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Preface

Dear Friend
A leading health analyst in the UK, Professor Allyson Pollock 
commented recently on events within the English Accident 
and Emergency (A&E) system. She said that what happens 
in A&E is always the “canary in the mine” as far as the sector in 
general is concerned i.e. a warning of wider, imminent danger.  
In the last year in our local health service we too have had such 
well-publicised “warnings”, most dramatically in relation to the 
threatened closure of our publicly run old people’s homes and 
recently with a “major incident” at the Royal Victoria Hospital, 
Belfast.  So why, and in what policy context, has such a danger 
arisen?  

This publication answers this question by exploring how an 
institution, the National Health Service, the principles of which 
are hugely popular, is being undermined by ideologically driven, 
market-based policies.  “Transforming Your Care”, despite its 
visionary rhetoric, is adopting a similar approach – creating 
the space within which universal provision is undermined and 
the toxic presence of the private sector (who sense the rich 
pickings available should “free at the point of use” healthcare  
be undermined) is encouraged.

The NHS has always been regarded as the “jewel in the crown” of 
the Welfare State and we have all benefitted from its presence in 
our lives.  
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“The essence of a satisfactory health service is that the 
rich and the poor are treated alike, that poverty is not a 
disability, and wealth is not advantaged.”

 Aneurin Bevan1 
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Introduction 
In May 2013 a health story began to dominate the local media.  
It related to the threatened closure of a number of residential 
care homes for the elderly.  Individual Health Trusts reacted to 
public opposition to this possibility by stating they were merely 
carrying out policy as directed within an overall health strategy 
that is referred to as Transforming Your Care (TYC).  Such was the 
political ‘  heat  ’ around the issue however, that the Health Minister 
(Edwin Poots) intervened to take such decisions out of the Trusts ’ 
hands and stated his Department would lead a new process of 
consultation that would ultimately decide the fate of the old 
people’s homes.

That this one strand of an overall health strategy, a strategy that 
is consistently claimed to have gained widespread acceptance, 
could cause such distress, generate such opposition and be 
clearly seen as detrimental to the provision of public health, 
shone a light on what TYC’s dramatic changes to NHS provision 
would look like.  As well as providing this graphic preview of the 
future of health delivery in Northern Ireland, it also raised huge 
questions about the lack of political accountability and policy 
scrutiny within Stormont that had allowed matters to drift to this 
crisis point.  

The purpose of this publication, therefore, is to look at the 
general “direction of travel” of the TYC juggernaut.  It examines 
how, behind the benignly presented general aims of the TYC 
policy, fundamental change is being made to our public health 
provision without the appropriate critical analysis, necessary 
safeguards or political control over it.  It also looks at how without 
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such protection under the cover of Transforming Your Care, our 
health service is being privatised. 

What is Transforming Your Care?
The Review of Health and Social Care provision (“Transforming 
Your Care”) that began in June 2011 has a broad ‘ vision ’.  It 
has been argued that its stated objective is far from new with 
“the familiar rhetoric about refocusing care delivery [having] 
permeated every DHSSPS strategy, visions statement, framework 
document and action plan for the last decade at least”2.  In its 
roadmap TYC states that future healthcare should be “better at 
preventing ill-health, providing patient and client-centred care; 
managing increasing demand across all programmes of care; 
tackling health inequalities; delivering a high-quality, evidence 
based sustainable service, supporting our workforce in delivering 
the necessary change; giving our children the best start in life”.3

It covered ten major areas of care (population health and well-
being; family and child care, older people; people using mental 
health services, people with long term conditions, people with 
a learning disability; people with a physical disability; acute; 
maternity and child health, palliative and end of life care) and 
produced ninety-nine recommendations for change.  At the core 
of this ‘ vision ’ is the often repeated cliché of “the individual…at 
the heart of the future model of care”4 with services treating the 
“home as the hub…enabled to ensure people can be cared for 
[there] including at the end of life.”5  

In terms of funding, the TYC Review “describes a financial 
remodeling of how money is to be spent indicating a shift6 of 
£83 million from current hospital spend and its reinvestment 
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into primary, community and social care services.  It goes on 
to describe as integral the need for transitional funding of £25 
million in the first year; £25 million in the second year; and £20 
million in the third year to enable the new model of service to be 
implemented”7.

While this is the ‘ vision ’, it is important to see beneath it, to look 
in particular at the ideological context from which it emerged 
and to see why this model of healthcare is being allowed to 
shape our health service.  This helps to explain why despite 
the opportunities for devolved/regional difference, particularly 
in the context of our population’s unique post-conflict health 
needs8, we see striking similarities between the introduction 
and roll out of TYC in Northern Ireland and the agenda for  
health privatisation in England.  There, as one health analyst 
outlined:

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 lies9…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 
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value become ‘ the independent sector. ’  Hospital 
closures become ‘ care in the community. ’  Cuts 
become ‘ productivity savings. ’10  

A global attack on universal 
provision 
That such a change of philosophy has been possible within the 
NHS reflects the political dominance, for over forty years, of neo-
liberalism.  While its effects and the ideological pressure it exerts 
on the public sector are not new, what is different is the pace 
at which the political assault on public provision has increased.  
In this way, as previous NIPSA research has highlighted,11 the 
corporate interests ’ search for profit is relentless, with any 
remaining public assets an attractive prize.  In this context 
 “health” represents the richest pickings; with estimated global 
healthcare spend of $5 trillion.  As Lister (2013) comments:

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 neoliberal, pro-market ‘ reforms ’, devised and 
promoted by a narrow policy-making academic and 
political elite in the wealthiest countries12.
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In the UK, this market driven ideology began in the Thatcher 
era.  Its mission was enthusiastically embraced and accelerated 
by her successors, most significantly by New Labour and now 
by the Conservative/Liberal Democrat Coalition.  In terms of the 
latter, as has been made clear in the December 2013 “Autumn”  
Statement, the “small state”/“Tea Party” wing of the Conservative 
Party is in control and on a mission.  This is expressed in the 
historic and regressive ambition to return GDP spending on 
public provision to levels last seen in 194813.  In this context it 
is clear that the NHS has 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.  Break up the NHS and everything else falls; it is 
the totem of the post war democratic settlement, the antithesis 
of market values.”14

Health and Public Sector ‘ reform ’ 
While the popularity and support for the underlying principles of 
the NHS have never been in doubt among the population at large, 
the political class that allowed themselves to be swallowed by 
neo-liberalism did not let this belief in publicly owned/provided 
healthcare detract them from verbally expressing support for 
the NHS, while simultaneously, in policy terms, subverting their 
public position.  As with all public sector ‘ reform ’, the agenda is 
written and driven by right wing think tanks generously funded 
by the corporate interests who seek to benefit from a privatised 
public service.  These interests, including the advisers strategically 
seconded by them within Government Departments, in turn feed 
an embedded or enfeebled mainstream media15.  
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The repeated focus on “failings in the NHS” from such quarters, 
therefore, is simply the traditional template used to criticise the 
public sector.  This is not about “reform” in any progressive sense 
but is merely about softening up opposition to new “delivery” 
methods from profit-seeking private sector interests.  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 ’ ”16.  

