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Sarah Montague  Thank you all for coming. I will start by ask-
ing each of you what you are working on and what makes you
think: “This is fantastic. This is what the future is about.” 

Colin Blakemore  We are going to experience a rapid increase
in understanding, going beyond describing single genomes to
understanding the nature of polymorphic variations, genetic
variations and how they affect our tendency to ill-health and
how genes and the environment impinge on health.

There will be rapid advances in this over the next ten years,
with new approaches to treatment and prevention. Person-
alised approaches to prevention will be with us in 20 years’
time. This will direct other emerging technologies, such as
people monitoring their personal state of health, function and
phenotype. In 20 or 30 years, people will have an implanted
chip that will monitor a wide range of indicators of their state
of health, coupled remotely to an internet-based personal pre-
vention diagnostic system. 

We will see the expert patient coupled with the internet, and

advisory systems coupled through personal monitoring of
health, guiding the approach to lifestyle, diet, prevention and,
where necessary, early diagnosis and treatment. 

John Bell  We now have enough information about funda-
mental pathophysiology and some of the common diseases to
be able to differentiate and develop a new taxonomy for dis-
ease. We will develop therapies that are specific for subtypes of
disease, something we have not really done systematically
before. We will treat cancer, diabetes and heart disease in spe-
cific ways, based on a better understanding of each individual’s
underlying mechanisms. If you have expensive drugs, you
want to use them in a precise, targeted way and be assured of
getting a vital response. I do not use the term “personalised
medicine” for this because I always practise personalised med-
icine. This will take it a step further.

Richard Barker  I, too, am not very fond of the concept of per-
sonalised medicine because it will be unaffordable, but I
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embrace bringing together our knowledge of therapies and
diagnostics with the information to couple the two together,
and to do that in an environment where behaviour modifica-
tion is often our target, not just therapy. I agree that we will
have rapid progress in underlying pathophysiology and our
understanding of genetics, but we have to bring them together
at the point of the patient, at the point of clinical decision-
making to make best use of the patient’s ability to have their
own behaviour modified. We over-invest in molecular biol-
ogy but under-invest in human behaviour modification. 

Salvador Moncada  There has been a massive investment in
modern cancer therapy over the past 20 years and these areas
are about to come to fruition. Over the next ten years we will
see the development of safe, effective anti-cancer drugs with-
out side-effects. We will be able to find combination therapies
that will delay the disease in such a way that people can have a
normal life with the treatment. 

The other thing that has been mentioned is the definition of
the nature of polygenic diseases. This will allow a clear under-
standing of the interaction between the environment and
genes, leading to personalised treatment and prevention and
creating a completely different pattern of disease incidence. 

Ijeoma Uchegbu  Gene therapeutics will be important. They
get a bad press but gene therapeutics are creeping up on us. We
will see a more polarised world where people in the rich
economies live for longer, focus on the diseases of ageing and

people in the poor economies die younger
and end up pretty decimated.

Anthony Segal The major diseases affect-
ing the world relate to nutrition. We are
dealing with this issue fairly amateurishly.
I agree that the directed treatment of can-
cer will come and that it will be very
expensive to implement. I think stem-cell
therapies are a long way off. 

We are going to have to tackle athero-
sclerosis. This causes 50 per cent of all
deaths and a large amount of morbidity in
older people. We know this is related in
some way to cholesterol and we know
statins can reduce that. However, we
know very little about the underlying
pathophysiology. We need more small sci-
ence and for directed groups to try to
understand the intricacies of the problems. 

Ian Gibson We need a moratorium  to prevent insurance com-
panies from getting their hands on gene-typing data. There are
some big civil liberties issues here. The interaction with other
countries over some of these technologies will be extremely
important. French scientists and politicians are very con-
cerned about stem cells, the Human Embryology and Fertili-
sation Authority and so on. They want to get something going. 

One of the biggest issues is going to be inequality of health.
The National Institute for Health and Clinical Excellence
(NICE) would agree that it is very difficult to break down the
postcode lottery. Patient groups are going to be extremely
important politically. Stem cell research got through because
of the Alzheimer’s Society and the Parkinson’s disease groups. 

Peter Littlejohns  When innovations are coming on board,
they need to come in a way that society sees as acceptable and
morally defensible. The debate about the postcode lottery is
taking place in a very explicit and evidence-based way. We do
have a way in which we can identify the information that is
required to carry that forward, but there also needs to be a
public debate and we need to ensure that society can handle it
in a very transparent and open way. 

