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Towards NHS 2.0
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The NHS is the envy of the world -
a triumph of western 20th century
healthcare. It gives all citizens
access to essential services based
on their level of need, free at the
point of care. And the care is

always there.
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The NHS was born out of a belief that social progress demanded
a public response to what Sir William Beveridge called “the five

giants” that were the scourge of human happiness: “want (or as
we would call it today, poverty), disease, squalor, ignorance

and idleness”.

In drafting the report that gave birth to the NHS, in November
1942, Beveridge suggested three very modern admonitions about

how such a system should be created:

1. The need to see beyond current experience - in particular
beyond entrenched “secular interests” that resist change -
and not letting fear of change get in the way of creating

something new.

2. That health does not exist in a vacuum: social progress
depends on our addressing all the other great social “giants”

at the same time - each of which influences the others.

3. That the state must work with individuals, and that the safety
net created through social programmes should encourage,

not stifle, individual control and personal responsibility.

These amazingly far-seeing concepts are still relevant today. We
continue to struggle with mental models that prevent us from
imagining a future healthcare system fundamentally different
from the one we have now. It's a kind of “healthcare
exceptionalism,” that treats healthcare as if it is unique and
separate from other aspects of our lives, rather than being
seamlessly integrated with every part of them. And that conflicts
with finding the balance of independence and dependence
required by a state that wants to provide for its citizens, without

depriving them of their autonomy and individual initiative.



A Ce ntu ry Of Cha n g e At almost exactly the same time as the NHS was being born,

another revolution was taking place. This time in science. In early
December 1942, a few weeks after the Beveridge Report was
published, the first sustained nuclear chain reaction was
observed in an underground laboratory at the University of
Chicago. This experiment ushered in the nuclear age and with it,
the transformation of every branch of science under the sun -

every branch, that is, except the science of management.

Think about how the world has changed since the launch of the
NHS in 1948. The industrial post-war world is so fundamentally
different to the highly technological world we live in today.

Advances in clinical medicine, medical technology, and
pharmaceuticals have made far more conditions treatable in
2008 than were possible in 1948. And the initial NHS focus on a
regulated system of hospitals, to standardise quality and ensure
universal access, has given way to a desire to move care out of
hospitals and take it closer to community and home.

In 1948 it was believed that the public health measures taken to
reduce population mortality had already achieved their impact,
and that any future improvements would depend upon
developments in medical treatment. In 2008, we know that while
improvements in medical treatment have achieved stunning
success, the causes of mortality today are overwhelmingly
associated with diseases that are non-communicable and largely
preventable. We are plagued by chronic illnesses such as obesity,
diabetes and forms of cancer, caused by lifestyle factors such as
drinking, smoking, diet and lack of activity. Today, we know that
future improvements in mortality depend on efforts to improve the

healthiness of lifestyles.

So much has changed since the inception of the NHS. Today's
England is more affluent, more technology enabled, more diverse,
and more consumerist than could have been conceived in 1948.
Citizen expectations about every element of our lives, including
service, choice, and convenience, are very different today. How we
spend our time, how we entertain ourselves, how we learn and

how we communicate are all undergoing radical change.

So what kind of NHS would we create if we were starting from
scratch today?
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In1948, an industrial model of social organisation prevailed.

The system was rational and hierarchic, with centralised
decision-making and a pyramidal operational structure that
placed policy-makers at the top and the people receiving services
at the bottom.

The industrial organisational models of the past were based on
standardisation, hierarchy, rule-making, and formal divisions of
power and labour. They have made way for more fluid
organisational designs, based on looser networks of teams
working harmoniously in matrixed organisations, with highly

decentralised decision-making.

The NHS reforms introduced ten years ago called for shaping
services around the needs of patients, ensuring continuity
between health and social services, focusing on health and not
just on treating illness, and creating more transparency in the
system to help people make informed health decisions.

These reforms have the potential to transform the NHS. But they
cannot work if we continue to think about organisations,
management and governance in 20th century terms. As Beveridge
told us, we have to get beyond our experience - use it, but reach
beyond it - to achieve our goals. But we need to use the
technology, attitudes, know-how, and organisational structures
that exist today rather than those that prevailed in 1948.

The Web as metaphor

21st century thinking is about personal engagement. Changes
in the nature of technology, demographics, and the global

economy are giving rise to new models of production based on
community, collaboration, and self-organisation rather than on

hierarchy and control.

In the last ten years, a revolution in thinking about the
relationships between individuals and complex systems has
emerged as a result of the evolution of the world-wide web.

Indeed, the web is itself the most compelling metaphor.

The first generation of the world-wide web - known as Web 1.0 -

was all pull and no push. The web was “host” to content that
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would be accessed and drawn down by the user. Distribution was
centralised and communication was one-to-one or one-to-many.

Knowledge was organised into pre-defined categories. Expertise

was a property of the host and content was judged and accredited
by experts in respective fields.

