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Conservative MPs are now responding to the Don’t Blow It! letter signed by their 
constituents. The letter asks them to vote against the Health and Care Bill when it comes 
back to the House of Commons for its 3rd reading.   
 
Conservative MPs responses are clearly based on a template. They aim to “reassure” 
constituents” about the Health and Care Bill, by making some or all the following claims: 
 
1. Statutory integration of NHS, local government, social care and other ‘partners’ via 

measures in the Health and Care Bill will “continue to improve the quality and 
sustainability of NHS services and patient outcomes.”  And “the Chief Executive of NHS 
England has said that this Bill “will support our health and care services to be more 
integrated and innovative so the NHS can thrive in the decades to come.” 

 
2. “The NHS will always be free at the point of use.”  
 
3. “Service provision by the independent and voluntary sectors has been, and continues to 

be, an important and valuable feature of our heatlhcare system.” 
 
4. There are concerns about private sector involvement in Integrated Care Boards and it is 

welcome that the Government has “committed to an amendment...to protect the 
independence of ICBs by preventing individuals with significant interests in private 
healthcare from sitting on them.” 

 
5. The Government has a  “clear commitment to supporting the NHS and our wider 

healthcare system. The Government is providing the NHS with £33.9 billion in funding 
by 2023/24, the largest, longest funding settlement in the history of the NHS, an 
additional £36 billion will be made available for health and social care over the next 
three years. The NHS Long Term Plan also commits £4.5 billion in primary and 
community care to help strengthen local healthcare networks.” 

  
6. The Government has a “commitment to recruit 50,000 more nurses, 6,000 new GPs, 

and 6,000 more primary care professionals in addition to the 7,500 further nurse 
associates and 20,000 primary care professionals announced previously...Progress is 
already being made in this area, with more than 6,500 more doctors, almost 10,600 
more nurses and over 18,700 more health support workers compared with a year 
ago. There are approximately 70,000 nurses and midwives in training, including 29,740 
who began courses this academic year, an increase of 26 per cent on last year. 

 
 
Here is the Don’t Blow It! campaign’s  response to these claims: 
  
 
1a. STATUTORY INTEGRATION OF NHS, LOCAL GOVERNMENT, SOCIAL CARE 

AND OTHER ‘PARTNERS’ VIA MEASURES IN THE HEALTH AND CARE BILL WILL 
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“CONTINUE TO IMPROVE THE QUALITY AND SUSTAINABILITY OF NHS 
SERVICES AND PATIENT OUTCOMES.” 

 
Overall Fact: there is no substantive evidence of any improvements to the quality and 
sustainability of NHS services and patient outcomes as a result of the integration of these 
organisations and their services, which was mandated in 2014 in NHS England’s 5 Year 
Forward View and GP Forward View.  
 
Detail 
 
i) Integration of organisations and their services was piloted from 2015 to 2018 by NHS 
England’s Vanguard schemes. The overall aim was to reduce unplanned hospital 
admissions, by the so-called  “left shift” of services out of hospitals into community and 
primary care - and people’s own homes.  
 
This “Care Closer to Home” is the model of integration that the Health and Care Bill 
requires, through its imposition on statutory Integrated Care Systems of a duty to integrate 
and innovate. 
 
Overall, the various different Vanguard schemes did not reduce unplanned hospital 
admissions, although they were shown to limit their increase, compared to areas without 
Vanguard funding and status. The July 2018 National Audit Office Report concluded that “it 
is still too soon to be conclusive on the impact of vanguards on the demand for hospital 
services and patient outcomes overall.”  
 
The November 2020 National Institute for Health Research Report on The Vanguard 
programme to integrate health and social care found that it slowed the rise in emergency 
admissions to hospital among care home residents but did not achieve its other aims. 
https://evidence.nihr.ac.uk/alert/vanguard-integrated-health-social-care-took-time-to-
achieve-aims/. The The first evaluation of the Vanguard integrated care models identified 
outstanding questions over the cost-effectiveness of integrated care schemes and how 
best to structure them, but did support NHS England’s plan to expand integrated care for 
care home residents.   
 
(Maybe if care homes weren’t run by profit- extracting private companies, they wouldn’t 
need NHS investment in integrated care models to make good the deficits in these 
companies’ care of residents? Just a thought.) 
 
ii) Consultant in geriatrics and acute general medicine, David Oliver, has challenged the 
“relentless” portrayal of acute hospital care admission as a bad thing for adults, 
especially older ones. Taking Issue with the  “hospital bad/home good narrative” in the 
British Medical Journal (BMJ 2020;368:m652 doi: 10.1136/bmj.m652 (Published 26 
February 2020), David Oliver writes, “…we need to stop badmouthing hospitals and using 
very selective evidence to condemn their use just because we have a perennial bed crisis. 
.. We should care about research evidence as much as ideology and policy pushes. 
Systematic review and meta-analysis of multidisciplinary, specialist led, comprehensive 
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geriatric assessment of frail older people in hospital has repeatedly shown benefits lasting 
for months after patients leave. The comparable evidence for this assessment in 
community settings, including “hospital at home” models, is less convincing.  Meanwhile, 
major research reviews led by the Nuffield Trust of integrated community models and 
approaches have shown no consistent evidence for reducing admissions or bed use or 
the associated costs.”   

