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    For Aneurin Bevan and all those who continue the fight for the NHS
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Danger of abuse in the health service is not in the way that ordinary people use the service. Abuse is always at the point where private commercialism impinges on the service – where an attempt is made to marry the incompatible principles of private profit with public service.

The solution is to decrease the dependence on private enterprise.

A free health service is a triumphant example of the superiority of the principles of collective action and public initiative against the commercial principle of profit and greed.



    Aneurin Bevan, In Place of Fear

    The first guiding principle is this: maximise competition ... which is the primary objective.


    Andrew Lansley
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‌Foreword

    Ken Loach

    
The reform of the National Health Service is, of course, to bring it back into the marketplace and degrade it back into making health care a commodity – so it’s not reform at all.

If we don’t understand that we’ve got to do everything, up to and including breaking the law, to defend the National Health Service, then we’re finished.



    First the words of a distinguished GP, then those of a former Liverpool dock worker. Across society, there is a realisation that the National Health Service is one of our greatest social achievements and that to keep it is an enormous political challenge.

    This book is a weapon in that struggle. It shows how politicians of all parties, to a greater or lesser extent, have prepared the way for privatisation. It is a familiar pattern. The process in the health service began in the early 1980s, with the subcontracting of cleaning services. Why have we taken so long to respond? Are we so gullible that we believe politicians who say that the National Health Service is ‘safe in their hands’ when all the evidence is to the contrary?

    In order to fight back, we need to understand the reasons for the attack on the NHS. This is an ideological issue. If it were simply a matter of finance, there are solutions to hand. There are billions of pounds in unpaid and uncollected taxes. Trillions, we are told, are kept off shore, beyond the reach of national governments. The wealth that is created by the work of ordinary people is siphoned off so that it cannot be used for the common good. If the political will to sustain a publicly funded health service existed, a way would be found.

    It is a battle for ideas. To some, the drive for profit is a necessary discipline. Private business will see a need, provide the service in the most cost-effective way and make money in the process. Greed is good. When everyone pursues their own self-interest, so the theory goes, we all benefit.

    Except that we don’t. When the need can’t yield a profit, the need goes unanswered. The health service and care services are full of examples of where people’s requirements are not met. All who work there could fill many pages with stories. Further privatisation will widen the care gap and the so-called austerity programme diminishes every aspect of our life.

    The resistance to this has been very weak. Those organisations that should be our first line of defence have let us down. The trades unions, crippled by Thatcher’s government and abandoned by the Labour Party, have barely made an intervention. The Labour Party itself has followed the same path as its Tory predecessor in government. While trying to present a more humane face, it has continued the policies of privatisation and deregulation. When Labour adopted the slogan ‘Labour Means Business’ it was not immediately apparent that it was meant literally.

    This has left a political vacuum. Who puts forward the idea of working together for the common good? That we should be our brother’s and sister’s keeper? That we have the technology and the knowledge to provide a decent life for all but we are in the grip of an economic ideology that makes that impossible?

    There is a fight-back taking place across Europe. Strikes and direct actions are seen in the countries hit hardest by mass unemployment and other consequences of economic failure. In Greece, France and Germany there are new political movements on the Left, putting forward alternatives. It has not happened yet in Britain. When people ask who they can vote for to defend the NHS, what do we tell them?

    This book explains how current politicians have betrayed the principles of the NHS. In my view they are not worthy of our vote. If ever there was a time for there to be a broadly based movement, democratic and principled, which stood for the interests of the people against the demands of business and the politicians who speak for them, that moment is now.

    ‌
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‌Introduction

    Raymond Tallis

    The only thing necessary for the triumph of evil is that good men do nothing.


    Edmund Burke

    This book was conceived in desperate circumstances. In the summer of 2012 I attended the British Medical Association (BMA) Annual Representative Meeting (ARM) for the first time, in order to put forward a motion related to legislation of assisted dying. Three months earlier, Andrew Lansley’s Health and Social Care Act had been passed in the House of Commons after a very protracted and bumpy ride (as Dr David Wrigley will describe). In the packed hall there was an attempt by one or two brave souls, including my co-editor, Dr Jacky Davis, to hold the BMA to account for its ‘too little, too late’ gestures towards opposing Lansley’s bill. The debate was largely procedural, intended to make sure that no one was held responsible, and to deflect attention from the main issues. It was worse than uninspiring. Is this the best that the profession could do, I thought, when required to respond to the greatest threat to the health and well-being of the patients they are supposed to serve since the birth of the NHS?

    On the second evening of the ARM, in deep despair, I decided to follow Jacky’s advice to attend a fringe meeting at a pub near the conference centre. The contrast with the main event could not have been greater. There were about twenty people (half a dozen of them speakers) in a little back room, as opposed to the many hundreds in a beautifully appointed hall. The atmosphere was informal as opposed to the highly choreographed, closely scripted and minutely regulated show I had been sitting through earlier in the day. However, there was a more profound contrast. First, it was obvious that those who were present cared for the NHS and were enraged at what was going to happen to it. Second, the speeches, often given with the minimum of notes, were searching, well informed and impassioned. I had moved into another world, a world of which the medical profession was once a part.

    The two hours I spent listening to the speakers was a crash course in what remained of principled medical politics. For the first time, I was able to see clearly how a toxic bill that few had foreseen and no one other than its proponents saw as desirable, even less necessary, had got on to the statute book. I felt that what I had learned in that small room should be more widely publicised. It seemed as if there were the makings of a book. I arranged for a few people to meet together for an early breakfast a couple of days later. And so began the process that led to NHS SOS.

