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Introduction
The former UK Chancellor of the Exchequer Nigel Lawson once famously said 
that the National Health Service (NHS) is “the nearest thing the English have to a 
religion.”1  Unsurprisingly from such a source (a dominant figure in the zealously pro-
privatisation Thatcher cabinet) and notwithstanding the Anglocentric description 
of a UK-wide service, this was expressed with disappointment that the population’s 
residual faith in free public healthcare made a private sector reconfiguration of the 
NHS problematic.  Such regret captures the fact that at its heart the principle of 
public health, as embodied by the state funding for a ‘free at the point of use’ NHS, 
is rooted in an ideological struggle and remains a politically contested one.

Part One of this document looks at some historic milestones on the journey 
towards the creation of the NHS in 1948: the descent from the policy aspiration 
that its creation at this time represented and the monetarist counter-revolution of 
the 1970s that provided the economic background within which market ‘solutions’ 
were encouraged in health debates.  Whilst a booklet of this size can merely sketch 
these huge historical events/movements we start at this point to emphasise how, 
historically, debate on the health of the population is reflective of the tension 
between the dominant economic system’s need to provide public health (to meet 
its requirements) and the wider demands, increasing expectation and popularity of 
such collective provision among the wider population.  As a consequence, from a 
campaigning point of view, this has meant that to champion free healthcare on the 
basis of need, as the most politically advanced vanguard of the labour and trade 
union movement always has done, is to argue for such a right in order to provide 
one of the building blocks of a civilised society.  

In Part Two we explore the scale of the markets’ intrusion into public healthcare while 
Part Three outlines the major proposals for change within our health service over 
the last 20 years including the latest variant – the Bengoa2 report.  Part Four looks at 
regional disparities in health outcomes in relation to the devolved administrations 
and, whilst acknowledging the huge scale of the post-conflict needs of our society, 
returns in Part Five to discussing the “crisis” in healthcare as one caused by the 
outworking of capitalist ideology.  Finally in Part Six we outline the basis of a 
renewed struggle for a healthcare - one that links the immediate needs of those 
who work in/use the NHS and the wider, linked struggle for the economic, social 
and political justice within which healthcare in its fullest sense can be provided.

1   [On Line] Available: https://www.independent.co.uk/voices/nhs-crisis-jeremy-hunt-health-service-religion-
privatise-to-save-it-a7567056.html 7/2/17.

2    [On Line] Available: https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-full-
report.pdf  (2016).
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Part One: Exploitation, Negligence and Struggle
In the era prior to the Industrial Revolution any attempt to deal with illness for the 
majority of the population occurred at a parish level.  This was a product of the 
fact that for the masses at the broad base of society’s pyramid, life was nothing 
more than a struggle for basic survival.  At the tip of this feudal structure, the ruling 
class’ perennial concern was little more than the minimal effort it had to make to 
prevent disorder.  This indifference reflected the fact that while the ultimate aim 
of such governors might have been to “breathe a different air”, at this stage they 
themselves, could only do so to the extent the economic (feudal) nature of their 
society allowed them to, with even this caste subject to visitation by plague.

As society moved from feudalism to capitalism the changes in production, exchange 
and manufacture demanded by the industrial revolution meant the distance 
between workers and ‘owners’ could not last.   This revolution, therefore, saw both 
the growth of a new urban, industrial proletariat and a newly ascendant, empowered 
bourgeois class.  The latter’s economic needs were met by rapid urbanisation and 
the associated health problems that came with it, most notably in the form of city 
epidemics.  

This economic period also attracted broader analyses of the nature of industrial 
society and the price that was being paid (and by whom) for its birth.  Marx and 
Engels, for example, offered the “first truly sociological theories of illness and 
disease”3 of this time with their work making clear that the negligence upon which 
the social conditions were built upon was the root cause of disease.  Whilst at heart 
both the feudal ruling class and their bourgeois successor may have displayed a 
consistent negligent callousness as regards the “lower orders” (notwithstanding 
philanthropic/charitable interventions4) the new bourgeois ideology was caught 
in the contradictory impulse of the ideological ‘liberal’ excuse for negligence (that 
non-intervention was both the correct ethical and political response to those 
suffering from their own ‘weakness’) versus the need to stabilise production, in 
order to maximise profit.

Economic Necessity of Minimal Intervention

Such a contradiction – and the ideology that underpins it found expression in 
government being forced to respond to epidemics (cholera in the 1830s and 
1840s), fear of unrest and the economic necessity of requiring a population 
physically robust enough to work.  This was also the material driver for the Factory 
Acts (to provide some regulation/improvement in workers’ conditions) and a Public 
Health Act (1848) requiring local government to create Boards of Health that would 
address the adequacy of water/sewage provision.  The minimalist and cruel nature 

3  Collyer, F. (2015) Karl Marx, Friedrich Engels: “Capitalism, Health and the Healthcare Industry” in Collyer, F. (ed.) 
The Palgrave Handbook of Social Theory in Health, Illness and Medicine. Basingstoke: Palgrave, pp35-59 at p.36.  

4  It has been argued that such efforts were themselves ultimately outstripped by workers’ own collective “self-
help - through Friendly Societies, burial clubs and hospital collections.”  See Mulholland, C. A socialist history of 
the NHS. The economic and social forces that have shaped the National Health Service. VS Verlag, 2009,  p.146.
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of the capitalist system however – the echoes of which persist to this day in the 
stigmatisation and demonising language of the “deserving poor”- was evidenced in 
the creation of and conditions within the workhouses established by the Poor Law 
Amendment Act 1834.  For example, this allowed the state to take the property of 
those seeking help in return for basic relief.  

Furthermore, in separating the “destitute from the rest of the poor”5, it has been 
argued this was an attempt to “create a national labour market”6 a move described 
by E.P. Thompson as “perhaps the most sustained attempt to impose an ideological 
dogma, in defiance of human need, in English history.”7  Again, however, such action 
could not fail to generate a response.  As a consequence, moved both by pressure 
from below and the extent of scandals concerning negligence at workhouses, 
subsequent Acts of Parliament eventually saw the first moves towards “public 
hospitals” for the workhouse’s destitute sick as well as the developing, though 
limited, concept of government having a responsibility for the health of the 
population.  If this was a reflection of debate at a Government level, it was moved 
by mass political agitation – debates about increasing the franchise, for example, 
and the wider, collective, militant developments within the trade union movement.8

Similarly, pressure from below and diverse approaches to it in the governing class 
can be seen to inform the key pre-NHS Government in the UK’s journey to an NHS 
- that of the Liberal Government (1905-15).  Prior to its formation, at the top of 
society, absolute laissez-faire attitudes were being challenged not only by studies 
illuminating the scale of poverty but by the unavoidable evidence of a society built 
on general negligence.  Not for the first time, the fact of the masses’ inadequate 
health was illuminated by the capitalist state’s war needs with recruitment for the 
second Boer War (1899-1902) hindered by the fact that 48% of potential soldiers 
could not be recruited due to ill health.