 
iii) The lack of evidence of the effectiveness of the integrated care systems has dogged 
the RIght Care Right Time Right Place “”transformation of the NHS in Calderdale and 
Kirklees. The Calderdale and Kirklees Joint Health Scrutiny Committee is still no closer to 
being able to assure the Secretary of State that the performance of the care closer to 
home programmes in each “place”  means the planned hospitals capacity is safe.  
 
iv) Based on its recently published assessment of integrated care systems, the 
Conservative think tank, the Centre for Policy Studies recommends  
 
“...the Government should: Drop from the Health and Care Bill legislation to put ICSs on a 
statutory footing. 
The evidence to date suggests that there is no clear link between integration and improved 
outcomes… Before charging on down this road, we need much better evidence that the 
ICS model is the right one to adopt.” 
 

v) A recent systematic analysis of evidence concluded: 
 
“In theory, collaboration between local health care and non-health care organizations 
might contribute to better population health. But we know little about which kinds of 
collaborations work, for whom, and in what contexts. The benefits of collaboration may be 
hard to deliver, hard to measure, and overestimated by policymakers.”  (BMC Public 
Health volume 21, Article number: 753 (2021) 

v) On 29th October 2021, The International Journal Of Integrated Care published a policy 
paper evaluating the three major national pilot programmes for integrated care that have 
been initiated within the English NHS since 2008: Integrated Care Pilots, Integrated Care 
and Support Pioneers and New Care Model ‘Vanguards’.  

The policy paper notes that “ there was a general expectation among programme 
sponsors, usually shared by pilots themselves, that integrated care would result in a 
reduction in the level of unplanned hospital admissions. As the financial context for the 
NHS worsened following the onset of wider economic austerity, this expectation was 
heightened and the relative importance of other objectives such as improving patient 
experience or clinical quality diminished.” 

The policy paper concluded that the pilots “made some headway against their objectives 
but were limited in their impact on unplanned hospital admissions.”  (Lewis RQ, Checkland 
K, Durand MA, Ling T, Mays N, Roland M, et al.. Integrated Care in England – what can 

26/10/21 20:25
Comment [1]:  
This is specific to Calderdale & 
Kirklees but could be read across to 
any other hospital cuts and 
centralisation programmes since they 
are all cut from the same pattern.  
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we Learn from a Decade of National Pilot Programmes?. International Journal of 
Integrated Care. 2021;21(S2):5. DOI: http://doi.org/10.5334/ijic.5631)  

vi) In his critique of the Journal of Integrated Care evaluation of a decade of national 
pilot integrated care programmes, Roger Steer, Director of Healthcare Audit 
Consultants Ltd, says,  "there should be enough here to stop the Government’s 
policy of promoting the implementation of integrated care systems due to start in 
Spring 2022, in its tracks...Never in the policy arena has so much rope been given 
to an idea that now stands hanging unsupported in the air as all attempts to justify  
it come to nothing. Yet, at this stage the policy is so far down the road that the 
legislation that seeks to embed it, is before Parliament now." ‘The policy has no 
clothes...'  
 
Since there is no reliable evidence that “integration” has led to the 
improvements claimed for it, how can the Health and Care Bill “continue” 
non-existent improvements? 
 
1B) THE CHIEF EXECUTIVE OF NHS ENGLAND HAS SAID THAT THIS BILL 
“WILL SUPPORT OUR HEALTH AND CARE SERVICES TO BE MORE 
INTEGRATED AND INNOVATIVE SO THE NHS CAN THRIVE IN THE DECADES 
TO COME.” 
 
This is hardly reassuring when you consider that the (recently retired) NHS England 
Chief Executive was previously the former CEO of the Medicare business of the 
world’s largest health insurance company United Health (2020 revenue, $251.08 
bn) and President of its Global Health division.  
On quitting United Health to become CEO of NHS England, Simon Stevens 
oversaw the process of dismantling the NHS into a UK version of the USA’s limited 
publicly funded/privately provided Medicare/Medicaid health insurance system for 
people who are too poor, old or ill to be able to get private health insurance.  
 
Under his direction, NHS England has imposed the Medicare model on the NHS 
through a 5 year plan, 2014-2019, followed up by the 2019-24 Long Term Plan .  
 
Once ensconced as CEO of NHS England, Stevens lost little time in inviting United 
Health to chair a secretive Commissioning Support Industry Group to mastermind 
one of the biggest NHS privatisations to date- worth £3bn-£5bn.  The rest, as they 
say, is history. 

This was not the only spin Stevens took in the revolving door between the NHS and 
United Health.  

