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Editor’s note: On June 30, 2023, the Centers 
for Medicare and Medicaid Services published 
its Medicare Drug Price Negotiation Program 
revised guidance, which clarifies the process 
it will use to determine whether bona fide 
marketing of a generic drug is occurring. The 
revised guidance is available at https://www 
.cms.gov/files/document/revised-medicare-
drug-price-negotiation-program-guidance-
june-2023.pdf. 

Disclosure forms provided by the authors 
are available at NEJM.org.
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At Breaking Point or Already Broken? The National Health 
Service in the United Kingdom
David J. Hunter, M.B., B.S., F.Med.Sci.​​

“Crisis,” “collapse,” “catas-
trophe” — these are com-

mon descriptors from recent 
headlines about the National 
Health Service (NHS) in the 
United Kingdom. In 2022, the 
NHS was supposed to begin its 
recovery from being perceived 
as a Covid-and-emergencies-only 
service during parts of 2020 and 
2021. Throughout the year, how-
ever, doctors warned of a coming 
crisis in the winter of 2022 to 
2023. The crisis duly arrived.

For much of December 2022 
and January 2023, media reports 
featured ambulances lined up out-
side hospitals, unable to hand 
over their patients; patients lying 
at home with fractured hips, un-
attended by ambulances; emer-
gency department waiting times 
exceeding 12 hours; and hospital 
corridors crowded with patients 
unable to be admitted. The Royal 
College of Emergency Medicine 
estimated in December that 300 
to 500 people were dying each 

week because of these delays. 
Ambulance workers and nurses 
held their first strikes in 30 years 
over pay and conditions. In mid-
March, mid-April, and mid-June, 
junior doctors held 3- or 4-day 
strikes — and senior doctors 
have scheduled similar action. 
Hundreds of thousands of opera-
tions and appointments have 
been canceled.

In the background of this 
acute crisis, waiting lists for spe-
cialist consultation have been 
growing and now exceed 7 mil-
lion patients (in a country of 66 
million people), up from 4.4 mil-
lion before the pandemic (see 
graph).1 There is substantial con-
sensus about the causes of these 
crises, though different experts 
weight the contributory factors 
differently.

The primary contributor is 
long-term underinvestment in 
health services. The United King-
dom adhered to health system 
orthodoxy in reducing expendi-

tures by running a “just-in-time” 
system with high hospital-bed 
occupancy. The number of hospi-
tal overnight beds per 1000 pop-
ulation declined by about 10% 
between 2010–2011 and 2019–
2020, while the number of day-
only beds increased by about 
13%. In terms of beds per 1000 
population, the country ranks 
second-lowest among 24 Europe-
an countries, with 2.4 beds as 
compared with an average of 5.0 
(and 7.8 in Germany).2 The mini-
mal resilience built into the sys-
tem made the large impact of a 
surge in pandemic-related hospi-
talizations unavoidable.

According to the World Bank, 
U.K. health system spending rose 
from 7.0% to 9.8% of the gross 
domestic product between 2000 
and 2009, then plateaued at 10.2% 
in 2019, during the current gov-
erning party’s “austerity policy.” 
The country’s per-capita spend-
ing on health is about 18% lower 
than the median among 14 Euro-
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pean countries. Although the gov-
ernment increased health spend-
ing during the pandemic, and 
again in recent months in an at-
tempt to reduce waiting lists, we 
are relearning the lesson that the 
effects of a decade of underin-
vestment cannot be rapidly re-
versed. Some of the additional 
short-term funding is siphoned 
off to pay for more expensive lo-
cum agency personnel and other 
stopgap solutions.

The NHS’s dependence on 
nursing homes and aged care fa-
cilities is another key contributor 
to the crisis. The dearth of hos-
pital beds derives partly from 
“bed blocking,” caused by un-
availability of beds in aged care 
facilities for patients who are fit 
for discharge. In January, such 
patients occupied approximately 
one in seven acute care beds, 

which caused long admission de-
lays. Multiple reports have warned 
that the elder care system is in-
adequate owing to the low fees 
paid for government-funded resi-
dents, and it faces a workforce 
crisis. Managers report dreading 
the opening of a new local su-
permarket because its hourly 
wages will be higher than what 
they can pay staff. And an older 
population requires more NHS 
treatment and more resources 
from the elder care system.

The crisis also reflects de-
mand created by a sicker popula-
tion, seasonal influenza, and the 
Covid-19 pandemic. The preva-
lence of undiagnosed and under-
treated hypertension and hyper-
cholesterolemia is high in the 
United Kingdom, which also has 
the highest prevalence of obesity 
among large European countries 

— burdens that increase demand 
on the NHS. An early and severe 
influenza season was a tipping 
point this winter. Covid-19 per-
sists, and on some days in early 
January, more than 12,000 inpa-
tients had confirmed Covid-19 
infections — not that far short of 
the 20,000 patients admitted at 
the peak of the first wave in mid-
April 2020, though daily Covid-19 
mortality was 90% lower.