    This book is about the betrayal of the NHS – and of the people who depend on it for health and health care – by politicians, journalists, the unions and, perhaps most culpably, the leaders of the medical profession. Without the active collusion, passive acquiescence or incompetence of all of these players it would hardly have been possible for the Tories – who did not command a majority in Parliament – to have succeeded in getting Andrew Lansley’s nightmare vision for the NHS enshrined in law. After all, prior to the 2010 election, the Tories had promised to defend the NHS not only from cuts to its budget but from the continuous redisorganisation that successive governments had inflicted on it over the preceding decades. This had been reaffirmed in the Coalition agreement: ‘we will stop the top-down reorganisations of the NHS that have got in the way of patient care’.‌1 Within a few months, the Coalition was boasting of the most radical shake-up of the service since 1948, the mother of all top-down reorganisations. This would be hugely destabilising and expensive,‌2 at a time when, according to Sir David Nicholson, the NHS chief executive, the service would have to make £20 billion of efficiency savings in four years. Nor had any of the political parties given a hint in their manifestos that they would open up the NHS to wholesale privatisation. The impression from the Tory manifesto had been that the NHS would be financially protected – with increased spending year on year (a promise broken) – and otherwise left well alone. It was evident, however, that the plans had been in preparation a long time, though, as Nicholas Timmins has discovered, Lansley was banned from talking about them ahead of the election.‌3

    Such blatant deception, such chutzpah, such contempt for the electorate, should have meant that the bill was doomed. While its passage to the statute book required (as Edmund Burke might have said) that good men should do nothing (or, with a few exceptions, very little), many other conditions were required, as described in the pages of this book. While each of these conditions was individually outrageous, the fact that they were able to come together to deliver the planned destruction of the NHS says something shocking – about the condition of the nation, the pervasiveness of corruption, the debased state of the national conversation about matters of supreme importance, and the marginalisation of professionals who, when faced with the greatest threat for generations to the institution and the values for which they claimed to stand, in most cases preferred appeasement to confrontation, insisting that the latter would be pointless.

    While much of NHS SOS is about the failure of those who should have sunk the bill – their failure to oppose it effectively, or even with conviction – it is important not to forget that Andrew Lansley’s vision had its advocates. There have always been those to whom the very idea of universal health care publicly funded, publicly delivered and publicly accountable is repugnant, and would remain so, even if it were shown that such services were the most effective, cost-effective and popular mode of delivery. While attachment to the NHS has often been described as ‘religious’, hatred of state-provided and state-funded services qualifies more fully for the status of an article of passionate faith. The recent release of the 1982 Cabinet papers shows how the ‘mild-mannered, courteous’ Geoffrey Howe and his leader Margaret Thatcher dreamed of ‘dismantling the welfare state’, accepting that this would be ‘the end of the NHS’.‌4 This caused a near riot in the Cabinet, not because it was a wicked plan – which it was – but because it was deemed ‘politically toxic’. It took another thirty years of neoliberal consensus thinking, as described by Stewart Player, for this to become thinkable. As Ken Clarke said in 2008:

    Labour secretaries of state have got away with introducing private sector providers into the NHS on a scale which would have led the Labour Party onto the streets in demonstration if a Conservative government had ever tried it. In the later 1980s I would have said it is politically impossible to do what we are now doing. I strongly approve.‌5


    It was still unacceptable to the vast majority of those who provided and used public services. Moreover, in 2009 Andy Burnham, Secretary of State for Health before the Coalition, made up for some of the sins of his predecessors in the Labour administration by making the NHS the service’s ‘preferred provider’. Consequently, deceit was still necessary and, when the Lansley plan was eventually brought into the open, it had to be spun. Doctors and patients were to be reassured by politicians presenting the key aim of the bill as putting the clinicians, notably GPs, in charge of health service budgets and what they were to be spent on, and, naturally, to ‘increase patient choice’. Just how far this is from the truth is set out in terrifying detail in chapter 1 (Breaking the Public Trust) by John Lister, and in chapter 7 (From Cradle to Grave) by Allyson M. Pollock and David Price. That this spin was not adequately challenged, or even critically examined, in the mass media is an outrage, as discussed by Oliver Huitson in chapter 6 (Hidden in Plain Sight).

    There were several potential sources of opposition to Lansley’s bill which, if fully mobilised, would have prevented its passage. These were the medical profession, non-Tory politicians and the media.

    The health care professions were best placed not only to understand the true implications of Lansley’s Health and Social Care Bill but to influence public and parliamentary opinion against it. The Royal College of Nursing made its hostility very clear but it was the doctors whose views would carry most authority in the public mind. After all, Lansley’s assertion that his bill would put clinicians in the driving seat would look rather strange if the majority of doctors said either that they didn’t believe him, or that they didn’t want to be running NHS budgets and were unqualified to commission services for populations. Unfortunately they, or at least their leaders, failed abjectly to oppose the bill effectively until it was too late, as Jacky Davis and David Wrigley reveal in chapter 4 (The Silence of the Lambs).

    As Davis and Wrigley discuss, of the doctors who very much liked the idea of a service where they had control of the budget, some were motivated by altruism and others by self-interest. For some, to be blunt, the blatant systemic conflict of interest in providing services that they would themselves commission was embraced as an opportunity for personal enrichment. Greed was the spur. They were in a minority but they had disproportionate influence because they were pro-market and pro-GP commissioning and so had the government’s ear. It would be interesting to know how much gold had been promised to stuff in the insatiable mouths of certain doctors. The rewards would come quickly. A survey in Pulse – the GPs’ magazine – reported that by December 2012 over one-fifth of board members on clinical commissioning groups had financial interests in private health care providers; the BMJ put the number at more than one-third in March 2013.‌6 Things are looking good for Dr Fat Cat.

