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Introduction 

An NHS worker, close to retirement after spending the whole of her adult life in clinical work, 
described the ‘Transforming Community Services’ guidance as ‘evil’. She was right. These are 
detailed plans that – if not stopped – will lead to all community healthcare services being 
stripped out of the NHS. It is likely that by 2010 the damage will be irreversible. 

Two small details on their own show the extraordinary nastiness of ‘Transforming Community 
Services’. 

The Government claims we need a free market in the provision of healthcare. For most 
community NHS services, there is no market. Skilled NHS clinicians provide services, with no 
competition from non-NHS providers. This won’t do at all – so Primary Care Trusts (the NHS 
organisations running community services) are instructed to create a market. PCTs are required 
to support and develop non-NHS competitors until they are ‘business ready’ – so that these 
private sector companies or charities can then win the bids to grab NHS services. This isn’t a 
free market – it’s a fake market, designed to break up the NHS. 

The second detail is, on the face of it, obscure – but it reveals the grotesque dishonesty of 
Government claims that these reforms are about ensuring ‘quality’. Primary Care Trusts are now 
divided into ‘commissioners’ and ‘providers’. Commissioners are the administrators who plan 
and purchase healthcare. Providers are the clinicians who provide healthcare – the nurses, 
speech and language therapists, physiotherapists and so on. The Government has decided that 
commissioners have to plan and buy health services without talking to the expert clinicians who 
provide them. It is clearly impossible for commissioners to have a detailed clinical knowledge of 
how to ensure high quality care across the huge range of community health services. The 
clinicians who do have the expertise are excluded. This effectively guarantees that the quality 
of healthcare will be driven down.  

The central issue for trade unionists, campaigners and users of the NHS is how to stop this 
madness. This document is an analysis of how ‘Transforming Community Services’ will cause 
profound harm to our NHS. Most importantly, though, this is intended to be a contribution to 
building the fight to defend the NHS. 

 
Gill George 
March 2009 
 
 



3 

Why Primary Care Matters 
When we think of the NHS, for most of us it’s hospitals, heart attacks, blue light emergencies 
and the like that spring to mind. TV programmes like Casualty and Holby City reinforce the 
misconception. Sadly, MPs and journalists know no better. In fact around 80% of NHS 
appointments take place in community settings, while Primary Care Trusts control 80% of the 
NHS budget. The wholesale privatisation of primary care therefore equates to the wholesale 
privatisation of the NHS. The new ‘Transforming Community Services’ guidance from the 
Department of Health provides the blueprint and timetable for the dismantling of community 
healthcare in England. 
These services matter. The GP service is, quite rightly, the envy of the world – but is now under 
attack as never before. Services such as district nursing are vital to elderly and seriously ill 
patients, allowing people to remain at home, and to live (and die) with dignity and in a manner 
of their choosing. Health visitors play a centrally important public health and preventative role, 
providing advice and guidance to families in a supportive and non-stigmatising way. The wide 
range of therapy services help to secure a decent quality of life for children and adults with 
disabilities. There are many other community NHS services – many of them highly specialist, 
most of them poorly understood by the local decision makers who now plan and purchase 
healthcare. These services are not particularly glamorous, but they have become part of the 
fabric of a decent society. It is these community services that are now to be broken up, 
privatised, and ‘dumbed down’, with almost no public awareness of what is happening. 
The Government is able to get away with a savage neo-liberal agenda here without the 
opposition it should be facing.  The privatisation by stealth of the greater part of the NHS is 
proving relatively easy to accomplish. There has, of course, been some opposition: particularly 
by Keep Our NHS Public, local community campaigns, and the BMA. There have been real 
victories along the way. Trade unions such as Unite have played a very positive role at times. It 
is immensely encouraging that Unite has now agreed to launch a major campaign against the 
privatisation and fragmentation of the NHS. 
Overall, however, it is disappointing that our leading trade unions – as major financial and 
political backers of the Labour Party – have not been more robust in their defence of the NHS. 
There is no question that trade unions have the power to keep the NHS in England as a publicly 
provided and publicly accountable body, should they choose to use that power. Instead, we are 
now well on the way to an NHS that is little more than the logo at the top of headed notepaper. 
If this process continues, the detriment to millions of NHS users will be very great indeed. 
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The Latest in a Long Line of Attacks 
The intended direction of travel of NHS primary care services has been abundantly clear since 
the publication of ‘Commissioning a Patient-Led NHS’ in July 2005. This document instructed 
Primary Care Trusts to divest themselves of all healthcare services (district nursing, health 
visiting, physiotherapy, speech and language therapy and so on), and to develop alternative 
non-NHS providers where there were none ready or willing to take on the work. 
A brief flurry of opposition led to a substantial retreat by the Government, but the intention to 
privatise community healthcare in its entirety was clear from this point onwards. 
During the same period, incalculable damage was caused to the NHS through Patricia Hewitt’s 
scorched earth approach to managing an NHS budget deficit of less than 1%. There is little 
question that patients died as a result of the ensuing service cuts, while  thousands of NHS staff 
lost their jobs. NHS Chief Executive Nigel Crisp ‘resigned’ in March 2006, while Secretary of 
State Hewitt clung on until June 2007 before resigning for ‘personal reasons’. However, the 
removal of these wreckers seems to have been about finding scapegoats rather than changing 
the direction of Government policy. 
A series of publications and initiatives have underlined the intended future for primary care. 
The January 2006 White Paper ‘Our Health, Our Care, Our Say’ re-affirmed the intention to 
break up and privatise primary care. In June 2006, the Government attempted to privatise 
entire Primary Care Trusts, without actually managing to mention it to anyone else at all. Unite, 
with lay activists and the then Head of Health acting together, played a leading role in 
publicising and stopping this particular act of lunacy. Patricia Hewitt subsequently claimed – 
very unconvincingly – that it was all a misunderstanding, and major privatisation had not been 
the intention at all. 
October 2007 saw the launch of FESC, the ‘Framework for External Support of Commissioning’. 
This initiative (still continuing) was intended to privatise ‘commissioning’ i.e. allowing the 
private sector a major role in the planning and purchasing of NHS health care (with the clear 
risk that they will simply purchase from their mates).  
The Government’s obsessive hostility towards GPs has represented an attempt to break the 
power of the family doctor service, as this has been seen as a barrier to forcing through 
‘reform’. The NHS Operating Framework for 2008/09 again highlights the commitment to the 
dismantling of primary care. The Department of Health has even set up an ‘independent 
company’, ‘Community Health Partnerships’, with a mission statement of developing ‘new 
models of public-private partnership, such as Community Ventures and Social Enterprises’. 
Community Health Partnership’s major achievement to date has been forcing through the NHS 