Meanwhile, the workforce is 
both inadequate and exhausted. 
Like the United States, the Unit-
ed Kingdom trains only a frac-
tion of the health care profes-
sionals it needs, assuming that it 
can import the rest. Astonish-
ingly, since 2014, the number of 
cardiothoracic surgeons in the 
United Kingdom who initially 
trained elsewhere in Europe has 
exceeded the number of those 

Number of People on National Health Service Waiting Lists for Consultant-Led Elective Care, August 2007 to March 2023.

Data are from the National Health Service (https://www​.england​.nhs​.uk/​statistics/​statistical​-work​-areas/​rtt​-waiting​-times/​rtt​-data​-2022​-23/​).
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trained domestically.3 Brexit par-
tially reversed this trend, reduc-
ing the inf low of European 
health professionals, especially 
nurses, beginning well before 
the pandemic hit.3 Over the past 
10 years, U.K. nurses’ wages have 
decreased by about 10% in real 
terms, contributing to early retire-
ments and resignations. Junior 
doctors’ real salaries have de-
creased by more than 25%. In pri-
mary care in England, the number 
of qualified general practition-
ers (GPs) per 1000 population 
fell from 0.52 in 2015 to 0.44 in 
2023, while the average number 
of patients per GP increased by 
17%.4 In addition, more than two 
thirds of GP trainees anticipate 
that they won’t be working full 
time a year after they finish their 
training, citing unmanageable 
workloads.5 The U.K. government’s 
short-term response is to scav-
enge health workers from lower-
income countries that can ill af-
ford to lose the staff they have 
trained at considerable cost. A 
workforce plan released in early 
July will take years to materialize 
new staff and does not address the 
immediate causes of the strikes.

Employment idiosyncrasies have 
exacerbated these trends. The 
U.K. tax system penalizes work-
ers once they accumulate £1 mil-
lion in their “pension pot.” Since 
many doctors hit this amount in 
their 50s, and since NHS em-
ployees must contribute a fixed 
percentage of income to their 

pension savings, 
the only way they 
could avoid punitive 

tax penalties is to earn less — by 
withdrawing their labor from the 
system well before they reach a 
standard retirement age. Changes 

to pension rules announced in 
March 2023 may slow this exodus 
but will take years to filter 
through to the clinic.

Finally, burnout and low mo-
rale due to pandemic-related ex-
haustion combined with the de-
cline in real wages has led to 
decreases in the proportion of 
staff who feel adequately recog-
nized and rewarded and would 
recommend the NHS as a place 
to work. Even though strike ac-
tion is the last resort for most 
health professionals, the govern-
ment has characterized NHS 
workers’ wage demands as a reci-
pe for inflation rather than ac-
knowledging the legitimate prob-
lem of the decline in real wages, 
further undermining morale.

It is hardly surprising that 
public confidence in the NHS 
has fallen sharply. The unspoken 
agreement between the NHS and 
U.K. residents was that despite 
some rationing of care, regional 
differences in service availability, 
and the often aging and less-
than-sparkling premises, in the 
event of a medical emergency, an 
ambulance would arrive prompt-
ly and high-quality care would be 
available at a hospital without 
anyone requiring an insurance 
card. That agreement has been 
broken, and satisfaction with the 
service is at record lows. Neverthe-
less, a majority of people polled 
support the striking medical 
workers, recognizing that their 
salaries have not matched the 
cost of living and that working 
conditions are often intolerable.

To many Britons, the entire 
system feels broken, but there is 
little consensus on how to repair 
it. Both major political parties 
agree that increased government 

funding is not the only solution 
and call for NHS “reforms,” but 
they disagree on the shape of 
those reforms. The NHS has un-
dergone many rounds of struc-
tural reforms without reaching a 
sustainable equilibrium. The Con-
servative government is accused 
of deliberately underfunding the 
NHS in order to force patients 
into private health care and ush-
er in a two-tier system. If that’s 
the intention, it ignores the fact 
that though private capital might 
support building of more facili-
ties, most of the clinical staff 
would be trained over many years 
in the NHS, which would make 
staffing a zero-sum game. There 
is broad agreement that better 
integration of primary care with 
hospital-based and social care is 
urgently needed, along with better-
integrated medical record sys-
tems and a focus on disease pre-
vention. However, the entire 
health system feels as though it’s 
waiting for a change of govern-
ment, without much confidence 
that a new government would 
provide the additional funding 
necessary for integration, hospi-
tal renovations, and workforce 
expansion.

The state of the NHS makes 
for much misery among patients 
and frustration among already 
exhausted health professionals. 
And the rest of the world 
should care as well: 75 years 
ago, the United Kingdom be-
came the first large country to 
make health services “free at 
the point of care” and paid for 
by collective taxation, and the 
NHS has become the model for 
many other systems that seek 
to remove the profit motive 
from health care provision in 

            An audio interview 
with David Hunter  

is available at NEJM.org 
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the name of equity and cost 
control. As goes the NHS, so 
goes this paradigm.