The 1905 Liberal Government faced pressure to act on social issues from both the 
domestic emergence of the Labour Party and international developments that made 
change inevitable.  These events included the 1905 revolution in Russia and the 
social policies (as a counter to socialist advance) pursued by Bismarck in Germany 
on Sickness/Accident/Old age & Disability Insurance between 1883 and 1889.  The 
Liberal Government, therefore, brought in the first state pensions, unemployment 
insurance, national insurance (1911) and health insurance (1913) in the UK, though 
“it did not cover most women, all children, the elderly or the self-employed and did 
not include hospital or specialist care.”9

5  Jones, E. and Pickstone, J. (2008) The Quest for Public Health in Manchester:  The Industrial City, the NHS and the 
recent history.  Manchester: Manchester NHS Primary Care Trust, p.10.

6 Ibid.
7 Thompson, E.P. (1963).  The Making of the English Working Class.  New York: Vintage Books, p.267.
8  Mulholland, C. (2009) Op. Cit. See also “A critical analysis of neo-liberal reforms to the English NHS since the year 2000.”  

By David Ian Benbow, On-line Available:  http://eprints.keele.ac.uk/4584/1/BenbowPhD2018.pdf  March 2018.
9 Hardy, A. (2001) Health and Medicine in Britain since 1860, Op. Cit., n.46 at p. 80.
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The Significance of 1945 and the Creation of an NHS
The patchwork nature of the structures brought in by this administration and 
its successors was, of course, wholly inadequate to deal with the mass needs 
of an industrial society particularly one hurtling through an age of World War 
and Revolution.  As the growing tensions between competing empires finally 
exploded with the outbreak of World War One, the post War years saw both major 
crises of capitalism (the Wall Street Crash and subsequent Great Depression) and 
revolutionary agitation both against its inadequacies and in favour of a wholly new 
society.

Just as the industrial revolution’s urbanisation/class mobilisation exerted pressure 
on governments to act, the seismic impact of the 1917 Russian Revolution on 
the inter-war years also represented a huge, progressive, gravitational pull on 
the international labour movement.  As a consequence, even avowedly social 
democratic organisations were radically re-shaped in its orbit as was the mass 
membership of these organisations.  Once out of the bottle the revolutionary idea 
- of the masses having a value beyond their labour and indeed having the right to 
own and direct the “full fruits” of its value could not be suppressed entirely.  Even 
attempts at “killing it with kindness” to stem this radical tide represented a political, 
material advance.  So this proved in relation to the UK with, for example, the Labour 
Party’s coalition presence in the War Cabinet during WW2 and debate during these 
years dominated by a spirit of “no going back” to the want and negligence of the 
1930’s.  This shaped the Beveridge Report (1942) which although authored by a 
Liberal economist, in its scope, language and promise of a better post-war world 
(calling for a fight against the Giant Evils in society of Squalor, Ignorance, Want, 
Idleness and Disease) reflected the effect that the cataclysmic confluence of mass 
mobilisation, world war and revolution had brought about.

Subsequently the nature of the newly proposed Health Service that came into force 
after the Labour landslide victory in the UK General Election of 1945 established the 
principles of universal coverage and delivery and aimed to ensure that in the words 
of Health Minister, Aneurin Bevan – “the rich and the poor are treated alike, that 
poverty is not a disability, and wealth is not advantaged.”10  This represented, and 
continues to represent a fundamental challenge to laissez-faire economics.  In its 
avowed aim of expecting central government to be aware of what was happening 
on the ground and the speed with which it was embraced, it lit the flame for popular 
agitation on health issues that no longer hoped for charity but expected politically 
directed state intervention.  

For social democrats like Bevan and those to the left of him in the labour movement 
both inside and outside the Labour Party, the achievement of creating an NHS was 

10  Aneurin Bevan (1897-1960), Minister for Health in the 1945 Labour Government that established a free at the 
point of use National Health Service, funded from general taxation.  This quotation from his 1952 book “ 
In Place of Fear”, New York: Simon and Schuster.  Kessinger Legacy Reprints, p.81.
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accomplished by an acknowledgement that the general wellbeing of a population 
was not deliverable through one pillar (the NHS alone) of the newly created 
Welfare State.  Significantly, Bevan was Minister for Health and Housing.  In this 
way, he and the most progressive advocates of universal healthcare knew that the 
population’s health required a true safety net – a social security – from the cradle 
to the grave – of which formal healthcare was only one part.  It was not and could 
not be the job of the healthcare system to deal with wider society’s systemic failure.  
What was needed and what such advocates demanded was for generational and 
transformative change. 

The NHS - An End in Itself?
The formal, Party Political responses, however did not reflect this approach to 
the development of an NHS.  On the Right its creation was presented as a de-
politicised end in itself - proof that: capitalism can and will provide for its citizens; 
state involvement in provision does not necessarily represent a stepping stone 
to a broader transformation of society and such a “class compromise” shows that 
you can ‘take politics out of health’.  It is this approach that has allowed the NHS’ 
initial enemies (in the post WWII but pre Thatcher Conservative Party) to eventually 
embrace the NHS for electoral purposes and even argue that they were its truest 
defenders.  If this was the Right’s electorally necessary and calculated hypocrisy 
in the wake of the NHS’s popularity, the leadership within British Labour were not 
averse to their own duplicity, claiming to love the NHS yet in less than a decade of 
the NHS’ existence choosing empire, militarism and U.S capital over a free health 
service.  In this way:

The (1950) Labour government’s overriding determination to maintain 
the American alliance, no matter what the cost, was to eventually bring it 
down.  Under American pressure, in 1950, the government introduced a 
massive rearmament programme.  Labour committed itself to doubling 
defence expenditure to £3,400 million spread over the next three years.  
This was despite the fact that Britain was already spending a higher 
proportion of GDP on defence than the United States.  The following 
year, in January 1951, this commitment was increased to £4,700 million 
(the Americans wanted £6,000 million).  What this involved was the 
government throwing away the fruits of economic recovery achieved 
by the sacrifices of ordinary people in order to appease the Americans.  
Attlee, as one historian has observed, put Labour’s electoral fortunes 
at serious risk for the sake of the American alliance...The economic 
consequences were disastrous.  Whereas in 1950 there was a £244 
million balance of trade surplus, by 1951 this had been converted into 
a £521 million deficit.  The Chancellor, Hugh Gaitskell, proposed cuts in 
welfare to help pay for rearmament (the introduction of charges in the 
NHS) and increased taxes.  The introduction of NHS charges split the 
government, with Bevan, Harold Wilson and others resigning in protest.  
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In the general election of October 1951 the Conservatives under 
Winston Churchill were elected into power.  They quickly scaled down 
the rearmament programme.11

Throughout the history of the NHS, therefore, the “affordability” game has always 
been played. For the wider population however – who have experienced, benefitted 
from and appreciate the principle of free healthcare – such opportunism reinforces 
the essential historic and current campaigning point - hard-fought struggle 
established the NHS and it is ours to own and defend, not leave to the expediency 
of political opportunists.  A defence on this basis - for the ideological principle of 
collective ownership returns the idea of universal health care to the “war on want” 
from which it emerged – one founded within the argument for a society founded 
on universal rights.

