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CONSUMERISM IN THE HEALTH SERVICES 

Tim Q'Sullivan 

1. INTRODUCTION 

In the 19605. the consumer had a bad press. He or she was sometimes seen as merely a 

cog - affluent perhaps but still a cog - in the vast, anonymous machine of Western 

capitalist society. Phrases such as 'the consumer society' were often used in a negative 

sense. In the late 19605, the student revolutionaries oftbe time contrasted what they saw 

as 'mindless consumerism', on the one hand. and genuine participation in social decision

making on the other. Fashions cbange and the consumer is generally seen now in a more 

positive light. He or she is presented as the person who calls the shots and sets the 

standards in the bus iness world and even in that of social services provision. 

The aim of this paper is to reflect on the model and language of consumerism, which has 

grown in importance in recent years, particularly in the health services context. 

Consumerism in a general sense is here to stay in the health services. Efforts to improve 

quality or responsiveness to the views and needs of health services users can be seen as 

one of the most encouraging trends of recent times. 'Consumerism' has grown in a 

context where there seemed to be little comment by service users on the services they were 

receiving; still less a sense of panicipation by them in decision-making about their care 

and treatment. 

Consumerism in this wider sense has been very closely linked with 'quality', which is 
partly about improving responsiveness to the needs of individual service recipients. This 

paper begins therefore (in Section 2) with an overview of quality and consumer-oriented 

trends in the Irish health services. 

A stricter or narrower definition of consumerism can also be offered. That definition 

focuses on the economic origins of the term 'consumer', or 'customer' who is seen as a 

key player in the health services along with the 'producer' or 'provider'. This paper 

presents a short critique of consumerism understood in this narrower sense, that is to say, 

a critique of a model of health services which is over-influenced by economics. The paper 

looks in section 3 at the economic origins of consumerist ideas. Section 4 reflects on the 

implications of our use in the health services of assumptions which are rooted in 
. 

economiCS. 
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2. QUALITY AND CONSUMER TRENDS IN IRELAND 

User satisfaction, user involvement in the narrower sense, social acceptability in the 

broader sense are one of the major planks on which the health service depends, along with 

clinical effectiveness and economic efficiency. 

An imponant recent consumec-()riented document in Ireland was the 1992 Patients' 

Charter, Putting Patients first. This document had the objective of ensuring that the 

heaJth services become 'more responsive to the needs of individual patients'. 

The Charter can be seen as a code of practice, which sets out what patients have a right 

to expect when they make use of hospital services. It covers areas such as access to 

services, out-patient serv ices , information about your treatment, complaints etc. Making 

a complaint can be seen indeed as an active form of consumerism. An earlier document 

with a strong user orientation was the 1990 Hospital Action Plan of the Minister for 

Health. This Plan envisaged a Patients' Charter and called for effective out-patient 

appointments in all major hospitals, a hospital code of conduct and a patient feedback 

mechanism in each hospital. 

There was also a major user orientation in the Reports of the Kennedy Group, which were 

presented to the Minister in 1991. These reports recommended inter alia that 

out-patients should not be block booked but should be given specific appoinnnent 

times; 

there should be continuous review and validation of waiting lists with a view to 

reducing waiting times; 

there should be greater use of day surgery to reduce waiting times for patients. 

The Kennedy Group laid emphasis on <good practice' and saw the development of an 

effective quality assurance programme as the key to the implementation of its good 

practice recommendations in relation to out-patient services and the reduction of waiting 

lists. 

In the light of the thinking in these recent reports, the case for greater user input in the 

health services can be summarised as follows: 

1. It contributes to improved quality of care; 

2. It helps professionals and patients - or those delivering and using the service - to 

come closer together; 
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3. User influence is a counter-balance to the strength of powerful interest groups, 

such as the State (seen as an interest group) and the professions; 

4. It heightens awareness of patients' individual and collective needs. 

In relation to point two, the need for professionals and particularly doctors to give more 

information to patients is frequently mentioned in surveys on the views of users. A survey 

on General Practice published in February 1993 found that 95 per cent of patients 

surveyed in a Dun Laoghaire sample were satisfied or very satisfied with their GP care. 

However, 12 per cent felt that the doctor was not so good at explaining things to them. 

