
 

 

‘If I was Minister of Health’: Democratising Healthcare   
 
“For 20 years successive governments have pursued a policy that the public hasn’t voted for 
and doesn’t want.” 
Leys and Player, The Plot against the NHS (2011)   
 
Introduction   
 
Sociologist Colin Crouch coined the term ‘post-democracy’ to describe the changing power 

relations in 21st century capitalist societies such as the United Kingdom, in which 

corporations and the “politico-economic elite” have taken greater control of the institutions 

of the state at the expense of popular sovereignty.1  

 

Within an increasingly post-democratic society, the NHS is a particularly post-democratic 

institution. It has been captured by corporate interests, and there is a ‘revolving door’ 

between the public and private sectors.2 It has an unelected leadership in executive bodies 

with poor accountability,3 and only rhetorically involves citizens in its running.4,5   

 

This essay outlines a proposal for how a new, ideal Minister of Health could democratise 

healthcare, describing a fundamental restructuring of the institutions and systems that are 

currently undermining improvements in health outcomes. Part 1 considers representative 

democracy (that is, government by elected representatives) and proposes a major 

constitutional change, separating health and welfare from other functions of government. 

Part 2 considers deliberative democracy – citizen engagement in public decision-making – 

and proposes how power could be shifted from politicians and corporations into the hands 

of patients and the public.  

 
Part 1: Representative democracy   
 
1a – A unified Ministry of Health  
 
The crises of the First World War and the 1918-19 influenza pandemic galvanised public 

health activism, which had been gaining pace since the beginning of the 20th century (in 

1917, campaigners adopted the slogan “It is more dangerous to be a baby in England than a 

soldier in France”6), and in 1919 the first Ministry of Health (MoH) was formed. It was 

heavily influenced by the socialist reformer Beatrice Webb, who in a 1909 report had 



 

 

described the causes of poverty as structural, rather than individual, and argued for 

universal provision of health services by a unified, centralised ministry.7,8  

 

The remit of this new ministry was wide, and at different times in the following decades its 

responsibilities would come to include social housing, welfare, and environmental health 

(Figure 1). This is not so today, with the Whitehall department responsible for healthcare 

being entirely separate from the agencies responsible for public health and the ministries 

responsible for the social determinants of health. 

 

Figure 1. Government-level responsibility and accountability for health and its social 
determinants, 1872-2020. 
 

Over the last 40 years, those ministries’ responsibilities have narrowed as the welfare state 

has contracted. This, in addition to substantial cuts to local authorities’ budgets in the last 

decade, has been associated with widening inequalities in health and wealth, falling life 

expectancy in deprived areas9 and, by one estimate, 150,000 excess deaths since 2010.10  



 

 

To flatten this social gradient in health outcomes, government departments should be 

realigned to make health ministers accountable for all of health - from its determinants to 

its outcomes. This framing of problems of social housing, poverty and welfare as problems 

of health is intended to ensure that public health and the social determinants of health are 

properly funded, by taking advantage of the willingness of voters to provide healthcare with 

adequate resources. 

 
1b - The Health Assembly 
 
A King’s Fund survey in 2017 found that 90% of people supported a version of the NHS that 

is comprehensive, universal and funded by taxation.11 Further, 67% believed treatments and 

services should be provided only if they are available to everyone; and 70% believed that 

the public should be consulted or actively involved in decision-making about the availability 

of treatments and services.11  

 
This is quite different from the NHS as it has been reconfigured in recent years, with 

increasing out-of-pocket fees,12 variations in service provision,13 and higher barriers to 

access for marginalised groups.14 In addition, the 2012 Health and Social Care Act (HSCA) 

has increased fragmentation and privatisation in the NHS and made its decision-making 

unaccountable.15 The Act itself was profoundly undemocratic: it was widely reported to 

have been the co-product of a maverick minister and corporate influence.16,17,18  

 

Lord Owen’s and Eleanor Smith’s recent Bills to reinstate the founding principles of the NHS 

offer a starting point to inspire the new, ideal, Minister of Health envisaged by this essay.19 

Within an NHS Reinstatement Bill, Clause S3(1) of the 1946 NHS Act should be restored, 

once again bestowing upon the Minister the “duty to provide” health services. The HSCA 

removed this duty, thereby opening, according to Tallis and Davis (2013), a “fundamental 

accountability gap” in health decision-making.20 The current reorganisation of healthcare in 

England into Integrated Care Systems (ICSs) clearly demonstrates that unaccountability: ICSs 

are not statutory bodies, and their development has not been subject to a legislative 

process.21  

 



 

 

But a Reinstatement Bill is not sufficient. The short political timescales of a parliamentary 

democracy combined with its vulnerability to corporate lobbying have subjected the NHS to 

frequent and disruptive reforms. This is harmful to patients: according to the Organisation 

for Economic Co-operation and Development, “each reform costs two years of 

improvements in quality.”22 Lansley’s removal of Clause S3(1) passed ministerial 

responsibilities onto NHS England (NHSE), a more politically ‘stable’ institution, and this 

might conceivably have discouraged such short-termist reorganisation. But this decision also 

ceded enormous power to unelected officials. For the NHS, accountability and evolutionary 

change seem to involve a trade-off.  