As we have just outlined, the timeframe within which the NHS was created was 
crucial to its ambition.  It is part of the high watermark of post-war progressive 
intent (driven from below) that also, in 1948 saw the Universal Declaration of Human 
Rights argue for “socio-economic rights, guaranteeing a minimum level of welfare 
and access to resources.”12  As if bookending these hopes the Alma-Ata declaration 
thirty years later in 1978, saw the World Health Organisation (WHO) declare “that 
primary healthcare should be freely available to everyone in the world by the year 
2000.”13 This can be seen as the last international projection of such ambition prior 
to the domination of the counter-revolution heralded by the elections of Thatcher 
(1979), Reagan (1980) and the subsequent dominance of neo-liberal ideology.  
Alma-Ata’s vision, re-signalled that healthcare was a torch illuminating a wider idea 
– that another world was possible and that to meet such an end would require “a 
shift from militarism to peace, a redistribution of power from the global north to the 
global south and a New International Economic Order…nothing less than a total 
re-imagining of global financial systems, resource distribution and power.”14

The Counter-Revolution
Far from such a re-imagining happening, however, the counter revolution that came 
next offered the opposite prescription.  For the adherents of the hostile ideology 
this ushered in, even the “class compromise” referred to above, is too much.  This 
newly assertive element of the ruling class saw and sees the world through Hayek’s 
eyes where state intervention is “the road to serfdom”,15 the Welfare State and NHS 
anathema.  Their definition of freedom, behind shallow rhetoric and occasional 
calculated gestures associated with “popular capitalism” was that of the already 

11  Newsinger J. The Blood Never Dried: A People’s History of the British Empire. Bookmarks Publications 2013,  
p. 230.

12 [ On Line] Available: https://www.theguardian.com/commentisfree/2018/jun/27/nhs-70th-birthday-universal-
declaration-human-rights 27/6/18.

13 Ibid.
14 Ibid.
15 Hayek, F.  Road to Serfdom, University of Chicago Press (1944).
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financially privileged entrenching and enhancing their advantage.  As soon as 
possible when in office its political disciples signalled their intent with the dramatic 
cutting of tax rates for the richest strata in society.  Consequently:

although there have been cuts in the top rate of income tax across 
almost all developed economies since 1979, it was the UK and the US 
that were first, and that went furthest. In 1979, Thatcher cut the UK’s top 
rate from 83% to 60%, with a further reduction to 40% in 1988. Reagan 
cut the top US rate from 70% in 1981 to 28% in 1986. Although top 
rates today are slightly higher – 37% in the US and 45% in the UK – the 
numbers are worth mentioning because they are strikingly lower than 
in the post-second-world-war period, when top tax rates averaged 75% 
in the US and were even higher in the UK.16

The long-term effect of these changes could not be clearer in relation to who 
benefitted most from the deliberate counter-revolution against progressive 
taxation (see Figure 1).

Figure 1: The rise of the global top 1% versus the stagnation of the global bottom 
50%, 1980–201617

Incredibly, this ideological assault on the tax base upon which public need could 
be met, was matched by the dominant mantra – still in play – that allows the very 
politicians supportive of tax injustice and the raid on the public coffers it represents 
to refuse any progressive request and ask the increasingly threadbare question - 
“where is the money to come from?”.  

16  [On Line] Available: https://www.theguardian.com/inequality/2019/jun/06/socialism-for-the-rich-the-evils-of-
bad economics?CMP=twt_gu&utm_medium=&utm_source=Twitter#Echobox=1559816208 6/6/19.

17 [On Line] Available: https://wir2018.wid.world/executive-summary.html 2018.
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Part Two: Market Intrusion 
In the previous section we outlined the centuries’ long struggle to establish the 
principles of universal health provision and the counter-revolution that had 
such policy in its sites.  Whilst personified by Reagan and Thatcher, this ideology 
did not die with their political demise.  Indeed the continuity from that era was 
acknowledged by Thatcher herself when she commented that, in terms of legacy, 
her finest achievement was the ideological construct of New Labour.18  Similarly, 
despite the propaganda about the post-Blair Tories no longer being the Thatcherite 
“nasty Party”, in effect the “shrink the state” ideologues within the Conservative 
Party found new life during the Cameron/Osborne years - happy to cloak their real 
intent, in presentational terms at least, by mirroring New Labour’s relaxed view 
about private sector involvement in the NHS.  In this way the Tories could combine 
warm words on the NHS with a desire to reduce public spending as a percentage of 
GDP to a level it had last been in the year the NHS was founded (1948).19  

While economic incompetence and electoral necessities stalled such ambition, the 
wider anti-state strategy remains the same with the NHS having a “central role…in 
the Conservatives wider vision, their public sector ‘revolution’ in which the entire 
state except the military and judiciary is to be opened to the private sector.  [The view 
being that] break up the NHS and everything else falls….”20  The plan, as admitted 
in 2011 by Eamonn Butler, the Director of the right-wing Adam Smith Institute has 
been a long-term one.  When he was asked “whether he really thought that the NHS 
in England would now become a mere ‘franchise.’  His answer was revealing: ‘It’s 
been twenty years in the planning,’ he said.  ‘I think they’ll do it.’ ”21  

NIPSA research has previously illustrated22 this long-term attack on the public 
sphere and how valuable a prize “rent-seeking”23 in and around health is.  In this 
way, chasing a global healthcare spend in excess of $5 trillion:

A new pernicious epidemic is stalking the health care systems of the 
world. It is striking rich countries and poor alike, with understandably 
the most devastating impact on the poorest. It saps vital resources, 
dislocates and fragments systems, obstructs the development of 
equitable healthcare systems, and prevents government planning and 
responding to health needs.  The epidemic is not a medical problem, but 
a man-made disaster. It is the rampant spread of neo-liberal, pro-market 

18 [On Line] Available: https://conservativehome.blogs.com/centreright/2008/04/making-history.html 11/4/08.
19  [On Line] Available: http://www.theguardian.com/commentisfree/2013/dec/08/george-osborne-spending-cuts 

8/12/13.
20 [On Line] Available: http://www.opendemocracy.net/print/68306 27/9/12.
21 Leys, C and Player, S (2011) Op. Cit. p.144.
22  See “The Daylight Robbery of Privatisation: Private Profit from Public Loss”,  [On Line] Available: http://www.

nipsa.org.uk/NIPSA-in-Action/Policy-and-Research/The-Daylight-Robbery-of-Privatisation-(1) April 2013.
23  It is correctly noted that “A typical feature of rent-seeking behaviour is that it is an attempt to take a bigger 

piece of the existing pie, rather than make the pie bigger.”  Lanchester, J. How to Speak Money, 2014, Faber and 
Faber Ltd. pp - 200-2001. pp. 210-211.
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‘reforms’, devised and promoted by a narrow policy-making academic 
and political elite in the wealthiest countries.24

A Strategy to Undermine the NHS
The scale of this global assault means that despite regional, national and international 
differences across populations as well as N. Ireland’s specific post-conflict health 
needs,25 the way the market invades formerly public sector healthcare shares many 
similarities.  This is due to the fact that:

Politicians…increasingly made cause with the private sector, opening 
the door to commercial interests through step by step reforms, each of 
which has concealed its true purpose…We have been lulled by talk of 
patient choice, modernization, world class commissioning, contestability 
and plurality of providers.  Politicians have hardly ever used the word 
‘market’ and the intention to privatise has always been denied…behind 
a smokescreen of…bogus public consultations, distortion of the truth 
and outright lies26…When none of this is possible there is always spin.  
Facts can be presented as something other than what they are.  Private 
for-profit corporations focused on maximising shareholder value 
become ‘the independent sector.’  Hospital closures become ‘care in the 
community.’  Cuts become ‘productivity savings.’27  

It is this market ideology, not the bogus justification for change in the bland 
shopping lists of “reform”, “healthcare for the 21st Century” etc. that feeds a 
narrative propagated through: private sector funded think tanks; the revolving door 
between Government Ministers, Senior Officials and private sector health lobbyists 
and advanced by the groupthink of an increasingly corporate media.28  In this way 
ideologically driven, “reform” from the Right, in health as elsewhere, serves neither 
patients nor those – the staff in healthcare - who need the resources to be able 
to do their job.  In this context it is correct to argue that “reform is something of a 
weasel word.  In its modern economic usage it never, ever, not once, means ‘hiring, 
more people and giving your current workforce more generous pay and conditions.’  
Instead it usually means sacking people and making the ones who are in work do 
more for less.”29  

The global nature of this reactionary mission is exemplified by the recurring presence 

24  [On line] Available: Lister, J (2013) Health Policy Reform: Global Health versus Private Profit.  Oxfordshire: Libri 
Publishing. See preview at [On line] Available http://www.opendemocracy.net/print/73119  7/6/13.