Simon Best Very basic problems in the developing world cen-
tre on agriculture and nutrition. That is a theme we ought to
build on. We can also cross-reference our biological under-
standing about the evolutionary links between all living sys-
tems and organisms, and use this knowledge to see if there are
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appropriate technological interventions that
could make a difference to major challenges in
the developing world. 

I have recently become involved with a
French company working at the leading edge
of various central nervous system (CNS) dis-
orders. Through academic networks within
France and Switzerland it has become appar-
ent that a new drug-treatment pathway for
depression has a very specific role to play with
regard to trypanosomes, which have a role in
neuroscience and the human brain. By virtue
of that informal network, it has been possible
to feed into public-sector trypanosome pro-
grammes putative new drugs and also to start
evaluating them as treatments. 

Robin Murray When you see a physician, he or
she takes your history and says: “This could be
X, Y or Z. We will do some tests.” If you go to
see a psychiatrist, the psychiatrist listens and
says: “In my clinical judgement, this is anxiety,
depression or schizophrenia. I will now treat
you.” With the huge advances in neuroscience,
neuro-imaging and behavioural genetics, when you go to see
your psychiatrist in the future, he or she will say: “We need to
do some investigations.” If someone is paranoid, the psychia-
trist will say: “Is the paranoia related to depression or schizo-
phrenia?” We can now put someone in a PET scanner and look
at their dopamine function to see if it is the onset of schizo-
phrenia. Or we can put them in a virtual reality suite, in a par-
ticular social situations to see what makes them paranoid.

Behavioural genetics is having a profound effect in deter-
mining factors of cognition and personality in the normal pop-
ulation. I think psychiatry may end up as the highest-tech
branch of medicine rather than the lowest-tech, as it is now.

Geoff Lee The complexity of our science is also our greatest
challenge. We are on the cusp of massive change and we are so
close to it that we probably do not recognise it. The first indus-
trial revolution put three fundamental elements together -
coal, iron and steam - and we forged a whole new industrial
society. The elements coming together now are actually lead-
ing us into a socio-economic revolution. 

The agents of change are the individuals in society. The three
elements are the new biology, the communication power we
have through the internet, and the extent to which that is accel-
erating our learning curve. We could not have decoded the
human genome without broadband and processing power. 

The ancient Greeks had the god Hermes, who pulled

together innovation, science, medicine, commerce and the arts
of oratory and communication under a single object of wor-
ship. I think we need this holistic approach. 

Magdi Yacoub We have major opportunities here to try to
unify hi-tech medicine by identifying basic mechanisms in tar-
geted therapies and prevention and linking it to the commu-
nity. For example, heart failure can now be treated by a

mechanical device. We can understand the basic mechanisms
of why that is and we can find new targets for therapy. From
genetic analysis of the population we can discover why some
people do not recover; we can travel to Africa and find differ-
ent types of heart failure. 

Shervanthi Homer-Vanniasinkam  Most exciting for me is
the development of strategies to look at sites of atherosclerotic
disease where it is most likely to cause havoc in the body. Then
we can develop site-targeted therapies through nanomedi-
cine. This should be affordable and the drugs should be too. 
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Annette Doherty  The most exciting thing I see is the fast
pace of discovery and development. Drugs that are going to be
with patients in 2015 are already in the pipeline today. We will
get more medicines to patients more quickly over the next 15
years. The past decade has been the most productive in history
for design, discovery and development of medicines. 

The other area that excites me is personalised medicine.
Drugs from similar mechanistic classes will treat certain sub-
populations against different diseases more effectively. In rela-
tion to preventive medicine, a focus on wellbeing and health,
to try to prevent progression to certain disease states, will
become an important area. Screening and diagnostics that
patients use themselves will increase in the next 15 to 20 years. 

The pharmaceutical industry needs to use its science to
screen everyone against the diseases prevalent in the develop-
ing world. A partnership approach is required to ensure that
our medicines reach every patient they can benefit worldwide. 

Carol Black  My excitement is much more basic. It is that
healthcare professionals have seen the importance of really
breaking down the barriers between primary and secondary
care. There is excitement, partly generated by the White Paper,
that we are now working together to achieve unity of care and
being able to say: “What should the patient pathway be?” It is
about getting people together in the right configuration for
proper delivery of high-quality healthcare. 