 

To square this circle our new, ideal Minister of Health should be empowered by a 

constitutional change: the creation of a Health Assembly and Executive, separate from 

Parliament and invested with its own tax-raising powers. All current health functions of 

Government, including those of NHSE and Public Health England, would be transferred to 

this parallel health legislature and executive (Figure 2). Responsible for devolved local 

decision-making on health and social care, public health, housing and welfare, Assembly 

members would be directly accountable to voters in their local health authority area.  

 

Health Assembly elections would be held at the same time as general elections, but 

candidates would stand on exclusively health-related platforms. Public support for a version 

of the NHS that is universal, comprehensive and free at the point of use is so consistent that 

running separate ‘health elections’ should reverse the current pro-market direction of 

healthcare. Assembly members would be elected proportionally by a Single Transferrable 

Vote system, resulting in a more pluralistic Assembly. This should limit policy changes to 

those enjoying broad democratic support and should make frequent large-scale 

reorganisations less likely. 

 

Since inequalities in those contributing to decision-making results in health policy which 

excludes the needs of marginalised groups,23 selection of Assembly members should employ 

shortlisting quotas24 of candidates based on age, gender, ethnicity and income/wealth, 

creating an Assembly that is representative of the population.  

 



 

 

To close the ‘revolving door’ between the public and private sectors, commercial conflicts of 

interest (COI) would be a barrier to Assembly membership. The same COI exclusion would 

apply to all civil servants, clinicians and advisors with a local or national health policy role.  

 
 

Figure 2. A proposal for enhanced representative democracy in the UK health system.  
 
 
Part 2: Deliberative democracy  
 
Many modern political theorists consider a state to be only weakly democratic if it does not 

allow for continuous, active participation and deliberation by citizens.25 

 
Dalton (2017) has shown that countries with higher levels of citizen participation have 

better performing governments (Figure 3).26 If the participation involves citizens from a 

broad range of socioeconomic backgrounds, governance is better still.26  

 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3. Political participation and quality of governance. (Source: The Participation Gap: 
Social Status and Political Inequality. Russell J. Dalton, 2017) 
 
 
In recent years, government reforms to patient and public involvement (PPI) in healthcare 

have not involved any significant redistribution of power. In an influential 1969 paper, 

Sherry Arnstein described how “participation without redistribution of power is an empty 

and frustrating process for the powerless. It allows the powerholders to claim that all sides 

were considered, but makes it possible for only some of those sides to benefit.”27 Arnstein 

described a ‘ladder’ of increasing levels of citizen participation (Figure 4). Current levels of 

PPI in the NHS are generally described as being on the ‘tokenistic’ rungs.28,29  

 

 
Figure 4. Arnstein’s ‘Ladder of Citizen Participation’ (Adapted from A Ladder of Citizen 
Participation, Sherry Arnstein, 1969).  
 
 



 

 

Sections 13H and 14U of the 2006 NHS Act and 2012 HSCA stipulate that NHSE and Clinical 

Commissioning Groups (CCGs) must “promote the involvement of patients”. To enact this 

duty the government created Healthwatch, linked-up local committees with statutory duties 

to represent local people’s views on health. 

 
Such ‘health committees’ have a strong international evidence base for improving quality of 

healthcare,30 but there is clear evidence that their effectiveness depends on factors such as 

the inclusion of marginalised groups, careful attention to power asymmetries between the 

community and other stakeholders, adequate funding, and clearly defined 

responsibilities.31,32,33 Healthwatch fails these tests: its national committee is predominantly 

white,34 local members’ roles and accountabilities often overlap with the remit of existing 

organisations,35 and its budget is modest.36   

 
PPI in the NHS has previously been more ambitious and successful. Between 1973 and 2003, 

Community Health Councils (CHCs) were relatively well funded, independent and 

autonomous, and had the power to refer disagreements on local health service changes to 

the Minister of Health. Their abolition in 2003 has been linked to how “they had become 

very politicised and objected to almost all change”37 – perhaps unsurprisingly so, given that 

during the latter part of their existence they witnessed the beginnings of the fragmentation 

and marketisation of the NHS. It appears that CHCs were seen by government to have too 

much power, and stood in the way of marketising reforms: subsequent iterations of health 

committees have had diluted rights and negligible impact.38,39 

 
To improve deliberative democracy in the health system, CHCs should be re-established, but 

radically reformed to operate within devolved local health systems in which they have 

budgetary and decision-making powers equal to those of the local health authority (Figure 

2). At government level, a National Patient Forum would provide expert, deliberative 

scrutiny of the Health Assembly’s policy-making (Figure 2).  