    Greed was not the main reason for the failure of many to question Lansley’s bill before it was too late. After all, as I shall discuss, the most powerful, articulate and sustained opposition came from the Royal College of General Practitioners (RCGP), who looked at first as having the most to gain. No, there was a deeper malaise in the medical profession.

    The political class has, over the last few decades, regarded doctors with increasingly open contempt. Instead of being respected as patients’ advocates, and as having unique expertise in the best ways to care for patients and the best context in which that care might be delivered, they are portrayed as instinctively conservative, irrationally opposed to change, unable to see the need for it and obsessed by their own perceived self-interest. This has resulted in a progressive marginalisation of the role of doctors in the process of reshaping the services within which they work. Of course, each administration has found a sufficiency of useful idiots within the profession to act as cheerleaders for whatever idea crosses the mind of an ambitious Secretary of State. They are rewarded by flattery, first-class fares, gongs,‌7 elevated office and financial opportunities. But the majority of doctors have gradually drifted to the margins of decision making, doing their best to work with whatever ill-thought-out ideas are foisted upon them by Whitehall.

    I discussed the first twenty years of the marginalisation of the medical profession in Hippocratic Oaths: Medicine and Its Discontents, published just under a decade ago. Successive redisorganisations have further reduced the influence of the medical profession. In the late 1990s and early 2000s the opportunistic exploitation by politicians, most notably Alan Milburn, of medical scandals such as the problems with heart surgery in Bristol, the retention of organs at Alder Hey hospital and the mass murders by Harold Shipman, placed the profession on the back foot. Treating these episodes as symptomatic of a profession that was arrogant, dangerous and unaccountable was very damaging to its reputation.

    Not everyone bought that image of the profession carefully fostered by politicians. As shown in poll after poll, doctors remain highly trusted – in contrast to politicians. Even so, the ‘managerialism’ in the NHS, which has progressed remorselessly since the first steps were taken in 1983 with the recommendations made by Roy Griffiths, has reduced many doctors to mere sessional functionaries. They are concerned to deliver on contracts narrowly defined, and less exercised by larger issues such as the context in which care is delivered and the health of the nation. Brian Jarman, in a recent article,‌8 which should be required reading for anyone concerned about the health of the NHS, has examined the long-term effects of ‘managerialism’, most notably an imbalance of power between doctors and managers. Managers have considerable influence on the funding of hospital and other units, appointments to posts within hospitals and pay rises through the clinical excellence awards. They can refer doctors to the General Medical Council and there is no redress for groundless referral. Whistle-blowing doctors may be dismissed and, with their cards marked as troublemakers, they may find it difficult to obtain further employment in the NHS. (The Francis Report identified this as an important factor in the silence of doctors in the face of the wholesale abuse of patients in the Mid Staffordshire NHS Foundation Trust.) The Department of Health has spent very large sums of money on ‘gagging agreements’ for individuals dismissed from the service. A ‘culture more of fear and of compliance, than of learning, innovation and enthusiastic participation in improvement’ was identified in a report commissioned from Joint Commission International (an authoritative body on accrediting health care institutions).‌9 Needless to say, this report was dismissed and deep-sixed by the Department of Health. David Nicholson regarded it as ‘insignificant’, which makes his very long tenure as CEO of the NHS easier to understand. It was exhumed only in response to a request under the Freedom of Information Act. Managers on the ground – many of whom are deeply committed to patient care – are themselves equally the victims of the ‘top-down and bullying culture’.‌10

    These trends have been exacerbated by the casualisation of the medical workforce and those pressures that Colin Leys identifies to make them become businessmen and -women, and which are described by Stewart Player in chapter 2 (Ready for Market).‌11 ‘Corporatising the NHS’ requires instilling the corporate ethos into its workforce and replacing the fundamental idea (or at least ideal) of the professional as one who is bound by covenant to those he or she serves with versus a contract mediated through an ever-lengthening chain of intermediaries, each taking its cut. You are no longer the servant of the people who come to you for help or of the population from which they come, or answerable to the ideals of your profession. Your immediate loyalty is to a body whose primary oath is ‘First Balance Your Books’ or ‘First Meet Your Targets’ or ‘First Satisfy Your Shareholders’. No wonder the Hippocratic Oath seems to have ‘First Cover Your Ass’ as the most important of its contemporary clauses. Troublemakers make trouble only for themselves. Gone is the consultant body that was the ‘glue’ that held hospitals together and defined their mission. And GPs who feel personal responsibility for the patients on his or her list are becoming less common. Stewart Player describes how the relationship between GPs and individual patients has been deliberately unpicked by health care policies over the last decade or more. Not everything is lost, however. Lord Owen is still correct when he asserts:

    The NHS is … a vocational service. It needs to retain within it a generosity of purpose, philosophical commitment and a one-to-one relationship with the individual patient.‌12


    Nevertheless, the doctor as advocate for the vulnerable is in danger of becoming a thing of the past. This is excellent news for politicians for whom the professions, as an alternative source of authority, have always represented a threat‌13 – second only to patients as a source of trouble. No wonder politicians like to spin advocacy for patients by the medical profession as self-interested. And, of course, there have been striking examples of such self-interest, most notably the BMA’s opposition to the foundation of the NHS in 1948 and, more recently, the negotiation by its general practitioner body of a vastly enhanced salary, while handing over out-of-hours care to private providers.

