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Darzi: Our NHS, Our Future 
 
What a lost opportunity. The NHS has endured its worst ever two years. The morale of health 
workers has never been lower. Health workers are increasingly asking themselves if the destruction 
of the NHS as a publicly owned and accountable body is now formal Government policy. Patients 
have lost a great deal of confidence in the NHS following the savage cuts that accompanied Patricia 
Hewitt’s 2005/06 financial ‘crisis’. A review of the NHS, with the stated objective of creating a 
‘world class NHS’ could not have come at a better time. This was an opportunity to really engage 
with patients, not through marketing consultants and ‘public opinion’ surveys that are completed 
primarily by the articulate middle class users of our health service. This was an opportunity to talk to 
the elderly and disabled patients waiting outside the GP surgery at 9am, to talk to the young mothers 
who can’t access health visiting because of cuts, to sit in hospital waiting rooms and listen to what 
the bulk of our users of the NHS are really saying. 
 
This was an opportunity also to engage with our more than a million health workers, through our 
trade unions and our professional bodies. It is astonishing that this has not been done in any 
meaningful way, genuinely shocking that Lord Darzi can pronounce on his ‘immediate steps’ to 
reform the NHS with no process at all of formal consultation with health workers. Health workers 
choose to work for the NHS because of their commitment to the NHS and its public service values. 
Trade union activists in particular are united by a passionate commitment to the NHS. It is deeply 
disappointing that Lord Darzi simply bypasses this positive force for change.  
 
A casual reader of Lord Darzi’s interim report might legitimately wonder if Darzi is aware of who 
works for the NHS, other than doctors. Nurses warrant a (fleeting) mention. Physiotherapists are 
honoured by a single name check. Other Allied Health Professionals seemingly don’t exist at all; nor 
do the diverse scientific, technical and support staff who make up the NHS workforce. All those 
diagnostic tests presumably happen more or less by magic, along with the high tech machinery being 
maintained, the phones being answered, the wards being cleaned and so on. Does Darzi reflect the 
Government’s lack of awareness of a health service that works as a team, relying on all of its 
members? If so, this is desperately concerning. 
 
Where the NHS is concerned, this Government’s spin has been a good deal more positive than the 
realities. This review was an opportunity to do things rather better – but on current signs, the 
opportunity has been thrown away. The use of Lord Darzi to drive through the privatisation agenda is 
perhaps primarily a PR ploy. ‘I am a doctor not a politician’ proclaims Darzi proudly, in his summary 
letter introducing the report. 
 
In fact Darzi’s initial conclusions are wholly consistent with the Government’s recent policy 
initiatives on the NHS. The report strengthens the themes already clear from ‘Commissioning a 
Patient-Led NHS’ (July 2005), ‘Our Health, Our Care, Our Say’ (January 2006), the June 2006 
attempt to entirely hand over the running of primary care trusts to the private sector, and the more 
recent ‘Framework for procuring External Support for Commissioners’ (October 2007). Darzi may 
not be a politician – but his policy approach is remarkably similar to that established by Hewitt and 
her successor. 
 
Labour inherited the Tories’ privatisation agenda – and, sadly, progressed it with enthusiasm. The 
focus has, until recently, been largely on the acute sector. There have been enormous commercial 
opportunities here for big business. Hospitals built under PFI, for example, will cost the NHS around 
£53 billion – but would have cost only £8 billion had they been financed traditionally through public 
spending. 
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The privatisation of the acute sector has caused immense harm. It has been increasingly clear over the 
last three years that PFI is a disaster for the NHS, leaving significant numbers of hospitals facing 
financial crisis and even bankruptcy. The NHS as a whole is now locked into lengthy (and very 
costly) contracts with the private sector for hospital buildings that the Government itself has now 
decided are not needed. Independent Sector Treatment Centres expand ‘choice’ at the cost of 
undermining the long term viability of NHS provision. Johnson has not reversed either policy, and 
the Government’s commitment to the privatisation of the NHS (through PFI, ISTCs and a host of 
other initiatives) remains clear. However, the focus of attention has moved firmly away from the 
acute sector and has now fallen on primary care - a continuation of the policy shift begun in July 
2005. 
 