Cloaking cuts with a “vision” 
In this context, it has been argued 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 extends far beyond 
the privatisation of the NHS [and is described as having] ‘ gained 
unprecedented power over the lives of British citizens ’.17  So who 
are McKinsey and what is the scale of their influence on UK health 
policy?

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, 
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while sounding progressive, points towards the US 
model of ‘ managed care ’, with its high insurance 
premiums, exorbitant CEO salaries and denial of 
care.18

So what has that got to do with Northern Ireland and 
Transforming Your Care?  Firstly, it has been argued that TYC  
is merely a slicker, more ambitious version of a report19 carried 
out by McKinsey for the Health and Social Care Board in the 
context of the 2010 Comprehensive Spending Review.  Although 
the title of “Transforming Your Care” had not been invented at the 
time, this report, with all the free market underpinning we would 
expect from such consultants, presents what TYC looks like  
when its cuts are not sugar-coated in visionary rhetoric.  The ‘ real ’ 
world they present is of hospital closures, staff cuts, diminished 
terms and conditions and a healthcare world of “co-payment” 
options i.e. the patient part-paying for their treatment.  This 
report even included the explicit discussion of how, if further 
spending cuts are “required”, these can be achieved by “reducing 
quality”:

 ● Enforcing tougher 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;
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 ● Reducing funding of services seen as ‘ non-core ’, e.g.,  
voluntary and community groups – which currently substitute 
and/or prevent need for statutory care.20

While Edwin Poots stated he found some of these McKinsey 
proposals “off the wall”,21 he also commented that “we will 
treat [its] proposals as an à-la-carte menu.”22  If McKinsey’s clear 
message was obviously “unsellable” in raw form, a more subtle 
re-packaging of its “menu” was clearly needed.  This could 
clear the path for the possibility of similarly dramatic change, 
centred on re-stating obvious demographic changes (an ageing 
population, increasing cost of care, etc.) but dressing up its 
regressive consequences as a “new era” of patient centred care.  It 
is little wonder, then, given these McKinsey-inspired origins, that 
the English ‘ market model ’ would be mirrored, as far as possible, 
in TYC’s proposed re-configuration of our system.  For example 
in TYC’s long-term aims we see two key features of this market 
model central to English ‘ reform ’ – “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.”23  

NIPSA response 
Well aware of how TYC represented McKinsey (and other 
Value For Money audits) re-written in a slicker manner for a 
wider audience, NIPSA and our colleagues in the trade union 
movement have responded fully at all stages, from its shambolic 
public consultation onwards, to the proposed introduction of 
TYC.  While we will not repeat the full detail of our response to all 
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the sectoral implications of TYC’s “Vision to Action” document in 
this publication, our main initial objections to it centred on the 
following: 

 ● The document did not affirm or re-state the founding 
principles of the NHS and the consequence of departing 
from these principles for the delivery of our health service;

 ● TYC proposals and those currently in England (following 
the “Lansley Bill”) both rely on the flawed assumption of the 
Commissioner/provider split.  In this way, the mechanisms 
of the internal market are again being reintroduced despite 
the evidence of waste and inefficiency that led to the move 
away from this discredited approach a generation ago;

 ● With over 99 recommendations to the report, the transitional 
funding of £70 million over a 3 year period is insufficient;

 ● The 5% shift of funds from the Acute to Primary and 
Community Care is equally inadequate given evidence that 
any monies released are not going to front line services.  

 ● The proposed development of Primary Care Partnerships, 
the establishment of 12 regional commissioning teams, 5 
Local Commissioning Groups (LCGs) and 17 Independent 
Care partnerships (ICP) lack clarity and description of 
their governance and future role. Use of phrases such 
as “Multi-disciplinary Provider Networks”; “Co-operative 
Networks”; “Long-Term, Free-Standing Provider Networks” 
commissioned by LCGs clearly imply the privatisation and 
transfer of ownership of substantial elements of HSC service 
delivery. 
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 ● TYC is largely predicated on financial priority before clinical 
need.  The first signs of this were clear in relation to the 
moves towards re-ablement services, community urgent 
care, district nurses ’ rotas changing, and the move from 
institutional care for people with learning disabilities. 

 ● TYC is not about choice and personal social services but is 
about doing things on the cheap, with less skilled staff, who 
have less time to give service to users and who work in a 
health system that has been systematically eroded over the 
years.  

 ● Care in the community is reliant on a knowledge-rich and 
confident HPSS workforce, able to deliver quality care 
interventions without the at hand support models of 
institutional care settings.  TYC, on the other hand, with 
its overarching themes of procurement and privatisation, 
dressed up as value for money initiatives, runs the risk of asset 
stripping the framework of knowledge, skills and the ethos 
of public service that defines the HPSS workforce, replacing 
key sections of it in a profit driven race to the bottom.24

“Numbed Assent” and how it is 
achieved
When the public debacle on residential care attracted bad 
publicity, much of the response from the Health Minister and 
Senior Health Officials was to re-iterate that all of the Executive 
parties were “signed up” to TYC.  Given that there has been no 
legislation or a legislative framework to implement it, this is 
incorrect.  What did happen was that a broad policy shift was 
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announced to the Assembly and debated in general terms, 
particularly around what it was claimed were the change ’s key 
drivers (demographic change/associated long-term cost, etc.) 
and direction of travel (the shift to  ’supported ’ treatment in the 
home, etc.).  The full detail and implications of TYC’s delivery,  
therefore, have never been fully debated, merely announced 
and subject to post-facto Health Committee discussion.  As a 
consequence, instead of a focused intense political debate, fully 
informed at all stages by health practitioners on the ground, who 
could detail the repercussions of such monumental change, we 
have had “tens of thousands of words aimed at securing a sort 
of numbed assent to proposals whose real aim is more or less 
camouflaged”.25  

This begs the questions of to what else has such blanket  
“numbed assent” been given and how else has it been achieved?  
On the latter, of course, it is commonplace for the general public 
to be subject to the ‘ tricks of the (consulting) trade ’ that are 
used to “sell” a detrimental health change.  For example, it is 
easy to get a consultee’s well-meaning approval for the principle 
or broad aspiration of wanting to be “treated at home” in that 
“who wouldn’t want that if it were feasible”?  But it is a dramatic 
distance from such an “ideal”, if clinically appropriate, to the reality 
(discussed below) of what is actually on offer once the statutory 
facility of whatever type (hospital, residential home, etc.) is cut/
withdrawn or replaced with inappropriate/inadequate care, that 
may be in the home but may have to be paid for.  It was the reality 
rather than the aspiration of the risk involved in such a switch 
that quickly led to TYC being referred to in some quarters as 
“Take Your Chance”.
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Similarly, general assent for the TYC or any other ‘ vision ’ can also 
be easily achieved by a respondent/consultee being invited to 
express (and predictably give) a preference to be treated in a 
specialist centre.  What is never fully explained is that assent to 
such a plan will be used as cover for the neglect (reducing staffing 
cover, specialist or otherwise) to the point of closure of a local care 
facility/service and again the dilution of the guarantee that such 
service will be in a fully regulated, public sector environment.  