    Jacky Davis and David Wrigley’s account (chapter 4) of the lamentable failure of the medical establishment to oppose Lansley’s bill deals with the BMA’s policy of ‘critical engagement’ with the Coalition – an overly generous description of what amounted to appeasement, which was maintained until it was far too late. The policy betrayed either a fatal political naivety or a cynical decision to back the bill while pretending otherwise. While this was pathetic, it was less shocking than the way in which the BMA acted with little regard to the views of its members. What is more, it failed to work together with other professional bodies such as the medical royal colleges to put up a united front. It seems unlikely that the bill would have survived the opposition of a united profession.

    The royal colleges’ performance individually and collectively (in the feeble body the Academy of Medical Royal Colleges) was also dismal. Indeed, the Royal College of Physicians (RCP) was stung into action only by the determined efforts of a few activists who called for an Extraordinary General Meeting (EGM) at which the bill was rejected. The leaders of the RCP found this so traumatic that one of their first subsequent actions was to propose an increase in the number of fellows necessary to call an EGM in future!‌14 In the light of Davis and Wrigley’s account of the muted response of the Academy of Medical Royal Colleges in early 2012, it was exasperating to be told of the Academy’s concerns about the implications of the Health and Social Care Act a year after it had been passed, as if they had suddenly discovered the plans for mass privatisation of the NHS.‌15

    The impotence of the profession, or its representative bodies, and the feebleness of its leadership (with one or two extraordinary exceptions) should not occasion surprise. The medical establishment had scarcely noticed – or if they had, done nothing to oppose – the trends over the previous decades that I have just described, which were making it easier for politicians to ignore them. The failure to see that Lansley’s bill was a threat to their fundamental purpose was myopia as usual. They seem not to have grasped that their mission to improve the quality of doctoring and maintain the highest standards of patient care is not deliverable within a political framework that undermines it. It is unlikely that the royal colleges’ well-meaning reports would attract much attention from the senior executives of UnitedHealthcare, Serco or Virgin Care.‌16 The image that comes to mind is of a series of ridge tents pitched on an avalanche.

    The inspiring exception to the mild-mannered protests of the royal colleges (concerned not to upset anyone or threaten their charitable status by being accused of being ‘political’) and the BMA’s advocacy of ‘critical engagement’ (not exactly an adequate response to threatened destruction of everything you are supposed to stand for) was the Royal College of General Practitioners. Their courageous leader Dr Clare Gerada maintained to the very end that the bill would ‘cause irreparable damage to patient care and jeopardise the NHS’.‌17 The story of Gerada’s lonely opposition should shame those who kept mum, whatever their reason. Had she been supported by the other powerful medical bodies in her call for the bill to be dropped, then ‘Dr Lansley’s Monster’ (as the British Medical Journal called it‌18) might well have assumed its rightful place in the dustbin of history.

    I have focused on the betrayal by the medical profession but there were other parties who failed to mount an effective opposition to Lansley’s bill. The other health care unions – which would be an interesting study in themselves – while they were clearly opposed to the bill, did not manage to make themselves heard. They were, of course, in a weaker position than the royal colleges because their clearly expressed views could more easily be dismissed as self-interested. But there were two other players: the media and the politicians. I want to say something briefly about each.

    First, the media. As Oliver Huitson demonstrates, with a few honourable exceptions (most notably Polly Toynbee and her colleagues at the Guardian, the online openDemocracy and, from time to time, the Mail group of newspapers), there was a failure in many print and broadcast media to grasp and communicate the implications of Lansley’s proposed changes. The mantras of ‘putting the patient at the heart of the NHS’ and placing most of the NHS budget (variously quantified as £60 billion and £80 billion annual expenditure) in the hands of GPs was reported and repeated endlessly. In fact, as Pollock and Price make clear in chapter 7, the most important budgetary consequence of the bill would be to place both commissioning and provision of services in the hands of private providers, concealing from public scrutiny the way the health care budget was being spent and, of course, distancing the Secretary of State from responsibility for an increasingly privatised service. Just how little awareness there was of the serious implications of Lansley’s bill is reflected in the findings of an Ipsos MORI poll conducted in February 2012, just as the battles in the House of Lords were reaching their climax, in that only 22 per cent of those surveyed regarded the NHS as the most important issue facing Britain – a long way behind immigration.‌19

    Second, the politicians. The Tories in opposition deceived the public about their plans for the NHS but at least their aims were in accordance with their ideological preference for private over public provision or, failing that, marketised public services. They were being true to their unprincipled principles. As Stewart Player shows in chapter 2, Labour were most culpable; in particular Alan Milburn, whose ultimate ambition – not made clear to those who had elected him – was to make the NHS ‘a kitemark attached to the institutions and activities of purely private providers’.‌20 The Tories were entirely justified in claiming (when they were not describing the bill as ‘revolutionary’) that their proposals were a realisation of a plan dreamed up by the neoliberal wing of the Labour Party; that they were finishing Labour’s dirty work for it. Lansley’s destruction of the NHS has been a long time in the making.

    This left the Lib Dems, who are the focus of Charles West’s insider account in chapter 5 (A Failure of Politics). Without their support it is inconceivable that a minority Conservative government could have got the bill through. What is more, that support was in the face of opposition from their own grassroots membership, who, as West makes clear, were deceived and outmanoeuvred by their leaders. Nick Clegg’s wavering and confusion – due in part to his initial careless inattention to the bill and its implications – is shocking. It was probably not a symptom of the corruption that comes from power – it was too quick for that – but perhaps the equally dangerous corrupting effect of impotence, not too different from that which had been seen in the Labour Party’s reinvention of itself, and betrayal of its principles, in the years out of office.

