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MANAGING FOR HEALTH GAIN: 
A QUESTION OF ATTITUDE 

IN'IRODUCIION 

Health Gain has become an increasingly common phrase in the nineties among health care 
managers and planners. This brief paper focuses on the implications of this concept for 

the healthcare system, with particular reference to its implications for healthcare managers. 

The concept of health gain has been closely associated with the work of the Welsh Health 

Planning Forum. A key aspect of the Strategic Direction that has been adopted by the 

National Health Service in Wales is that it is health gain focussed: RNHS Wales seeks to 

add years to life through a reduction in premature death, and life to years through an 

improvement in well being for the patients and the population at largeR1
• The Welsh 

approach acknowledges that the healthgain concept alone does not provide an adequate 

strategic direction for the health services, and that it must be supponed by two other 

themes concurrently: the effective use of resources and a people-centred service. 

Doyle has provided a simple, clear definition of hea1th gain: 

-Health gain is a descriptive tenn to indicate that patients, users or 
consumers of care should receive an output from their care. The output 
should be either an improvement in health status or quality of life; that 
is the person receiving care should be better off after the intervention than 
they would have been if no service was received"z. 

In this definition, relative improvements in hea1th status are seen as constituting health 
gain i.e. there is a gain relative to what would have obtained without the intervention. 

Maxwell cautions that assessing health result in the context of chronic illness or handicap 
is very different to the situation with acute care. With chronic care, "maximising choice, 
autonomy, dignity and independence becomes more important, and complete technical 
success less SO"3. As the term "Health Gainw becomes more common, it will be important 
to ensure that chronic conditions are not overshadowed by conditions where 
improvements, or gains, can be more obviously obtained. As Maxwell points out. 
"Working towards definable health result is not just of relevance to curative medicine 
.... .. some ideas and techniques of assessment are bound to be different in the fields of 
long-tenn care and prevention"". 
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IDGHLIGHTING EfFECI'IVENFSS 

Although health gain is not a new concept, its growing importance reflects a new emphasis 

on effectiveness in the face of limited resources, consumer demands, and the continuing 

development of medical practice and technology. The use of the term health gain should 

help to widen the debate on effectiveness among managers and professionals throughout 

the health service. (At a broader level , it may also help to stimulate debate on the relative 

contribution to health made by different sectors of public and private activity). 

Health Gain as a frame of mind. or attitude, could be adopted very usefully as a backdrop 

to iill health policy and management decisions which relate to: 

• 
• 
• 

the continuation of existing health services 

proposals for programme expansion or cunailment 

the introduction of new programmes 

In the strategic approach to the health services in Wales, "the pursuit of significant 

hea1thgain is identified as the prime driving force and the key criterion for judging the 

effectiveness of new investment proposals and existing activity~3. There are certainly 

severe limitations on the amount and usefulness of health outcomes information. 

Nevertheless. a questioning attitude as to whether or not there is health gain from 

particular programmes or treatments. and whether any gains could be achieved more cost

effectively by different approaches. would contribute to a focus on outcomes and to a 

search for improved outcomes information. Roberts is pragmatic in recognising that "the 

emphasis in the short term should be on making use of that data which is presently 

available", but she adds that "in any case, shifting towards an outcome orientation now, 

using existing information, will help in defining information needs more clearly for the 

future"6. 

Some might see it as self-evident that the goal of the health services is health gain, both 

at the individual and at the community or population level. However, the traditional lack 

of attention to the evaluation of health service outcomes has meant that it is not necessarily 

the case that the intended effects of interventions are in fact those which result in practice. 

A very honest recognition of the problem is contained in the strategy for a healthier 

Wales, where it is noted that one of the themes emerging from the development of ten

year local strategies for health is the "recognition that the aim of the health service is to 

achieve improvements in health, not just to increase activity or meet denuuur'7. 

The adoption of a health gain frame of reference facilitates the ability to stand back and 

ask some fundamental questions about the effectiveness of services. At this juncture, what 

is important is that questions are asked, even jf answers are not available or indeed 
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forthcoming. To some extent, the adoption of a consistent health gain focus is akin to 
zero-based budgeting, where one has to justify the continuation of existing programmes. 
as wen as any proposals for new or expanded programmes. 

A health gain approach to choices within programmes or services is likely to yield more 
immediate dividends than a broader approach which uses health gain as the criteria in 
making resource decisions between prevention, cure and care services. Joe White has 
noted that the benefits of prevention are long-term, whereas the costs of reducing care are 
felt immediately. He warns that ·one should beware of arguments that imply a trade of 
lives now for lives later"'. Given the present lack of refinement and data in relation to 
service outcomes and effectiveness, debates over treatment versus prevention services are 
in danger of detracting from the basic outcome and effectiveness analysis that is required 
within programmes in the first instance. 

Referring to the effectiveness of different treatments, Alan Maynard argues that "there are 
few guidelines that determine 'appropriate treatment'" and that "resources are being 
sprayed around almost indiscriminatelylO9. He calls on the medical profession to speedily 
evaluate the effectiveness of treatments and establish agreed national patterns of treatment. 
and suggests that "perhaps the role of non-clinical management is to create the framework 
for doctors to collaborate in the effective policing of medical practices". 