If these are traditional methods in “how to get an answer you 
want from a consultation”, we also see an old trick, to achieve a 
regressive health change, given a TYC makeover.  This involves 
defining “sustainability” and/or “safety” at a level that has been 
determined for financial not clinical reasons.  This trick can be used 
in all aspects of public health provision - old people’s homes, bed 
occupancy levels in hospitals or the failure to fill critical clinical 
posts in a timely manner even where a forthcoming vacancy is 
obvious and shamefully ignored (with a forecast retirement date 
for example).  As Unison commented to the Health Committee:

We are increasingly worried about the trend of saying 
that the quantum of health care necessary to keep 
a particular service in a particular place must be x; it 
becomes y when a number of beds are removed, and, 
therefore, the service goes…We have been around 
the health service long enough to know that there 
are back door methods of getting what you want, 
and if you want to close something or move it, you 
will do it by a back door method which will silence 
the people. You will say, “No, we do not do enough 
of those operations, so you are not clinically safe”.  
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It is very hard to argue against the claim that you are 
not clinically safe.26

No-one, certainly not a general public supportive of the NHS, 
signed up for a model of healthcare “spun” to achieve general 
support for such change in health policy.  In good faith and taking 
political promises at face value they may wish any health plan’s 
vision well, but once the penny drops and the reality of TYC (as 
demonstrated in residential care closure) emerges from behind 
the public relations curtain, the general mood is adamant that 
this is unacceptable.  But what does the care homes issue tell us 
about where political “numbed assent” had brought us? 

The closure of Old People’s 
Homes
The threatened closure of residential care homes in the Northern, 
Southern and Western Trusts was described as the “first big test”27 
of TYC – one that proved a colossal failure.  However, it should be 
noted that the possibility of such closures was not a secret and 
had, in fact, been signaled as one means of delivering TYC.  For 
example, in the TYC “Vision to Action” document it was explicit 
that shutting down the statutory sector’s provision was to 
become the default position (“there would need to be clear and 
specific reasons for the statutory sector to remain in this field”28).

The Trusts, therefore, were operating a policy they must have 
assumed any Minister would find unproblematic – limiting 
admissions to statutory (public sector) homes to the point they 
could be described as ‘ unsustainable ’, closing them and then 
facilitating either private provision or transfer to home ‘ care ’.   
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That this is policy is also shown in the difference between the 
figures for admissions to private and to statutory residential care 
homes as revealed in response to an Assembly Question29 on the 
issue.  Table 1 (below) illustrates the situation within the Belfast 
Trust. 

Table 1 Belfast Trust: Permanent Admissions to Elderly 
Residential Homes 2008-2013

Sector 2008/09 2009/10 2010/11 2011/12 2012/13

Public 34 35 26 31 8

Private 108 127 121 71 104

Although information is not held centrally even the incomplete 
data from across the Trusts shows that in 2012/13 there were 
more permanent admissions to private elderly care for the Belfast 
and Northern Trusts alone than admissions to statutory elderly 
residential homes across all Trusts. 

These figures show that there is no question of reduced need for 
such care, but that such need is ‘ answered ’ by the specific policy 
direction of referring patients to private facilities.  This inevitably 
means that a vast sum of our money as taxpayers is being 
channeled to private providers. This figure amounted to nearly 
£53m in 2012/13 alone.     

While as a consequence of controversy there may have been a 
Ministerial intervention on home closures, the consultation on 
“what next?” as outlined in its Project Initiation Document (PID)30 
makes it clear that this policy will not change.  While, predictably, 
the TYC plans for home as the hub of care for older people is 
repeated in this document, so too is the plan for a major reduction 
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in statutory residential accommodation for older people.31  In this 
way, while the document expresses the view that older people 
have a right to equality of access to services, this is subverted 
by the deliberate policy of private sector referrals which de facto 
remove the right to statutory care in old age.  Under TYC, such 
a policy also offers no protection from the inequality that comes 
from building a care system for the elderly on a private sector 
charging regime.  Most significantly of all, the PID explicitly states 
“Trust admission policies to statutory residential homes for older 
people in place on 3 May 2013 remain extant.”32  

In this way, Ministerial intervention, promises of better 
consultation,33 the issue now being “approached sensitively”,34 
etc. does not mean a change of policy.  The review is merely 
about how better PR will ease the transition to the privatised 
‘ transformation ’.  The new approach will simply mean that the 
public sector homes will ‘ outlive ’ the last residents in them, but 
not by much.  In short, the rejection of this policy by the general 
public has had no longer-term effect on the overall privatised 
policy direction.  

Domiciliary Care
This direction is also evident in relation to the delivery of  
domiciliary care. We have re-stated in this 
document the point made in our contemporaneous 
responses to TYC - that the shift in funds in  
transferring care from an acute to a Primary and Community 
environment is inadequate.  In this context, it is also important 
to examine the scale of current private (“independent”) sector 
involvement in the delivery of domiciliary care.  For example, 
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of the “estimated 250,512 contact hours of domiciliary care…
provided by HSC Trusts in Northern Ireland…higher proportions 
of domiciliary care contact hours were provided by the 
independent sector in four of the five HSC Trusts (Belfast, South 
Eastern, Southern and Western). By contrast, just over half (51%) 
of domiciliary care contact hours in the Northern HSC Trust were 
provided by the statutory sector.”35  

This role for the private sector is even more dramatic in relation 
to the times at which domiciliary care is provided.  On this point, 
2012 survey evidence shows “the independent sector provided 
the majority (76%) of domiciliary care services outside of normal 
working hours; over two thirds (71%) of ‘ Out of Hours ’ and almost 
all (93%) of ‘ Overnight, Live-in & 24 Hour Services ’...a higher 
proportion of domiciliary care services was provided during 
‘ Normal Working Hours ’ by the independent sector (60%) than 
the statutory sector (40%).”36  

This is the current state of play in relation to domiciliary care  
under TYC: access/funding limited by revised criteria that  
diminish the importance of people’s social care needs (as  
opposed to a finance led critical needs); patient dignity 
undermined by pressurised extremely time limited homecare 
visits; a broad range of care programmes that use it (family 
and childcare services; older people; mental health, learning 
disability; physical and sensory disability) further threatened 
by review, the likelihood of an increased use of volunteers37 and 
survey evidence suggesting a year on year increase in private 
sector service delivery.  It is clear that our previous warning - that 
the policy destination was privatisation not a mixed economy of 
service - has been proven correct.  
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Direct Payment 
Such privatisation at the heart of TYC is also evident in the  
practice within one of its key components.  This is 
the “personalisation” of healthcare that expands the 
use of “direct payment”, i.e. the patient or their carer 
is allocated a budget and they buy the ‘ care ’ they 
receive.  The aim and scale of such a plan is captured in  
a September 2013 Health and Social Care Board Project 
Document38 that describes how it “aims to facilitate the 
systematic change of current social care arrangements to 
establish Self Directed Support (SDS) as a new way of working 
that empowers people to use a personal budget to obtain the 
support they want by giving them more choice and control over 
their support arrangements”39.