    One of the great mysteries that West tries to make sense of is Shirley Williams’s defence of the bill at a crucial moment, having earlier made plain her opposition to its core features. It is tragic that Williams’s capitulation, which would have such malign consequences, might be the most important decision in her distinguished career of public service.

    Let me end this overture by addressing several questions that may be crossing the reader’s mind.

    First, is the bill really as destructive as some have painted it? Does it matter who provides health care, so long as it is of a high standard and is free at the point of need? The answers to these questions are to be found in chapter 7 in particular, where Allyson M. Pollock and David Price spell out the consequences of an unravelling NHS. It will take some time for these consequences to unfold but once they have done so, and it is realised that something catastrophic has happened, it will be more difficult to reverse the changes. No administration will be able to buy out the private sector and return the NHS to public ownership or recreate a coherent service from the fragments in the hands of dozens of private providers. Think how, after many years of chaos, renationalising the railways was a financial impossibility. We must act urgently.

    Second, is the NHS worth saving? On the most disinterested assessments, the NHS is both efficient and effective and is currently enjoying a very high level of approval ratings – over 90 per cent – by those who use it. A report by The Commonwealth Fund assessing quality, efficiency, access to care, equity and healthy lives in different health systems in seven industrialised countries, was published in June 2010, just before Lansley’s plans were sprung on the nation. It rated the NHS very highly on quality of, and access to, care; it was top (above, for example, Australia and the Netherlands) on efficiency.‌21 By contrast the US – the inspiration for much of Lansley’s thinking – was a dismal last in all measures. Even more tellingly, a report published in January 2013 found that the US, which devotes a staggering 18 per cent of its economy to health spending (double the percentage of the UK), is at or near the bottom in measures of health and life expectancy in sixteen economically wealthy countries.‌22

    The NHS, however, does have its problems. The shocking findings of the Francis Inquiry into the neglect of patients at the Mid Staffordshire NHS Foundation Trust indicate the scale of such problems in some places.‌23 But the Health and Social Care Act 2012 will not solve them; rather it will make them worse. We may anticipate resources siphoned off into the pockets of private providers, and the atomisation of services. This will be associated with the fragmentation of health care into discrete functions provided by individuals whose primary loyalty must be to the company. Those who blow the whistle on bad, negligent, dangerous and unethical practice in a privatised NHS will face even greater risks to their personal prospects. Indeed, it is the quasi-marketisation of the NHS, with desperately competitive management and ‘de-professionalised’ professionals, and the introduction of much-lauded ‘private sector disciplines’ and ‘private sector values’ that lay behind much of the awfulness of what went on in the Mid Staffordshire Trust. And the events at Winterbourne (hidden from) View, where patients were abused at the per capita cost to the taxpayer of £150,000 a year, hardly demonstrate the humanising influence of the market in health care.

    Third, why rake over the past? The answer is straightforward. If we do not examine and come to understand the context that led to Lansley’s act, we shall not be able to reverse the most toxic parts of it. Most of this book focuses on that context: deceitful politicians with their weasel words; a demoralised, supine or ‘de-professionalised’ profession; and failings of the media in their duty to inform. It is not enough to be tough on Lansley: we need to be tough on the causes of Lansley so that what happened in 2012, for which the way was prepared in the preceding decades, can never be repeated. NHS SOS has been written in the belief that effective opposition requires clear diagnosis of the pathological background and aetiology of the Health and Social Care Act 2012, in particular the corruption of the political process that permitted a drive towards universal privatisation without a political mandate.

    Fourth, can there be effective opposition? Isn’t it all too late? We believe that there is room for hope. The most pernicious parts of Lansley’s act can be removed without yet a further reorganisation. Reinstatement of the duties of the Secretary of State for Health and of the NHS as the preferred provider for services would limit many of the damaging effects of Lansley’s dream. It is heartening, and reassuring, that this view is shared with as astute and experienced a politician as Lord Owen, who has tabled a bill to this effect.‌24

    Fifth and finally, what can we do to create effective opposition? This is the theme of the Afterword by Jacky Davis and myself. It is based on the collective wisdom of many of our contributors and we hope it will motivate readers to act.

    So, the battle is engaged. It is of supreme importance. The NHS was created at a time of great austerity (much more severe than that which the bankers and their neoliberal friends have inflicted on the people of this country) and belongs to an era in which each of us recognises that we share the vulnerability of all. We must not allow this jewel in the crown of the welfare state to be destroyed by those whose rapacious self-interest has rendered them unable to comprehend any notion of the public good or public service. If the corporate raiders succeed, some of us will die from lack of care, many more will undergo unnecessary suffering due to ill health,‌25 and more still will experience financial ruin. This seems a high price to pay for making the world pleasing to hedge fund managers and multinational companies, whose interests are increasingly dominant in the corrupted parliamentary processes shaping every aspect of our lives.

    If Percy Shelley were alive today, he would have to admit that it is not the poets but the Fortune 500 who are the ‘unacknowledged legislators of the world’. It is perhaps more than a little ambitious to hope that we might be able to change this. However, foiling politicians’ plans to turn the NHS into a lucrative industry – something for which there is no political mandate – that will provide fewer and worse services at greater cost is something that lies within our powers.‌26
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‌Breaking the Public Trust

    John Lister

    All politicians lie, just like the rest of us, only more so.


    Polly Toynbee

    It could be said that the National Health Service as we know it was abolished in April 2013, just three months short of its sixty-fifth birthday. This was not a peaceful process. There is no consensus behind the highly contentious Health and Social Care Act 2012, which after a belated, lengthy tussle through Parliament eventually passed to set the new framework.