Significant health board initiatives in the consumer area should also be mentioned - for 

example, the establ ishment of a consumer feedback unit on a pilot basis in the North

Western Health Board, the establishment of a 'One Stop Shop' in the Mid-Western Health 

Board and of a Customer Service Department in the Eastern Health Board. Consumer 

surveys in the Western, Eastern and Mid-Western health boards were reported in the 

August 1993 issue of Health Services News. Consumer initiatives here and elsewhere 

have generally focussed more on support services in the health sector (for example, 

catering) than on the clinical area as such. 

The link between consumerism and quality was stressed recently by Blennerhassett (1993). 

In Qualitv ImprOVement in the Irish Civil Service, she linked Quality improvement and 

the adoption of a consumer-oriented philosophy of management. Quality management she 

defined as relating to good practice i.e. to setting performance or service delivery 

standards and ensuring that these are met. 

The influential work of Peters and Waterman, In Search of Excellence (1982), stressed 

the notion of excellence. Accord ing to Peters and Waterman, the most successful 

(,excellent') companies were those that were 'close to the customer'. 

Blermerhassett notes that in a cost-cutting climate, it was a very attractive prospect that a 

more customer-oriented approach would produce both financial savings and higher quality. 

3. ECONOMIC INFLUENCES ON CONSUMERIST IDEAS 

3.1 Free Market Thinking 

The link: referred to at the end of the last section between consumerism, quality and cost 

control is significant. To the question, 'where does consumerism in the health services 

come from?' . part of the answer at any rate is 'free-market' thinking about the health 
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services and its associated objective of expenditure control. Consumerist developments 

in Ireland have been influenced by the growth of market thinking in Britain, which sought 

both to deal with what were perceived as rigid and inflexible State services and to cut back 

on the State sector. An important part af the market agenda in the health services was the 

'general management' reforms inspired by Sir Ray Griffiths, which sought among other 

objectives to increase responsiveness to the consumer. Sir Ray's approach was strongly 

criticised in the mid-1980's by Fedelma Winkler, who described it as 'the supermarket 

model of consumerism'. Her view was that this model was about customer relations, not 

patients' rights and that it required 'little serious change but much public visibility'. 

Nevertheless, the Griffiths reforms had a major impact during the 19805. The 1989 White 

Paper in Britain (see below) was also strongly influenced by a market·based understanding 

of the health services. 

While free·market economic ideas have influenced health services consumerism, an even 

more basic influence is economic thinking as such. By economic thinking here is meant 

key economic principles such as the basic principle that what happens in the health 

services, and particularly the relationship between doctor and patient, is essentially an 

economic relationship. It is within the context of this basic framework that the 

descriptions of 'consumer' and 'provider' come to be applied to health services 

professionals and patients . This growth of influence of economics in the health services 

recalls Schumacher's comment twenty years ago that economics had moved to the very 

centre of public debate in modern societies . In economies which have been more geared 

in recent decades to consumption than to the manufacture of products, the role of the 

consumer has been greatly emphasised. Economic thinking also tends to stress the 

primacy and independence of the individual consumer more than the bonds which link one 

person to another in society. 

Free-market economics is clearly not the only influence on consumerism. Another 

important influence is the work of local community groups, particularly in deprived areas. 

While these groups have a general community·wide focus , they also support the 

'consumer' as a counterweight to the influence of the professions or the State. This 

approach seeks to organise deprived groups in society, to help them to become conscious 

of their health needs and to challenge what is seen as the monopoly of power held by the 

medical establishment or the State bureaucracy. The focus here is on trying to make 

services much more responsive to the major health needs of service recipients and 

particularly of the deprived. This strand of consumerism enters into natural coalition with 

theoreticians in the sociology of health , who question medical power and the certainty of 

medical knowledge and who criticise the treatment of what are seen as passive patients 

within the doctor·patient relationship. 
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The focus in this paper, however, is on free·market economics, which I see as a more 

important influence on modern consumerism. 

3.2 The Market Relationship 

Robin Downie has summarised some of the main characteristics of the market relationship 
between two parties as follows: 

1. The trading parties each anempt to maximise their own self-interest. 

2. They have information to guide them on maximising their self-interest. 

3. 

4. 

5. 

They are free to choose whether they will trade or not . 

The relationship is a competitive one in a double sense: producers are competing 
with consumers to maximise their profits and producers are competing with other 
producers to attract consumers. 

There must be a legal framework to ensure fair competition. 

As Alistair Camp bell has noted, the perspective in a key document of the British health 

service reforms, the 1989 White Paper Working for Patients, harmonised with many of 
these points. In her introduction, Mrs Thatcher said that the aim was "to ex.tend patient 

choice, to delegate responsibility to where services are provided and to secure the best 
value for money". The section below links Downey's categorisation of the market and the 
1989 White Paper. 