Web 2.0 is the second generation of web organisation that has
transformed the web - not only as a learning and communication
tool but also as a model of social organisation. Web 2.0 is highly
interactive and extremely personalised. Targeted content is
pushed to users based on their preferences. Users determine
how much information to get and in what form. These
developments in the web have caused many people to rethink
how to share information, how to communicate, how to create,
how to innovate, and how to effect change in organisations and

wider society.

Web 2.0 embodies a new model of social organisation and
communication in which the opportunity for co-creating
knowledge in self-organised networks can become a model for
co-creating health. Just as Web 1.0 has transformed into Web 2.0,
so the NHS needs to transform from Health 1.0 to Health 2.0 in

order to meet the needs of healthcare in the 21st century.

Web 2.0 is all about communities and co-production. Social
network sites make it possible, easy in fact, to find like-minded
people with similar interests. Communication can be one-to-one
or many-to-many. The open-source movement democratises
knowledge and fosters mass collaboration, whether on software
development (the Linux operating system) or the world’s largest
encyclopaedia (Wikipedia). Self-regulating social networks are
the dominant organisational model, and everyone can

contribute content.

Most importantly, Web 2.0 is anti-hierarchical - the system is
fundamentally networked and enables relationships between and
among people. Enormous resources — more than can be
contained in any textbook let alone any single brain - are available
and reachable. Information is searchable, organised by users and
added to by users, from minute to minute. Knowledge is
contributed by users, and expertise is an emergent property of

the community, residing in the networks themselves - conferred



Web 1.0 to Web 2.0

Web 1.0 Web 2.0

Centralised Distributed

Individual Social

Content Services

Made, packaged, and sold Created through use
Expert-generated content Person-generated content
Readable Writable

Deliberate Spontaneous, emergent
Static Dynamic

Rigid Loosely coupled

Knowledge organised in pre-defined Knowledge organised by “tags”
categories in a taxonomy into a “folksonomy”

One-way communication Many-ways communication
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The potential of Health 2.0

So what would it mean if the
advances of the web were
applied to health?
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networking sites, which allow users to connect with each other and
share personal information, SERMO encourages frank clinical
reporting and tries to leverage the “wisdom of crowds” to identify
trends in clinical practice and effectiveness of clinical interventions.

These communities should not exist independently of the
healthcare system and clinicians. The health system needs to
support them, inform them, analyse them, and learn from them.
And in order to do this it will need to be a data-rich, technology-
driven knowledge management system that will help individuals
find the most appropriate care.

The use of distributed pervasive technologies, embedded in
context, will allow the capture of information and enable the health
system to deliver context-appropriate support. Working in the
background will be a system of data analysis and messaging that is
regularly analysing an individual's health data, making judgements
about their health trajectory, and intervening to provide information
and guidance that is tailored to their personal context.

Health 2.0 is thus as social as it is personal; as technologically
sophisticated in the background as it is simple to the user in the
foreground. It will create an entirely different experience for the
patient. And it will radically democratise healthcare:

e |t democratises medical knowledge putting it equally in the
hands of patients

e |t personalises needs assessment, with a rich understanding [to
the extent the patient desires and allows), of personal health
risk and personal health trajectory

e |t individualises health communication, with patient control over
when, where, and how

e |t creates an opportunity for every individual to express their
health priorities and personal preferences

e |t strives, above all, to engage people in their own health

NHS 2.0 comes closer to Sir William Beveridge's vision than

the system that exists today. It envisages a patient experience
unencumbered by the bricks and mortar that preoccupy us. It
envisages a health system that is deeply integrated with all
aspects of the way we live. And it envisages a health system that
liberates people to independence and self-sufficiency through a
combination of personal and social responsibility.

Some will argue that a system such as this will be more
expensive than the system we have today. But there are good
reasons to suspect that much of the investment in technology and
resources required to support it would be offset by the savings
made through a reduction of inappropriate care, the substitution
of low-cost community for high-cost hospital care, increases in
patient compliance and adherence to recommended care paths,
and increases in patient safety and its consequent reductions in
error and waste.

Some will say that although these technologies will be well-used
by the middle classes, they may not be accessible to or embraced

by the poor and underserved. Evidence suggests the opposite. In
the mid-1990s, researchers in the US created a programme
called CHESS - the Comprehensive Health Enhancement Support
System. Even though web technology was in its infancy at the
time, CHESS embraced many of the features of Web 2.0. The
innovative programme connected individuals by computer and
included modules for managing stress, AIDS, heart disease and
breast cancer. Participants had access to a bulletin board, where
they could post questions to doctors at the National Institutes of
Health, read personal narratives of other patients like
themselves, take part in discussion groups about their personal
challenges and stories, access a library of information about their
conditions and use tools to help measure and manage their care.

Sceptics suggested that this sort of programme would not be
used by the elderly and could not be used by the poor. So the
researchers took the system to an elderly population and a
population of poor, African-American women with a positive
diagnosis of breast cancer at the public Cook County Hospital in
Chicago. These women had an average reading level of 8th grade
(about age 14) upon entering the programme. Despite this, they
became some of the most active users of the programme. They
were especially active in the social networking and patient
narrative features (as opposed to the ask an expert and library
features), and generally improved their self-reported health

status more than any other group.
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