    The old NHS is being painfully put down, rather than pensioned off – but there is some hope for reviving it, if the public comes together to fight for it. It is consistently high in the public’s affections. When David Cameron’s Coalition Government took office it had received a decade of record investment, allowing it to meet ambitious targets to cut waiting times and improve care, and was achieving record levels of public satisfaction. It was not broken, and did not need fixing.

    Indeed, far from fixing or improving the NHS, the massive unwanted Tory ‘reforms’ have a very different purpose, enabling profit-seeking private companies and non-profit social enterprises to emerge and challenge for a growing share of health budgets, win contracts – and find inclusion on a new, lightly regulated register of so-called ‘Qualified Providers’. Meanwhile, public sector (NHS) providers are being continuously cut and squeezed into downsizing, mergers, centralisation and closures. Cynical ‘reconfiguration’ plans being driven through across England mean only a reduced number of short-staffed, demoralised, overloaded ‘centralised’ units will remain, covering only those services that the private sector does not wish to provide.

    The eclipse of the public sector delivery of health care is no accident. In place of what was for many years a unified system, one that publicly provided a comprehensive range of services to the whole population on the basis of clinical need rather than ability to pay,‌1 the NHS has been quite deliberately reduced by the Health and Social Care Act 2012 to little more than a fund of taxpayers’ money through which services are purchased from a variety of providers. This continued role for public funding has – for the time being at least – allowed health ministers to insist that the proposals are ‘not privatisation’, since treatment will still be free at point of use, despite the fact that the provider of elective and community services is increasingly likely to be a private company or social enterprise.‌2

    Previous Conservative governments have not scrupled to reorganise health services that once were free at point of use, so that very large numbers of patients are now subject to charges for their care. The most obvious examples have been the disappearance of NHS dentistry for many, and soaring charges even for those who can still access NHS dental services; the removal of free eye tests and almost all free provision of NHS spectacles; and, of course, the biggest privatisation of them all so far: the effective privatisation of social care.

    Under Margaret Thatcher’s so-called ‘community care’ reforms (following the 1988 Griffiths Report), long-term care of the elderly, which had previously been financed through the NHS and through social security entitlements, was in 1993 removed from the brief of the NHS and handed over to local council social service departments, where it has remained subject to means-tested charges. As a result, each year thousands of people have to sell their houses to pay for care that once was free. A majority of older people in care homes now pay most of the costs of their own care, while almost all home help and domiciliary services for the frail elderly have been privatised. Councils levy charges based on a person’s income and assets: the charges are being constantly driven upwards by central government funding cuts, even as eligibility for support has been reduced to those with the most extreme needs, leaving others to fend for themselves.‌3

    Flashback

    The 2010 White Paper by then Health Secretary Andrew Lansley, cynically entitled ‘Equity and excellence: Liberating the NHS’, began with an explicit commitment to enforce the target of £20 billion in cost savings to be achieved by the NHS by 2014.

    The subsequent Health and Social Care Act 2012 is a major turning point. When the NHS was founded in 1948 it represented a historic, qualitative leap forward over any previous system, superseding the crisis-ridden ‘mixed economy’ of health care that had preceded the war and which quickly proved unable to meet demand. Today, it is being replaced by a new ‘mixed economy’ of health care, a change that the public has never called for or supported, and a system that will cost more but be less efficient and deliver less care. Driven not by evidence but by ideology, the Tories have reinvented the flat tyre.

    More or less the only people celebrating the passing of Andrew Lansley’s controversial bill in March 2012 were in the private sector, itching to get their hands on a larger slice of the £100 billion health budget in England that now is still largely spent with public sector services.‌4 The Health and Social Care Act opened the way for that to change.

    To make room for a private health sector that has lamentably failed to develop any viable market for its own expansion, it has been necessary to cut the public sector provision, and to create a new competitive health care market in those services that the private companies see as profitable – provided they are backed by government funding.

    To do this, the existing structures of the NHS had to be extensively reorganised. Within months of taking office Lansley, as the Coalition’s first Health Secretary, jettisoned his own party’s previous public pledges of ‘no more top-down reorganisation’, and drew up a 354-page bill that was substantially larger than Nye Bevan’s 1946 act which set up the NHS. While Lansley repeatedly insisted that his enormous and complex bill proposed a plan for evolution rather than revolution, the NHS chief executive Sir David Nicholson was marginally more honest when he admitted that the change was so big it was ‘visible from space’.‌5

    Cutback

    This wholesale reorganisation of the NHS required other abrupt policy reversals by Lansley and by Cameron. From 2006 onwards they (with other Tory MPs) had posed as allies, even champions, of several local campaigns against hospital cuts and closures. Then, in the run-up to the 2010 general election they promised to impose a ‘moratorium’ on further closures of A&E and maternity services and to increase NHS spending in real terms year by year.‌6 They even made special commitments to safeguard a few hospitals close to Tory Party electoral interests, such as Chase Farm Hospital in Enfield and Queen Mary’s in Sidcup. However, after the election such pledges and the brief moratorium were swiftly dropped. Within months the changes were felt at Queen Mary’s, with the process of rundown accelerated and its A&E closed. The drive to axe Chase Farm was also renewed. These and similar cuts were part of the wave of cutbacks that have been unleashed since Lansley’s 2010 White Paper launched an unprecedented and sustained cash squeeze on the NHS. Hospitals and other health trusts were required to generate cost savings of more than 4 per cent per year, year after year, a cumulative target of £20 billion – with actual cuts dressed up as ‘efficiency savings’.

    Cuts, closures and rationing of public sector services run hand in glove with privatisation and the creation of a new market for health care. The aim is to scale down public providers, downgrade and discredit public services, and strengthen the position of private companies such as Serco and Virgin who have their eyes on winning contracts to deliver services, especially in primary care and community health.