Sally Davies  ICT is going to make dramatic changes to how
we manage health as individuals. Take, for example, a pilot

study in north-east England on diabetes man-
agement. These diabetic patients are all on a
database and are texted with a message saying:
“What is your blood sugar today?” The patient
texts the answer back into the database. If it is
within the required limits they get a: “Well
done”. If it is outside the limits, the nurse’s
computer alerts him or her to call this patient
and gives them the telephone number. It is very
successful. With the latest technology, the test
strip for blood sugar can be read straight into
the mobile phone so that the patient does not
even have to be asked what it is. In the future,
patients could pay to interact with their digital
television and say: “I have got these symptoms.
What shall I do?” After all, when I see patients,
I use pattern recognition from their history and
we have unwritten algorithms that take us
through the possibilities.

Sarah Montague  These are excisting ideas. But how can the
NHS go about prioritising them?

Sally Davies  We know a lot of disease and its prevention
relates to behaviour, so we need a lot of social research on
behaviour. That should take in issues about taxation, laws and
all the issues around how we can promote healthy behaviour. 

Colin Blakemore  I think the main hurdle in many areas is
research capacity. There is a long time-lag between injecting
cash and building capacity. Capacity has to be built on the basis
of existing expertise, the ability to train the next generation and
to frame the research questions in a way that is tractable, par-
ticularly in prevention research and behavioural change. 

Ijeoma Uchegbu  We are saying that we understand disease
more than we have ever understood it, but the number of new
clinical entities being approved is diminishing. So we can iden-
tify the molecule but we cannot get it on to the market and into
the patients’ hands as a drug. More money should be spent on
the development of medicines. 

Salvador Moncada  I do not think the problem is one of invest-
ment. We have made very important developments in our
understanding of disease and we are about to see real break-
throughs that will allow new drug discovery to take place. Dis-
tribution has been mentioned. There is an unequal distribu-
tion of healthcare in the developed countries themselves and
in the world in general. We invest enormous amounts of
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money in solving problems like athero-
sclerosis and diabetes but, when it comes
to starvation, there is nothing. 

Peter Littlejohns  Carol’s and Annette’s
points are related. I have just come back
from Harvard where they share your con-
cerns that the number of new products
being authorised through the FDA is
decreasing significantly. The research and
development (R&D) budgets within their
industry are decreasing. The only increase
is in the marketing share. They were all
talking about a preliminary paper issued
by Sir Michael Marmot from University
College London and the Rand Corpora-
tion. It showed that the British middle-
aged population is much healthier than the
American population, despite the fact that
we spend less on our health service. Trying
to get a linear relation between money,
research, implementation of medicine and
patient outcome is complex. 

Anthony Segal  To get back to the issue of
capacity, we have a massive problem in
this country because of  the decimation of
the clinical scientist. On the one hand, the NHS is target dri-
ven, with the development of very strict career structures for
doctors. In that respect the system lacks flexibility, so people
are discouraged from doing science. On the other hand, there
is the development of big science; all the projects from the
Wellcome Trust and the priority areas the Medical Research
Council has too. But the pool of finance for individuals doing

a little bit of work here and there has been removed. That has
been a great loss and a schism has been created between the
NHS and universities. 

We have a great scientific industry here and the development
of learning is making big advances in identifying genetic mech-
anisms. We are exporting that to places where the clinicians are
more able to directly involve their science in clinical practice
because this key bridge between the two has virtually been
abolished by the structural mechanisms in this country. 

Sally Davies  The Academy of Medical Sciences has led in
highlighting this issue. We all recognise what you are describ-
ing but also recognise the need for a new model for training
clinical scientists or for clinicians to be scientists. The UK
Clinical Research Collaboration has a new academic medical
training structure with new money to fund the academic part
,but it will take time to deliver what we need. 

Ijeoma Uchegbu  I feel that we are still left with the problem
that we seem to understand disease more, but we are not get-
ting the medicines out at the other end. 

Annette Doherty  There is an issue in the UK. It has been
recognised and measures have been put in place to address it.
For every 25 prospective medicines we put into development,
only one comes out at the other end at the moment. So the attri-
tion that we see through development is the main issue.

Ian Gibson  There is industry and industry. Small industry -
bio-tech companies - favour innovation, as opposed to big
pharmaceutical companies, and they are driving production.