The document outlines a number of ‘ intended measurements  
of success ’.  These include “by March 2015 100% of those eligible 
for a social care service will have a record of their personal budget; 
by March 2015 20% of those individuals in receipt of a social 
care service will access some form of SDS, i.e. Direct Payments, 
a managed budget or a mixed provision; by September 2013 
each Trust has developed an implementation plan which 
demonstrates Trust plans to build workforce capacity in relation 
to the mainstreaming of SDS; by September 2013 each Trust 
has developed an implementation plan which demonstrates 
Trust plans to build capacity with the voluntary/community and 
independent sector to develop and extend the range of SDS 
service options.”40

Whilst the theory of any individual having greater control over 
their own or a loved one’s healthcare is obviously attractive, it is 
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not being introduced for this reason.  The real reason for it is that 
while genuine integration is the key to delivery and accountability, 
such coherence is of no interest to those whose long-term aim 
is to take such service out of the public sector.  Indeed such 
interests need a fragmented service so that the individual strands 
of it can provide an income stream for private finance, ultimately 
subsidised from the public purse.  This is because:

introducing a market into universal healthcare 
requires a process known as commodification, 
whereby services are unbundled from other services 
and transformed into goods with a price tag.41  Of 
course, some groups of patients and services are 
more difficult to commodify than others because 
they carry risks and costs which are unpredictable: 
mental health, chronic illness, chronic disease, long-
term care and rehabilitation. These are the services 
that cannot be unbundled and so are among the first 
to be cut42.

This is the ideological basis upon which the “unbundling” or 
“personalisation” is taking place and the bogus promise of  
diversity is built.  Such a model rejects where real diversity can 
be provided - in-house with Health and Social Care provision 
clinically rather than profit driven and where “the personal 
agenda [can be met whilst] maintaining consistent standards of 
practice”43.

By contrast, the “journey” of personalisation under TYC has one 
destination, one fraught with the ethical minefield of introducing 
“cash for care” into already difficult family circumstances.   
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This policy change also has the “effect of privatising care…to shift 
some of the cost from the community as a whole to individuals 
who have unequal abilities to pay for it”44.  The imposition of this 
bogus ‘ market choice ’ leads to the absurd conclusion that in  
order for someone to be looked after, another family member  
has to become an employer (subject to employment law, 
health and safety law, etc.) of the individuals charged with the 
provision of such care.  As trade unions have already brought 
to the attention of the Assembly’s Health Committee, this had 
led in one case to “a family whose mother had been encouraged 
to take direct payments by a health trust. She did so; she ended 
up needing 24-hour care and three different carers… [after she 
died] the family…received a £6,500 redundancy payment bill”45.

This is not empowerment, it is privatisation.

How the Market distorts health 
provision 
Many senior politicians and health officials, when discussing 
a re-configured NHS in which there is an increased role for the 
private sector, claim this is purely a pragmatic matter.  This is 
stated in terms of “we’ll take delivery of service from where we 
can” sometimes accompanied by an explicit statement that such 
an approach is not ideologically driven.  Even if we are generous 
or naïve enough to accept that this is the subjective intention, 
objectively the introduction of the “market” into health provision 
never fails to subvert both the underlying principles and delivery 
methods of the NHS.  In this way while Governments, local or 
national, may say: 
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It does not matter who provides care…all the 
evidence shows otherwise. There is no country which 
provides universal healthcare, free at the point of 
delivery through private providers. And, as any first-
year student of economics will tell you, markets are 
not a vehicle for providing universal healthcare or 
public goods. Companies within a market operate 
primarily in the interests of their shareholders, and 
thus must select out the most profitable patients, 
treatments, and services. They bear down on costs by 
squeezing staff terms and conditions, creating new 
inequalities46. 

In addition the market system will inevitably drive up 
administration costs that are lost to healthcare:

Once less than 6% of the operating budget,  
transaction [administration] costs rose to 12%  
following the introduction of the internal market 
into the NHS in 1991, and with the introduction 
of a real market will rise rapidly to approach 31%.  
Administration costs include billing and invoicing, 
marketing and management consultants. All 
these costs divert money away from patient care. 
Increasingly, cost data and contract details are 
deemed commercial and confidential, so the true 
costs of privatisation and the market will not be open 
to public scrutiny. And, of course, fragmentation 
makes it more difficult to monitor access to healthcare. 
In independent sector treatment centres, the data 
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collected are not standardised, rendering any attempt 
at comparison futile, and making it impossible to 
conduct audits of quality, mortality, etc.47 

Furthermore, because of the sums of public money on offer 
there is also the future risk of private companies reacting to 
their failure to gain access to a strand of the healthcare market 
by mounting legal challenges citing “anti-competitive” practice.  
However bogus, this can mean that while the moneyed interests 
fight over the spoils, patient needs that could be met with the 
money diverted to them come a distant second.  This risk is now 
admitted by those closest to the English reforms.  For example 
the departing Chief Executive of the NHS, Sir David Nicholson’s 
last evidence to the House of Commons Health Select Committee 
illuminated how:

competition, the key tool, allegedly, for improving 
quality, increasing productivity, driving down costs 
and widening choice for patients, is itself proving an 
expensive impediment to change as lawyers battle 
over the details of competition law and procurement 
on a scale and nature never anticipated...The cost of 
reorganisation, put at up to £3bn, is now matched 
by the rising bill owed to competition lawyers…
The “medicine” of increased privatisation and the 
morphing of patients into “customers” is proving 
toxic.48

Before he was Health Minister, when protesting about the  
closure of a residential home (Skeagh House, near Dromore), 
Edwin Poots argued that people should be treated as human 
beings “not units, vehicles in a fleet or pallets in a warehouse.”49  
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Despite this comment, in embracing a TYC model built on the 
intrusion of market forces as well as a target driven system 
obsessed with “throughput” we are all, but particularly the 
vulnerable, reduced to mere “pallets in a warehouse”, seen as 
problematic, inside or outside a hospital – “too expensive” to be 
properly supported by the state.  In this way:

Elderly patients are often admitted to hospital in a 
seriously ill, dehydrated and malnourished condition, 
with several linked problems.  Getting them better 
takes time and attention which is in short supply 
when management is pressing everyone to increase 
throughput.  An elderly patient who may be better but 
not yet ready to be discharged can quickly come to 
be seen not as a person in need of care but as a ‘ bed-
blocker ’ who is then consciously or unconsciously 
marginalized and neglected50.  