5 

LIFT initiative, the primary care variant of PFI. It is clear that no lessons have been learned from 
the catastrophic costs (and the shoddy buildings) arising from PFI. 
We have also seen the publication of the Department of Health’s ‘Principles and Rules for 
Cooperation and Competition’ (December 2007) and the ‘Framework for Managing Choice, 
Cooperation and Competition’ (May 2008). Both emphasise the ‘principles’ [sic] that are now 
central to the NHS: ‘competition’ and ‘choice’ (the current euphemisms for privatisation). And 
in January 2009, the Department of Health launched the ‘Cooperation and Competition Panel 
for NHS-Funded Services’, the body to which private sector bodies may complain if they feel the 
‘principles’ of choice and competition are not applied in a sufficiently rigorous manner. The title 
of the Panel is very revealing. The NHS is being dismantled. It is to be replaced by ‘NHS-funded 
services’. There is an important difference between the two. 
Significant debate was generated last year by Darzi’s plans for ‘reform’, first of the NHS in 
London, and then of the NHS across England. In particular, Darzi’s polyclinics are a drive to out 
and out privatisation. The Government faced a storm of public opposition to its polyclinic plans, 
in an impressive campaign led by the BMA. With unflinching commitment to privatisation, the 
Government simply renamed polyclinics as ‘GP-led Health Centres’, and carried on regardless. 
Campaigners can be understandably cynical about any claims by the Government to listen to 
what patients actually want out of the NHS. So far, around a quarter of the polyclinic contracts 
awarded have gone to the private sector. The proportion would have been far higher had it not 
been for the current recession, and the increased difficulty (and cost) of borrowing faced by 
would-be private providers of healthcare.  
The Government has learned one thing here. Under the Transforming Community Services 
guidance, private sector providers will be absolutely ‘feather bedded’ to ensure that they can 
take over large chunks of the NHS without incurring capital costs. Their risks will be minimised. 
Seemingly, we can’t allow a deep economic crisis to stand in the way of privatising the NHS. 