25  Healthcare across the UK: A comparison of the NHS in England, Scotland, Wales and Northern Ireland by the Audit 
Office found that in terms of population health needs, “on the basis of the data available, average need was 
estimated as highest in Northern Ireland and lowest in England”. [On-line] Available http://www.nao.org.uk/
wp-content/uploads/2012/06/1213192es.pdf 29/6/12.

26 Leys, C and Player, S (2011) “The Plot against the NHS”.  London: Merlin Press. p.viii.
27 Leys, C and Player, S (2011), Op. Cit. p.106.
28  See [On Line] Available: http://www.opendemocracy.net/ourbeeb/oliver-huitson/how-bbc-betrayed-nhs-exclu-

sive-report-on-two-years-of-censorship-and-distorti 27/9/12.
29 Lanchester, J. How to Speak Money, 2014, Faber and Faber Ltd. pp - 200-2001. pp. 209-210.
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of certain global consulting giants in “reform” proposals.  The US consultancy giant 
McKinsey is one such company.  It is claimed that “if any one company has played a 
decisive role in the destruction of the NHS, it is the US consultancy giant McKinsey 
– its influence extending far beyond the privatisation of the NHS [having] ‘gained 
unprecedented power over the lives of British citizens.’30  In terms of scale and 
influence over policy for example:

McKinsey has about 9,000 consultants in 55 countries, working with more 
than 90 per cent of the 100 leading global corporations and two-thirds of the 
Fortune 1000 list of companies. Forbes estimated the firm’s 2009 revenues 
at £4 billion. While they portray themselves as ‘independent’ they routinely 
endorse models of care that replicate the US health system – especially 
the concept of ‘integrated care’, which, while sounding progressive, points 
towards the US model of ‘managed care’, with its high insurance premiums, 
exorbitant CEO salaries and denial of care.31

The local connection in this regard is that health reform in Northern Ireland is shaped 
by this policy giant.  For example, the Transforming Your Care (TYC)32 initiative had its 
forerunner in a report33 written by McKinsey for the Health and Social Care Board as 
part of the 2010 Comprehensive Spending Review.  This made very explicit – in a way 
that the public relations around TYC and other reviews initially obscured - that the 
policy would lead to: hospital closures, staff cuts, diminished terms and conditions; 
a healthcare world of ‘co-payment’ options i.e. the patient part paying for their 
treatment; “reducing quality”: more restrictive eligibility criteria for treatments, e.g., 
hip replacements only for the over 80s, social care packages only for the acutely-
ill, asking people who need it to buy their own equipment; introducing means-
testing, i.e., making people pay for care if they can afford to; denying treatments 
that are high cost per Quality-Adjusted Life Year (QALY), e.g., high-cost end of life 
treatments such as chemotherapy; reducing funding of services seen as ‘non-core’, 
e.g. voluntary and community groups – which currently substitute and/or prevent 
need for statutory care.34  

The politicians who commissioned such a report may have suggested these were 
just policy options not policy – but the tenor and general support for the approach 
taken, suggested a testing of the political waters rather than consultants who 
had strayed too far from their brief.  Indeed each wave of reform (see below) has 
increasingly signalled such a preferred destination – framed as an escape from “the 
burning platform”35 of current crisis - within its route map.  

30  [On Line] Available: http://www.redpepper.org.uk/mckinseys-unhealthy-profits/ July 2012.  The description of 
McKinsey’s influence is a quotation within the Red Pepper article by Management Consultant David Craig.

31  [On Line] Available: http://www.redpepper.org.uk/mckinseys-unhealthy-profits/ July 2012.
32 See NIPSA analysis of TYC [On Line] Available: https://nipsa.org.uk/publications/tyc_long.pdf  March 2014.
33  [Online] Available: https://skwawkbox.org/2013/01/15/restricted-mckinsey-paper-portrays-grim-future-for-

health-service/comment-page-1/ 15/1/13.
34 Ibid.
35 Ibid.
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Part Three: Rolling Reform
There has been no shortage of reviews of the Health and Social Care system in 
Northern Ireland in this century.  This reverses a previous pattern in that:

Over the nearly 30 years of direct rule in Northern Ireland, reform and 
modernisation in public policy was virtually non-existent. Other matters 
of course dominated, with British ministers preoccupied with security 
and economic issues. The lack of any real reform was generally viewed 
as a temporary stop-gap until devolution was restored.

Shortly after the devolved structures were established, it became 
apparent that the health and social care system – with an annual spend 
accounting for almost half of all the devolved Government’s spending 
– was struggling to meet the demands and expectations of a growing 
and ageing population. It was clear that health and social care was one 
of the most challenging issues for the new executive.36

Heenan and Appleby37 summarise these reviews as follows.  See Table 1:

Table 1 Health and Social Care Reviews 2001-2016

2001: The Acute Hospitals Review

Led by former civil servant Maurice Hayes, this recommended reducing the 
number of hospitals, amalgamating commissioning boards into one, and 
integrating health and social care.

2002: Developing Better Services

This blueprint for services laid out plans to reduce the number of hospitals, and 
improve working between different services.

2005: Independent Review of Health and Social Care Services 
in Northern Ireland. 

Led by John Appleby, this review found that [local] NHS lacked ways to manage 
and incentivise better performance.

36  Heenan, D. and Appleby, J. in https://www.nuffieldtrust.org.uk/news-item/health-and-social-care-in-northern-
ireland-critical-care 17/10/17.

37 Ibid.
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2011: Rapid review of Northern Ireland Health and Social Care 
funding needs and the productivity challenge 2011/12-2014/15.  

Led again by John Appleby, this review of finances and efficiency found that the 
health service in Northern Ireland needed significant additional funding, but 
also had considerable room to improve productivity.

2011: Transforming Your Care

This major review concluded that the current system was not fit for purpose and 
there was an unassailable case for change. It identified a mismatch between the 
need for a proactive model based on prevention and the needs of patients, and 
the reality of a system focused on hospital care. The report called for a major 
shift in the design of services, making 99 recommendations.

2014: The right time, the right place.  

Former English Chief Medical Officer Sir Liam Donaldson led this review of 
governance in the [local] NHS.  It called for more flexibility and room for 
innovation, a reduction in the number of hospitals, and better responsiveness 
to patients. The review expressed concern that the vision set out in Transforming 
Your Care was not being implemented.

