
No single system will dominate provision of health
care in future, nor can any one model accommodate
the huge pressure of technological development and
patient demand.8 Collaboration between public and
private healthcare sectors, where it is sensible to do so,
would serve the country better than continued
isolation.
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Commentary: Cooperation should be based on what the public
wants and needs from its healthcare system
Justin Keen

Doyle and Bull argue that we need to devise new poli-
cies for managing the relation between the public and
private healthcare sectors in the United Kingdom. The
likelihood of such policies being developed seems to
have been increased by the government’s commitment
to use private health care in certain circumstances.1

This is not a simple matter as large increases in
resources for the NHS might affect the demand for
private hospital care, and the impact of one sector on
the other will have to be considered.

Doyle and Bull do not set out a framework for
thinking about the relation between the NHS and pri-
vate health care, but they point to three issues that are
critical in deciding how to frame policies. Firstly,
should we be comfortable with the present arrange-
ments whereby people using private services (and
particularly hospital based services) can access them
more quickly than NHS patients? The authors suggest
that some people should make supplementary contri-
butions but that these people and state funded
patients would have similar access to care. Would this
be preferable?

Secondly, the authors argue that private hospitals
should take on a greater share of elective surgery. This
raises many questions, but a central one concerns the
supply of doctors and other clinical staff to do the
work. The numbers of surgeons in orthopaedics and
other specialties are closely controlled, and these
surgeons already do substantial volumes of private
work. It is difficult to see how more private surgery
could be provided without affecting access to NHS
elective and emergency services2 3 unless the number
of surgeons is increased. The argument here, therefore,
is that both the private and the public systems should
be larger. Do we as a society want this?

Thirdly, what are the objectives of a healthcare sys-
tem? One answer is that health care should be available
to all regardless of income or where we live—this is the
equity principle that underpins the NHS. Doyle and
Bull do not say what they think the objectives should
be, but the article implies that one important objective
is to promote consumer choice and hence, presumably,

a mixed economy. One role of the NHS would
therefore be to provide a safety net for people unable
to take out insurance.

It is not necessary to agree with the authors about
the way that policies should develop. For example,
alternative arguments can be used to show that a tax
financed NHS is sustainable for the foreseeable future.4

Doyle and Bull do, however, point to the need for a
serious debate about what people in the United
Kingdom need from their healthcare system. The
government is beginning to combine the NHS and
private sectors in its thinking, and the Care Standards
Bill is a start.5 Now we all need to think about these
three issues as we move forward in this most difficult of
policy arenas.
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Corrections and clarifications

Decision making, evidence, audit, and education: case
study of antibiotic prescribing in general practice
Some data were wrong in this paper by Toby
Lipman and Dawn Price (22 April, pp 1114-8). In
table 3, under the heading “Organism” the correct
number (percentage) for the 7 day treatment for
“No growth” should have been 16/43 (37) [not
16/74 (22)] and that for “Trimethoprim sensitive”
should have been 25/43 (58) [not 25/74 (34)].

Risk of acquiring Creutzfeldt-Jakob disease from blood
transfusions: systematic review of case-control studies
In this paper by Kumanan Wilson and colleagues
(1 July, pp 17-9) we inadvertently deleted, just
before going to press, a note drawing readers’
attention to the fact that further information about
the methods is available on the BMJ ’s website.

Education and debate

King’s Fund,
London W1M 0AN
Justin Keen
fellow in health
systems

j.keen@kehf.org.uk

565BMJ VOLUME 321 2 SEPTEMBER 2000 bmj.com