Transforming Community Services 
‘Transforming Community Services’, published by the Department of Health in January 2009, 
provides detailed guidance to Primary Care Trusts and Strategic Health Authorities. The 
intention is a very clear one: the end of community health services provided by the NHS.  
Back to the 1930s; forwards to NHS rationing 
We are heading backwards in time, towards a 1930s scenario where healthcare is provided by a 
ragbag of private sector providers, charities, ‘Industrial and Provident Societies’ and the like. 
Combined with ‘personal budgets’ – now being trialled by the Department of Health – we will 
move quickly towards effective rationing of healthcare. Each of us will have our NHS 
‘membership’, functioning as an insurance policy. ‘Patient choice’ will allow us to spend our 
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allocated money with any one of the providers jostling for our attention. When our money runs 
out, it’s no matter - so long as we can scrabble together the money to pay for more care. The 
move towards ‘top up fees’ last year is a fantastically dangerous one when combined with large 
scale privatisation of healthcare. The combination establishes the notion that the NHS can only 
pay for so much – and if we want the best healthcare, we have to find the money ourselves. 
Commissioning, choice and ‘competition’  
How is this ‘transformational change’ to be brought about? Primary Care Trusts are no longer to 
be the NHS organisations that plan and provide healthcare. For the future, they will be 
commissioning organisations. As soon as April 2009, PCTs are required to have separated 
commissioning and provider services, placing provider services – the health visitors, district 
nurses and so on – under the same business and financial rules as any other potential provider 
(Executive Summary, p 7; 4.9). This is a massive extension of the NHS internal market dreamed 
up by the Thatcher government. 
Primary Care Trusts are required to enable patient choice and competition between different 
service providers (Executive Summary, p6, p7; 1.2; 1.4; 1.5; 2.9; 2.10-2.12 etc). This is 
supposedly about creating a free market in healthcare.  The arms-length contractual 
arrangements with the NHS staff providing healthcare is to ensure that there is no ‘conflict of 
interests’ (4.8; 5.8; 6.9; 7.17; 8.12). In other words, there is to be no possibility at all that the 
NHS might prefer to ask NHS staff or NHS organisations to provide NHS-funded healthcare. This 
would apparently be unfair to the private sector companies seeking to muscle in on the NHS.  
Instead, services will be ‘commissioned’ (bought) from ‘any willing provider’ (1.4; 6.5; 6.6; 6.31). 
The Department of Health definition of ‘any willing provider’ is this: ‘A set of system rules 
whereby, for a prescribed range of services, any provider that meets criteria for entering a 
market, can compete for business within that market’ (TCS, Glossary). Again, it is abundantly 
clear that the NHS is now seen as a ‘market’. Ever fond of jargon, the Department of Health will 
expect Primary Care Trusts to use the ‘Any Willing PCT-accredited Provider’ (AWPP) model 
(5.5), a minor variation of the AWP model in which PCTs will accredit potential providers as 
meeting  (unspecified) minimum criteria. The thrust is the same. The provision of NHS services 
is to be opened up to all comers. 
Creating a market that doesn’t exist 
If there are not enough non-NHS providers ready and willing to take over chunks of the NHS, 
Primary Care Trusts have an additional role. It is not their job to simply sit back while NHS 
services are nibbled away. No – they are required to ‘foster competition’, and to have in place ‘a 
robust process for the development of the provider market for community services’ (1.2; 1.5). 
The ‘Guiding Principles’ for PCTS are that they ‘should encourage – where necessary – entry by 
other service providers’ and ‘should give support to prospective providers... in order that 
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prospective providers can be business ready to enter the market’ (3.1). The development of a 
healthcare market is not to be left to chance. Primary Care Trusts are required to create one, 
and Strategic Health Authorities are required to see that they do. This is a thinly disguised big 
business agenda. 
There is a strong echo here of the robust lunacies of Commissioning a Patient-Led NHS. The 
Government was unable to accomplish this in 2005, but a steady drip-drip approach to 
privatising primary care has allowed us to come pretty much full circle three and a half years 
later. The requirement is that there is a market in healthcare. If there isn’t a market, we’ll waste 
an awful lot of public money creating one. 
Advertising – with NHS money 
Since the NHS is now a ‘market’, it stands to reason that advertising of healthcare will be 
standard practice. We are advised that ‘to offer informed choice and foster innovation and high 
standards of care, providers need to be able to promote their services appropriately’ (Principles 
and Rules for Cooperation and Competition, Principle 4, p 11). This will be regulated by the 
Advertising Standards Authority for matters within its remit, and by the Competition Panel for 
matters relating to competition. We are to see NHS money used for advertising, and healthcare 
advertised and sold on same basis as toilet paper or anti-aging creams. 
An NHS of small businesses (and no future) 
The final important strand in the ‘marketisation’ of community services is that Primary Care 
Trusts will receive the strongest possible encouragement to completely divest themselves of 
provider services. Organisational and financial separation within Primary Care Trusts is 
insufficient. Putting services out to tender, with the odds stacked against in-house providers, is 
also not enough. Provider services – the community nurses, the physiotherapists, the 
psychologists, the speech and language therapists and so on – will be moved to new 
organisations, functioning as stand-alone small businesses in the free market of the NHS.  
This is a complex area and is dealt with more fully below – but it is abundantly clear that the 
preferred model is ‘social enterprise’. We are likely to see the systematic transfer of NHS 
services (and NHS workers) to many hundreds of ‘Industrial and Provident Community Benefit 
Societies’, ‘Companies Limited by Guarantee’, ‘Community Interest Companies’ and the like. 
These tiny businesses will then compete on the open market with the well-established major 
corporations such as United Health and Care UK – and will almost inevitably be wiped out. 
Is any of this in the interests of patients? Of course not. This is about creating shoddy and 
fragmented services, ‘sold’ to patients on the basis of clever advertising. The interests being 
served here are the interests of big business. 
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The Myth of Local Decision Making 
The Government continues to hide behind the pretence that the dismantling of the NHS is 
nothing to do with them, and that all decisions – with the vibrant involvement of communities 
and clinicians – are taken at local level. This is a simple lie. The TCS guidance is littered with 
references that seek to maintain this myth, so we are told ‘There is no prescribed ideal form and 
it is a matter for local determination’ (Executive Summary, p 7), ‘Decisions about how services 
are provided must be locally led’ (3.1) and so on. However, the claimed local decision making 
takes place in a context where Primary Care Trusts are required to implement a commissioner-
provider split, required to create a free market in health, required to provide support to 
develop non-NHS competitors, and required to consider requests to set up social enterprise 
companies. The room for local decision making is very limited indeed.  
It is not yet explicitly forbidden for Primary Care Trusts to commission some of their services 
directly from NHS providers, but the TCS guidance indicates that this is a last resort – to be 
considered where there is no interest in pursuing a social enterprise or a Community 
Foundation Trust application. Under these circumstances, PCT Boards may choose between 
allowing their NHS services to become one of the ‘any willing providers’, competing with 
anybody else who wants the work, or may choose instead ‘a process of managed divestment’ to 
get rid of the services altogether (6.6).  
Services where consideration may be given to retention with a PCT provider side are those that 
are ‘unlikely to be attractive to external providers’ (5.13). These are presumably the services 
where there are fewer fat profits to be made. In the provision of elective surgery, the private 
sector has been allowed to ‘cherry pick’ the procedures that will maximise profit (cataract 
surgery, hip replacements and the like). Seemingly, the cherry picking will continue as primary 
care is broken up. 
Local decision making is limited in practice to a little bit of the detail around how the NHS is to 
be dismantled. The intention is that the Government says, ‘Jump’ – and PCT Boards reply, ‘How 
high?’ 

