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The founding of the NHS in 1948 was 
a milestone both for British history 
and the development of health-care 

equality. Over its 60-year history the NHS 
has frequently been adapted to suit the 
needs of the times, but what does the 
future hold for the NHS? Is this simply 
another period of change, a new beginning 
or the death throes for an exemplar insti-
tution that has shaped social health care 
around the world, seen most recently with 
the attempts to change health-care provi-
sion in the USA.

The tenets of the NHS
From its inception the NHS was defined 
by three core tenets: universality, compre-
hensive care, and cost free at the point of 
use (Delamothe, 2008). A health-care 
service in Britain would still exist without 
these, but it would not be – by definition 
– the NHS that countless people have 
come to depend on.

Universality in the context of the NHS 
demands that the care provided should be 
the same for all. In practice universality is 
difficult to achieve and differences in care 
quality continue to exist. Reforms over 
recent years have placed emphasis on 
patient choice within the NHS; this is 
exemplified by the advent of consultant 
league tables and the ‘choose and book’ 
system (Department of Health, 2008). 
Improving patient choice tends to enhance 
the differential between informed patients 
who may look for and find the centres 
with the best outcomes, leaving others to 
experience care from units whose results 
are listed further down the tables (Werner 
et al, 2005; Ali, 2009). Thus ‘choice’ in the 
age of increased patient awareness leads to 
inequity rather than universality (Oliver 
and Evans, 2005). 

Comprehensive care, the principle that 
the NHS should include all the services 
required to ensure the health of the popu-
lace as well as treating illness, is an idea 
that is highly subjective and has changed 
considerably over time. Patient expecta-

tion regarding the breadth of care pro-
vided by the NHS has increased and 
continues to grow despite the ongoing 
financial difficulties. The principle of 
rationing health care is nothing new, but 
continues to be unpalatable to many 
(Syrett, 2002). There is a drive to limit 
procedures considered by some as ‘eco-
nomically ineffective’ such as varicose vein 
interventions (McKinsey and Co, 2009; 
NHS Leeds, 2010). If this trend contin-
ues more treatments may begin to fall into 
this bracket and the NHS may not com-
prehensively address the health-care needs 
of patients.

The above changes, when combined, 
present a valid threat to the core tenets of 
the NHS as well as, importantly, patient 
care in general. If this becomes wide-
spread then those who have the ability to 
seek and obtain private treatment will do 
so. This undermines the third principle 
– free care. Thus our future health serv-
ice has the potential to be an NHS by 
name only.

Impact on surgery
Surgery has played a key role in the treat-
ment of the ill throughout the history of 
the NHS. However, the role of surgeons 
and surgery within our changing NHS is 
unclear. There are a number of reasons 
for the potential impact on surgical spe-
cialties, although three main points stand 
out:
1.	 The development of independent sec-

tor treatment centres outside of the 
NHS

2.	 The growth of multidisciplinary team 
working 

3.	 The continuing expansion of tech- 
nology.

Changes in NHS policy have permitted 
increased privatization and the develop-
ment of independent sector treatment 
centres (House of Commons Health 
Committee, 2006). These provide com-
mon elective operations in a number of 
communities. Despite mixed evidence 

regarding treatment improvement, lower-
ing of costs or higher throughput 
(Department of Health, 2006; Browne et 
al, 2008; Pollock and Kirkwood, 2009), 
government policy has continued to sup-
port these enterprises. The increased out-
sourcing of common surgical procedures 
presents the concern that surgical train-
ing could be compromised through 
decreased exposure to these operations 
within the traditional hospital training 
environment.

Multidisciplinary team working is syn-
onymous with modern medical practice. 
As this attitude continues to develop, 
patient care will become increasingly coor-
dinated. It is likely that surgery in the 
NHS, in the years to come, will comprise 
surgeons working as members of multidis-
ciplinary teams. As such patients will no 
longer be treated by either a physician or 
surgeon, but instead by a combined medi-
cal team (Windsor and Forbes, 2007). 
This is already the case in the management 
of many oncology patients (Stephens et al, 
2006). 

Currently there is emphasis on team 
training, skills and working in surgical 
specialities which has proved of benefit 
and is supported by the advent of inter-
ventions such as the Surgical Safety 
Checklist (Robeznieks, 2009). The devel-
opment of consistent, holistic care will 
lead to a paradigm shift moving surgery 
from a discipline to an element within a 
discipline. This situation has been seen, 
for example, in the context of coronary 
artery disease where some patients’ thera-
peutic path has been changed from bypass 
surgery to percutaneous intervention (de 
la Torre-Hernandez et al, 2009; Takayma 
et al, 2010); in this environment surgeons 
have been superseded by physician-led 
teams. With this concept resides the devel-
opment that the surgeon who previously 
attended to the complete care of the 
patient will become responsible for a focal 
element of a tightly defined management 
pathway.

The evolving role of surgeons and 
surgery in the changing NHS
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Technology within the field of surgery 
has progressed at an incredible rate over the 
past decade. This is the case in urological 
surgery where the use of robotics in pros-
tate resection has now reached up to 40% 
(Hu et al, 2009). Compared with tradi-
tional open radical prostatectomy, robotic 
minimally invasive resection of the prostate 
appears to reduce total hospital stay. Some 
studies, however, suggest that robotic resec-
tion results in more genitourinary compli-
cations and erectile dysfunction than open 
surgery (Hu et al, 2009). 

Nevertheless, in future health care there 
is little doubt that robots will play an 
important role in surgery (Estey, 2009; 
Finkelstein et al, 2010), but a question 
that should be considered is who will be 
using them? It has been mooted that there 
may be more cost-effective alternatives to 
surgeons; nurses and technicians have 
already been trained to carry out simple 
procedures successfully (Newey et al, 
2006). In a similar manner, it is possible 
that these allied health professionals could 
be trained to use robotic equipment. A key 
and irreplaceable attribute of a good sur-
geon is his/her judgment, but could a 
physician (or indeed a multidisciplinary 
team) take on this important role, request-
ing a robotic operation from a technician 
as they would a magnetic resonance imag-
ing scan.

Conclusions
The duty to ensure that surgery remains 
key to patient care and integral to the NHS 
rests with members of the surgical com-
munity. The solution is likely to be a syn-
ergism, between efficient independent sec-
tor treatment centre-style NHS hospitals 
carrying out common elective operations 
while complex cases are managed by cen-
tralized multidisciplinary teams, with tech-
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nology enhancing both care pathways. 
Surgeons should aim to lead multidiscipli-
nary teams where appropriate, ensuring 
optimum patient care throughout manage-
ment pathways. Technological advance-
ment has already been embraced in a 
number of specialities and surgery in gen-
eral should look to replicate these models 
of success. Independent sector treatment 
centre rotations could be included into the 
surgical training programme to ensure edu-
cational opportunities are maximized. 
Through these processes it is hoped that 
the principles of universal and comprehen-
sive care upon which the NHS was found-
ed may be maintained. BJHM
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key points 
n	 Recently proposed changes to British health care could threaten the core founding principles of the 

NHS.

n	 Independent sector treatment centres, multidisciplinary teams and robotics could all play a role in 
shaping the future of surgery in the NHS.

n	 It is the duty of the surgical community to ensure surgery remains key to patient care and integral 
to the NHS.