Annette Doherty  I dispute that. Ninety per cent of the
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medicines with patients today have been discovered and
developed by the pharmaceutical industry. Partnerships with
the bio-tech industry are key. There are many innovative
drugs I can point to that Pfizer has partnered. These days we
are addressing disease areas that are much more complicated
and complex. We are on the precipice of understanding a lot of
the areas that we have talked about today, such as cancer. This
will allow us to pick out the winners so that we spend less
money in development. However, we also need to shorten our
overall development timeline to produce medicines more
quickly. We are putting a lot of effort into that right now 

Carol Black  Professor Segal is highlighting the fact that we
have got into a situation where we have not been producing the
next generation of clinical scientists.

Sally Davies  But today a committee is sitting that will spend
£50m of capital, £20m a year, on running costs for experimen-
tal medicine. We are addressing it. 

Carol Black  You are addressing it at that leve,l but what we
now have to do is ensure that young people want to do this. I
do not think they are fired up about clinical science. 

John Bell  The general view of the pharmaceutical industry is
that it is not innovative. The area that is the least innovative is
early development, which requires clinical science to make it

work. The industry finds it difficult to
recruit good clinical scientists because we
have not trained any for 20 years.

Colin Blakemore  A lot of this discussion
has been about the gulf between the explo-
sion of knowledge both at the clinical and
bio-medical levels, the productivity of the
pharmaceutical industry and the develop-
ment of new treatments in general. 

For the past 10 or 15 years, the number of
new molecular entities has been 30 or 40 per
year, despite the fact that the cost per entity
has been going up. This has only been main-
tained by increasing market share. That is
not sustainable unless the two things are in
parallel. Drug companies are focusing on a
narrower and narrower group of targets
and those targets are the diseases of the
developed world because that is where the
money is going to come from to sustain the
present situation. 

There are two approaches to solving this. The first is regula-
tory. The conservatism is being driven by the regulatory
framework. We need to review the regulatory demands for
absolute safety that we impose on the pharmaceutical indus-
try to see if there is any scope for relaxing the regulations and
decreasing conservatism.

Second is the role of non-commercial funding. Public fund-
ing and foundations could lead the way because they are not dri-
ven by targets associated with diseases of developed countries. 

When you go to a surgeon and discuss elective surgery, the
surgeon will say: “There is an 80 per cent chance of a good
improvement; a 10 per cent chance of you being no better and
a 10 per cent chance of dying. Please sign this piece of paper if
you are happy with that.” If people have the opportunity to
make their own decisions, they are much more willing to
accept risk. We have built into the structure of administering
drugs the notion that the patient plays no part in assessing risk.
They assume the drug is safe and we know that is not realistic. 

Robin Murray  Pharmaceutical companies have, to some
extent, caused a lack of trust among doctors and the public, so
one of the difficulties for the general population when assess-
ing risk is that they know that drugs have been over-hyped. 

Richard Barker  To come back to how we translate funda-
mental bio-medical research into real treatments for patients,
that is difficult because of the fall-out rate. It requires clear co-
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operation between the three groups,
the bio-medical scientists, practising
clinicians - we do not have enough
clinical pharmacologists by a long
way - and the bio-pharmaceutical
industry. The light at the end of the
tunnel is that we have much better sci-
ence now to help us understand
which subgroups of patients will ben-
efit from a medicine that targets a par-
ticular pathway. We will only get
there if we work closely together to
say: “In relation to this subgroup of
Alzheimer’s patients or this subgroup
of cancer sufferers, how do we get the
regulators to understand that a partic-
ular medicine, for a smaller popula-
tion, is worth taking forward?” 

Ijeoma Uchegbu  The pharmaceuti-
cal industry exists to make money. If
we are looking at translating good biology into good medi-
cines, governments and public bodies should fund that trans-
lation. If you can stop a patient from smoking, you will get a
better health outcome than doing bypass surgery. Unfortu-
nately, preventive measures do not yield any income. So gov-
ernment has to step in and be aggressive about prevention.

Magdi Yacoub  But the nation has to depend on understand-
ing basic mechanisms. If people do not smoke, it is true that
you will get less incidence of heart disease but you will still
have disease if you do not understand the mechanism. 