 
These deliberative structures must be pluralistic. Analyses of the relationship between 

public preferences and government decision-making have shown that policy outcomes are 

biased towards the preferences of high-income citizens.40 Further, if only affluent citizens 

have access to deliberative democratic processes, support for state welfare provision, on 



 

 

which poorer citizens depend, is often lower.41 As such, recent Citizens’ Assemblies in 

Ireland, which are formed so that they are representative in terms of age, gender and 

ethnicity, and which pay participants for their work, are a model of citizen participation on 

which CHCs and the National Patient Forum could be based. Van Reybrouck (2016) has 

praised the Irish deliberative democratic process, arguing that such an approach to 

democracy “flourishes precisely by allowing a diversity of voices to be heard.”42  

 
CHCs allow community scrutiny from outside the health system, but their effectiveness 

would be enhanced if there were also powerful PPI on the inside. To achieve this, there 

should be an expert-by-experience director of each policy area in every local health 

authority and a patient/carer director in every health organisation (Figure 2), an innovation 

that has already been successful in Sussex and Camden.43 

 
Finally, effective deliberative democracy requires transparency. Many CCGs have taken 

advantage of the allowances in the HSCA to meet in private and not publish board papers,20 

corporatisation of Foundation Trusts has allowed previously transparent bodies to claim 

commercial sensitivity when they have been asked to publish data, and public bodies can be 

bound by non-disclosure agreements.44,45 Such barriers are good for businesses but bad for 

patients: they get in the way of accountability and effective governance, especially 

deliberative democracy, and are therefore likely to have a negative impact on quality of 

care. Our new Minister of Health would revoke them.  

 
Conclusion  
 
Current decision-making institutions concentrate power in a politico-economic elite, and the 

resultant unequal distribution of resources has resulted in wide health inequalities. Recent 

modes of citizen participation are a simulacrum of democracy, a symptom of a ‘post-

democracy,’ created in a manner that preserves the power of elite institutions rather than 

redistributing that power.46 

 
In the system of governance envisaged in this essay, the interaction of powerful citizen 

groups with the Assembly, and of the Assembly with the Government, would continue to 

involve struggles over power. But that is the nature of healthy democracy. By considering 

the political system in its entirety – from a powerful and engaged citizenry to a pluralistic 



 

 

and socially representative legislature – this essay has shown how power, wealth and 

therefore health outcomes could be distributed much more evenly. 

 

 