The Myth of Consultation 
The pretence of meaningful local consultation is as dishonest as the pretence that decisions are 
taken at local level. The Government philosophy seems to be that all that is needed is to keep 
repeating a lie. 
So TCS calls for ‘early engagement with staff and their trade unions’ and instructs Primary Care 
Trusts to ‘ensure robust arrangements are in place for staff engagement and trade union 
consultation throughout the process’ (Executive Summary p 6; p 8). We are told ‘wider 
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stakeholder views are also important’ and that the views of patients and community 
representatives, local authorities and Overview and Scrutiny Committees ‘should be considered’ 
(3.1). 
There is a challenge. The outcome – that primary care services are to be broken up and 
parcelled out to ‘any willing provider’ – has already been determined. The privatisation of the 
NHS is opposed by our leading national trade unions, including Unite and Unison. The 
Government does not care, and intends to privatise the NHS anyway. By definition, therefore, 
consultation cannot be meaningful. Any Unite or Unison rep who respects the national policies 
of their union will oppose the Government’s attacks on primary care. Any PCT Chair or Chief 
Executive who wants to keep their job will follow Government instructions and force through 
unwanted and damaging ‘reforms’. Every scrap of information coming out of Strategic Health 
Authorities, unelected and unaccountable bodies as they are, is that they blindly follow every 
twist and turn of Government policy. 
Other stakeholders will find themselves similarly out in the cold, if they have the temerity to 
support a public NHS. The future of directly provided community services is to be decided ‘in 
the context of greater competition’ (1.4), despite the requirement to listen to citizens, patients, 
staff et al laid down in TCS. And, interestingly, there is now no requirement to consult with the 
public if services are transferred from one provider to another. Privatisation of the NHS is 
apparently none of the public’s business. 
In fact the small print of TCS provides real clues as to the limitations of consultation. Primary 
Care Trusts are to ‘keep all their staff fully informed of PCTs’ and the provider organisation’s 
plans’ and PCTs will ‘seek the views of staff’ (1.6). Staff and trade unions ‘should be substantially 
involved in debating the issues and their views considered before any decisions are made’ (3.1). 
Strategic Health Authorities ‘should share and discuss plans with trade unions’ (4.4). Trade 
union activists will be all too familiar with this style of ‘consultation’. They tell you what they’re 
going to do, and then they get on and do it. This is now the established style of management 
across most of the NHS. ‘Partnership’ is well and truly off the NHS agenda. 
It is strikingly clear that NHS clinicians are to be excluded from any meaningful involvement in 
shaping community services. We are told that ‘practice-based commissioning is the primary 
route for involving clinicians in commissioning’ (4.1). Practice-based commissioning allows GPs 
some degree of local influence – but our expert nurses and Allied Health Professionals are to 
have no voice at all. 
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The Myth of Quality 
Government ‘reforms’ of the NHS are ideologically driven, informed by the irrational belief that 
‘private is good’ and ‘public is bad’.  It is startling to see such a commitment to a market-driven 
NHS, in the wake of the catastrophic collapse of the banking system – but New Labour’s 
determination to privatise healthcare seems to be unshakeable. 
The evidence: competition harms patients 
The pretence is that competition will drive ‘better service quality and value for money’ (1.2). 
Similarly, we are assured that World Class Commissioning – whatever that may be – is about 
‘improving quality, value and reducing inequalities’ (5.1). The claim that competition will 
improve quality is a simple lie. There is very little research evidence around this, as the 
Government has no desire to fund research into the damage wrought to public services by the 
market. However, the evidence that it is available is strongly suggestive of patient harm arising 
as a direct result of the introduction of the market. For example, the work of Propper (2008) 
shows increased patient deaths resulting from the Tory Government’s introduction of the 
market into the NHS. Unison has rightly highlighted the absolute explosion of hospital acquired 
infections following the privatisation of cleaning services. The investigation into the disaster of 
the C. Difficile outbreak at Maidstone and Tonbridge Wells in 2007 is telling. The Trust Board 
ignored the evidence of mounting deaths, as the focus of their attention was almost entirely on 
their nice new PFI scheme. 
Anecdotal evidence is just starting to emerge now from NHS clinicians who have been told by 
senior managers that they must not share good practice, and must not give clinical advice to 
colleagues working for other Trusts. The ethos of the NHS has, historically, been about co-
operation in order to provide the best care for patients. This wobbled under a Tory 
Government. It is set to be driven out altogether under a New Labour Government that insists 
that ‘competition’ is a principle.  
Commissioners have no understanding; clinicians have no say 
The TCS guidance claims again and again that ‘quality’ is built into the new arrangements, and 
that commissioners will commission on the basis of quality. It is hard, scrutinising the small 
print of the proposals, to see how this can possibly happen – whether we call commissioning 
‘World Class’ or not. Chapter 5 of TCS lays down in some detail the requirements on 
commissioners. They will use tools such as the ‘Strategic Health Asset Planning and Evaluation 
Tool’, they will carry out a market analysis, and publish a procurement plan. They are required 
to ‘stimulate the market’ and decide which services will be put out to competitive tender and 
when (through the Any Willing PCT-accredited Provider Model). There is no suggestion here 
that it might be appropriate for commissioners to understand healthcare. Experience suggests 
that they do not. The separation between commissioners and providers makes it less and less 
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likely that commissioners will have any significant level of understanding of the services they 
are buying.  
Disgracefully, providers of NHS care are not allowed to be active participants in the 
commissioning and procurement of community services (5.8). The expert clinicians in every 
Primary Care Trust will be excluded from giving advice or guidance to commissioners on how to 
ensure service quality. Commissioners, functioning on the basis of happy ignorance, will simply 
guess. This is a process that effectively drives quality out of healthcare. This is a shockingly 
damaging strand of the TCS guidance. 
Challenging poverty: the real solution to health inequalities 
It is also hard to see how breaking up and privatising the NHS will reduce health inequalities, a 
claim scattered throughout TCS. Health inequality is very strongly linked to social (and financial) 
inequality. The UK is not quite the most unequal society in the world – the USA takes that 
honour. The UK comes second. The Government has failed again and again in its targets for 
reducing inequality. A serious attempt to improve health and reduce health inequalities would 
include a major programme of building high quality council housing, an increase in benefit 
levels rather than the attacks on the welfare state that we are now seeing, and a drive to 
ensuring decent pay for every worker in employment. Regulation of the food industry and 
major supermarkets would also support any serious public health initiative. Are we likely to see 
any of these policies from this Government? No. While stark social inequalities remain, health 
inequalities are inescapable. 
The likelihood is that a market-driven NHS will increase health inequalities. It is possible to 
target NHS services to engage ‘hard to reach’ patients. There has been a real drive in many 
community NHS services to do precisely this. Reaching deprived groups means the expense of 
taking services to patients’ homes and to a wide range of culturally appropriate community 
settings, and accepting that non-attendance rates and ‘non-compliance’ with advice will be 
high. These things cost money – and TCS is about driving down the costs of community NHS 
services (at least while NHS providers are driven out). The provision of effective care for these 
quite vulnerable patients is unlikely to survive. 
Low cost; low quality 
Claims that competition will create ‘value’ have some sort of warped justification – but only if 
you regard ‘value’ and ‘low cost’ as the same thing. Commissioners will inevitably be tempted 
to buy services on the basis of cost. There is therefore enormous pressure on all providers, 
short term, to reduce their costs. This will enable them to submit cheap bids in an endeavour to 
win NHS contracts.  
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This is already having a significant impact on the quality of services provided by in-house NHS 
service providers. Evidence from union contacts is of many NHS services sacrificing quality in an 
attempt to push up the number of face to face contacts (a crude measure that commissioners 
will understand, but one that has no relevance at all to the quality of care delivered). Aiming for 
a high number of face to face contacts means that hard to reach patients can go hang. 
Culturally appropriate services are an overhead. Home visits – one of the very best ways of 
providing personalised healthcare – become an unaffordable luxury. 
It is also becoming increasingly apparent that skill mix is being used by NHS providers (just as it 
will be by private sector rivals) in a crude attempt to cut costs. One example: a PCT in East 
London plans to have only one qualified district nurse in each area team, acting in a supervisory 