2016: Systems not structures – Changing health and social care.  

A panel led by Professor Rafael Bengoa – an internationally experienced former 
health minister of the Spanish Basque Country – called for the development of 
an accountable care system that aimed to manage people’s health and keep 
them well. It concluded that the system had the capability to deliver on key 
objectives, but stressed that realistically this would be a long-term 10-year plan.



13

Bengoa
38

The latest in this line of Reviews (Bengoa)39 referred to above attracted the 
endorsement of the major local political parties with Michelle O’Neill the last sitting 
Health Minister before the collapse of the Executive in January 2017.  This collapse, 
it is argued, prevented the full roll out of its recommendations.  As this report is 
the most recent and the template most often cited as what, without an Executive 
to implement it, our Health Service most lacks, its major recommendations are 
outlined in Appendix 1.  

Of course, like the language of many such reports, some of the rhetoric is 
incontestable i.e. who doesn’t want to move to a system that is “more personalised, 
preventative, participative and predictive”?40  The problem however, also not new, 
is that the funding problem is both stated (i.e. we need “a 6% budget increase 
required simply to stand still”)41 but not presented, indeed demanded, as a sine 
qua non starting point for reform.  As a consequence, even the most genuine 
contributors to such local reviews can risk providing cover for damaging changes 
in service provision that are made first without the protection of secured funding or 
staff guarantees.  Such a clash between rhetoric and reality was also evident when 
the advocates of the Transforming Your Care (TYC) reform expected us all to accept 
changes tied to a reform, that it was subsequently revealed lacked £70 million 
transitional investment.  

The changes themselves reflects a broader policy desire to transfer highly 
contentious new English models here - “the bulk of outpatient care being transferred 
out of hospitals...into local, cheaper setting...[and] a growing proportion of patients 
with chronic illnesses to have fixed budgets for their care.”42  Such a thread ran 
through the 2012 Health and Social Care Acts with its Integrated Care Provider (ICP) 
approach, that facilitates privatisation by stealth, and is ever-present in the latest 
(Bengoa) “transformation plans” proposed for our health system.  

Such “bold moves” are always framed by their “necessity” due to demographic 
change and rising costs.  This is a general approach on policy that can operate 
in the absence of thorough political scrutiny and combines “lowest common 
denominator decisions”43 with, as in other covert privatisations a  “focus…to reduce 
expenditure…the English “solution”…touted as the way forward.”44 In addition there 

38 [On Line] Available: https://www.bbc.co.uk/news/uk-northern-ireland-37765758  26 October 2016.
39  [On Line] Available: https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-full-

report.pdf (2016).
40  [On Line] Available: https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-report-

executive-summary.pdf (2016), p. 5.
41  Ibid.
42 Leys, C and Player, S (2011) Op. Cit. p.68.
43  Gray, A. M. & Birrell, D. (2011) ‘Coalition government in Northern Ireland: Social policy and the lowest common 

denominator thesis’, Social Policy & Society, 11(1), pp. 15–25.
44  Muir, J. (2013) “The Dynamics of Policy-Making under UK Devolution: Social Housing in Northern Ireland ”,  

Housing Studies, Vol. 28(7), p. 1090.
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is a tokenistic, anti-democratic approach taken to consultation in which the general 
public feel like extras in a box-ticking charade with foregone conclusions already 
costed and planned irrespective of such ‘democratic’ pretence.45  

Incredibly while so much of the commentary about the need to re-configure our 
society generally and health and social care in particular is framed by reference 
to the “ageing population” and economies that have to be “reluctantly” made as 
a consequence, emerging research evidence suggests the wider withdrawal from 
health and social security provision, compounded by austerity have actually begun 
to reverse the very “fact” of mortality improvements that were being used to make 
“unaffordability” the state’s “commonsense” response to this “crisis”.46  

45  Muir, J. (2013) “The Dynamics of Policy-Making under UK Devolution: Social Housing in Northern Ireland”, Hous-
ing Studies, Vol. 28(7), p. 1090. 

46  [On Line] Available: https://www.kingsfund.org.uk/publications/whats-happening-life-expectancy-uk 15 
August 2018.
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Part Four: Regional Disparity
As we have referred to above, judgment of any proposed reform including Bengoa, 
needs to strip away the aspiration that appears in such reports and measure them 
against the scale of the problems in the existing service.  What cannot be ignored is 
the fact as we have just discussed that any argument for reform in 2019 is obviously 
made more difficult by the last decade’s wider dominance of austerity.  In terms 
of current disparities in NHS performance across the devolved regions, recent 
analysis47 highlights how markedly worse current performance is for patients in 
Northern Ireland.  On waiting times, for example, even in comparison with the 
‘worst performer’ Wales where “the clock [of patient care for ultimately hospit-
alised patients…is started] slightly sooner…a person in Northern Ireland is at least 
48 times as likely as a person in Wales to wait more than a year for care”48 and over 
64,000 people had been waiting over a year for their first outpatient appointment 
– a quarter of all those on the waiting list.  In England, by contrast, around 1,500 
people were still waiting over a year – just 2 per cent of the number in Northern 
Ireland for a population over 30 times larger.  In terms of the experience at Accident 
and Emergency, patients in Northern Ireland have for many years had to put up 
with the longest waiting times of any part of the UK (see Figure 2 below).

Figure 2:  Percentage of patients waiting more than four hours in A&E: 
UK countries 49 

47  Change or collapse: Lessons from the drive to reform health and social care in Northern Ireland (2019) ISBN: 
978-1-910953-67-9 Nuffield Trust https://www.nuffieldtrust.org.uk/files/2019-07/nuffield-trust-change-or-
collapse-web-final.pdf Published 10/07/2019.

48 Op. Cit, pp. 8-9.
49  [On Line] Available: https://www.nuffieldtrust.org.uk/news-item/health-and-social-care-in-northern-ireland-

critical-care  Source: Nuffield Trust analysis of publicly available NHS data 17/10/2017.

© Nuffield Trust
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Six months on from this research the general picture was no better:

 ● Consultant-led hospital waiting list times have risen 7% since last year.

 ● Official figures also reveal little improvement for people waiting on a 
diagnostic test.

 ● When it comes to having an initial consultant-led appointment, a total 
of 288,754 people were on the waiting list - 19,000 more than in 2018.

 ● There are 130,351 patients waiting for a diagnostic test - a test or 
procedure to identify what could be wrong - up 22.3% compared to 
March 2018.