 
References  
1 Crouch C. Post-Democracy. Cambridge: Polity Press; 2005. 
2 El-Gingihy Y. How to dismantle the NHS in 10 easy steps. Hampshire: Zero Books; 2019. 
3 House of Commons Public Administration Select Committee: Who's accountable? Relationships 
between Government and arm's-length bodies, November 2014. Available at: 
https://publications.parliament.uk/pa/cm201415/cmselect/cmpubadm/110/110.pdf 
4Thornton S. Beyond rhetoric: we need a strategy for patient involvement in the health 
service BMJ 2014; 348 :g4072 
5 Coultas C, Kieslich K, Littlejohns P. Patient and public involvement in priority-setting decisions in 
England's Transforming NHS: An interview study with Clinical Commissioning Groups in South 
London sustainability transformation partnerships. Health Expect. 2019;22(6):1223-1230. 
doi:10.1111/hex.12948 
6 Report of the National Baby Week Council (London: National Baby Week Council, 1917), 29, 
SA/HVA/F.3/3; Wellcome Library, London 
7 The National Committee to Promote the Break-up of the Poor Law. The Minority Report of the Poor 
Law Commission (1909). Available at: 
https://wellcomecollection.org/works/kccmtm2e/items?canvas=7&langCode=eng&sierraId=b24872
726 
8 Holland W, Stewart S. Public Health: the vision and the challenge. Nuffield Trust 1997 
https://www.nuffieldtrust.org.uk/files/2017-01/public-health-vision-challenge-web-final.pdf 
9 Institute of Health Equity. Health equity in England: the Marmot review 10 years on. London; 
2020. http://www.instituteofhealthequity.org/the-marmot-review-10-years-on. 
10 Watkins J, Wulaningsih W, Da Zhou C, et al. Effects of health and social care spending constraints 
on mortality in England: a time trend analysis. BMJ Open. 2017;7(11):e017722. 2017 
doi:10.1136/bmjopen-2017-017722 
11 King’s Fund (2017) What does the public think about the NHS? Available at: 
https://www.kingsfund.org.uk/publications/what-does-public-think-about-nhs 
12 Conningham J. What treatments and conditions aren’t covered on the NHS – and how much do 
they cost? Daily Telegraph, 23rd May 2018. Available at: 
https://www.telegraph.co.uk/money/consumer-affairs/conditions-treatments-arent-covered-nhs-
much-do-cost/ 
13 The Medical Technology Group. The North-South Divide: How Where You Are Not What You Need 
Dictates Your Care (2017). Available at: https://www.bbc.co.uk/news/health-40927705 
14 Equality and Human Rights Commission.  The lived experiences of access to healthcare for people 
seeking and refused asylum (2018). Available at: 
https://www.equalityhumanrights.com/sites/default/files/research-report-122-people-seeking-
asylum-access-to-healthcare-lived-experiences.pdf 
15 Jacqueline B. Britz, Martin McKee, Charging migrants for health care could compromise public 
health and increase costs for the NHS, J. Public Health, 2016;38(2) 384–
390, https://doi.org/10.1093/pubmed/fdv043 
16 Rose D. The firm that hijacked the NHS Mail on Sunday, 12th February 2012 
17 Boffey D, Robertson A. David Cameron is accused of a 'sham listening exercise' on NHS reform 
after links to lobbyist are revealed Guardian 5th November 2012  

https://publications.parliament.uk/pa/cm201415/cmselect/cmpubadm/110/110.pdf
https://wellcomecollection.org/works/kccmtm2e/items?canvas=7&langCode=eng&sierraId=b24872726
https://wellcomecollection.org/works/kccmtm2e/items?canvas=7&langCode=eng&sierraId=b24872726
https://www.nuffieldtrust.org.uk/files/2017-01/public-health-vision-challenge-web-final.pdf
http://www.instituteofhealthequity.org/the-marmot-review-10-years-on
https://www.kingsfund.org.uk/publications/what-does-public-think-about-nhs
https://www.telegraph.co.uk/money/consumer-affairs/conditions-treatments-arent-covered-nhs-much-do-cost/
https://www.telegraph.co.uk/money/consumer-affairs/conditions-treatments-arent-covered-nhs-much-do-cost/
https://www.bbc.co.uk/news/health-40927705
https://www.equalityhumanrights.com/sites/default/files/research-report-122-people-seeking-asylum-access-to-healthcare-lived-experiences.pdf
https://www.equalityhumanrights.com/sites/default/files/research-report-122-people-seeking-asylum-access-to-healthcare-lived-experiences.pdf
https://doi.org/10.1093/pubmed/fdv043


 

 

