Whose NHS Is It Anyway?  
1. Is there enough local accountability in the NHS?
There is scant local accountability in theory – the relationship with Health Overview and Scrutiny Committees which have elected councillors as members – and even that often evaporates in practice. The answer certainly from an English perspective would have to be a resounding “No there is not enough local accountability in the NHS”. In Scotland, lay people may be elected to Health Boards, that is something to study with interest. 

The NHS Constitution says, and Ministers repeat, that the “NHS belongs to the people”.   They must have a different understanding of “belongs”  and “the people” than ordinary mortals do.  The NHS and all of its works actually belongs in law in England to whatever politician is the current Secretary of State for Health and in the UK’s devolved jurisdictions legal ownership goes to his or her counterparts.  That means the records, the buildings, the equipment- everything.  Where English Foundation Trusts, which are  “established in law with a new bespoke form of public ownership as independent Public Benefit Corporations”,  fit into this in terms of what their members actually “own” and how the FT Board is accountable to them as the “owners” is a moot point which no one has been in any hurry to put to the test. 

Accountability is not about more engagement. However it might be dressed up in policy couture, “engagement” implies a process of enquiry initiated by the NHS when and how it chooses.  “Involvement”, in contrast, implies a sustained, continuous and co-created process.   Picture a gaggle of patients and members of the public hanging around until the NHS decides it needs to engage with some of them for something specific in order to harvest their views for its own uses.  That is a relationship based on dependency, status and power and it won’t do for a user-led NHS.  It doesn’t encourage either health literacy or enthusiasm for doing it again.  
You may ask “what’s in a word?” In the case of ”engagement” vs “involvement” the answer is rather a lot. Without involvement we can’t have any meaningful accountability.  It isn’t that engagement is wrong, just that it is insufficient on its own for the purpose of influencing decisions. Sustained involvement is the key to this. Commissioners in particular need to develop processes to ensure they listen to patients and the public as they shape ideas for new service delivery models.  Otherwise, how can they be assured that service users, carers and the public are with them on the journey of service re-design as they develop service specifications, consider tenders, and monitor contracts?  If they do not do this, they are at risk and cannot demonstrate their accountability to the moral owners of the NHS - that’s you and me.
2. What would be gained by greater accountability? What might be lost?
Accountability is inseparable from local determination of needs. Service users can’t be clear about what their entitlements are until there is clarity about local needs and the resources available to do things, and crucially where the buck stops locally for taking decisions about what can be done and what will not be done to meet local needs. The NHS Constitution lacks a statement of accountability – there is no answer to the question “to whom is it accountable and for what and how is that accountability to be exercised?”  The answer has to be about the role of NHS Boards – real ones representing the public as the ultimate, moral owners of the NHS not just the servants of Ministers and the NHS managerial chain of command. 
If we were clearer about ownership – legal and moral – accountability would be easier to understand. If we were clear that the owners of the NHS are the people who have paid and who do pay for it through taxation and who use it, then the legal ownership of politicians becomes more like custodianship of assets held in trust.  If we were clear about those things, then getting the work done through organisations to which the public’s ultimate authority is passed would be a great deal easier.

Access to healthcare services cannot be without reasonable limitation if the NHS is going to be accountable. The NHS Constitution should therefore be amended to read: “You have the right to expect your local NHS to assess the health requirements of the local community and to put in place the services to meet those needs as considered necessary.”    Without the authority to vary local provision on the basis of “planned differences” reflecting local health needs, no organisation can be accountable to its local owners.   It must make only those promises that it can afford to keep if it is to remain a sustainable organisation.  If NHS Boards have no authority to vary nationally prescribed responsibilities in the light of local community needs, they cannot be accountable to their local communities.  No amount of guidance on governance can alter that fact.  “Planned differences” that are defensible in the light of local health needs should be evidence that the local NHS was simply doing its job.  Holding it to account for the promises that it could afford to keep would then be much more straightforward for us as the owners.