capacity. Almost all direct clinical work will be carried out by staff nurses and healthcare 
assistants. It is inevitable that the quality of care will decline. 
There will be countless similar examples. Costs in primary care will be cut, and we will be 
assured that this is achieved through efficiencies brought about by ‘the market’. The standards 
of care offered to patients will be sharply reduced – while the wider costs of unnecessary 
inpatient admissions and the human costs of poor healthcare will go unremarked. 
A big business future 
The new market for NHS work is already stacked against NHS providers. The experience of the 
private sector suggests that ‘competition’ will become increasingly artificial as all smaller 
providers are squeezed out of the market. Relatively small NHS providers are simply not viable, 
as they ‘compete’ with multinational companies putting in loss leader bids. Similarly, social 
enterprise companies and all but the biggest charities have little chance of surviving in the new 
NHS market place on a long term basis. The large private sector companies that will dominate 
the market, five or ten years from now, will quietly agree the going rate for the job. The 
Monopolies Commission may be very busy. 
Joined-up services: an impossibility 
Finally, there is the bizarre ‘Guiding Principle’ of TCS: ‘Proposals must enable seamless care – 
patients should experience joined-up services’ (3.1). It is reasonable to ask ‘How’? Smashing the 
NHS into tiny fragments is the best possible way of ensuring that joined-up services become a 
virtual impossibility. For a generally healthy adult requiring a spot of physio for a sprained 
shoulder, this is unimportant. For a disabled child with complex needs, and for the parents of 
that child, the loss of integrated care will be an absolute disaster. Similarly, integrated services 
between local authorities and the NHS become vastly harder to secure when each public body 
is reduced to a host of competing service providers. Fragmentation on this scale will have 
profound consequences for the most vulnerable people in our society. 
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The Feather-Bedding of the Private Sector 
Got no staff? No problem. Got no assets? Don’t worry about it. Got no experience at all of 
providing healthcare? This need not be a barrier. 
The Government has made no secret of its disappointment that privatisation of the NHS has not 
progressed more rapidly. In fact ‘one of the reasons for producing this guidance (TCS) is the 
current highly variable pace of organisational change to services directly provided by PCTs’ 
(Executive Summary, p 7). The current economic crisis has forced some private sector providers 
out of the market (most notably Virgin Healthcare, which rather suddenly dropped its proposals 
to take on the running of polyclinics). 
The Government’s solution is not, sadly, to safeguard public services. Instead, the emphasis is 
increasingly on how to remove all risk, to entice big business back into taking over the NHS. 
There is no other explanation for the recent decision to underwrite PFI schemes to the tune of 
£2 billion. There is no other explanation for the quite astonishing nurturing of non-NHS 
providers that is outlined in the TCS guidance. 
The responsibility of Primary Care Trusts to develop a market in healthcare by supporting 
competitors has already been noted here. There can be very few ‘free markets’ that require a 
company to work hard to lose its own staff and its own work. 
Astonishingly, commissioners will also ‘normally take responsibility for the provision of the 
infrastructure from which providers, as tenants, will operate’ (5.17). The NHS will provide the 
buildings, the infrastructure, and the equipment to non-NHS providers. This ensures that the 
start-up costs for new competitors are negligible, and that there are no significant financial risks 
incurred in bidding to take over chunks of the NHS. 
There is no requirement, either, that bidders for NHS services have to demonstrate any 
particular knowledge or expertise in a given area of work, and no requirement that they employ 
staff capable of doing the job. When the private sector wins NHS work that has been put out to 
tender, there will be plenty of NHS staff facing redundancy and looking for work. There is, of 
course, no requirement that non-NHS healthcare providers respect NHS pay and NHS 
conditions. 
Amidst all the waffle about ‘quality’, the only robust guidance is that ‘regardless of 
organisational form, there will be core basic expectations of organisational competence’ (3.1). 
This is not impressive! So a private company can find out the cost of the NHS service through 
the Freedom of Information Act, construct a bid that undercuts the NHS provider, and employ a 
consultant to put in a bit of fluff about quality and joined-up care. On this basis, we can expect 
to see NHS providers systematically squeezed out of the provision of NHS healthcare. 
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No future for NHS providers 
In other respects, too, we are set to see private sector companies (and, to a lesser extent, third 
sector organisations) given an advantage over NHS healthcare providers. The TCS guidance 
notes that NHS staff transferring to a new organisation (a social enterprise company or 
Community Foundation Trust) are a valuable asset (7.5). There is apparently a risk that the 
availability of these staff could act as a barrier to entry of other new providers, and could 
ensure exclusive access to the market (for the NHS or formerly NHS provider). The guidance is 
therefore that ‘the value of the goodwill needs to be recognised in any relationship between the 
PCT commissioners and the providers’. What this means in practice remains unclear – but it 
seems likely that social enterprise companies and Community Foundation Trusts employing ex-
PCT staff will be penalised to ensure that the private sector is not adversely affected by its own 
lack of staff and expertise. 
An undertone of hostility to the provision of NHS services by NHS workers pervades the TCS 
guidance. For example, PCTs are warned against ‘any shifts towards vertical or horizontal 
integration which result in a reduction in competition or choice’. We are told that ‘the 
development of existing provider organisations should not in the medium-term concentrate the 
provision of services in a more limited number of organisations’ (5.13). This seems to mean that 
it is unfair to the private sector for NHS service providers to take steps to safeguard their future 
survival. ‘Vertical integration’ is about an NHS Hospital Trust taking on the responsibility for 
providing community healthcare; ‘horizontal integration’ involves NHS primary care providers 
coming together to enable services to be provided more efficiently by a larger organisation. 
Neither is forbidden in the guidance, but both are discouraged. There is no ‘level playing field’ 
here. There is no intention at all that NHS healthcare providers will be able to compete 
effectively with private sector competitors. 
As an interesting aside, the guidance notes that non-NHS provider organisations are unable to 
recover VAT in the way that NHS organisations can (7.6, 7.7). Apparently, though, ‘it is… likely 
that large independent sector providers are able to achieve an efficiency of scale that enables 
them to reduce costs in other ways’. The NHS provider organisations that are required to 
transform themselves into social enterprise companies will simply struggle with substantially 
increased costs. The reality is that, over time, it will be immensely difficult for NHS providers, 
ex-NHS providers, and small charitable organisations to compete effectively with big business – 
especially when big business interests are safeguarded to the extent we are seeing in TCS. 
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New Organisational Forms 
The overall intention of Government ‘reform’ of the NHS is to open up the market to major 
private sector companies. This is the agenda behind PFI, NHS LIFT, ISTCs, polyclinics and so on. 
The plan is to simply transfer vast amounts of public sector money to big business. This is also 
apparent when reading between the lines of TCS. 
Nevertheless, there is a fair bit of window dressing along the way. The range of options 
theoretically available to NHS service providers, before they are smashed by the private sector 
juggernaut, is detailed in Chapter 7 of TCS. The potentially devastating implications for NHS 
workers are outlined in Appendix 2 of TCS. Appendix 2 is worth a careful read. 
Social enterprise companies 
It is current Government policy to heavily promote social enterprise companies. The ‘right’ of 
clinical staff to request social enterprise status is emphasised again and again in TCS. There is, 
of course, no comparable right to work for the NHS. Recent speeches by Government Ministers 
(and a very bizarre Guardian ‘special’ supplement of 18th February paid for by the Department 
of Health) also confirm that there will be a great deal of pressure on Primary Care Trusts to 
transfer clinical staff to social enterprise companies of one sort or another. For example, Bob 
Ricketts, DOH Director of System Management and New Enterprise, recently announced that 
250,000 NHS employees are expected to move to social enterprises. This is around a quarter of 
the NHS workforce. Cabinet Office Minister Liam Byrne has stated that 25,000 NHS and local 
government staff will be transferred to social businesses within the next few months (both 
figures reported in the Guardian, 18th February). 
It is important to note that social enterprise companies are not part of the NHS, and staff 
transferred to social enterprise companies will lose their NHS employment status. Although 
staff will transfer to a new company under ‘TUPE’, with their existing terms and conditions at 
the time of transfer, there is no requirement to adhere to NHS terms and conditions going 
forward. New staff joining social enterprise companies are extremely unlikely to be offered NHS 
terms and conditions, although there is a requirement for the provision of terms and conditions 
that are ‘overall, no less favourable’. 