Geoff Lee  The ancient Greeks would have called this a “clash
between the gods of science and commerce”. They managed
to get it right, so how do we do it? The science we are teaching
does not inspire young people, but they could be inspired by
studying health and environment as a fundamental part of  the
curriculum, alongside maths and English. That would get peo-
ple inspired by careers in science and business and give us a
flow into the broader science base we need in order to engage
the population. Then we can move from a disease-based model
to a health-based model. Chemistry departments are closing
because we call them “chemistry” departments.

Ian Gibson  Some of them have got wise. The one in Norwich
is now called “chemistry and pharmacy”. That was just an idea
because we knew that the royal college was after a new phar-
macy school. The one at Sussex University is trying to com-
bine. Doing this has increased applications.

Simon Best  In Scotland, we have tried to explore this. The
weakest link in the whole system is science teaching in the
lower grades of secondary school and it is non-existent now in
Scottish state primary schools. The first response to this was
to focus the best teachers on sixth formers who had already
made the decision to take science. The trouble is that we had
taken away the teachers who could inspire kids aged 11, 12 and
13  to take science. That is where we need the best science teach-
ers right now, at the decision-making point.

Geoff Lee  We need to redefine what industry is about in this
area. If we look at a pharmaceutical industry, a diagnostics
industry and a technology industry, we have therapeutics,
diagnostics and information. We have to bring these together
in an industrial and technological context. Only then can we
start to provide integrated solutions.

Anthony Segal  We have to develop a career structure for clin-
ical academics and scientists. We have a very ad hoc arrange-
ment where some people manage to get funding, then they
drop out. There are big gaps between levels of funding. There
is no seamless way a person can develop a career. This is a major
disincentive to entering into this stream of medical enterprise
- clinical enterprise is more secure. 

Sally Davies  We have advertised and awarded the first round
of clinical fellowships in clinical lectureships. These are a part
of the structured pathway that is currently being rolled out to
develop  new generation of academic clinicians. 
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Sarah Montague  One thing that has been raised several
times is this idea of the inequality with the developing world
and how we develop successful ways of tackling that.

Richard Barker  The answer is public private partnerships,
such as those that exist in the fields of malaria, TB and Aids,
mainly in the provision of medicines. We need more resources
The biggest resource problems lie not in the creation of thera-
pies but in the delivery of therapies to the developing world.
The thinking about how we can develop the health systems of
countries in sub-Saharan Africa is not integrated. This is fun-
damentally a political problem, and not something that can be
resolved by the bio-medical and pharmaceutical communi-
ties. We need to create health systems that can deliver the med-
icines that are already in the pipeline.

Simon Best  Even if we sorted out all those problems, the nutri-
tional status of  most victims of HIV or other endemic tropical
diseases is problematic. They are chronically malnourished or
undernourished and the retroviral regime has significant safety
risks in undernourished patients. If we don’t address the basic
issue of food quality and nutrition, we may make things worse. 

Salvador Moncada  It is very clear that helping developing
countries has less to do with disease than with socio-economic
problems. If you solve those, then you could start solving the
other problems, as we have in the West. 

Ian Gibson  That is a problem the Department for
International Development needs to address. 

Ijeoma Uchegbu  Malaria probably kills more
people than HIV/Aids, but Aids receives such a
high profile because it is a disease of the West. I
know people who are working in the malaria
areas and their careers have been reinvigorated
by the Bill and Melinda Gates Foundation.

Colin Blakemore  The difference is that HIV is a
drug-treatable disease and malaria is not, yet.
Quick gains in the developing world are clearly
not going to come through expensive therapeu-
tic interventions. They will come through pub-
lic health but, politically, that it is so complex. 

John Bell  When you are talking about inequali-
ties on a global basis, you need to talk about the
billion poorest people on the planet in whom TB,
HIV, nutrition and the diseases of severe poverty
are primary. Then there is a very large proportion

of the world’s population where the major chronic diseases are
taking equally as many lives prematurely, driving families
back into the poverty trap. Those issues are aligned with issues
of behavioural modification. The big epidemics of diabetes,
common cancers, vascular disease and obstructive airways
disease kill more than 50 per cent of the world’s population
prematurely. It is important not to forget that, even though we
have to think of the very poorest people as well. 

Sally Davies  And those diseases are increasing in the devel-
oping world too. For many of the chronic diseases and cancer,
developing healthy lifestyles will have the biggest impact
throughout the world. We need to understand the impact of
social marketing, the systems and the political levers there are
that will vary from country to country and culture to culture. 