Maynard acknowledges the limitations of guidelines, and states that ·the majority of 
emerging guidelines will be 'guesstimates' which will change considerably over time"to. 
Their major benefit, however, will be to focus attention on how little is known about the 
costs and benefits of most medical procedures. 

]n a comment on the outcomes movement in the United States. Amold Epstein is even 
more cautious about what we should expect from guidelinesll

. He acknowledges that 
although conceptually the steps in the process of moving from outcomes to guidelines are 
straightforward, numerous difficulties are likely to limit our ability to apply this approach 
to a broad range of conditions. These difficulties include the expense and time involved, 
possible slowness in assessing the relative effectiveness of interventions, and difficulties 
in developing guidelines when patients' preferences are an important factor in clinical 

decision-making. He cautions that our expectations must be moderate if we are to avoid 
disappointment and that our efforts in the area of outcomes and effectiveness should be 
focused and metered. 
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RATIONING 

The increasing concern with outcomes. effectiveness and health gain has to do with a 

comprehensive value-for-money attitude towards publicly funded services. It relates to 

choices about which programmes or services to fund, and to choices about the levels of 

funding for different services. These choices amount to rationing decisions. It is likely 

that if such rationing decisions become more explicit and transparent, they will at the same 

time become more uncomfortable to make, given that those losing out will be more aware 

of their position. 

This last point touches on the dilemma posed by decisions which revolve around health 

gain for the individual versus health gain for the overall population. Where an individual 

has the ability and the option to purchase care privately, then the dilemma is reduced. 

The individual who relies on publicly funded services, however, may lose out because of 

being in a category requiring relatively more resources for an equivalent outcome in terms 

of health gain. Equally, searching for and choosing the most cost effective care is 

relatively unthreatening when the focus is on a category of individuals with a panicular 

illness. Once the focus moves to the relative cost-effectiveness of securing health gains 
for groups with different illnesses or conditions, then the rationing dilemmas will become 

more heightened and public, as a health gain approach forces rationing decisions to be 
made more explicitly. 

If the basis of ration ing decisions begins to become more explicit, there should also be 

opportunities for greater public accountability for these decisions. In England, there is an 

increasing recognition of the dilemmas faced by health authorities which now have to be 

more explicit about the services they are funding, and not funding. One of the dilemmas 
is the absence of any formal local democratic input to the health authority . A number of 

consultative mechanisms are therefore being tried out. As well as obtaining local input 

on priorities, these mechanisms also offer some protective legitimacy to management and 

health authority decisions. 

As well as the question of mechanisms for public accountability there is also the issue of 
who should be responsible for rationing decisions. loe White, in a brief review of 

healthcare in Europe, highlighted the tendency for governments to attempt to distance 

themselves from responsibility for hard choicesl2
• ~Governments do not want blame. 

They hope that separating the government from purchasers and then purchasers from 
providers will diffuse blame for 'rationalisations' such as closing hospitals". 

For the health service manager, there is a danger that micro-level details relating to 

relative cost effectiveness, health gain, and outcomes will become the frame of reference 

for priority setting and rationing debates. While such debates have a very valid and 

4 



I 
I 

I 

I 

I 
I 
I 

important contribution to make, fundamental choices as to the overall level of public 

resources to be devoted to hea1thcare and the range of services that should be available are 

decisions that are the responsibility of society as a whole. Local hea1thcare managers need 

to ensure that they do not unwittingly become isolated in detailed rationing ex.ercises at a 

time when the expl icitness of rationing decisions is likely to be increasing. Summarising 

a conference on managing for health gain, John Hoare argued that "questions of value and 

priority are, perhaps, the trickiest question of all in any application of the idea of 

heaIthgain. They will ultimately be decided not by scientific conclusions but by subjective 

judgements: political or moral choices by society or by the individual"!'. 

CONCLUSIONS 

The adoption of a health gain approach would seem to be particularly helpful in prompting 

moves to eliminate. or at least reduce. health care interventions which are of doubtful 

effectiveness. It should also serve to highlight the relative cost-effectiveness of different 

interventions and help to infonn reasoned debate about the allocation of resources across 

different programmes and activities. Although health gain is just one of the criteria that 

may influence rationing and resource allocation decisions , its most useful contribution at 

this stage is that it is tending to push the effectiveness issue on to a more public arena. 

It is prudent to heed Trevor Sheldon's remark that "we must stop humming ourselves into 

a trance with the mantras 'health gain' and 'needs assessment'. at a time when too little 

healthcare (is) being systematically evaluated" I'. Nevertheless, the sustained adoption of 

a health gain frame of reference should help to ensure an increased recognition of the need 

for systematic evaluation. And while there are genuine difficulties about measuring 

impact, the situation described by Robert Maxwell a few years ago still pertains today: 

"Hard choices are inescapable and these ought to be based on some systematic assessment 

of the consequences of the choices made"". 

In conclusion a number of cballenges for health service managers may be highlighted: 

• the challenge to harness the health gain focus as a means of improving the 

effectiveness of the services; 

• the challenge to reflect on the more explicit rationing that is likely to come into 

focus if a health gain orientation is widely adopted; 

• the need to recognise that political tensions, interest group positions and 

professional issues will play themselves out differently in an environment of more 

explicit rationing; 
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• 

the need for the manager to decide on the role to play in an environment of 

more explicit rationing; 

the challenge of dealing at a personal level with the issues of values and ethics 

that will become more pronounced as rationing dilemmas become more public. 
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