 
18 Smyth C, Sylverster R. NHS reforms our worst mistake, Tories admit. The Times. 13th October 2014. 
Available at: https://www.thetimes.co.uk/article/nhs-reforms-our-worst-mistake-tories-admit-
tqs6tz55mvk 
19 NHS Bill Now. Campaign for the NHS Reinstatement Bill. Available at: 
http://www.nhsbillnow.org/the-bill/?LMCL=vM0Fof 
20 Tallis R, Davis J. (eds.) NHS SOS: How the NHS Was Betrayed - and How We Can Save It. 
London:  Oneworld Publications; 2013. 
21 Integrated Care Systems Explained: making sense of systems, places and neighbourhoods. Kings 
Fund  (2020). Available at: https://www.kingsfund.org.uk/publications/integrated-care-systems-
explained 
22 Ramesh (2011) quoted in El-Gingihy Y. How to dismantle the NHS in 10 easy steps. Hampshire: 
Zero Books; 2019. 
23 Lawrence, M. Political Inequality: Why British Democracy Must be Reformed and Revitalised. 
Institute for Public Policy Research. 2014. Available at: 
https://www.ippr.org/files/publications/pdf/political-inequality_Apr2015.pdf 
24 Institute for Government. What works in candidate selection (2011). Available at: 
https://www.instituteforgovernment.org.uk/sites/default/files/publications/What%20works%20in%
20candidate%20selection.pdf 
25 Barber B. Strong Democracy: Participatory Politics for a New Age. Berkeley: University of California 
Press; 2004.  
26 Dalton R. The Participation Gap: Social Status and Political Inequality. Oxford: Oxford University 
Press; 2017 
27 Sherry R. Arnstein (1969) A Ladder Of Citizen Participation, Journal of the American Institute of 
Planners, 35:4, 216-224, DOI: 10.1080/01944366908977225 
28 Cameron A (2019) in Gilbert D. The Patient Revolution. London: Jessica Kingsley Publishers; 2019  
29 Ocloo J, Matthews R. From tokenism to empowerment: progressing patient and public 
involvement in healthcare improvement BMJ Quality & Safety 2016;25:626-632. 
30 Lodenstein E, Mafuta E, Kpatchavi AC, et al. Social accountability in primary health care in West 
and Central Africa: exploring the role of health facility committees. BMC Health Serv Res. 
2017;17(1):403. Published 2017 Jun 13. doi:10.1186/s12913-017-2344-7 
31 George A, Branchini C. 2017. Principles and processes behind promoting awareness of rights for 
quality maternal care services: a synthesis of stakeholder experiences and implementation factors. 
BMC pregnancy and childbirth, 17, 264.  
32 Cleary S, Molyneux, S, Gilson, L. 2013. Resources, attitudes and culture: an understanding of the 
factors that influence the functioning of accountability mechanisms in primary health care settings. 
BMC health services research, 13, 320. 
33 Boydell V, Neema S, Wright K et al. 2018. Closing the gap between people and programs: lessons 
from implementation of social accountability for family planning and reproductive health in Uganda. 
African journal of reproductive health, 22, 73-84. 
34 Healthwatch Our Committee https://www.healthwatch.co.uk/our-committee 
35 Carter P & Martin G. Challenges Facing Healthwatch, a New Consumer Champion in England. Int J 
Health Policy Manag. 2016;5(4):259-263. Published 2016 Jan 21. doi:10.15171/ijhpm.2016.07 
36 Gilbert H, Dunn P, Foot C. Local Healthwatch: Progress and Promise. London: The King’s Fund; 
2015.  
37 Edwards, B. Ministers of the NHS: the toughest job in Government. Independently published; 
2019. 
38 Health and Social Care Committee. Patient and Public Involvement in the NHS. 2007. Available at 
https://publications.parliament.uk/pa/cm200607/cmselect/cmhealth/278/278i.pdf 
39 Hogg CN. Patient and public involvement: what next for the NHS? Health Expect. 2007;10(2):129-
138. doi:10.1111/j.1369-7625.2006.00427.x 

https://www.thetimes.co.uk/article/nhs-reforms-our-worst-mistake-tories-admit-tqs6tz55mvk
https://www.thetimes.co.uk/article/nhs-reforms-our-worst-mistake-tories-admit-tqs6tz55mvk
http://www.nhsbillnow.org/the-bill/?LMCL=vM0Fof
https://www.kingsfund.org.uk/publications/integrated-care-systems-explained
https://www.kingsfund.org.uk/publications/integrated-care-systems-explained
https://www.ippr.org/files/publications/pdf/political-inequality_Apr2015.pdf
https://www.instituteforgovernment.org.uk/sites/default/files/publications/What%20works%20in%20candidate%20selection.pdf
https://www.instituteforgovernment.org.uk/sites/default/files/publications/What%20works%20in%20candidate%20selection.pdf
https://doi.org/10.1080/01944366908977225
https://www.healthwatch.co.uk/our-committee
https://publications.parliament.uk/pa/cm200607/cmselect/cmhealth/278/278i.pdf


 

 

 
40 Gilens, Martin. 2005. Inequality and Democratic Responsiveness. Public Opinion Quarterly 69: 778-
796.  
41 Bartels L. Political Inequality in Affluent Democracies: The Social Welfare Deficit (Draft). Centre for 
the Study of Democratic Institutions (2017).  Available at: 
https://www.vanderbilt.edu/csdi/research/Working_Paper_5_2017.pdf 
42 Van Reybrouck, D (trans. by Liz Waters). Against Elections: The Case for Democracy. London: 
Bodley Head; 2016. 
43 Gilbert D. The Patient Revolution. London: Jessica Kingsley Publishers; 2019  
44 A third of NHS contracts awarded since health act have gone to private sector, BMJ investigation 
shows. BMJ 2014; 349 :g7606 
45 Davis J, Lister J, Wrigley D. NHS For Sale: Myths, Lies & Deception. London: Merlin Press; 2015.  
46 Blaug, R. (2002). Engineering Democracy. Political Studies, 50(1), 102–116.  
 

https://www.vanderbilt.edu/csdi/research/Working_Paper_5_2017.pdf