Disclosure forms provided by the author 
are available at NEJM.org.

From the Nuffield Department of Popula-
tion Health, University of Oxford, Oxford, 
United Kingdom; and the Harvard T.H. 
Chan School of Public Health, Boston. 

This article was published on July 8, 2023, 
and updated on July 8, 2023, at NEJM.org.

1.	 British Medical Association. NHS back-
log data analysis. June 2023 (https://www​
.bma​.org​.uk/​advice​-and​-support/​nhs​-delivery​
-and​-workforce/​pressures/​nhs​-backlog​-data​
-analysis).
2.	 British Medical Association. NHS hospi-
tal beds data analysis. December 20, 2022 
(https://www​.bma​.org​.uk/​advice​-and​
-support/​nhs​-delivery​-and​-workforce/​
pressures/​nhs​-hospital​-beds​-data​-analysis).
3.	 McCarey M, Dayan M. Has Brexit af-
fected the UK’s medical workforce? Nuffield 
Trust. November 27, 2022 (https://www​
.nuffieldtrust​.org​.uk/​news​-item/​has​-brexit​
-affected​-the​-uk​-s​-medical​-workforce).

4.	 British Medical Association. Pressures 
in general practice data analysis. May 25, 
2023 (https://www​.bma​.org​.uk/​advice​-and​
-support/​nhs​-delivery​-and​-workforce/​
pressures/​pressures​-in​-general​-practice​-data​
-analysis).
5.	 Bergman K. Workload issues affecting 
GP trainees’ plans for their future careers. 
King’s Fund. September 7, 2022 (https://
www​.kingsfund​.org​.uk/​blog/​2022/​09/​
workload​-issues​-affecting​-gp​-trainees​-plans​
-their​-future​-careers).

DOI: 10.1056/NEJMp2301257
Copyright © 2023 Massachusetts Medical Society.

At Breaking Point or Already Broken?Hospital Problems

Hospital Problems
Michael Putman, M.D.​​

“Ms. S. will be discharged 
later today. The biopsy 

isn’t a hospital problem, but ne-
phrology will see her as an out-
patient,” said my trainee. I could 
tell he knew his report might in-
cite yet another diatribe from his 
prematurely cantankerous attend-
ing. Rounds had already been de-
layed while I fought to get rituxi-
mab for a patient who had been 
discharged 5 weeks earlier. Await-
ing laboratory studies to deter-
mine the cause of her necrotiz-
ing scleritis had not qualified as 
a “hospital problem,” so she’d 
been discharged with an oral 
steroid taper and a plan to ini-
tiate additional therapy after 
the lab results were back. They 
confirmed a diagnosis of anti-
neutrophil cytoplasmic antibody 
(ANCA)–associated vasculitis 
shortly thereafter, but weeks of 
insurance-company intransigence 
had meant prolonged exposure 
to prednisone and no rituximab 
to date. Frustration at the situa-
tion lingered as I tried to focus 
on our new patient. She had 
been hospitalized for systemic 

lupus erythematosus, which ex-
plained her pericarditis, rash, 
and polyarthralgia. We suspected 
that it also explained her 2.5 g 
of proteinuria, but much like 
awaiting labs and initiating ri-
tuximab, obtaining a kidney biop-
sy did not qualify as a “hospital 
problem.”

I stopped rounds and called 
the hospitalist who was manag-
ing her care. She patiently ex-
plained that the patient had al-
ready been transitioned to oral 
steroids and no longer required 
hospitalization. Renal biopsies 
could be done in the outpatient 
setting, and the patient needed 
to avoid aspirin for 3 more days 
regardless, so continuing her 
costly admission might not even 
expedite the workup. I thanked 
the hospitalist for quickly an-
swering my call, sighing against 
the inevitable as I hung up the 
phone. “Where does this come 
from, anyway?” I asked my team, 
intending the question to be rhe-
torical. One of my fellows sug-
gested “the business majors,” 
which sounded plausible, albeit 

vaguely pejorative. We moved on 
to other patients, who still had 
“hospital problems” that required 
our attention.

That evening I typed “hospital 
problem” into PubMed. The phrase 
had entered the medical lexicon 
in the late 1800s, but in the ear-
liest records it referred specifi-
cally to problems with hospitals, 
as opposed to problems requiring 
hospitals. The idea of a “problem 
list” for each patient did not 
arise until much later, gaining 
traction in the 1960s with the 
pioneering work of Lawrence 
Weed. In addition to inventing 
the “SOAP” (subjective, objective, 
assessment, and plan) note, 
Weed introduced the concept of 
the “problem-oriented medical 
record,” which he and others be-
lieved could improve both diag-
nostic reasoning and medical 
record keeping.1 He also created 
an early version of the electronic 
medical record (EMR), which in-
herited his conceptual frame-
work. Today, every commonly 
used EMR includes some version 
of a problem list, which physi-
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