This is the context for Darzi’s report. He may not be a politician, but it is disingenuous of Darzi to 
pretend that he has no political agenda. It is abundantly clear from ‘Our NHS, Our Future’ that Darzi 
shares the Government’s enthusiasm for the privatisation of the NHS. The theme of privatisation runs 
throughout the report as consistently as the letters through a stick of Blackpool rock. 
 
Areas of Agreement 
There are, of course, areas on which Unite and Lord Darzi will agree. Unite (and Amicus before it) 
has always welcomed change in the NHS – if change is about improved patient care. We welcome 
the increased spending on the NHS. We wholly support the vision of an NHS that is fair, 
personalised, effective and safe. We are passionately committed to ‘a world class NHS that prevents 
ill  health, saves lives, improves  the quality of people’s lives and treats people with dignity and 
respect’. We support the concept of a ‘wellness’ service with a stronger emphasis on prevention – 
although we note the erosion of services around public health, sexual health, mental health and the 
like as these have often been seen as a soft target for cuts and redundancies. We share Lord Darzi’s 
concerns about continuing health inequalities in our society (although we believe that fundamental 
steps to tackle social and economic inequalities would be required to reverse these). 
 
We do not agree with Darzi on how a good deal of his vision may be achieved. 
 
Gaping Holes  
There are some surprising omissions in Darzi’s report. There is no mention here of the disastrous 
financial crisis of 2005/06 that led to the loss of tens of thousands of NHS jobs, and to catastrophic 
service cuts. The NHS has not yet recovered from this crisis – which many of us believe to have been 
entirely fake, and manufactured for wider political reasons. There is no mention of the staff shortages 
that have followed redundancies and vacancy freezes, or of ‘skill mix’ used crudely to cut costs (and 
the quality of services). There is only a fleeting mention of the cuts in training budgets for the 
professional development of many clinical and scientific staff, with no analysis of why or how this 
happened. There is no mention of the widespread organisational chaos following Commissioning a 
Patient-Led NHS, or of the current drive in primary care to outsource clinical services. There is no 
mention here of this year’s pay cut for NHS workers, or the Government’s plans to drive through pay 
‘restraint’ for a further three years, or the recent survey that showed the morale of NHS workers to be 
so low that two-thirds of us are considering leaving the health service. 
 
These things are not details. A ‘slash and burn’ approach to running health care cannot conceivably 
deliver a world class NHS. An over-worked, angry and under-paid workforce is poorly placed to 
deliver high quality health care. Some Government commitments to job security, fair pay and a 
publicly owned and provided NHS would provide a far more favourable context for achieving 
improved patient care. There are perhaps some lessons to be learned here from Scotland. 
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Privatisation 
Lord Darzi’s enthusiasm for privatisation is unrestrained. Although he comments in his report on the 
need to take account ‘of the best available evidence’ (p 6) and that ‘change should only be initiated 
when there is a clear and strong clinical basis for doing so’ (p 7), these cautions evidently do not 
apply where privatisation is concerned. There is apparently no need for an evidence base when it 
comes to handing over the NHS to the private sector, as simple common sense tells us that this must 
be the right thing to do. 
 
So Darzi concludes that, as an immediate step to be taken – apparently with no need for further 
consultation – ‘To help make care more personal, patient choice should be embedded within the full 
spectrum of NHS funded care, going beyond elective surgery into new areas such as primary care 
and long term conditions’. This is illogical nonsense. Independent Sector Treatment Centres have 
been a nice little earner for private sector providers, allowing them to cherry pick the most 
straightforward (and therefore profitable) patients, and to be awarded contracts that pay for surgery 
irrespective of whether or not it is carried out. Estimates are that surgery carried out by ISTCs costs 
30% more than equivalent NHS provision (Public Finance, 2006). There is no evidence – and not 
even any serious claim – that ISTCs have given more ‘personal’ care to patients.  
 