Sarah Montague  Let us look at this country and the possibil-
ities that are within the NHS. 

Robin Murray  Before we get to the NHS, should we not talk
about the conditions in our inner cities and how they facilitate
good healthcare? From a psychiatric point of view, being
brought up in a one-parent family, being abused by your
mother’s boyfriend, having poor or no education about
health, and even taking drugs by the age of 12 is building up
more and more problems. Psychoses have doubled in London
since the 1960s because of people’s lifestyles. There are many
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areas of disease, such as obesity, hypertension and
coronary artery disease where lifestyle patterns are
important. The lack of education or societal plan-
ning to try to reduce the factors that engender these
illnesses is very important. 

We all know how many psychiatric disorders are a
direct consequence of the rise in alcohol consump-
tion, yet we are seeing liberalisation of the drinking
hours. In Scotland this was associated with a great
increase in alcoholism. 

There are no votes in psychiatric care. We are bad
at preventing violence in the normal “sane” popula-
tion and we are not much better at preventing vio-
lence by psychiatric patients. Politicians and news-
papers largely concentrate on the occasional violent
incident. The proportion of deaths and murders by
psychiatric patients has steadily fallen since 1952. So
it is the sane population that is killing people, not
those receiving psychiatric treatment. 

Sarah Montague  Let us move on to the situation in
Britain where we have amazing possibilities. There
is no way the NHS is going to be able to pay for some
of the things being put forward today.

Colin Blakemore  Any health system has finite resources.
What we need to come to terms with, in a sense, is the fraction
of our national wealth that we are willing to commit to health
delivery. We are now investing much more in our healthcare
system as a percentage of GDP than we were before, we are
getting towards the European average. However, it has not
delivered a proportionate gain in quality of care. I think we
need to give a lot more thought to how money is efficiently
channelled to deliver. We need a really sensible public debate
about what we are aiming to achieve. 

Ijeoma Uchegbu  We are living longer, so this investment in
health is yielding some dividend. We heard earlier about the
paper that showed we are spending less on health in the UK
than they are in the United States but we are living longer. I
think the NHS is delivering but it still gets awfully bad press. 

Colin Blakemore  The major component of the increase in life
expectancy in this country is accounted for by the reduction
in smoking. It has nothing to do with medicines. 

Sally Davies  Is not that increase in life expectancy  due to early
diagnosis and better treatment? 

Sarah Montague  I want to bring Carol back. What do you see

as the main limitations of the NHS over the next few decades?

Carol Black  I agree with Colin that, as a democratic society,
we could decide that we want to spend much more on our
health. The demands are infinite. 

Sarah Montague  Do you think we should spend more? 

Carol Black  Thinking of the money that has been poured into
the health service, it has gone into things like salaries, the new
GP contract, consultants’ contracts, Agenda for Change, new
private finance initiatives and pensions. So, relatively little of
it has been available to improve the quality of care. I do not
think we have been able to make the best use of the extra
finance that we have had available. 

Sarah Montague  But looking forward, when people want
their personalised prevention, their personal medicine, the
chip in their arm, who is going to pay for it? 
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Carol Black  We have to decide whether we think it is a rea-
sonable return on the money that is available. 

Magdi Yacoub  It could be available in the future. 

Annette Doherty  If we end up paying for people with chronic
diseases in the ageing population, it will cost the healthcare
system more. We need to invest a healthy percentage of our
overall budget in healthcare because, in the end, it will benefit
the nation. 

Richard Barker  We have to invest in healthcare so that we can
work longer because the socio-demographics mean we will
have to. Young people cannot support such a cost. 

Geoff Lee  We need to invest more in health. It is what every-
body out in the street would want, but I think we have allowed
the parameters of the debate to become fossilised. Whenever
food sales or 4x4 car sales go up that is perceived as “good
news” for the economy, yet when health spending goes up, that
is viewed as “bad news”. But health is an asset, not a liability, so
let us think inventively about socially responsible funding

mechanisms that allow us, as a society, to invest in
innovation that will lead to economic growth and
the healthcare we need to lead successful lives. We
need to start by allowing the politicians and the
Department of Health (DoH) some latitude in
recognising that the electorate is currently asking
them to do a pretty impossible task.

Salvador Moncada  I am all for greater invest-
ment, but that will not solve the problem by
itself. It is a problem of education, objectives and
values and what we want to achieve. 