As in all privatisations, the extension of markets to our health care 
systems (confirmed by international data51) will mean rising costs, 
worse services delivered by unaccountable private companies, 
existing staff terms and conditions diminished and new staff on 
insecure lesser contracts.52  In health, as elsewhere, short-term 
‘ fixes ’ can deliver long-term damage.  We have been well warned 
on this, for example, “the fiasco of hospital cleaning has shown 
the reality of privatisation: apparent short-term savings, but at 
the expense of lower hygiene standards, higher rates of hospital-
acquired infection, the break-up of established ward teams and 
casualisation of the workforce”.53
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Privatisation as policy
Both the residential care homes issue and the use of direct 
payments in Social Care show how major components of TYC, 
despite public opposition to such an approach, push patients 
towards the private sector.  This is not unique to these sectors, 
however.  For example, over the last three years private sector 
clinics have been paid £130m54 to treat NHS patients.  In the 
Belfast Trust alone, a total of £26.7 million was paid to the private 
sector for Outpatients, Inpatients and Daycases in 2011/12 with 
payments made to 21 non-public sector providers of domiciliary 
care to the value of £20.39m55 in the same period.  This figure 
will be exceeded for 2012/3 given that by October 2013 it had 
reached over £19m.56  One private sector provider (“3fivetwo”) 
was paid £12.83 million57 in 2011/12 alone, a dramatic rise from 
their 2009/10 figure of £5.55m.  Their 3-year figure totals £44m.  
(See Appendix 1 for further detail of Belfast Trust payment to 
private sector providers).  

These costs reflect the number of patients the Belfast Trust is 
referring to the private sector.  In 2009/10 for example 12,078 
outpatients were treated in the private sector.  The figure for 
2012/13 is 39,083.  In the same period the number of inpatients/
daycases has risen from 7,823 to 9,376.  (See Table 2 overleaf ).
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Table 2 Private (“Independent”) Sector Activity for Outpatients, 
Inpatients and Daycases58

2009/10 2010/11 2011/12 2012/13

No. Inpatients/Daycases  
treated in Private  

“Independent” Sector
7823 2771 8151 9376

No. Outpatients treated in 
Private “Independent” Sector 12078 17775 27084 39083

It is clear that such an increase is only possible due to policy 
direction.  That this is the case is made explicit in an FoI response 
from the Trust - “The Trust currently does not have enough capacity 
to assess and treat all patients in order to meet the Ministerial 
waiting time targets.  The (Belfast) Trust uses Independent Sector 
Providers to assist in the reduction of waiting times with the 
agreement of the HSCB.”59  Little wonder, then that reports of NHS 
patients being asked if they wish to or could (should they have the 
appropriate medical insurance) “go private” as an alternative to 
waiting, are commonplace.  Equally unsurprising is that 3fivetwo 
with “two NHS consultants as nominal shareholders and over 100 
consultants and senior doctors on its books [could identify] ‘ a 
change in Government policy on waiting lists ’ as the only risk to 
its business.”60

Taxpayers subsidising private 
healthcare
While staffing issues (particularly in emergency services) are 
discussed below, it is important in the context of de facto 
‘ privatisation as policy’ to make a distinction between a ‘ lack 
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of capacity ’ (not enough fully qualified staff) preventing NHS 
provision and the availability of suitable staff.  The latter is 
undermined by the likelihood that it is the same staff (NHS 
consultants doing work for the private sector) that will provide 
a service should the patients take the private option they are 
being pushed towards.  In the same way, therefore, that we 
have an overall health model being drawn up by private sector 
health insurance funded consultancies, we have the built-in 
contradiction that many of the doctors who might see the same 
patients privately have de facto control over NHS waiting lists, 
potentially feeding the core business of companies that thrive 
on the transfer of NHS patients to the private sector.  

This clearly has a damaging effect on the provision of public 
health:

Once doctors become part of profit-making 
organisations the effect on the patient-doctor 
relationship becomes seriously corrosive.  A 
highly-respected physician with experience of the 
marketisation of health care in Germany sums it up 
as follows – “How can the patient know why the 
doctor makes this recommendation?  Is it indeed 
the best therapy?  Will other possible treatments 
not be mentioned?  Do such recommendations or 
prescriptions reflect the career or workplace interests 
of the physician, or perhaps the credit-worthiness of 
a private hospital, which determines its share price 
and dividend?”  As the medical director of Bupa has 
frankly acknowledged, in a healthcare market the 
reality is that  “conflicts of interest are everywhere.”61  
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The argument may be made that as the consultants are doing this 
work outside their contracted NHS commitments, why should 
they not be free to carry out such work in their own time – during 
their annual leave for example?  The response to this is that in 
no other field would outside activity be allowed to so distort the 
core purpose for which they are paid.  For example, given that a 
majority of consultants in the Belfast Trust also do private work, is 
the size of its NHS waiting lists such a surprise?  This is especially 
the case when, as revealed in an Assembly debate “a surgeon was 
six times more likely to make his or her appointment when they 
are working for us as a private consultant than when they are 
working for us as a public consultant”62. 

Similarly, is it fair to the taxpayer that they now cannot avail of 
the service of such consultants in a timely manner at an NHS 
facility having paid out in taxes for staff training, wages and, 
indeed, NHS facilities?  Instead taxpayers not only continue to 
make such payment but also pay out an additional subsidy to the 
private sector by paying the travel and expenses63 of such NHS 
staff as they earn extra money in private sector facilities at which 
NHS patients’ treatment will take place, paid for from the NHS 
budget.  Current practice in this regard includes the treatment 
of Northern Ireland’s NHS patients in a private sector clinic in 
Mullingar, County Westmeath.

Given that central policy is tolerating and underwriting such 
practices, it is hardly surprising that “treatment of private patients 
in the Northern Ireland Health Service has jumped by 10% while 
the health services in Scotland and Wales have dramatically 
reduced private treatment (by 18% and 8% respectively)”64.  
This trend will inevitably be accelerated by TYC with its ‘ vision ’ 
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making clear why this is the case looking, as it does, to “procuring 
services and building partnerships with organisations outside the 
statutory sector”65 [who]…will be critical in successfully achieving 
the TYC vision.”66  Adding insult to injury such facilitation of the 
private sector is so blatant that those whose contributions as 
taxpayers and employees have helped build the NHS have to 
witness the Western Trust facilitating an Open/Recruitment Day 
for 3fivetwo at the South West Acute Hospital.

The disappearing Transitional 
funds
While the need to continually assess how best health is 
configured/staffed is a valid one and models for integrated care 
can be progressive, the ideological core of TYC will deliver the 
opposite.  In addition, the problems these fundamental market 
values will bring are compounded both by its timing and a lack 
of associated funding.  In short, TYC is being introduced at a 
time of, and will compound, the current crisis of health provision.  
Rather than take the opinion of Management Consultants whose 
corporate funders will profit from any re-configured system, what 
do those on the ground, health practitioners who are committed 
to the NHS, report?  