This is not a rational justification for bringing in the private sector to run health visiting, district 
nursing, school nursing, physiotherapy, speech and language therapy and so on. The prospect of 
bringing in private sector providers to explore profit margins around palliative care is enough to give 
most of us nightmares. Private sector involvement in primary care is not about personal care, or 
choice, or dignity and respect for patients, or any of the other fine words scattered throughout the 
report. This is about destroying existing clinical services in the name of profit. Without question, this 
is to the detriment of patients. 
 
Darzi calls, quite rightly, for additional resources to be invested to bring new GP practices to the 
areas of greatest need. The sting in the tail? The new practices may be organised ‘on the traditional 
independent contractor model or by new private providers’ (page 6). We are already seeing this 
process taking place in the areas of highest social deprivation, with – in practice – salaried GPs 
sacked and replaced by private sector providers. This process will now be rolled out across 25% of 
PCTs, again as an ‘immediate step’. Practice based commissioning makes the family doctor service a 
very attractive area for the private sector to muscle in on. There isn’t too much money to be made 
directly from seeing patients – but a few years in, and private GPs will be using their commissioning 
powers to buy services from an established network of private subsidiary and ‘partner’ companies. 
This is the route to very, very rapid privatisation of the NHS as a whole. 
 
Again, it would be nice to see an evidence base for the widespread introduction of private sector GPs. 
An East London PCT has pioneered the use of private sector GPs. Anecdotal evidence from patients 
suggests quite significant unhappiness. Doctors are expected to achieve a high ‘throughput’ of 
patients, with little time available for individualised care. Patients are also referred to the practice 
nurse when they wish to see the GP, or to a health care assistant when they wish to see the practice 
nurse. There is a growing concern that profit, rather than patient care, determines the priorities. 
 
There is an alternative. There is a very strong case to be argued for the introduction of more salaried 
GPs in areas of high social deprivation, where traditional GPs have been hard to attract. Directly 
employed GPs would be well placed to focus on local needs, and PCTs could be supported by the 
Department of Health in making salaried GP schemes more attractive – through flexible working, 
career development opportunities, access to support with child care, and so on. 
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Darzi goes out of his way to praise the ‘marketisation’ of the NHS, claiming that payment by results 
and practice based commissioning are ‘beginning to make it easier for patients to choose where they 
are treated’ (page 13). There is of course no evidence that patients want ‘choice’ (in this context a 
code word for privatisation). Patients want high quality NHS care from local NHS providers. The 
new mechanism of ‘Referral Management Centres’ in any case erodes any concept of meaningful 
choice. We now have a situation where a GP and patient between them choose an appropriate 
specialist referral – but this can simply be rejected on cost grounds. The right to real choice is 
apparently very limited indeed. Darzi does not deal with this. 
 
Darzi says that payment by results is an intrinsically good thing because this is about ‘making it 
easier for money to follow the patient’ (page 13). The reality is that invoices and paper work now 
follow the patient. Former Secretary of State for Health Frank Dobson estimates that the 
marketisation of the NHS (including the nonsense of payment by results) wastes around £12 billion a 
year in increased bureaucracy. PCTs and hospitals have been turned into competitors, with the 
introduction of ‘gaming’ by hospitals to charge for work that has not been done, while PCT 
commissioners seek to avoid payment. There is an ongoing incentive for commissioners to cut costs 
by buying the cheapest services, and for providers to cut costs to retain work – so the quality of 
patient care suffers, the spending on clinical care is cut, but overall costs remain high as money is 
wasted on invoices, administration and advertising.  
 