1. Maximising Self-interest 

Under the White Paper, Hospital Trusts would earn more money if they attracted 
more patients. They would be free to retain surpluses and to use them to improve 
services and investment. GP fundholders could also invest their surpluses into 
improving their practices and offering better services. 

2&3. Information and Choice 

The White Paper said that it would be easier for patients to choose and change 
their own GP. It suggested that advertising of services by GP practices should 
become the norm. Patients would be supplied with information to enable them to 

be more selective in their choice of doctor, and to allow them to shift their 
'custom' from one practice to another. 
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4. 

5. 

Producer-Consumer and Producer-Producer Competition 

According to the White Paper, GPs would be encouraged to compete fo r patients 

(by offering better services). More producer-producer competition between 

hospitals for patients was also envisaged. GPs (consumers) would be bargaining 

with hospitals (producers) for bener deals. According to one writer, GPs would 

become travel agents for their patients, guiding them through the hospital system . 

Legal Framework 

According to the White Paper, quality of service and value for money would be 

more rigorously audited. The Audit Commission was given an important 

monitoring role. 

It is clear therefore that the 1989 White Paper fell very much into the framework of the 

market relationship described by DowDie. 

4. IS THE MARKET MODEL APPROPRIATE? 

The market-based consumer model is one of contract trading relationships. In contracts, 

as indicated above, 

- each party should be able to protect his or her self-interest, 

- parties to a contract each enter freely into the relationship; 

- neither is at an undue disadvantage in terms of dependency on the other or in 

terms of inability to secure full knowledge of the situation. 

Contracts also imply strict limits. In other words you must fulfIl what is in the contract 

but not any more than is in it. The reciprocal obligations set out in a contract also cease 

to be binding when its conditions are not fulfilled. 

The possible advantages of the contractor model have been outlined by May - including 

its break with 'more authoritarian models' . its emphasis on informed consent rather than 

blind trust and its specification of rights, duties, conditions and qualifications. In effect, 

says May, it establishes 'some symmetry and mutuality in the relationship between doctor 

and patient as they exchange information and reach an agreement, tacit or explicit to 

exchange goods (money for services)'. 

The difficulties of this model in the health services context, however, should be noted. 

For example, while health care products or services can be measured and therefore 

contracted for, the desired outcome ('good health') is much more difficult to attain or even 

define. The impact of health services on health is also very difficult to predict or 

6 



I 

measure. May notes that the helping profess ions serve unpredictable needs and that no 

contract can exhaustively specify in advance what is to be done for each patient or client. 

Pollitt has succinctly presented the implications for dependent groups of a narrow 

economic framework: 'The consumer of some of the official documents sounds rather like 

the abstract figure of elementary economic texts.... In the real world, many health care 

consumers are already disadvantaged by reasons of race, gender. disability or some 

combination of these... There is a grave danger that in the excitment of managing the new 

internal market, ... considerations of equity and equality will slip down the agenda-. 

The question therefore arises as to whether the market-based contact model is an adequate 

framework for vulnerable people. By definition, patients are often at a disadvantage, 

vulnerable and dependent. They are unable to look after their own interests in the way 

that a consumer can. They frequently do not have access to all the relevant infonnation 

and they cannot act in a wholly independent manner. 

May argues that contractual ism builds few constraints upon professional action other than 

those that prudent self-interest and explicit legislation impose. Contractual ism. he argues, 

'tempts the doctor simultaneously to do too little and too much for the patient - too little 

is that one extends oneself only to the limits the contract specifies, and too much in that 

one orders procedures that are useful in pampering the patient and protecting oneself. even 

though the patient's condition does not demand them'. 

Specific Characteristics 

In considering the applicability of the consumer model to the health services, it is useful 

to dwell on some of the specific characteristics of medical care. It is arguable that medical 

care is different in kind to other types of transactions. Being a 'heart operation consumer' 

is a qualitatively different experience from being a shopping centre consumer. In the first 

place, his or her health is central to each person. In health too, as well as being the 

·consumer'. one is also the object of the care being carried out. The care is being carried 

out on one's own body. Rather than seeing the patient as a consumer, Stacey sees the 

patient as a partner in health care but also as a work object. 