The break-up of national pay bargaining and the disappearance of national pay and conditions 
in the NHS are a very real threat indeed. Simply through the use social enterprise companies in 
healthcare, one in four current NHS workers will lose the right to nationally determined pay and 
conditions. This threatens the long term viability of national pay bargaining, even for those who 
remain as NHS employees. 
The pension rights of staff working for social enterprise companies are also very much under 
threat. The great concession made by the Government – probably in an attempt to undercut 
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union opposition – is that social enterprise companies are allowed to ask the Secretary of State 
to be ‘direction employers’. Staff transferring to a ‘direction employer’ social enterprise 
company will retain membership of the NHS pension scheme. There is no guarantee that this 
provision will apply to all social enterprise companies, and staff who are TUPE’d across to a 
non-direction employer will simply have access to a ‘broadly comparable’ pension scheme. This 
is unlikely to offer the same benefits as the NHS pension scheme. 
Even for staff who initially have access to the NHS pension, this will be automatically lost if a 
promotion or sideways move involves moving to a new social enterprise company, or one social 
enterprise is taken over by another. Social enterprise companies are obliged to offer only 
‘reasonable pension arrangements’ to new starters or to former NHS staff who join the 
company voluntarily. The denial of the NHS pension to all new members of staff will quite 
rapidly lead to the disappearance of the NHS pension scheme from social enterprise companies, 
as existing NHS pension holders retire or change jobs. The removal of the NHS pension for large 
numbers of health workers is likely to threaten the ongoing provision of the pension scheme to 
staff remaining with the NHS. This is perhaps no surprise. The Government’s hostility to public 
sector pensions is very plain indeed. 
Are social enterprise companies in any way a good thing? No – the impact of social enterprise 
companies in healthcare will be that the NHS is broken up into countless tiny fragments, with 
immense damage to clinical care. Can social enterprise companies survive? Long term, almost 
certainly not. A typical social enterprise company might consist of a few hundred employees, 
trying to operate as stand-alone small business. Others will be a good deal smaller. There will 
be significant challenges for these tiny companies even in trying to offer a basic HR function, for 
example. Sickness and maternity leave will represent a costly overhead. And as soon as a 
multinational company comes along with a loss-leader bid – with no requirement for that 
company to have expertise, staff or capital – the social enterprise company simply loses the 
contract. The life of most social enterprise companies will be time limited. 
Community Foundation Trusts 
While Community Foundation Trusts are to be permitted under the TCS guidance, they are 
clearly not being promoted in the same way as social enterprise companies. Recent reports 
from Labour Party sources suggest that the Government is hoping that the current Community 
Foundation Trust pilots will fail, as social enterprises are the preferred stepping stone to an NHS 
that is run by big business. Nevertheless, many NHS staff will initially find themselves 
transferred to Community Foundation Trusts as their Primary Care Trusts divest themselves of 
provider services. 
 Community Foundation Trusts function as stand-alone small businesses in the ‘new world’ of a 
free market NHS. They contribute very directly to the ‘marketisation’ of the NHS. The 
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disadvantages for the NHS are exactly the same as for social enterprise companies: an 
integrated NHS is broken up into many competing small companies, each of them with an 
uncertain future. Joined-up care is lost. Clinical standards are eroded. As with social enterprise 
companies, Community Foundation Trusts are outside Government control. The long term 
viability of Community Foundation Trusts is highly questionable. The cost pressures of 
maintaining an HR function and so on will pose substantial difficulties for these very small 
organisations – again, just as for social enterprise companies. It is perhaps significant that of the 
initial eight pilot sites for Community Foundation Trusts, two pulled out almost immediately. 
In some respects, though, Community Foundation Trusts are - at least initially - a less bad 
option than social enterprise companies. Although these organisations function as autonomous 
small businesses, they remain at least nominally part of the NHS. Staff are therefore entitled to 
NHS pay and conditions, and to continued membership of the NHS pension scheme. However, 
we have seen a number of examples now of Foundation Trusts seeking to avoid the payment of 
national recruitment and retention premia. Agenda for Change permits Foundation Trusts 
‘additional freedoms’. Many trade union activists in the NHS believe it is a matter of time until 
Foundation Trusts seek to opt out of nationally determined pay and conditions on a more 
systematic basis. 
Vertical and horizontal integration 
Vertical or horizontal integration are both possible options, with different NHS organisations 
coming together to provide care. It’s clear from TCS that these are not Government-backed 
solutions. The risk, from New Labour’s perspective, is that these might ensure a long-term 
future for the NHS in providing primary care. This is not the intention at all. 
For staff and for patients, though, there would be some advantages here. The danger of 
‘vertical integration’ (a hospital trust providing primary care) is that a focus on acute care can 
lead to community healthcare being downplayed or undervalued. This is a significant risk (and 
one familiar to many clinicians). However, the NHS ethos of putting people before profit is far 
more likely to survive than in the private sector (even in an NHS Foundation Trust). There is real 
potential for acute and community services to be offered in a coherent and integrated way. And 
staff, of course, retain their status as NHS employees, with access to the NHS pension and NHS 
terms and conditions.  
‘Horizontal integration’, with provider services coming together to achieve ‘critical mass’ and to 
offer high quality services on an efficient basis is an option that many NHS staff in primary care 
would favour (subject to a no redundancies guarantee). Horizontal integration maintains a 
strong focus on community healthcare, safeguards the central public service values of the NHS, 
and preserves access to NHS pensions, pay and conditions for NHS workers. There is even a risk 
here – terrifying for a Government bent on privatisation – that effective new NHS organisations 
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could take on and beat private sector organisations however much the scales are weighted 
towards big business. It is no wonder that the Government is so hostile to horizontal 
integration! We are currently seeing a significant number of mergers of PCT provider 
organisations, especially in London – but these are typically ‘Autonomous Provider 
Organisations’ (transitional organisations on their way to becoming social enterprise companies 
or Community Foundation Trusts). 
TCS is revealing here. Small NHS organisations are unlikely to survive. A route to survival in the 
‘NHS market’ is through NHS organisations merging to form larger organisations – vertical or 
horizontal integration. However, the guidance states, ‘... the PCT will need to be clear about any 
shifts towards vertical or horizontal integration, which result in a reduction in competition or 
choice. The development of existing provider organisations should not in the medium-term 
concentrate the provision of services in a more limited number of organisations’ (5.13). Viable 
NHS organisations employing NHS staff to provide NHS care are not intended to emerge from 
this process. 
Integration with local authorities 
Another possibility is integration with local authority services. In the past this has seemed quite 
likely, with a number of adult services integrating with local authority social services, and 
pressure for NHS children’s services to integrate with Education. There has, quite rightly, been 
concern from health workers. Social services departments are way ahead of the NHS when it 
comes to privatisation, with much social care now provided on the cheap by private sector 
companies. NHS clinicians fear the erosion of clinical standards when professional leadership 
and management are lost from clinical services. In practice, the debate is becoming an abstract 
one. TCS mentions the integration of healthcare with local authority services, but there is no 
indication that this is in any way a preferred option from New Labour’s perspective. In this 
context it is significant that the Children’s Trust agenda is being quietly dropped. The 
Government’s bias towards undermining and dismantling the public sector now seems to take 
precedence over any other consideration. 
Direct provision of NHS services by NHS workers 
And the final option, of course, is that provider services simply stay with the Primary Care 
Trusts that currently provide them, that PCTs retain responsibility for planning and providing 
healthcare, patients continue to benefit from high quality care, and staff remain employed by 
the NHS. This is far too sensible, and falls far short of the ‘transformational change’ that the 
Government has set its collective heart on.  
Many trade unionists will of course be fighting hard to defend the services we provide, to 
defend the care we offer to their patients, and to oppose the loss of our own pensions and 
nationally determined pay and conditions. We are right to do so. However, the overt hostility of 
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New Labour to the continued provision of community healthcare by the NHS means that trade 
unionists should not for one moment under-estimate the fight we are taking on here. 