The general view was summed up in the Royal College of Nursing 
(RCN) response to TYC consultation which stated “current 
pressures on the system are already unbearable and in the 
judgment of the RCN, render the service on the brink of being 
unsustainable”67.  Similarly, as Unison made clear in its response 
in relation to funding “the effective cut per annum for the next 3 
years in the Health and Social Care System is 6%...All those who 
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work in the system know how stretched it is and how critical 
targets are being extended or not met.”68. 

This should not be a surprise to anyone, least of all to the Health 
and Social Care Board (HSCB) whose Chief Executive in 2010/11, 
prior to TYC, made public that there was an £800 million shortfall 
in funding which was needed to allow the Health Service simply 
to “stand still”.  Once TYC emerged as “the future”, however, 
such public forecasts of “meltdown” have not been as evident.   
Instead, great play was made of the operational funds that  
would ease the transition to a re-configured health model and 
provide the ‘ support in the home ’ for the new delivery methods.  
As re-iterated above, NIPSA stated at the outset that the £70 
million transitional funds over a three year period were always an 
inadequate amount with which to move towards TYC.  We now 
know, however, that the real monies being delivered, despite all 
the public assurances, are well short of this figure.  In fact, the 
figure we viewed as inadequate may prove to be non-existent.  

In 2012/13, for example, the TYC transitional funding received by 
the Department of Health (£19m) was £6m short of the projected 
funding (£25m).  Worse still, while projected transitional funding 
for 2013/14 was £25m, only £9.4 million has been secured.  In July 
2013 Edwin Poots told the Health Committee: “We will go back 
in October to look for more monies. We have made the decision 
that we will progress with the £9.4m at full speed…there is an 
element of calculated risk that more funding will be available 
in monitoring rounds later in the year”.69  At the same time John 
Compton, HSCB Chief Executive, hinted what an unsuccessful 
monitoring round might mean for Health: “We are proceeding 
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on the basis of the £9.5m and then it depends on what happens 
in the October monitoring round. We could probably be in a very 
difficult position in the late autumn when a difficult set of choices 
would have to be made”.70  

Far from “unsuccessful” however, the priority monitoring round 
bid from Health did not relate to TYC at all (the bid was for £20m 
to cover clinical negligence costs).  As a consequence, the Health 
and Social Care Board in a December 2013 progress report on 
TYC made clear that the risk to TYC transitional funding being 
provided by the Executive for 2013-2015 meant the project was 
now defined as “amber…which means things are not in line with 
plan…[and] has the potential for risk escalation”71.  

A system in crisis 
While the scale of change envisaged by TYC would be difficult to 
achieve smoothly or safely in a stable, well-funded, appropriately 
staffed context it is ludicrous that it is being imposed in the 
opposite circumstance.  We only need to take a snapshot of 
current provision, of a system in crisis, to see the recklessness of 
this approach.  On staffing, for example, even the TYC’s “Vision 
to Action” Document quoted the HSC Staff Survey of 2009 that 
found “over 2 in 5 staff (43%) felt that they could not meet all 
the conflicting demands on their time at work and only 34% 
agreed that there are enough staff at their organisation to do 
their job properly.”72  Despite this, the policy directive to cut 
staff numbers is unremitting with a 2012 Belfast Health and 
Social Care Trust document discussing being unable to “sustain 
an enhanced targeted level of workforce reduction circa 11% 
without a significant service impact”.73  Furthermore in 2013, the 
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Trust is explicit that “nurse to bed ratio changes”,74 i.e. having the 
appropriate number of assigned nurses, is a barrier to delivering 
the even greater “workforce savings” they would wish to.

Given these facts and the long-standing failures75 to create an 
environment into which emergency doctors are recruited, would 
want to be recruited and are retained, it is little wonder that an 
inspection of the pressures faced by accident and emergency 
staff at Belfast’s Royal Victoria Hospital (RVH) and Mater Hospitals 
found them to be “unsustainable”.76   They also found that the 
“issues faced by medics in the Belfast Trust… are probably worse 
than anywhere else in the UK”77 with pressures on staff… at 
times “overwhelming, leading to poor clinical care and safety 
concerns”.78  The inspectors highlighted how the closure of the 
A&E unit at Belfast City Hospital was a key issue having led to 
a “30% increase in footfall.”79  Similarly, a senior A&E consultant 
has stated that the 56 A&E consultants working across Northern 
Ireland’s nine emergency departments “is...in rough terms, half 
the number that we require”.80   

Such pressures were bound to be exacerbated by the changes to 
hospital provision (pre-dating but in line with the TYC “vision”) 
that has seen hospital beds cut by more than 20% over the last 
5 years with over 150 beds closed between 2011 and 2013 (from 
6,439 to 6,288) and A&E closures in Magherafelt, Whiteabbey 
and the City Hospital.81 Little wonder then that in the first week 
of 2014, the RVH, a regional trauma centre can only cope with a 
patient backlog by declaring a “major incident”.  This is despite 
the fact that “this was no major trauma. There had been no 
major car accident or fire; there was no flu epidemic or winter 
vomiting bug”.82 As we go to press, the welcome announcement 
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of additional funding, that is clearly a response to events at the 
Royal and a system in crisis (but described as a means to “help 
deal with winter pressures”),83 is again suggestive of a lack of 
strategic thinking and associated core funding.

Simultaneous to such closures and cuts, while TYC idealises ‘ care 
in the home ’ with the HSC Trusts buying in such services from 
providers, without the enhanced core or necessary transitional 
funding, this “care”, both for the dignity of the cared for and the 
carer, is inevitably diminished.  For example, a report from the 
charity Leonard Chesire Disability found that Northern Ireland  
has the greatest number of home visits lasting less than 30 
minutes in comparison to any other region of the UK,84 while 
Hugh Mills, CEO of Independent Health and Care providers, has 
reported that Health Trusts have suggested to his members that 
“visits should be as brief as eight minutes”85.  Similarly he has 
publicised how the Trusts:

have already put up the criteria on which people 
can access services and slashed the range of services 
they will buy.  None of the trusts has protected 
home care services from inflation, so mounting costs 
– such as soaring fuel prices – have been passed to 
independent providers.  The Belfast Trust has gone 
further; enforcing real-terms cut of 14% in domiciliary 
care service rates in just a couple of years. The South 
Eastern Trust wrote to existing providers in May 
suggesting a 3.3% drop in their payments.  Employees 
in the sector, who are already on low pay, have seen 
their pay frozen in recent years, or even accepted 
lower wages.  Northern Ireland Trusts pay the lowest 
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charge rates in the UK, and there are plans in two 
Trusts to reduce this still further.86

What ‘ financial stability ’ delivers
While the Health and Social Care Board (HSCB)’s progress 
report emphasised the difficulties of TYC’s ‘ amber ’ status, it  
also discussed how “the problem was correctable with focus”.87  
Perhaps they see the creation of a Financial Stability Board as 
a means of achieving this with the seniority of its personnel 
implying a central control of budget “savings” that will deliver TYC.  
In other words the money that will be found for TYC delivery will 
be clawed back with cuts.  In this context the Board do not want 
to hear Trusts complaining about a shortage of money, they want 
reports on how what used to be provided will now be delivered 
in a different way or not at all as part of TYC.  