Block contracts by comparison were a sane and cost effective way of planning health care. PCTs 
were able to estimate requirements based on population need, and hospitals were able to plan on the 
basis of guaranteed income. Payment by results has contributed very directly to the financial 
instability that has harmed the NHS so much over the last two years. 
 
Darzi praises the ‘provider purchaser split’, claiming ‘the commissioning process itself is starting to 
drive improvements in the quality of care provided to patients’ (page 13). This is not an evidence 
based claim. Health workers in primary care are increasingly aware of the vulnerability of the 
specialist services they provide. Primary care trust commissioners do not necessarily understand the 
complexity of community health services any more than many GPs. How will an unglamorous and 
low profile service like advocacy for adults with learning disabilities survive? What is the future for 
health advocacy for adults with English as a second language, given the new political orthodoxy that 
everyone just has to learn English? Do higher profile services such as community nursing and speech 
and language therapy have any future within the NHS when a private sector provider can win a 
contract with a loss-leader bid, with no need to have established expertise nor even a pool of 
qualified staff? The reality is that we are now starting to witness the fragmentation of the NHS, the 
cherry picking of profitable services by the private sector, and a likely dumbing down in the quality 
of patient care as established skills and experience are lost. 
 
Similarly, Darzi states that private sector providers ‘have also helped extend choice, add capacity 
and spur innovation’ (page 14). This is supposition, not fact. For a man who claims to believe in 
evidence based health care, Darzi is remarkably slow to provide evidence for his support for 
privatisation. 
 
The health system in the USA is a prime example of how not to provide health care. The USA spends 
as much as 16% of its GDP on health – yet 45 million Americans are not covered by health insurance 
at all, while millions more find that their insurance does not cover them when they need support. We 
are now seeing American companies such as United Health invited to run chunks of our own NHS, 
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while Kaiser Permanente was heavily promoted at Darzi’s ‘International Clinical Summit’ in 
November. 
 
The theme of support for the privatisation of the NHS is a strong one – the dominant theme of 
Darzi’s report. It is this more than anything else that will ensure the distrust of NHS staff. Health 
workers are strongly motivated by a belief that in a decent society we look after one another simply 
because we are human beings and we care about one another. We ‘go the extra mile’ on a daily basis 
because we are motivated by patient care, and by the values of the NHS within which we work. Darzi 
– and his Government masters – fail to understand the profound damage now being caused to the 
NHS by the introduction of the profit motive. The lack of understanding is in some cases downright 
bizarre. Darzi states, with no attempt at analysis or explanation, ‘If we are to have world class 
services across the board, then we need to have world class commissioning’ (page 51). Why? Surely, 
if the NHS is to offer world class services, a good starting point would be to provide world class 
services? 
 
Darzi states, ‘I believe that the innovative practice that independent sector providers can bring will 
help realise dramatic improvements for patients…’ (page 30). Is there a basis for this belief? It 
remains opaque. The risk, of course, is that the private sector providers will replace the established 
centres of excellence in the NHS, and replace care driven by human need with care driven by the 
profit motive. 
 
Darzi’s support for FESC (the Framework for procuring External Support for Commissioners) is 
strong. Darzi calls for the ‘extensive use within every SHA’ of FESC (page 51). This amounts to little 
more than an all-out assault on the NHS and the values of the NHS. This is the route to the rapid 
breaking up our health service, and allowing the private sector to grab the more profitable elements 
of it. There is not evidence based, and this is not clinically driven. This is about a Government 
ideology – enthusiastically backed by Darzi – that says, ‘Private is good, public is bad’. 
 
An Attack on GPs 
A secondary theme of the report is the extent to which it comprises an attack on GPs. There is no 
attempt here to talk to GPs, or to work with GPs. They are simply told what to do, by a man who 
evidently has little understanding of primary care. The report is explicit that, if GPs will not fall into 
line, they will be replaced with new service providers who will – and will probably be replaced in 
any event!  
 
