THE RICHARDS REVIEW

Whilst NICE was still considering its final recommendations, the report of the Richards Review was issued. One of the main reasons for this review was to examine the thorny questions of whether or not co-payments [aka top-up fees] are to be permitted and, if so, under what circumstances. In response to an invitation to do so, KCUK made a written submission here as well.

Co-payments
KCUK’s understanding is that a co-payment is made when an NHS patient is able to pay privately for medicines not routinely funded by the health service, without losing his/her entitlement to NHS funding for the rest of their care. KCUK further understands that the Government’s long-standing hostility to co-payments – and the reason why it has generally forbidden them – is the fear that they would result in a two-tier health service.  The Government has a problem with the possibility that, if co-payments are permitted, patients on the same NHS ward with the same medical condition could be given different treatments based on their ability to pay.  Accordingly the Government’s general position has been that patients must accept the drugs that are provided by the NHS, or pay for all their care privately.

KCUK’s View

At first sight, the traditional government position may appear to be a most egalitarian policy. ‘Free at the point of need’ is the dogma usually associated with it. But when it is applied to the issue of whether patients whom doctors think might benefit from expensive new drugs not provided by the NHS must be denied all NHS funding if they choose to purchase the new drugs out of their own [or their families’ or friends’] resources, it may not seem so fair or egalitarian. As The Economist Magazine put it:

“The NHS has always rationed care but, in an era of medical paternalism and no internet, patients were ignorant of what they were missing.  That allowed the fiction to flourish that the highest quality was being provided for all, according solely to need.  Growing awareness of expensive drugs, particularly for cancer, has now called that into question”.

Of course The Economist is well known for consistently espousing liberal free-market principles, but one does not need to adopt a right-wing, left-wing or any other kind of theological position in order to point to some rather unsatisfactory outcomes from the traditional policy. As an organisation KCUK tends to hear most about the co-payments issues, not from those who are well off, but from patients who are struggling to make ends meet financially.  The wealthy and professional classes tend to have private treatment anyway, either funded fully from their own personal resources or paid for through medical insurance [often arranged with the patient’s employer].  Those without sufficient private means or without medical insurance are now being asked to dig deep in order to get the best possible treatment for their condition.  In this way, a policy involving a blanket ban on co-payments can be seen to be more regressive than progressive in its impact, insofar as it impinges more severely on the economic welfare of the less well-off.

Although ostensibly the Government’s policy has been one of a blanket ban, there have been certain shades of grey in how this is interpreted in practice.  And this is another point on which KCUK has heard rather a lot from patients.  One particular patient raised the matter with his local Member of Parliament, the Rt Hon Tony McNulty, the Member for Harrow East, who then wrote to the Department of Health, receiving the following in reply form Ann  Keen MP, Parliamentary Under Secretary of State:

“An individual cannot simultaneously be an NHS and a private patient of the same NHS hospital within the same episode of care. Where a patient privately buys a drug of any kind, whether or not it has been approved by the National Institute of Health and Clinical Excellence [NICE]’ the patient must also pay privately for the administration of the drug and any appropriate aftercare.  The NHS will not administer a drug bought by a patient privately and there are no plans to change this.  However, should a patient buy a drug privately, and also pay for the drug to be administered privately, but then arrive at an NHS facility seeking help, he or she will be treated in the same manner as any other NHS patient”.

The last sentence is the most significant one in this context, since it implies that KCUK can send a patient to a company like Healthcare at Home to acquire the drugs without prejudicing the patient’s right to NHS funding for the rest of his/her care.

KCUK does not advocate complete laissez-faire in the matter of co-payments.  Some governmental regulation is always going to be required, if for no other reason than to avoid some of the absurdities likely to arise from a free-for-all pick n’ mix set of private/NHS treatment combinations.  But at the same time KCUK feels that a blanket ban on co-payments is no longer appropriate in the circumstances of today and correspondingly has recommended that the Government departs from its traditional policy.

Richards’ Recommendations

On the co-payments issue Professor Richards endorsed the principle that patients should be able to purchase some part of their care privately, without losing entitlement to NHS care, provided they do it separately under two different administrations.  Richards called upon the Department of Health to make clear that no patient should lose their entitlement to NHS care they would have otherwise received, simply because they opt to purchase additional treatment for their condition.

But another of Richards’ recommendations had a most crucial significance in the present context.  This was the proposal for NICE to recommend drugs used as ‘end-of-life’ medicines for rarer cancers, even when their ICERs were above the £20,000 to £30,000 benchmark.  The criteria to be used in selecting drugs to which this may apply were put as follows.  The drug is licensed for the treatment of a patient population not normally exceeding 7,000 patients each year.  The drug is indicated for the treatment of patients with a diagnosis of a terminal illness and who are not, on average, expected to live for more than 24 months. And there is sufficient evidence to indicate that the drug offers a substantial average extension to life compared to current treatment. The kidney cancer drugs meet these criteria rather closely.