Colin Blakemore  The paradox is that, in a
socialised health system, we have an opportunity
to organise things differently from a commer-
cially delivered health system and yet we treat it
in the same way. The public believes that it has
funded the scheme through taxes and that it has
an entitlement to whatever it wants. We need to
close the loop of engagement so that the public
understands its own part. It should be more of a
contract in a service delivery relationship. 

Sarah Montague  You are advocating an open
discussion about rationing?

Colin Blakemore  More than that. What we need is an under-
standing that, in return for the benefits of a truly nationalised
health system, there is also an element of obligation and duty;
a duty, for instance, to be willing to be involved in research; a
duty not to abuse the system. There are many other things. 

Salvador Moncada  We have mentioned several times that a
large proportion of the country has stopped smoking. There
is a lot to learn from this. Different types of interventions in
different places are going to make a significant change in the
baseline of the health of our population. Stopping smoking is
not just a health intervention but it is an educational interven-
tion, it is an attitudinal and a political intervention. It is an
overall change in the mind of society and it is important to
implement it in many other areas, obesity being just one. 

Peter Littlejohns  We have heard this morning that trying to
separate the issues out into prevention or cure does not work
because it has to be integrated. Separating out health and edu-
cation does not work because it has to be integrated. It is the
same with rationing. Rationing, to me, means starting with a
shortage of a commodity and ensuring that distribution is fair. 
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Sarah Montague  Rationing is a lazy use of the
word. One of the arguments, surely, is that if
you can say: “This is what the NHS delivers”
and you exclude, for example, ophthalmology,
then you allow a very sophisticated market in
ophthalmology to be provided in the private
sector where people can get delivery. Whereas,
if the NHS tries to provide services in a range
of other things but fails, then people are losing
out as a result of it trying to cover too much. 

Peter Littlejohns  That a very open and frank
debate on what the NHS is there for, what its
overall objectives are and how it should be
delivered is a legitimate way forward, but I
think it is customer-led by the competition. 

Ian Gibson  How do you decide what to take
out? Some of the things that go on in the private
sector with laser eye surgery are disgraceful.
We are talking about regulating the area now.
What about IVF? I could make an argument
quite easily that it should be outside the NHS,
but patient groups would challenge that and they have an
influence. I think you have to include it all.

Sarah Montague  But how do you pay for it if you do not draw
the line somewhere?

Ian Gibson  You have to start with prevention. Jamie Oliver has
managed to hit a nerve that embarrassed politicians and that is
really good. There are things like that where you have to engage
with the industry. You are all having a little poke at pharmaceu-
ticals. Why don’t you have a go at the food industry? I was,
rightly, criticised for taking a football team to the last World
Cup at McDonald’s expense. It sends out a terrible message.

Sarah Montague  We are nearing the end. I want to go round
the table and ask you to say what would be your priority for
spending if you had control of the purse strings?

Ian Gibson  I would start with more walk-in surgeries. A mil-
lion people in my constituency, in one year, visited a walk-in
surgery and did not annoy their GPs with cut fingers and so on.
They are run by nurses; GPs were against them. They have been
a great success and we are urging the government to do more. 

Richard Barker  For me, it has to be cancer. We still have the
lowest uptake of modern cancer medicines. We are going to
have new ones but we do not have the capacity to deliver them,

so the medicines must go hand-in-hand with capacity. We will
learn an enormous amount about what Colin started us off
with, which is personalised medicine. The more advances we
see there the more we need to put money into it quickly.

Colin Blakemore  It is interesting to note that in all the discus-
sion about prevention, the word “vaccination” has not been
mentioned once. I think one of the most exciting and promis-
ing areas is harnessing the power of the immune system in pre-
vention and therapy with all the interesting variants, such as

DNA vaccines and so on. There is the possibility of using vac-
cinations as an approach to the prevention of other diseases.
We have already seen the possibilities in the area of addiction,
in Alzheimer’s disease, neurodegenerative disease and cancer,
of course. I think we are going to see wider and wider innova-
tive uses of immunotherapy and vaccination. 

Salvador Moncada  I would invest in education and in trying
to understand how we develop this contract between the pub-
lic and health providers to take us into the future. 
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Shervanthi Homer-Vanniasinkam  In this country I would
spend my money on identifying, supporting and fast-tracking
clinician scientists who can make a difference in the NHS,
which is one of the best health services in the world. In the
developing world, you have to find people with vision who
can work effectively with local people. I have done 
it myself. 