    It’s no accident therefore that prominent among the cuts have been moves by growing numbers of local commissioners to exclude more and more elective treatments and operations from the list of services available on the NHS.‌7 Where the NHS will no longer fund a treatment, such as a hip or knee replacement, or hernia and varicose vein operations, the patient has an invidious choice: go private – and pay up for treatment that once was available to all who needed it free of charge – or go without.

    This rationing of health care (which has the effect of restricting access to services sweepingly dismissed as of ‘limited clinical benefit’ to only those who can pay) was one of the extensive series of proposals for cost-cutting outlined in a report written by the giant multinational consultancy McKinsey and Company and commissioned by the Labour Government in 2009.‌8 In public ministers always denied that rationing was under discussion, even after Essex became the first of many authorities to explore the possibilities of using rationing and exclusions to save money in the dying days of the Labour Government. More recently, Coalition ministers have been the ones claiming innocence – even as they tighten the financial screw on local commissioners.

    To drive through cutbacks and unpopular policies on the scale put forward by the Health and Social Care Act 2012 requires diluting of the already limited accountability of local NHS bodies and service providers. Starting in April 2013, primary care trusts (PCTs) and strategic health authorities (SHAs), which once commissioned and planned health care on behalf of local and regional populations in England, were replaced by ‘local’ bodies that are anything but public – over two hundred clinical commissioning groups (CCGs).

    In theory the CCGs are controlled by local GPs, and this has been the main argument used by ministers to defend them. But from the outset it was clear that this was unlikely to happen in any meaningful way. Most GPs remained resolutely opposed to the Health and Social Care Act, and would not step forward for a role invented to support it. For the most part they recognised that if they were forced into the role of commissioners, they would have to take the blame for imposing cutbacks and the rationing of care to their own patients, which were integral elements of the reform package. Some also recognised that GPs would have little day-to-day control over running their local CCG. As clinicians with a caseload of patients, most GPs lack the time, energy and inclination to take on a major strategic management job involving a nine-figure budget, or for planning services in much wider areas than their own practice.

    A handful of well-meaning but misguided idealists have hung in and engaged with the development of the new CCGs,‌9 but the involvement of doctors has been mostly limited to a group of willing ‘reformers’, many with an eye to potential personal gain and increased local influence available under the new scheme.

    In practice local CCGs will function almost entirely through their small, largely self-selected executive boards, many of which barely trouble to consult the wider community of GPs in their area before taking far-reaching decisions about the provision of health care. For instance, in north-west London, the primary care trusts (acting together as ‘NHS NW London’) hatched a plan in 2012 to close four A&E units and wider plans involving the closure of more than one-quarter of the acute beds, with the loss of over five thousand jobs, many of them clinical staff. This was an astonishing change in health care services for the community, but the PCT announced a public consultation on the A&E closures one day, and almost the next claimed that the plans were supported by all of the north-west London shadow CCGs. Few GPs outside the magic circle of board members were fully aware of the proposals, and none of those who were aware of them had been asked to register their views.‌10

    The opposite of devolution

    The CCGs report to a newly created, national body that is neither public nor locally based – the NHS Commissioning Board now known as ‘NHS England’ – and its twenty-seven secretive subdivisions, called local area teams.‌11 The NHS England Board gets to vet the constitution of every CCG, retaining the right to intervene in a CCG’s activities, including the ability to force a merger with another CCG or force a change of the CCG’s chief executive if the CCG does not fall in line. NHS England will impose tight cash limits on the CCGs. It will set detailed guidelines on how CCGs must work, defining the limited scope they have to decide basic things such as who should provide local services. The goal, it seems, from reading the legislation, is to have decisions that were once in the hands of the doctors, and then in the hands of PCTs, framed and controlled from above.

    Given the pressures on GPs, implementing the reforms was always going to be delegated to a management team. For the past couple of years, a number of PCTs had begun to establish ‘referral management centres’, which were intended to help cut health care costs by reducing referrals to hospital. GP referral letters increasingly went not to the chosen hospital but to a referral management centre, some of which were run for profit by private companies. The centres would second-guess the decision of the GP and patient, without knowing anything about them, suggesting that a cheaper alternative treatment was more appropriate. The referral would be sent back to the GP – making a complete travesty of ‘patient choice’. Pulse magazine, whose readers are mainly GPs, found that around one in eight referrals were being ‘bounced back’ in this way, even before the latest financial squeeze.‌12 This centralised model is likely to be extended further by NHS England, looking over the decisions of CCGs with an eye to cost containment and efficiency.

    There is also the fear that in more and more cases CCGs’ own management teams will be steered by private sector management consultants. In the first instance the CCG commissioning support services (many of them former primary care trust and strategic health authority staff) have been organised by NHS England. But by 2016 ‘commissioning support services’ must be ‘externalised’, that is, put out to tender,‌13 offering rich pickings for the management consultants – McKinsey, Ernst & Young, PricewaterhouseCoopers and Capita, to name a few of the usual suspects. The handful of GPs who have taken a spot on CCG boards are trapped by cash limits, decisions imposed by the outgoing PCTs, and by the outside forces of referral management centres and commissioning support services; they are bullied by NHS England and unlikely to be able to ‘reform from within’. A CCG cannot even claim to have any popular mandate or support, since CCGs were set up without any public consultation or involvement. The process makes a transparent nonsense of Andrew Lansley’s assurance of ‘no decision to be taken about me, without me’.