What Does This Mean for Unions and Staff? 
The threats to staff are readily apparent. Many of us face redundancy, as our services are 
stripped out of the NHS and given to the private sector. For those of us who hold on to jobs, 
many face the loss of the NHS pension, and the loss of NHS pay and conditions. We are entering 
a period of job insecurity, and ongoing attacks on our employment rights. 
A move towards care provided on the basis of cost will undermine the quality of the services we 
provide. We are likely to see the erosion of clinical specialisms, the loss of professional 
management and clinical leadership, and the decline of adequately resourced care that seeks to 
meet the needs of individuals in a respectful way. For many clinicians, the loss of the services 
we care about will be as big a blow as the direct attacks on our own pay and pensions. 
Reassuringly, we are informed that ‘new organisations, or existing PCT provider services, will be 
expected to adopt agreed standards of good practice in respect of matters such as grievance, 
disciplinary, flexible working and dignity at work policies’ (4.6). The sting in the tail? Apparently 
‘such expectations would need to be proportionate for smaller organisations’. We know that a 
national NHS is set to be broken up into a multitude of tiny companies. Good employment 
practice is now to be seen as an overhead that these new organisations will not have to take 
too seriously. 
Even the recognition of trade unions is under threat – buried in the small print of Appendix 2 
(A92). The TCS guidance suggests that ‘all employers should be encouraged, through service 
contracts, to adopt standards of good practice in respect of matters such as partnership working 
with trade unions where recognised’ (my emphasis). It is not helpful to be told that new 
employers ‘should’ respect statutory rights in relation to union membership, or that ‘new 
provider organisations will be expected by the commissioner of the service to clarify their 
approach to the continuing recognition of existing trade unions’ (A96; A97). There is no 
requirement that the new organisations taking over the NHS will recognise trade unions – and 
every likelihood that many of them will not. 
Staff in commissioning may feel safe for now, and in many PCTs there has been an absolute 
explosion of senior non-clinical jobs to manage all the bureaucracy around ‘world class 
commissioning’. The current focus for the Government is the privatisation of provider services. 
However, FESC – the privatisation of commissioning – continues to rumble away in the 
background. We know from 2006 that the Government’s intention is to privatise all the work of 
Primary Care Trusts, including commissioning. Job security for commissioners could be very 
short-lived. 
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NHS workers in Estates Departments also face a desperately uncertain future. There is 
encouragement in the TCS guidance for Primary Care Trusts to pass the management of its 
estates function to the private sector, through management contracts or ‘strategic 
partnerships’ (5.18; A20). This may be through LIFT for new properties, or through the new 
concept of ‘Strategic Estates Development Models’ (SEDs) for existing properties. It appears 
that Primary Care Trusts will pass their properties to the private sector, and then ‘the core 
private sector element of the structure is further subdivided into a property company (that 
raises finance and undertakes property development) and an operating company, which leases 
and maintains property’ (A27). The obvious question is perhaps, ‘Why?’ The outcome of this 
will be the loss of NHS jobs, the loss of public accountability and control of NHS buildings, and 
the provision of another income stream for the private sector. Yet again, this is a big business 
agenda – and one far removed from the interests of the public. 

