial alloca-
tion (section 22, 2231-K), Consortivms may join
together to form a single cammissioning group
for England (section 21, 140, 2b),* but they are
not required to cover all persons or provide com-
prehensive healthcare when doing so,

The NHS Cornmissioning Board rust “ensure
that. ., comrissioning consartia—(a) together
cover the whole of England, and (b) donot
coincde or overlap” (section 21, 1448, 2) but the
board will not have apower of general direction
over the health services for which consortiums
contract or patients' entitlements, The secretary
ofstate'sinfluenceisindirect, exercisedthrough
an annual “mandate” that will set outthe ohjec-
tives of the independent NHS Comumissioning
Board (section 19). The econormic regulator,
M onitor, also has no duty to ensure provision for
allred dents, Itsmain dutywill be to “protect and
promaote the interests of people who use health
services.. . by promating competition.”

The commissioning conscortiums' duty to
arrange for health service provision applies to
their enrolled popul ation, In contrast toprimary
care trusts, the popul ations of consartivrns will
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Is there a future for equity in care?

- and national health care systmes based on
solidarity?



|s there a future for equity in care?

- and national health care systmes based on
solidarity?

Or will people start bying health services for
themselves...



... Will people be led/tempted/convinced into
relying on market models — "bying something for
themselves...”, rather than contributing to a
common and equitable service?



...and what are the consequences of the present
cut-backs and restructuring of European welfare
and public health services?



Should | be as worried as | am?



Dr. Julian Tudor Hart, remember him?

From the message to the Nordic congress of general practice,
Reykjavik 2007:

For politicians and professionals who are selling off the solidarity
built by generations of struggle to lecture Scandinavians with
even richer traditions of struggle and solidarity is an international
insult.

We in the UK need you in Scandinavia to teach us, not the other
way round — to help us regain confidence in solidarity, and a
proper contempt for profit as motivation for our work.

For the past quarter century our leading politicians and
professionals have travelled to USA to have their brains washed
and their pockets filled in the socially most primitive, but
technologically most advanced nation on earth. Only a trickle of
pilgrims has travelled to Scandinavia. We need to reverse this
by work at both ends.

Dr. Julian Tudor Hart, April 2007



Thank you for listening