An ‘immediate step’ is to bring new GPs into the 25% of PCTs with the poorest provision – but these 
may be ‘organised on the traditional independent contractor model or by new private providers’ 
(page 6). There is a clear commitment to the use of ‘new private GP providers’ (page 20), despite the 
lack of evidence that this will improve patient care. This amounts to opening up the family doctor 
service to the private sector on an unprecedented scale. 
 
We are apparently to see a further erosion in the relationship between GPs and patients, with the risk 
to continuity of care that this will bring. ‘Newly procured health centres’ will offer health care to all 
local people, even if they are not registered with a GP at one of the new centres (page 6). While this 
offers convenience to patients, there is a real threat to the quality of patient care. In line with the 
general theme, these may be commissioned from existing GP groups or ‘from other providers’ (page 
26). 
 
PCTs are instructed to ‘introduce new measures to develop greater flexibility in GP opening hours, 
including the introduction of new providers’ (page 6), again as an immediate step. This is of course 
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Gordon Brown’s notion, rather than Darzi’s. Brown said in October that that the Government's 
‘immediate aim’ was for at least half of GP surgeries and health centres to open during evenings and 
weekends. 

Recent months have seen an apparently systematic ‘GP bashing’ campaign, with the media 
encouraged to report that GPs are over-paid and failing to deliver. In late December, negotiations 
between the Government and GPs broke down – the Government told GPs to extend opening hours, 
and told them that bonuses worth £300 million would be withdrawn from practices that did not fall 
into line. Laurence Buckman of the BMA commented, ‘These cuts will destabilise general practice 
and make it difficult for practices to maintain quality ... The government is showing a careless 
disregard for patients with diabetes, chronic lung disease, heart disease and those at risk of strokes’.  
His belief was that incentives to improve the care of these patients were being removed by the 
government to finance longer hours for commuters. 

There is very little evidence that patients want or need extended opening hours. In July, a 
Government survey of two million people found 84% to be happy with existing hours, while only 4% 
wanted GPs to open later in the evenings, and only 7% favoured Saturday surgeries. Perhaps many 
patients have guessed part of the hidden agenda here. Once GP appointments are available out of 
working hours, there will be no question of time away from work to attend. The ending of time off to 
attend medical appointments is a long-cherished aim of the CBI, with Neil Bentley (the CBI’s  
director of public services) complaining bitterly in August 2007 that four times as many hours were 
lost through doctors’ appointments as through industrial action. 

There is now an unprecedented opportunity – as single-handed GP practices are replaced with new 
multi-GP health centres - to work with GPs to build a stronger primary care sector, based around 
multidisciplinary teams, providing services that are responsive to local need and national priorities. 
Instead, we are lurching ever deeper into the world of corporate health care. 
 
Primary Care 
Does Lord Darzi have any knowledge of primary care? He has evidently been told that 80% of 
patient contacts take place in primary care. He seems unaware of the profound damage caused to 
primary care services (community nursing, speech and language therapy, psychology and the like) by 
the cuts of recent years. He is conspicuously unexcited by these ‘bread and butter’ services that allow 
people to maintain an acceptable quality of life. Darzi’s report barely acknowledges the existence of 
older people and children – yet these are overwhelmingly the users of primary care. 
 
Darzi’s panacea for primary care is privatisation – in the absence of any evidence at all that this is 
needed or wanted. His other big ideas are largely irrelevant to most users of most primary care 
services. It is rare for patients to need access to co-located diagnostic facilities when they attend an 
appointment with a GP or practice nurse. While this is not necessarily a bad thing, nor is it a priority 
in an NHS where existing primary care services so badly need additional funding. A Health 
Innovation Council and Academic Health Sciences Centres are a fine idea – none of us is going to 
disagree with innovation and world class care. However, these are of limited immediate relevance to 
the provision of health services in the primary care sector. Darzi’s proposals in reality contribute to 
the dismantling of the basic day to day care on which most patients, most of the time, depend.   
 