 ● The draft government target states that all urgent diagnostic tests 
should be reported on within two days of the test being taken, however 
just 86.1% of tests were reported on within that recommended time.50

The question of whether funding is sufficient is a constant in the health debate 
particularly across regions.  In terms of comparative spend -

Figure 3 Health spending per head: UK countries 51 

50 [On Line] Available: https://www.bbc.co.uk/news/uk-northern-ireland-48456811 30 May 2019.
51  Chart from https://www.nuffieldtrust.org.uk/news-item/health-and-social-care-in-northern-ireland-critical-care 

Source: Nuffield Trust. Data source: Public Expenditure Survey Analysis, HMT 17/10/2017.
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We made the general point above that health provision alone cannot deal with a 
myriad of society’s problems.  This is even more relevant in the context of our society 
where any change has to recognise the scale of the legacy challenge including:52 

the lack of social capital, the complex matrix of trust, collaboration 
and shared responsibility that some argue is a necessary precondition 
for successful development – community segregation that inhibits 
the scale on which local development can take place thus inhibiting 
opportunities for success.53  

It is of course necessary to point out the particular, additional needs of our  
post-conflict society that outstrip the scale of investment needed to address the de-
industrialised wastelands in the UK, and to accept that the resources/performance 
captured above clearly show that the status quo is not an option.  However, it is 
important that we do not get trapped in an inter-regional argument (i.e. Stormont 
-v-England/Wales or Scotland) about who should get additional crumbs from 
Westminster, thus accepting a deliberately reduced cake.  As recently as June 
2019,54 for example, health experts were arguing that Health spending in England 
and Wales would need £8bn on top of its existing budget for its long-term plan to 
succeed.  Given we feed proportionately off the Barnett consequentials, what does 
this analysis suggest about our current underfunding?  

As we have outlined, in what is glossily sold as “public sector reform” much is heard of 
increasing “choice” but the menu on offer, ultimately, determinedly and regressively 
diminishes both universality and the not-for-profit publicly provided service.  Allied 
to the lack of choice is a service built on a failure to establish the appropriate 
workforce planning and true investment needs.  Is anyone suggesting our needs 
would be best met by following the path to service spending cuts in England?  
The re-shaping of provision that has taken place there represents extremism and 
negligence writ large with the IFS reporting cuts to local government service in 
England of over 40% in some areas (See Figure 4 below).55  There is no doubt that 
problems now neglected in this sector will fuel a long-term healthcare crisis.

52 [On Line] Available: https://nipsa.org.uk/publications/Asset-1.pdf  June 2012.
53 [On Line] Available: https://www.ictuni.org/download/pdf/statement.pdf  2006.
54  [On Line] Available: https://www.theguardian.com/politics/2019/jun/18/nhs-needs-extra-8bn-long-term-plan-

fail-hospital-bosses.  18 June 2019.
55 [On Line] Available: https://www.ifs.org.uk/uploads/publications/bns/BN250.pdf p.6.
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Figure 4: Real-terms changes in English local government service 
spending by service area, 2009-10 to 2017-18
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Part Five: A Crisis Rooted in Ideology
The statement that “healthcare” alone can’t solve society’s structural problems is as 
true today as it was in Bevan’s day.  The Bengoa Report itself outlines how: 

only about 20% of health outcomes are related to clinical care: 10% is 
related to physical environment (air and water quality, built environment, 
etc.); 40% is related to socio-economic factors (education, employment, 
social support, community safety); and 30% is related to behaviours”).56

This being the case we have to ask ourselves, how can we address these questions 
at a societal level?  It is clear that, in order to explore what we demand of our health 
service we must root such demands in a direct challenge to the ideological prison 
that limits these debates.  If all discussion is framed by the question of how to get 
off the “burning platform” have we not the right to start by asking who set it on 
fire and who profits from the economic arson that aims to reconfigure our public 
services?  

While the nail in the neo-liberal coffin should have been the Crash of 2008, the “small 
state” zealots were able to re-frame the post-crash crisis into one of the “necessary 
medicine” of austerity.  This was led by a generation of politicians, flattered by the title 
of  “technocrat” when their “technical” fixes amount to little more than tinkering 
with an unravelling market system.  After four decades of market “freedom” their 
promoted world view is in ruins yet they lack the material motivation or political 
courage to do something about it.  This is described by progressive tax expert 
Richard Murphy as “cowardly government:”57

The economic crisis we are now facing is the legacy of Thatcher and 
Reagan because they introduced into government the neo-liberal idea 
that whatever a politician does, however well-intentioned that action 
might be, they will always make matters worse in the economy. This is 
because government is never able, according to neo-liberal thinking, to 
outperform the market, which will always, it says, allocate resources better 
and so increase human well-being more than government can.

What began as an economic idea has now swept across government as 
a whole: we have got a class of politicians who think that the only useful 
function for the power that they hold is to dismantle the state they have 
been elected to govern while transferring as many of its functions as 
possible to unelected businesses that have bankrolled their path to power.58

56  [On Line] Available: https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-full-
report.pdf p.15.

57  [On Line] Available: https://www.taxresearch.org.uk/Blog/2019/05/20/the-cowardly-state/?utm_
source=feedburner&utm_medium=email&utm_campaign=Feed%3A+org%2FlWWh+%28Tax+Research+
UK+2%29 20 May 2019.

58  Ibid.
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Because You’re Not Worth It
As a consequence we suffer the lethal reality of capitalist indifference where the 
failure to maintain even the modest rises necessary for ‘steady’ public health 
outcomes has instead, since 2012, seen cuts responsible for 130,000 preventable 
deaths59 and Age UK reporting that 50,000 elderly people in England died waiting 
for a social care package.60  This is the chilling amorality that underscores mainstream 
economics and what passes as ‘normal’.  For all the modern trappings, it is clear that, 
as in feudal times ultimately there is a class whose lives matter and the rest who 
matter less.  If this seems overstated we only have to think of how each element 
of our life journey from “cradle to grave” (in maternity units/childcare, at school, 
accessing student grants, in jobs/apprenticeships, paying into a pension, health/
social care in older age etc.) faces funding opposition from capitalist ideology at 
its most sociopathic - opposing progressive investment in universal provision, 
complaining about “affordability” or insisting we pay for such services. If this, behind 
its public relations marketing deceit, is the real face of the capitalist value system 
then it has to be called out and opposed.

Challenging “Capitalist Realism”
As we discussed above systems of public health, where they existed at all, always 
reflected the needs of the dominant economic system and the class on whose 
behalf they operated.  The ideological struggle that challenged this world view, 
the revolutionary ideas of universal provision based on need not profit and the 
mass participation in the shaping of society profoundly altered how these issues 
were addressed in the 20th century.  The realisation of what had once appeared 
fantastical - a free at the point of use NHS - and its enduring popularity has 
continued to pose problems for those who opposed it from the outset and who 
have set out to undermine it with the increased, disruptive, toxic presence of the 
market in the 21st century.  The struggle for healthcare, therefore, is as it has always 
been an ideological one.  This involves challenging the concept of what is known 
as “capitalist realism.” This is “the widespread sense that not only is capitalism the 
only viable political and economic system, but also that it is now impossible even to 
imagine a coherent alternative to it.”61 So omnipresent is this “realism” in our culture 
that it is “easier to imagine an end to the world than an end to capitalism.”62 

The dominance of an ideology, the fact that “the ideas of the ruling class are in 
every epoch the ruling ideas…its ruling intellectual force63 is not new, however, and 

59  [On Line] Available: https://www.theguardian.com/politics/2019/jun/01/perfect-storm-austerity-behind-
130000-deaths-uk-ippr-report?CMP=share_btn_tw 1 June 2019.

60  [On Line] Available: https://www.theguardian.com/society/2019/feb/06/age-uk-50000-elderly-have-died-
waiting-for-social-care-package  6/2/19.

61  Fisher, M. Capitalist Realism: Is There No Alternative? (Winchester, UK; Washington [D.C.]: Zero, 2009); ISBN 978-
1-84694-317-1 (pbk.); 1846943175 (pbk.), p.2.