    In fact, coupled with the budget squeeze, the Health and Social Care Act guarantees that almost every decision on the development and configuration of services is now being taken without any regard to the views of local people, or even in the teeth of popular opposition. Consultation exercises about the future of the NHS and local commissioning have been a farce, and any strong expression of public outrage at the changes has been brushed aside, with only sketchy, tokenistic attempts to address local concerns over the closure of hospitals and A&Es.

    The most outrageous example of this, of course, has been the use of the draconian powers of the ‘unsustainable provider regime’ in the case of South London Healthcare Trust, which was facing massive financial problems. A special administrator was named, but, finding it impossible to lay their hands on sufficient cash savings within the trust, the administrator opted to spread the pain and axe a successful and popular neighbouring hospital in Lewisham. This was despite huge local protests and opposition from the local council, community organisations, over ninety hospital consultants who signed detailed critiques of the administrator’s proposals and the Lewisham CCG itself.‌14

    End of trust


    The PCTs are not the only part of the NHS as we know it that are being abolished by the Health and Social Care Act. NHS trusts are to be abolished too. Until now, NHS trusts – whether they are providers of hospital services, mental health, community or ambulance services – have held their board meetings in public, published board papers and had an obligation to consult on major changes. But under the act, any NHS trusts that have not yet gained foundation trust status are required to take steps to do so by 2014. Foundation trusts are run as not-for-profit businesses (‘independent Public Benefit Corporations’).‌15 Their boards are ‘free’ to meet in secret, can choose not to publish their board papers and can take far-reaching decisions with reference only to the national regulator. Most foundation trusts have taken full advantage of this freedom to be more secretive and withhold information that has previously been in the public domain.‌16 Lansley’s plan is to go much further and remove the foundation trusts from the NHS balance sheet altogether, effectively completing the process of privatisation.‌17

    The establishment of foundation trusts in 2004 had signalled a substantial break in the accountability of NHS hospital managers. Previously, managers had reported to the Secretary of State, who reported on to Parliament, allowing MPs to raise questions of concern relating to their local hospitals. But as soon as the first hospitals were converted into foundation trusts, they were no longer accountable either to NHS management structures or directly to government.‌18 Only the regulator, Monitor, itself a body dominated from the outset by management consultants, many of them former employees of McKinsey (or contractors still employed by McKinsey), had powers to intervene.‌19

    We now know that those powers to intervene were very limited, and the level of regulation was grossly inadequate. A hard-hitting report, issued early in 2013 by the Commons Public Accounts Committee, exposed the impotence of Monitor’s attempts to intervene to dissuade the board of Peterborough and Stamford Hospitals Foundation Trust from proceeding with what has emerged as a disastrously expensive £310 million contract for a privately funded hospital in Peterborough.‌20 Two letters from Monitor to the board warning against the expense of the project were ignored, not only by the board but also by the strategic health authority, the Department of Health, the Treasury, and Health Minister Andy Burnham. All of these parties signed off on what has become a £2 billion, 612-bed hospital project that has plunged the foundation trust into a massive, unpayable deficit, equivalent to one-quarter of its annual turnover.‌21 Further, the calamitous failure of Mid Staffordshire NHS Foundation Trust to deliver adequate standards of health care has been well documented by the two Francis Reports, underlining the feeble efforts of the Health Care Commission, the forerunner to today’s Care Quality Commission (CQC) to check on the quality of care in the area. Monitor also rubber-stamped Mid Staffordshire’s application for foundation trust status after minimal scrutiny, overlooking the desperate cuts in staffing that were necessary in order to wipe out the £10 million deficit and achieve a balanced budget – usually with ‘surpluses’ built in to pay for the development of their services – as required for foundation status.‌22

    While these failures of scrutiny and regulation remain unresolved, showing the weaknesses of the current system of regulation of foundation trusts, the Health and Social Care Act 2012 establishes an even more fundamental accountability gap: the provision that ends the direct duty of the Secretary of State to provide health services to England’s communities and passing this responsibility to the new NHS Commissioning Board, accountable to no one in government.‌23

    Hospitals treated as businesses

    Already the early symptoms of a commercial market are emerging. NHS foundation trusts and hospital trusts are no longer regarded under the law as public services, but as profit-seeking businesses, along the lines of a Tesco, United Biscuits or Barclays. When NHS trusts and foundations generate modest ‘surpluses’ – as required in order to meet government targets – these are viewed almost as though they were profits, even though, unlike profits, NHS surpluses cannot be pocketed by shareholders.‌24, ‌25

    Indeed, mergers between foundation and hospital trusts are now investigated as commercial transactions by the Office of Fair Trading (OFT). Even cash-saving reconfigurations of services are probed for their impact on competition and local health markets by the so-called Co-operation and Competition Panel (CCP), which was set up by Labour in 2009 and has been utilised eagerly by the Coalition as part of the quiet efforts to transform the NHS into a commercial market for health care.‌26 From the beginning, the core assumption among CCP (and OFT) staff has been that competition and choice of providers is always better for patients and that it is a means for securing better ‘health care’ value for money. However, there is a marked lack of evidence to support this pro-market view.






OEBPS/images/cover_opt.jpeg
] AUTO x1/2 OF

How the NHS was hetrayed - and how we can save it

@E
1-

Edited by

Jacky Davis

& Raymond Tallis
Foreword by Ken LoaCh







OEBPS/images/21648.jpg
NHS SOS

How the NHS Was Betrayed —

And How We Can Save [t

Jacky Davis and Raymond Tallis, editors

ONEWORLD





OEBPS/images/imprint-page-advert_opt.jpeg
Stay up to date with the latest books,
special offers, and exclusive content from
Oneworld with our monthly newsletter

Sign up on our website
www.oneworld-publications.com