Behind the TYC ‘ vision ’, what does this mean and what is being 
demanded of a system that is already struggling?  Leaked 
information from within the Western Trust spells this out, 
outlining that they are expected to deliver cuts worth £4.6m in 
2013/14 while, in total, they and the other Trusts are expected to 
deliver total cuts of £31m for this time period.88  So, how would 
care be “transformed” in this context?  For the Western Trust this 
would mean they would:

not provide cover for 25% of medical vacancies, 
maternity and sick leave with agency locums...not 
provide cover for 50% of AHP [allied health profession] 
vacancies, maternity and sick leave with agency staff.”  
As a consequence this “will result in elective targets 



33

privatising your Health Service

not being met...Nine-week waiting list will not be 
delivered...Quality of care will be compromised, 
including delays in discharging patients from acute 
hospital...[capping] expenditure on lab chemicals/
consumables...will result in delayed diagnosis which 
will impact on timely treatment...Cessation of generic 
family planning services...Cease the provision of 
immunisations by health visitors...reduce beds in 
palliative care...Reduc[e] unfunded nursing by 25%, 
including unfunded staff in wards and bank and 
agency cover...Progress reform of mental health 
services and planned closure of Slievemore House 
[in Derry]...Moratorium on [filling] new vacancies for 
admin and clerical posts.89

With core funding inadequate and TYC transitional funding 
unrealised, the revelations from the Western Trust show TYC for 
what it is - a smokescreen behind which further damaging cuts 
to our already over-stretched NHS will be made. 

Assembly Response 
The residential care crisis issue did at least awaken the Assembly, 
belatedly, to debate the privatisation by stealth that is happening 
within our Health Service.  Indeed, reflecting public disquiet, a 
motion that opposed greater privatisation90 as a consequence 
of TYC gained a majority within the Assembly.  This motion  
stated: “We believe a health and social care system in public 
ownership and funded from the public purse properly focused 
on public health and meeting the needs of the most vulnerable  
in our society is the best model to meet all our needs. 
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The challenge is to modernise and reform our existing system not 
to privatise it.”91  

If this was the majority view of the Assembly, and the population 
at large, still wedded to the principles of a free at the point 
of use NHS (delivered by NHS trained/regulated staff), one 
representative body was quick to see the risk to their future 
material interests in such an affirmation.  On the day the  
Assembly motion was passed, the CBI regretted “the tone of the 
motion” 92, opposed its anti-privatisation sentiment, stated that 
there needed to be discussion on “how to deliver services in a time 
of austerity“93 and unsurprisingly, from such a quarter, argued 
this would involve the private sector bringing its ‘ efficiency ’ to 
the delivery of NHS services.

It is clear that the current Health Minister shares the CBI’s view.  
Despite the rhetoric from him quoted above, as a Minister 
Edwin Poots is clearly relaxed, indeed supportive, of how market 
driven healthcare will treat the population.  For example, he 
has supported the private sector development of two health 
centres (in Newry and Lisburn), even though this re-visits the 
disastrous methodology of PFI (re-branded as “3PD” – third 
party development) and is against both the advice of his most 
senior Departmental official (the Permanent Secretary at the  
Department of Health) and a business case that showed the 
public sector option to be the cheaper way forward.  Poots ’ 
decision was taken via the rarity of a “Ministerial direction” which 
is required when the chosen course of action is not “the best 
value for money or outcome for the taxpayer.”94  
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Opposing the privatisation of 
Health
While Ministers come and go and a future Health Minister may 
not have such overt anti-trade union form (a judge recently found 
Edwin Poots to have “identified trade unionists as a “particular 
class and excluded them from a public body due to their status”95), 
the wider question is how the population’s genuine opposition 
to health privatisation that the Assembly motion reflected, is 
given meaning.

In the first instance, it is clear that what is needed within the 
Assembly itself is a new form of systematic scrutiny.  This would 
stop TYC or any broad-based ‘ vision ’ being given license and thus 
the cover behind which any Minister, Department or delivery 
body can go on a solo run towards “transformation” that, in  
health, as we have outlined above, is a sprint towards  
privatisation.  The residential care home issue has provided 
the warning about what will happen to our NHS without such  
scrutiny, with political “control” reduced to the Assembly in 
general and the Health Committee in particular trying to find out 
who was nearest to the stable door after the horse has bolted.  

This offers no protection whatsoever against the systematic 
dismantling of provision and privatisation of service via TYC.  The 
fact that, as we go to press, an A&E weekend facility at Downe 
Hospital, Downpatrick, and Lagan Valley Hospital in Lisburn 
can be withdrawn96 (and the weekday daily opening hours cut) 
highlights how the current enfeebled scrutiny and dysfunctional 
politics offers no protection against such an event.  Even when 
this happens in the Health Minister’s own constituency we have 
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the surreal reaction of the agents (the Trusts) being blamed by 
their political master who stated that he was unaware that this 
might occur.97  

In the wider context, whether those who argue that TYC puts the 
patient first are guilty of wishful thinking or political deceit is less 
important than the damage their cuts and privatisation will do.  
Similarly, rather than be distracted by the merits of their health 
“vision”, we need to make sure the debate is focused on the basics 
– demanding the founding principles of the NHS are fulfilled and 
a service that is appropriately funded/staffed maintained.  

We must also ensure that any proposed change in the provision 
of our healthcare is subject to a full Equality Impact Assessment.  
We need to call a halt to the current practices that facilitate the 
debilitating subsidy to the private sector, the needs of which (PFI 
debt, NHS patients sent to private clinics to be treated by ‘ NHS ’ 
staff, etc.) are met before our healthcare needs are.  We accept 
absolutely that change has to happen, however, “the choice 
is not between change and no change.  It is between handing 
over a public service to be developed by private enterprise in 
the interests of shareholders and ensuring that it develops in the 
interest of the public – and as the public sees those interests, not 
as politicians declare them to be”98.  