62  Ibid.
63 [On Line] Available: https://www.marxists.org/archive/marx/works/1845/german-ideology/ch01b.htm 
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was both challenged and overcome in all the major breakthroughs for the masses 
throughout history – whether in the workplace (the length of the working day, health 
and safety etc.) or in wider society, not least in health where, for example, the very 
idea of a national Health Service would have appeared “fanciful…to taxpayers in 
the 1920s.”64  As we have discussed in this document the most progressive elements 
of the trade union and labour movement have always refused to accept the mantra 
of “we are where we are and can do nothing about it” and has played a part in 
challenging capitalist hegemony and must do so again.  We have to continue to 
de-bunk this bogus “realism” - to argue that health and other public services – won 
through collective struggle can only be defended and advanced by such means in 
the future.  

Resources as a Political Choice
While the work to achieve this is Herculean, at an ideological level, some arguments, 
in the “battle of ideas” are easier to make than they were ten years ago.  For example, 
the long-standing claim that dominated political debate in relation to austerity - 
that there was “no money” has now been exposed as the lie we always said it was.  
When we argued for large-scale investment in public services, pointing out that the 
NHS itself, the modern Welfare State, free secondary level education or expanded 
public housing provision were funded in 1948 (when Government debt was over 
three times what it was in 2010) our enemies rejected the possibility of such “old-
fashioned, unaffordable” macro intervention.  By contrast this ‘no money’ lie has 
now been publicly, if not materially, abandoned - most vocally in the Summer of 
2019 when we heard that not only was there more “fiscal headroom” to deal with a 
“no-deal Brexit”, but the two final two candidates in the Tory leadership campaign 
had found a forest of magic money trees from which they were able to pledge 
public spending levels in excess of the figures in the 2017 Labour Party manifesto 
that they had vilified as revolutionary.  

This confirms the point that the financial levers are easily within reach for the 
class that operates them just as they were when: £400bn (as sum that would have 
built “more than 1500 schools or 70 new hospitals”65) was “found” to rescue the 
Royal Bank of Scotland; when £1.3 trillion was used by the state to bailout British 
capitalism (using our money) after the crash of 2008,66 or when £375 billion was 
given to private lenders by the Treasury in Quantitative Easing.

64  Roberts, Y. (2014) “In the Public Interest: the role of the modern state”, Centre for Labour Studies [On line] 
Available: http://classonline.org.uk/docs/2014_The_ role_of_the_state_-_Yvonne_Roberts_FINAL.pdf August 
2014, p.12.

65 Fisher, A. (2014).  The Failed Experiment and how to build an economy that works. A Radical read imprint p. 12.
66  [On line] Available: http://www.independent.co.uk/news/uk/home-news/the-13-trillion-pound-bank-

job-1634729.html#  1/3/09/.
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The Democratic Deficit 
The political ideology that dominates our lives may hide behind a democratic veneer 
but rarely has its true, popular legitimacy been sought or properly established.  
For example on the ideological front if we take three huge political concepts that 
dominated the political/industrial/economic landscape of the UK in the 1980s, 
1990s and beyond – privatisation, the de-nationalisation of the Bank of England 
and “austerity”, these concepts were not even brought to the electorate’s attention 
at all:  

Privatisation...was such a dangerous and potentially explosive idea that 
no mention of it was made in the [Conservative] 1979 election manifesto.  
That’s a scandal, but then so is the fact that the Labour manifesto made 
no mention of its plan to surrender control over interest rates to the 
Bank of England.  A further scandal: the Tory and Lib Dem manifestos 
of 2010 between them never once use the word “austerity.”  Those are 
the three most consequential economic choices of the last third of a 
century, and the British electorate weren’t consulted about them.”67

This is the undemocratic landscape within which we fight for resources.  It is how: 
decades dominated by reactionary ideology only needed one Tory majority victory 
since 1979; a Conservative/Lib Democrat coalition formed after an election at which 
the idea of such coalition was not put to the people could ‘lock-in’ the austerity 
agenda, uninterrupted, for a five year period with the Fixed Terms Parliament Act.  
Such democratic effrontery facilitated by the lack of written constitution finds 
further presence in Theresa May discussing how Brexit legislation could, if need 
be, be speeded through the House of Commons using “Henry the Eighth powers” 
or her successor as Prime Minister, “Boris” Johnson (selected by a Conservative 
Party membership representing just over 0.01% of the UK population) is free to 
contemplate proroguing parliament.  

If this is the authoritarianism at the top of the political pyramid our progressive 
challenge to it – particularly given the democratic deficit that dominates the 
politics of Northern Ireland – in a new struggle for health and public services has 
to come from its opposite – through a struggle for industrial democracy via a mass 
programme of education, agitation and organisation.  This would be founded in a 
call for: the democratic control of the planning and decision making in our heath 
service/public services and our society.  It insists that we have the right and ability 
to shape the future and that such matters, in health or anywhere else are not the 
preserve of profit-seeking corporations, technocrats or accountants who have little 
comprehension of the life experience of ordinary people.  

67 Lanchester, J. How to Speak Money, 2014, Faber and Faber Ltd. pp - 200-2001.
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Part Six: The New Struggle for Health 
When we commented on the Transforming Your Care (TYC) initiative we confronted 
a common criticism.  We were accused of:  

“defending buildings” as if we were opposed to the idea that care could 
be provided outside a hospital setting, particularly at home.  Of course, 
this is nonsense.  We’ve no problem having a genuine debate about 
these matters, about a truly holistic approach - about polyclinics, wider 
networks of support, care pathways etc.  But we know that such talk is 
completely hollow without the investment to offer genuine safety nets 
at all levels.  We’re not defending buildings – we’re defending, properly 
staffed/accessible healthcare.  We’re saying what should be obvious and 
what exposes the hidden agenda – you don’t dismantle something unless 
you have a better, equivalent replacement ready and waiting and you 
certainly don’t do it until you fix the existing problems.68  

This echoes our demand for: 

…a democratic reconfiguration of the workplace drawing on real expertise 
and running services for the benefits of the population as a whole whether 
this relates to health, housing or any other public service.  It means services 
run for a population who live in the society in which they operate – not for 
shareholders who may not even live in the country in which these services 
operate and who do not pay the taxes that keep them running.  The pillars 
of a really reformed delivery system would be transparent, accountable 
and unionised.69

Health Workers at the Core of Reform
Given the legislative framework on Equality within which public services are 
supposed to operate in Northern Ireland, no decision on health should be being 
made without it being informed by a full Equality Impact Assessment.  This is also 
a means by which we must formally and fully lock workers via their Trade Union 
into a genuine debate on the future of the NHS.  Significantly while the Bengoa 
Report could quote the Triple Aim70 (improved patient experience, improved health 
of populations and reduced cost) that already exists internationally as a concept 
within health policy, he had to propose the “quadruple aim [of ] improving the work 
life of those who deliver care.”71  Of course the report was right to acknowledge “the 
intrinsic importance of the frontline workforce in any transformational change”72 
but what does it say about the existing health service that what should be a 

68 [On Line] Available: https://nipsa.org.uk/publications/False_Promise_Real_Threat.pdf August 2014.
69 [On Line] Available: https://nipsa.org.uk/publications/Real-Health.pdf  December 2014.
70 [On Line] Available: https://www.agendani.com/contribution-bengoa-report-health-social-care/
71  [On Line] Available: https://www.health-ni.gov.uk/sites/default/files/publications/health/expert-panel-report-

executive-summary.pdf, p.8.
72  Ibid.
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cornerstone needed external experts to suggest it play a key role in the future?   
It is essential, therefore, for the voice of organised labour to have a co-equal place 
in the shaping of the culture and delivery of policy outcomes.