Because of these distinctive characteristics of medical care. the consumer language and 

model do not seem adequate in the health services context. A compelling alternative 

model was suggested by May. who has argued for what he called a 'COVenantal' rather 

than a contractual relationship in medical care, that is to say for a covenant relationship 

between doctor and patient. The covenant model has roots in the biblical concept of the 

covenant. which encompasses ideas such as mutual indebtedness (for example, between 
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marriage partners) and responsiveness for gifts received , whether from God, the 

community or the individual patient. 

In May's model , the professional relationsh ip is ' nourished by a reciprocity of giving and 

receiving' and obliges the more powerful to 'accept some responsibility for the more 

vulnerable and powerless of the two partners. It does not permit a free rein to self

interest, subject only to the capacity of the weaker partner to protect himself or herself 

through knowledge, shrewdness and purchasing power'. The covenantal model envisages 
a much more open-ended commitment than the contractual model, what May calls 'the 

steadfast commitment to protect, nourish and heal the needy'. 

While the term open-ended commitment may seem very general, the absence of such a 

commitment can have very specific implications. If it does not exist, for example, doctors 

may not feel obliged to provide services to certain inconvenient categories of patients. 
This incidentally was one of the fears expressed about the British White Paper after 1989 -

that GP fund-holders would exclude more costly, chronic patients. 

The implications of the covenantal model clearly need to be teased out. If this model 

appears idealistic at first glance, this is partly because the discourse of professional groups 

in recent years has tended to emphasise payment issues more than the rights of patients. 
Adoption of the model must incorporate a realistic appreciation of the importance attached 

by professional groups to financial rewards, but also acknowledge the primacy of the 

needs of the patient. 

Another issue relates to the 'steadfast commitment to the needy' envisaged in May's 

framework. This cannot mean that there are no financial limits in health care or that cost 
control issues can be ignored. What the covenantal model does usefully emphasise, 
however, is the need in the health services for some form of open-ended commitment to 

the vulnerable person, a commitment which is not guaranteed by the consumerist 

framework. The covenantal model suggests that the needs of the patient must be centre

stage and that priority must be given to these needs. In other words, the needs of the 

patient must take priority over the rights of professional groups and even over the 

preferences of the articulate, well-informed, middle-class consumer. 

A 'covenantal' model does not imply, however, the espousal of a world of paternalistic 

doctors and passive patients. Commitment to the patient means acknowledging the fact 

that the patient is a person with rights which must be respected and taking account of the 

views and needs of the patient. 

Where the consumer model stresses the independence of the consumer. the covenantal 

model emphasises the inter-deoendence of professional and patient. In other words, the 
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patient depends on the skills and commitment of the professional but the professional also 

general ly needs the trust and commitment to a particular course of action of the patient if 

treatment or intervention is to be successful. 

May criticises what he sees as the 'professional illusion' of philanthropy, that is to say, 

the illusion that the doctor-patient relationship is purely one-way or simply a question of 

the doctor giving to the patient. In fact, he argues, the relationship is a two-way one, at 

a number of levels. In the first instance, doctors owe a great debt to the community which 

funded their training. Doctors, he maintains , not only owe patients for a start in their 

careers - that is, at the time of training or early practice - but remain unceasingly in their 

debt: 'The professional does not function as benefactor alone but also as beneficiary'. Just 

as a teacher needs patients in order to rediscover a subject afresh through the discipline 

of sharing it with others, so a doctor needs patients in order to be himself or herself. The 

relationship between doctor and patient can thus be seen, in May's framework, as a 

genuinely two-way relationship. 

5. CONCLUSION 

Responsiveness to the views and needs of health services users, who are sometimes 

described as 'consumers', is one of the encouraging trends of recent times. Nevertheless, 

as this paper has argued, serious questions can be raised about the appropriateness of the 

consumer model and language (as defined at the beginning of the paper) in the health 
• services. 

The paper has argued that the consumerist model is grounded in at least two questionable 

assumptions: 

that the doctor-patient relationship is primarily an economic relationship rather 

than one based on trust and commionent; and 

that 'health ' is a consumer good that can be bought and sold . 

There is obviously much to be learnt from consumerist ideas and approaches. The 

development of the consumer movement in the health services points to a hunger for a 

more equal relationship between service provider and user and for greater participation by 

the user. Nevertheless, the conclusion of th is paper is that a model based on trust and 

commitment between professional and patient is more likely than the consumerist model 

to offer adequate protection to the health services patient and particularly to dependent, 

inarticulate groups . 
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