We have to start seeing private delivery in health not as merely a 
stop-gap with short term consequences, but as a privatisation as 
damaging as any other.  Ultimately, we the general taxpayer, will 
pay the price for this damage as it puts further pressure on costs, 
accelerating a downward spiral and resulting in:



37

privatising your Health Service

a perfect storm:  the withdrawal of some services, 
a decline in the quality of those that remain and 
increases in the cost to the state which it is unable 
to control, leading to constant pressure to reduce the 
package of what is covered by the NHS.  The effects 
already familiar from rail travel in England – rising 
ticket prices coupled with declining service and 
serious compromises with safety, arising from myriad 
contracts and sub-contracts for which no one has 
overall responsibility – are all too likely to be repeated 
in health care99.  
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Conclusion 
It is clear that a system already under strain cannot be dealt with 
by TYC’s “cut and privatise” model however cleverly it is cloaked 
in care in the home/community rhetoric.  We need to give 
devolution a practical meaning, not adopt policy as lazy imitation 
of English practice.  This is particularly the case where the model 
we are aping has proven to be a disaster, promised an escape 
route from financial difficulties and merely led to greater, longer 
term ones as it fulfilled its ideological mission to undermine a 
free at the point of delivery NHS.  It should be for us to determine 
our health policy and there is no excuse for fatalism or lack of 
political imagination.  The current crisis in the NHS is not the:

inevitable consequence of our current situation, but 
[the] deliberate choices of politicians working to a 
neoliberal agenda. These choices can be rejected 
and defeated by mass political action. There are 
alternatives. The challenge is to develop a political 
leadership with the courage to embrace them and 
fight for them100.

As we have discussed, a majority of MLAs has backed an Assembly 
motion opposing privatisation in our healthcare system.  Let 
them now deliver on this, show that this was more than a one-day 
response to a specific crisis and mount a sustained opposition to 
privatisation in the NHS.  Other MLAs voted against this motion.  
Let them and the parties to which they are aligned come clean 
and state in all future manifestos that that they support the 
privatisation of the Health Service in Northern Ireland.  We will 
confirm to our 46,000 members (i.e. 46,000 voters) their position 
on this matter. 
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“People power” stopped Direct Rule Ministers making us pay 
twice for our water.  We, together with our progressive allies in 
the wider labour movement and in the community will have to 
mobilise again to stop devolved Ministers making us pay twice  
for our healthcare - in taxes to our NHS and in subsidy underwriting 
the toxic presence of the private sector within it.  We insist our 
care is “transformed” but to do this in the NHS’s sixty-sixth year we 
need to revisit its original vision, not the privatised false promise 
of Transforming Your Care.  
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Appendix 1
Independent Sector Costs for Outpatients, (OP)  
Inpatients (IP) and Daycases (DC) – Belfast Trust

2011/12

Provider  Specialty OP                            
£ 

 IP/DC 
£ 

 2011/12  
Cost (£)

352

Opth, urology, 
dental, orthopaedics, 
dermatology, 
neurosurgery 

4,431,337 8,401,623 12,832,960

Mater Dublin Cardiac Surgery 0 3,462,912 3,462,912

Spire Orthopaedics 918,810 1,322,960 2,241,770

Medinet General med/ 
surg/thoracic/plastics 38,280 1,645,336 1,683,616

NWIC  Ortho.plastics 594,100 944,175 1,538,275

Guys & St 
Thomas Cardiac/orthopaedics/pain 0 1,077,280 1,077,280

Alliance 
Medical  MRI 1,053,000 0 1,053,000

Orthoderm  Ortho/Derm/Rheum 425,775 543,000 968,775

Sports Surgery 
Clinic  Orthopaedics 13,230 712,993 726,223
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2011/12

Blackrock Cardiac Surgery 0 322,994 322,994

U.I.C  Breast Surgery 0 221,500 221,500

Royal National 
Ortho Orthopaedics 0 132,180 132,180

Northern EEG Neurology/ 
neurophysiology 127,734 0 127,734

EEG Ireland  Neurology/ 
neurophysiology 118,767 0 118,767

Hilllsborough  Ophthalmology 55,280 24,864 80,144

Action Cancer  Imagine- Breast 50,000 0 50,000

Northern MRI  MRI 36,000 0 36,000

Cathedral  Ophthalmology 19,680 16,058 35,738

Allergy 
Solutions  Immunology 35,520 0 35,520

Fitzwilliam 
Clinic  Dermatology 2,640 0 2,640

Total 7,920,153 18,827,875 26,748,028



54

Transforming your care

2010/11

Provider  Speciality OP                            
£ 

 IP/DC 
£ 

 2010/11  
Cost (£) 

352 Otho, derm, Ophthalm 1,948,924 2,629,086 4,578,010

Spire Ortho 1,537,000 1,857,500 3,394,500

Mater Dublin Cardiac Surgery 0 2,870,098 2,870,098

Guys & St 
Thomas Cardiac Surgery/ortho 0 1,073,450 1,073,450

Orthoderm Ortho 299,000 750,000 1,049,000

NWIC Ortho/Plastics 320,200 415,500 735,700

Alliance 
Medical Radiology 240,838 0 240,838

U.I.C Breast Surgery 0 219,106 219,106

Blackrock Cardiac Surgery 0 129,900 129,900

Sports 
Surgery Clinic Ortho 0 127,500 127,500

Medinet Gen Med 0 63,072 63,072

Royal 
National 

Ortho
Ortho 0 33,000 33,000

Fitzwilliam Dermatology 18,705 0 18,705

Hilllsborough Ophthalmology 13,120 2,528 15,648
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2010/11

Cathedral Ophthalmology 10,400 1,264 11,664

All Clear Ophthalmology 1,360 3,792 5,152

Total 4,389,547 10,175,796 14,565,343
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2009/10

Provider  Speciality OP                            
£ 

 IP/DC 
£ 

2009/10  
Cost (£) 

Spire Ortho 441,600 5,380,760 5,822,360

352
Otho, derm, Ophthalm, 
vascular, urology,  
gen surg, plastics 

1,179,136 4,379,039 5,558,175

Mater Dublin Cardiac Surgery/plastics 0 3,756,900 3,756,900

U.I.C

Breast Surgery/ ortho/ 
vascular/ urology/ 
gen surgery/ 
 paed surgery /plastics 

35,160 1,672,561 1,707,721

Orthoderm Orthopaedics 138,080 1,566,000 1,704,080

Cathedral Ophthalmology 351,810 782,952 1,134,762

Sports 
Surgery Clinic Ortho/neurosurgery 0 996,909 996,909

Rosshall Orthopaedics 54,500 768,564 823,064

Eeg Ireland Neurology/neurophys 395,676 371,025 766,701

NWIC Breast/vascular/Ortho/ 
Plastics 0 718,845 718,845

London 
Independent Cardiac Surgery 0 654,020 654,020

Guys & St 
Thomas Cardiac Surgery/ ortho 0 596,600 596,600

Medinet Gen Med/surg 0 595,727 595,727
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2009/10

All Clear Ophthalmology 47,194 219,936 267,130

Papworth Orthopaedics 0 158,400 158,400

Hilllsborough Ophthalmology/ general 
medicine 12,482 144,305 156,787

Alliance 
Medical Radiology 147,600 0 147,600

Blackrock Cardiac Surgery 0 136,206 136,206

Alexandra Cardiac Surgery 0 114,660 114,660

Northern MRI MRI 34,928 0 34,928

Malone Orthopaedics 0 8,100 8,100

Total 2,838,166 23,021,508 25,859,674
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