What primary care services desperately need are adequate funding, enough skilled staff to deliver a 
high quality service, an end to the constant threat of out-sourcing, and an end to continual 
reorganisation. 
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Darzi’s other suggestion for primary care is for ‘life and health check ups’ (page 37). There is strong 
research evidence of the efficacy of universal health visiting services for young children – yet these 
services are under attack across much of England. There is no such evidence base for the general 
provision of health checks, and these are often regarded as services for the ‘worried well’. The 
danger is that we are putting resources into providing health checks for commuters at 8pm in the 
evening – but neglecting the greater needs of older people, people with disabilities and long-term 
health conditions, and children and their parents. 
 
Other Issues 
Darzi’s report generates a wealth of ideas – some good, some actively damaging. Unfortunately these 
are typically not evidence based, and it would be cavalier in the extreme if the NHS were to be 
redesigned around these. 
 
Personal Budgets 
A damaging suggestion is that patients should hold their own personal budgets, including NHS 
resources (page 33). There are real and obvious risks here, unless we also give patients the skills to 
critically evaluate research studies. Those of us who have worked with children with disabilities are 
all too familiar with the range of ‘miracle cures’ for conditions such as autism and cerebral palsy. If 
the miracle cures worked, we would expect and demand that the NHS funded them. When ‘cures’ are 
not evidence based, is it right to spend NHS money on them? Is it right to give false hope to the 
parents of children with profound disabilities, or to people with terminal cancer or motor neurone 
disease? These are complex issues – but need careful thought by society as a whole, rather than the 
knee jerk, ‘Let’s dismantle the NHS’ mantra. 
 
Darzi’s half-way house towards this is to suggest the use of alternatives to ‘traditional NHS 
provision’, such as grab rails to help maintain independence. Has he ever heard of Occupational 
Therapists, one wonders? He also suggests respite care, support for carers and so on (page 33). 
Again, Darzi’s lack of knowledge of the realities of both primary care and social care are alarming. 
Of course there is a need for respite care, and for improved support for carers. This is well-
established. The solution is not privatisation and fragmentation dressed up as ‘choice’, ‘personal 
budgets’ and ‘alternatives’ to traditional care. A 2007 survey by the Local Government Association 
found that 40% of councils reported a knock on effect on social care as a direct result of cuts in NHS 
primary care. Half said that NHS beds had closed, and a quarter reported reductions in district 
nursing numbers. Home helps were being expected in a growing number of areas to provide the 
nursing care formerly offered by district nurses. Both primary care and social care need adequate 
funding and organisational stability. The route to the provision of high quality primary care may not 
be particularly exciting – but it is obvious. 
 
The Need for Planning 
Devolution has seen a significant erosion of the concept of a UK-wide National Health Service. The 
Scottish, Northern Irish and Welsh health services are increasingly going down a different route to 
the NHS in England. There has been relatively little public discussion of the policy priorities and the 
direction of travel of the English NHS. The concern of many health campaigners has been that the 
move towards foundation trusts and to running the NHS as a series of competing small businesses 
has led to the erosion of planned health care and of risk pooling at a level where it is workable.  
 
Darzi takes this concept even further. His vision for the next decade is ‘based less on central 
direction and more on patient control, choice and accountability…’ (page 9). There are important 
issues here, and it is regrettable that these are often trivialised by politicians using soundbites about 
the end of a ‘one size fits all NHS’. It is surely right for society as a whole to determine its health 
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care priorities, and to plan how much money should be spent on prevention, how much on primary 
care, how much on acute services. National and regional planning of health care makes sense. 
Treatment for children with cleft lip and palate, for example, has been transformed in this country 
because of the move away from local care towards the centralisation of treatment in specialist high-
volume centres. This took national planning, by clinical experts, based on a large scale evaluation of 
outcomes. This is NHS provision at its best. 
 