3. Are elections the best way to deliver greater accountability?
Elections aren’t a talisman, but we can see merit in NHS Boards responsible for commissioning being elected from candidates standing as political independents and with the resulting elected commissioners being supplemented by a number of lay people appointed through an open process on the basis of their independent, expert contribution.   All of these people should be rewarded for their services.  The Board should then elect its own officers. 
4. What role should local authorities play, if any, in promoting local NHS accountability?
In the near future the NHS and local government need to merge because health and social care are a continuum reflecting local needs and can no longer be the preserve of statutory bodies which differ in culture, responsiveness and funding and eligibility processes.  That said, local councillors have a much greater role to play in health decision making, particularly as members of local commissioning boards along with lay people who should have an independent scrutiny role in commissioning decisions. 
5. What kind of accountability is needed and is it different for those who commission services and those who provide services?
The most important thing to be clear about is what the NHS is actually for. That's different from what it does and how it does it. In other words, what we need to be clear about is the ends of the NHS, because everything else is just means to achieve the ends.
Without clarity about ends, no organisation can hope to have efficient governance or be held accountable. This is about governance and not management.  Governance is about who owns the organisation - literally or morally - and the responsibilities the organisation has to its owners. Management is about how the organisation is run and by whom. There has been governance muddle about the NHS since the beginning because it suits politicians. There is a lot of good NHS management and good NHS managers around. If the country was clear about the governance of the NHS, its management could get even better. With that in mind, we toss into the ring for consideration the following proposition: The end of the NHS in England is "The health of all people in England is maintained as fully as possible for a sustainable tax burden".

Taking this view, the deciding factor about what the NHS does to achieve its end relates directly to what level of resources the people are willing for Parliament to spend in their name on the NHS. Scotland, Wales and Northern Ireland should be able to take their own devolved decisions on this independent of Westminster. Determining the answer to the "how much is enough to spend on health?" question in turn depends on people's perception of what they are getting for "their" money balanced against their expectations and sense of value. 

The policy implication of this is that governments should not waste time identifying eternal and immutable principles for the NHS. They should instead take a radical consensus building approach to identify realistic expectations. That would confirm that tax-supported healthcare spending is "worth it" to people because it meets their expectations, maximises the risk pool and they perceive it to represent value for "their" money because they are the real owners of the NHS. Doing that doesn't imply that the NHS has to be - or should be - the same in all parts of England all of the time. That is already the case when England and the devolved administrations are compared. There are other ways to grapple with inequalities rather than trying to divide out the cake into equal portions.

Resource limits and demand management are political issues which elected representatives must decide on the basis of the end of the NHS, i.e. "The health of all people in England is maintained as fully as possible for a sustainable tax burden". How available resources are then applied to this end is another matter and should be an open process resting on evidence-based clinical decisions, public health imperatives, and user and public views balanced with issues of local feasibility and achievement of value for money. Rationing decisions are inevitable and sometimes even desirable, but must always be explicit and contestable. This will involve "constructive discomfort" but that will happen covertly anyway. Making the discomfort overt will be a creative process in which people can be encouraged and supported to take a meaningful role. That would be a huge spur to involvement. 

6. How can the inevitable tensions be managed?
By an industrial strength dose of public health literacy and continuing civic involvement in all aspects of public services, particularly the NHS. We defer to Rudolf Klein on this point.  Writing on the 60th anniversary of the NHS in 2008, he sagely observed his BMJ editorial “The main reason why flux and conflict have characterised the past 60 years and will probably continue to do so is that the tensions within the NHS (and in all healthcare systems) cannot be neatly resolved by heroic policy initiatives. For they involve balancing desirable goals and values that conflict with each other. The values of the NHS do not necessarily point in the same direction, and the weight attached to individual values may vary between different groups.”   
And as election fever mounts we should recall that there never was a time when things weren’t “broken” to one degree or another.  As Nye Bevan observed when the NHS was created in 1948: "the service must always be changing, growing and improving. It must always appear inadequate."  

The capacity building element is generally overlooked and improving people's "health literacy" is the best thing that could be done quickly and in a sustained way to address it.  A bottom up community development approach to help people control and consume public services intelligently is essential. Thereafter, it should not matter if exercising choice means that some less-favoured providers exit the market – that is real life.  
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