Full Industrial Democracy
This is about transforming the residual, enfeebled, industrial relation norms in order 
to develop real participation in both the world of work and in wider society.  In 
terms of the NHS, this is about our right to own our own health both at the personal 
level of transparency within our treatment but also at a collective level in relation 
to a true accountability through a democratisation of the way in which health is 
administered at a regional and national level.  It is where a genuine debate can 
take place about how best (in terms of safety, effectiveness and accessibility) a local 
population’s health needs are served.  It is the platform for the wider debate about 
how true, integrated health and social care, full social security – a restored cradle to 
the grave approach - can be realised.

The question of needing to recruit and reward the requisite number of staff to 
deliver our healthcare seems obvious, yet longstanding vacancy levels allied 
to the complacency with which the expensive sticking plaster of agency worker 
deployment has been used shows that expediency, rather than strategic planning 
dominates the management of our health system.  This basic demand for an 
“investment” in staff, however, to have the appropriate number and to reward them 
appropriately in terms of pay and conditions is only a start.  It needs to be expanded 
so that staff are made part of real change in the NHS – in a service democratised by 
the expertise they bring to it. 

Removing the Market From Healthcare 
Library shelves now groan under the weight of official reports re-enforcing the 
waste of public money involved in privatisations as “costs go up, services get 
worse; private companies are not accountable and staff are undermined.”73 The 
progressive advocacy of real reform and properly measured value in our health 
service, therefore, has to oppose privatisation as part of the wider fight to strip 
the profit motive out of the NHS.  In this regard a genuine review of our health 
and social care system would look at the full effects of the market and reverse 
them whether it is in relation to: decisions on procurement; the private delivery 
of nursing home/residential/domiciliary care cleaning/catering etc.; the exorbitant 
rip off of PFI/PPP liabilities and the detrimental effect on waiting lists of a system 
whereby consultants who carry out private work have de facto control over and 
therefore benefit materially by shortening these lists.74  In this way, if the concept 
of a publicly owned, democratically controlled, fully integrated and accountable 
healthcare service dominated every patient interaction we would not be in the 
position whereby a surgeon is “more likely to make his or her appointment when 

73 [On Line] Available: http://weownit.org.uk/privatisation
74 [On Line] Available: https://nipsa.org.uk/publications/tyc_long.pdf  p.25 March 2014.
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they are working for us as a private consultant than when they are working for us as 
a public consultant.”75

Conclusion
As we have pointed out, it is clearer by the day that the “unaffordability” arguments 
can and should be stopped in their tracks by re-stating that this is not about money, 
it is about political priority.  If we want to look at this clash of value systems most 
clearly at a global level we see how in the “richest” country in the world, elections and 
culture wars are fought against public healthcare, while simultaneously, 90 miles 
off its eastern coast an island, Cuba, that it has blockaded and against which it has 
waged hot and cold war for over 50 years provides health outcomes that outstrip 
their threatening, imperial neighbour.  If ever there was a geo-political example of 
the stark choice between “socialism or barbarism” this is it.

While trade unions defending the NHS will make explicit demands (on funding; 
the terms, conditions and treatment of staff; opposing privatisation etc.) our 
advocacy of the very concept of universal, free at the point of use healthcare must 
be accompanied by a wider critique of the economic system that is making us 
ill.  As this paper makes clear the NHS emerged from struggle, a struggle beyond 
demands in and around health and it is incumbent on the modern trade union 
movement to match the breadth of this materialist, internationalist analysis that 
our forebears brought to these questions.  This means that we make the exposure 
of toxic capitalism and the advocacy of its polar opposite - working class solidarity 
and the case for a democratic socialist economy,76 central to the future struggle for 
healthcare. 

75  [On line] Available: http://www.niassembly.gov.uk/Documents/Official-Reports/Plenary/2012-13/Revised%20
Hansard%2028%20May.pdf

76 NIPSA constitution 1.3 (f) [On line] Available: https://nipsa.org.uk/publications/40112.pdf 
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Recommendation One

The panel recommends using the dimensions of the Triple Aim (improved 
patient experience, improved health of populations and reduced cost) as a 
framework for reform, including an increased emphasis on the experience of 
those who deliver care.

Recommendation Two

The panel recommends that the HSC (Health and Social Care) should move to: 
Formally invest, empower and build capacity in networks of existing health and 
social care providers (such as Integrated Care Partnerships and the developing 
GP Federations) to move towards a model based on Accountable Care Systems 
for defined population based planning and service delivery; and, regionalised 
planning for specialist services.

Recommendation Three

The panel recommends that the HSC should continue its “positive work” and 
there should be particular focus on the three key areas of workforce, eHealth 
and integration.

Recommendation Four

The minister should create, communicate and lead a clear, powerful, long term 
vision for the Health and Social Care system as a first step in the implementation 
process.

Recommendation Five

The panel recommends that plans, costs and timescales for introducing 
recommendations on areas such as population health and patient care, should 
be prepared within the next 12 months.

Appendix 1 Bengoa Report
Recommendations
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Recommendation Six

Many of these recommendations will require additional, transitional funding. 
The panel recommends that the minister should establish a ring-fenced 
transformation fund.

Recommendation Seven

The panel recommends the creation of a transformation board, supported by 
the department, linked to the executive’s health and well-being strategy. This 
board would set the mid-term strategy, oversee the transformation process and 
would be tasked with creating the right conditions for the local system of care to 
develop successfully. It should help to transform organisational structures and 
management processes by promoting local decision making, local innovation 
and scaling up of best practices among the local systems of care.

Recommendation Eight

The system should identify and scale up at least two innovative projects per 
year where there is clear evidence of improved outcomes for patients or service 
users.

Recommendation Nine

The minister should adopt a continuous improvement methodology to support 
the reform of health care towards local systems of care. To make this actionable, 
it is necessary to continue with plans to create stronger quality improvement 
systems. While the exact remit for this will need to be decided by the minister, 
the panel feels that it should be locally owned and tasked with providing 
support and intelligence to enable new projects at the provider level.

Recommendation 10

The minister takes steps to address elective care performance. However, while 
this is important, it should not be allowed to overshadow the need for long 
term transformation.
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Recommendation 11

At the strategic leadership level, the HSC should:

 ● Foster new system leaders by protecting and empowering clinical 
leaders who take on leadership roles.

 ● Analyse and eliminate regulatory obstacles which may get in the 
way of implementing the new networked local health and social care 
organisations.

 ● Take the formal decision to empower leadership close to the front line.

Recommendation 12

The HSC should consider whether there needs to be a platform for a more open 
and immediate conversation with staff and service users.

Recommendation 13

The panel recommends that the department should formally endorse the criteria 
and apply them to five services each year to set out the future configuration 
of services to be commissioned (or not) from the Accountable Care Systems. If 
applying the criteria leads to the conclusion that the service is vulnerable, plans 
for reconfiguration should be developed and actioned within this 12-month 
period.

Recommendation 14

The identification of a senior leader to lead this process at a regional level. This 
process should be collaborative and inclusive and based on the criteria above.
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