Building a Fightback 
Transforming Community Services represents the biggest imaginable attack on community 
healthcare. The agenda here is quite clearly one of stripping healthcare out of the NHS; passing 
control in the short term to a chaotic mix of social enterprise companies, charities, Community 
Foundation Trusts and private sector companies; and, long term, ensuring that the NHS 
provides a safe haven for national and multinational corporations.  
This is not in the interests of patients, who will pay a heavy price as services are broken up and 
dumbed down, and as rationing becomes an established part of the NHS. This is not in any way 
a peripheral or minor attack. The intention is to tear the heart out of the NHS. For the 
Government, the profit motive comes far above the interests of ordinary people. 
This is also not in the interests of NHS workers, who face job insecurity, worse pay and 
conditions, and the loss of pension rights. 
For those of us who care about our NHS, our answer to this crisis must be to organise a 
fightback. To be effective, this will need to have three strands. 
A local union fight 
At local level we have jobs and services to defend. We need workplace reps (across all our 
unions) doing everything we can to work together and obstruct the process of parcelling up and 
handing out the NHS. The Joint Trade Union Guidance is woefully inadequate as an overall 
response to TCS, but has some value in giving guidance to reps on what questions to ask and 
what challenges we can make. We may know that consultation is a farce – but we should seek 
to insist on it. We may know that the quality of patient care is irrelevant to decision makers – 
but we should demonstrate their disregard and publicise their failings. The process becomes 
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one almost of trench warfare, dogging the steps of every unprincipled manager building their 
own career at the expense of the NHS. 
If the fightback is left to workplace reps, acting alone at local level, we cannot stop the NHS 
being destroyed. We may achieve some local victories. We will certainly succeed in a process of 
damage limitation in the areas where we are strongest. These things are important, but we 
cannot protect community healthcare if this is our only approach. 
A wider community campaign 
The second strand of a fightback must be for trade unionists to make common cause with 
community campaigns to defend the NHS – and to do everything we can to build those 
campaigns. The Government’s handling of the economy has been a disaster – and it has never 
been plainer that the market has failed us. By privatising the NHS, the Government is revealing 
its utter contempt both for the people who elected it, and for the public services it is intent on 
destroying. The public has no idea what is being done to community NHS services, and the 
Government and PCT bosses hope to keep it that way. Our job is to petition; to contact 
community groups, pensioners groups, tenants and residents associations, faith groups; to 
write letters and hold meetings. We have to be able to explain to people that Government 
lunacy extends even to privatising health visitors and district nurses. Getting the message 
across, and building the community campaigns are urgent tasks for us.  
As trade unionists and community groups make common cause, we need to ensure that our 
campaigns are high profile. The PCT Board meetings that nod through social enterprises and big 
business intervention should be greeted with protests and lobbies. We have to be at Council 
Scrutiny Committees, demanding that they do their job in protecting local health provision. We 
should use local newspapers, and get the maximum coverage we can for the attacks on the NHS 
and for our own resistance to those attacks. And we should most certainly lobby the MPs who 
live in cheerful ignorance of the damage being done to the NHS. We should demand that they 
speak out to defend the NHS – and we should publicise their responses. 
Time for trade unions to challenge New Labour 
There is a third strand, probably the most important of all. We are facing a carefully 
coordinated national attack – driven by an ideologically motivated Government, and 
implemented by Strategic Health Authorities and PCT bureaucrats across England. A national 
attack needs a national response. Many reps, across a whole range of NHS unions, feel that we 
have been let down. To date, our unions have failed to build the high profile and effective 
national campaigns that we so urgently need.  
In this context, it is encouraging that Unite is set to launch a new campaign to defend the NHS. 
This campaign has to go far beyond sending a few posters out to reps and telling them to get on 
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with it. We need careful, detailed support from Unite locally, regionally and at national level. 
That must include support for reps in defending jobs and conditions locally; it must include 
building the wider campaigns; it must involve the whole union in defending one of the most 
valuable assets that working class people in this country have.  This cannot be a fight just for 
Unite members. Every rep, from every NHS union, should demand that their union delivers the 
support they need. 
And, very importantly, we need the political backing of our unions – and that means that the 
leaders of our unions must be prepared to stand up to the Labour Government. The Labour 
Party could not survive without the massive financial support of our unions. Unite and other 
unions keep this Government afloat. Labour is relying on trade unions to bankroll the next 
election, and to use our resources to seek the re-election of a Labour Government. We have 
the power to change Government policy. If we want to save our NHS, it’s time for a clear 
message to go out from our unions to the Government: ‘No, we’re not having it’. The NHS is 
too important to lose. The time left to save it is now running out. 
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