Magdi Yacoub  I would put my money into engaging the pub-
lic. I would get them to decide about priorities because, rather
than use the word “rationing”, there are priorities that they can
choose for themselves. They can use prevention. They can see
that hi-tech medicines can deliver prevention. 

Geoff Lee  I would use technology to achieve three things.

First, to inspire our young people by mak-
ing health a core part of the curriculum.
Second, to use technology as part of the
solution in healthcare delivery because it
has to be a deflater in the price curve, so we
have more cost-effective healthcare.
Third, as a means of stimulating our 21st
Century economy, because the UK could
take a very exciting lead in this area. 

Carol Black  I would tackle the ten most
common diseases in the socio-economi-
cally deprived communities because we
would see a great gain if we could really
treat those people. In that group of people
I would also target lifestyle diseases,
whether it be smoking, obesity and exces-
sive alcohol. If we could improve the
behaviour of those people, we could see a
great gain in the delivery of healthcare. 

Annette Doherty  If we are talking about
the UK, I would put more money into
education, to make sure we have the
required science, engineering and tech-
nology skills in the UK. I would also put
my money into the healthcare system,
upgrade our hospitals, give our staff bet-

ter training and broaden access to healthcare. 

John Bell  I would not give any more money to the NHS. The
biggest epidemic is obesity and diabetes. I would give more
money to all the other government departments, where their
activities are relevant to controlling that. That means trans-
port, education and the environment. We should put a health
badge on it because we do not have joined-up government and
we are forever having one department doing something really
dumb and then the DoH has to pick up the pieces. I would give
my money to the other departments and let them sort it out.

Robin Murray  I agree that education is most important but,
because it is being done mainly by charities, it only gets to the
middle classes. We have to do something to focus education on
those who are in most need of health advice. In the long term,
we should be combining this with genetic risk so that it would
not be just blanket advice to the whole population. You could
get screened, be advised that you need to pay particular atten-
tion to the risk of diabetes or, in my field, you might need to
pay particular attention to which recreational drugs you take.
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Some people can take
amphetamines and cannabis
without adverse conse-
quences, but other people
will become psychotic. 

Anthony Segal  We talk
about education but I do not
think we do it very well. We
should be clear as to what
the major risks to the popu-
lation are, whether it be dia-
betes, obesity, drugs or
whatever. I do not believe
that we take a great profes-
sional attitude to the educa-
tion of the public.

The commercial sector is
very efficient in doing this in
terms of advertising and the
promotion of commercial
interests. We do not have the
same commercial priority in
the sophisticated delivery of
educational programmes. 

Simon Best  I would
increase the recognised and
growing area of experimen-
tal medicine in the NHS. I would put money through the
research councils and fund the public side of public private
partnerships to help get the next generation of smaller and
more innovative companies going. This obviously, is the
lifeblood of my bit of the industry. Ultimately, I would see this
as complementing larger companies and their needs. 

Peter Littlejohns  You would expect me to say that we need a
frank and open debate around the NHS, so I will not say that.
I think the NHS has a unique opportunity to be seen, not as a
passive recipient of all this debate, but as a very active partner.
The essence of that will be an integration of all the key stake-
holders so that industry, working with the patients, the public
and with the science groups, can carry it forward in an active,
integrated partnership.

Sarah Montague  Which area would you put your money
into, given all that you know about drugs? 

Peter Littlejohns  It has to be the chronic diseases, the whole
issue of obesity and chronic diseases. 

Ijeoma Uchegbu  I would definitely put my money towards
translational research because great biology can end up as a
medicine for a patient. Also, I would put money into the edu-
cation of five-year-olds in healthy eating, not smoking and
having a social conscience. They should care about people
dying in other countries. 

Sally Davies  I think I would spend the money on engaging the
professionals in the health service so that we use what we know
effectively. I am very proud, actually, of the changes that have
been made in my own hospital. However, it is fairly rare that
we get single-specialty professionals talking about the behav-
ioural issues at a broader level. I would like to engage the pub-
lic around adherence to treatment, about behaviour and,
finally, about values. A lot of the new treatments that will hit
us are actually an issue about societal value. The cost is cur-
rently falling to the NHS but we have not done the work to
show the value, not just to individuals, but to society too. I
would like an open debate about that value. 

Sarah Montague Thanks to everyone for a fascinating debate.
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