Darzi notes the idiocy of a situation where trained physiotherapists are unable to find work. Nurses, 
speech and language therapists and other health professionals face similar problems. This reflects a 
clear conflict between the health needs of the population (and the workforce planning that led to the 
training of an increased number of health professionals) and the financial quick fixes of redundancy 
and unfilled vacancies that now characterise the NHS at local level. There is a need for more 
centralised planning, not less. 
 
We can leave it to market forces to provide, and cross our fingers that the best providers will win out. 
We can hope that local commissioners will make good decisions – but we certainly can’t guarantee 
this. We can hope that not too many high quality NHS services will be destroyed when a private 
sector provider comes along with a loss leader bid, no staff and no experience. It doesn’t follow that 
this is the best way to run a National Health Service. It is also worth noting that the standards of 
‘accountability’ followed by the PCTs reorganising services are frequently laughable. Again, the 
issues are too important for soundbites. Local accountability is good – if it is real. Local provision of 
services is good – if this makes sense clinically. But there is a tension between a planned and co-
ordinated national health care system, and a mishmash of services provided in piecemeal fashion at 
local level. We need to look at the evidence base before we go even further down the route of 
dismantling national provision. 
 
Consultation 
Darzi claims at points in his report that there should be no major service change in the NHS ‘except 
on the basis of need and sound clinical evidence’ (page 46), that ‘consultation should proceed only 
where there is effective and early engagement with the public’ (page 46) and so on. We agree 
entirely. NHS campaigners have seen far too many examples of privatisation, cuts and redundancies 
driven through with minimal public consultation. However, we are concerned by Darzi’s support for 
extensive privatisation despite the lack of evidence for this, and we wonder what the justification 
might be for Darzi’s comment that ‘the process of consultation is often too protracted, delaying 
decisions unnecessarily’ (page 47). This has not been our experience – and we would not wish to see 
PCTs given a free hand to drive through service reconfiguration with even less consultation than we 
have seen in the past. Darzi also comments that change will be subject to ‘independent clinical 
assessment’ (page 46). While this could be seen as reassuring, the independent clinical qualifications 
of those  responsible for the ‘Office of Government Commerce’s Gateway review process’ might be 
seen as questionable. 
 
NHS Constitution 
This is another of those remarkable coincidences where Lord Darzi’s thoughts and those of Gordon 
Brown exactly parallel one another. An NHS constitution looks like being one of Gordon Brown’s 
‘big ideas’ for 2008. Unfortunately the constitution is intended, according to Brown, to be part of a 
wider package of ‘reform and change’, and to open up ‘choice’ (privatisation) still further. The 
danger is that an NHS constitution will consolidate the further break up of NHS services, but in 
practice will remove accountability and political control – politicians will simply hide behind a 
supposedly neutral constitution. Many trade union activists will believe that there are few areas more 
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directly political than how much money our society spends on health care, and how we provide it. 
The loss of further political accountability is not desirable. 
 
Where Are We Now? 
As we approach the sixtieth anniversary of the NHS, it is perhaps worth revisiting some of Nye 
Bevan’s work. 
 
Bevan’s ‘In Place of Fear’ comments:  

Powerful vested interests with profits at stake compel the public authorities to fight a sustained battle 
against the assumption that the pursuit of individual profit is the best way to serve the general good. 

The same is true in relation to contagious diseases. These are kept at bay by the constant war society 
is waging in the form of collective action …. Neither payment by results nor the profit motive are 
relevant…. 

No government that attempts to destroy the Health Service can hope to command the support of the 
British people. 

We now have a Government that has placed the profit motive right at the heart of the NHS. Perhaps 
Gordon Brown should be mindful that people now trust the Conservatives with the NHS more than 
they trust Labour. 

 

 

Gill George 
4th January 2008 

 