Before flitting to United Health, Stevens was a policy adviser to the NHS-privatising New 
Labour Prime Minister Tony Blair. In this role, Stevens was praised for “developing an 
acceptable face for commercial medicine and privatised care” by Health Minister Lord 
Darzi – author of the privatised (and disastrous) Independent Sector Treatment Centres.  
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2. “THE NHS WILL ALWAYS BE FREE AT THE POINT OF USE”.  
 
Some MPs make this statement in an attempt to deny that the NHS is being privatised and 
that the Health and Care Bill would legislate for this to continue and expand. They seem to 
think that privatised health care means health care that patients have to pay for, which is 
either plain ignorance or a wilful misunderstanding of what NHS privatisation means (ie 
NHS commissioners paying private companies, charities and third sector organisations to 
provide healthcare for NHS patients).  
 
Other MPs don’t link this statement to privatisation. 
 
Overall Facts 
 
i) It is not true that the NHS will always be free at the point of use. Already NHS patients 

have to pay for prescriptions, eye tests, hearing tests, spectacles, hearing aids and a 
number of over the counter medicines that the NHS no longer prescribes. NHS dentistry 
has already been shrunk to a minimal service and even that requires patients to pay.  

 
ii) Routine NHS funding has been withdrawn from 48 diagnostic tests, treatments and 

planned care medical procedures. This means doctors’ freedom to make decisions with 
patients has gone. Instead GPs have to defer to the decisions of bean counters, through 
submitting individual funding requests to the Clinical Commissioning Groups. As well as 
damaging the doctor-patient relationship, this increases GPs’ workload unnecessarily, 
when they are already struggling to cope due to years of underfunding and understaffing. 
Not to mention the Covid-19 pandemic. And it has led to increased numbers of patients 
paying to go private. Info here: 
https://calderdaleandkirklees999callforthenhs.wordpress.com/2021/01/20/routine-nhs-
funding-withdrawn-from-another-31-diagnostic-tests-treatments-and-operations/ 

 
iii)  The Health and Care Bill Clause 14 - people for whom integrated care boards have 

responsibility - is unclear that Integrated Care Boards will have responsibility for 
providing NHS services freely to everyone.  

 
As a result, the Don’t Blow It! campaign has worked with a barrister to produce an 
amendment to Clause 14 - that requires Integrated Care Boards to provide NHS 
services freely to everyone, without restrictions based on geographical area or 
anything else. 
 
This amendment is vital to prevent Integrated Care Systems from turning away patients 
from a cost-centre which doesn’t receive the funding for that patient, under the new 
fixed, per person Integrated Care System budgets.  
 
This is already happening and it needs to stop. 
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Last month, the Northern Care Alliance Foundation Trust sent  a woman with agonising 
burns away from TWO hospitals in Greater Manchester,  after she fell foul of new rules 
meaning people have to get urgent care at a unit closest to home 
https://www.manchestereveningnews.co.uk/news/greater-manchester-news/fairfield-
bury-rochdale-infirmary-hospital-21697897 

 
3. “SERVICE PROVISION BY THE INDEPENDENT AND VOLUNTARY SECTORS HAS 

BEEN, AND CONTINUES TO BE, AN IMPORTANT AND VALUABLE FEATURE OF 
OUR HEATLHCARE SYSTEM.” / “IT IS IRRESPONSIBLE SCAREMONGERING TO 
SUGGEST THAT INTEGRATED CARE BOARDS AND PARTNERSHIPS ARE BEING 
USED TO SUPPORT PRIVATISATION, OR CUTS TO NHS FUNDING.” 

 
 
Facts:   
 
i) In certain specific, limited cases the voluntary sector can provide services that the NHS 
can’t.  
 
For example, organisations like Rape Crisis & Samaritans groups NEED to be 
independent as they often work in different ways to the NHS to gain the trust from their 
service users.  (For example, not reporting abuse until a child, or young person, is ready 
and needs support to get there in order to cope with losing their home etc. And not 
reporting a suicide attempt without the person's permission but being there for them even if 
they decide to go. This is  all very sensitive stuff where independence from red tape-type 
rules is important). This should continue.  
 
ii) But beyond these very specific examples, the delivery of NHS services by private and 
third sector organisations is the opposite of important or valuable - except for the private 
companies and third sector organisations themselves. For example: 
 
• Hospital cleaning was the first bit of the NHS to be privatised, under the Thatcher 

government in the early eighties. Standards of cleanliness fell and suddenly the MRSA 
and C difficile bugs were making hospital patients sick.  

 
• Whole NHS services such as CAMHS have been slashed, and then turned into a source 

of “very high returns” for private equity companies and and their management teams.  
How can it be right that,  for example, private equity company Root Capital is profiting 
from our children’s mental health problems? It is though. Root Capital has funded 
XenZone with private equity since 2015.  XenZone produces and runs Kooth – an online 
counselling and emotional well-being online platform for children and young people aged 
11-25. It is free at the point of use, paid for by Kirklees Clinical Commissioning Group as 
a privatised element of Children’s and Adolescent Mental Health Services (CAMHS) , 
part of so-called Thriving Kirklees https://www.thrivingkirklees.org.uk/children-and-
adolescent-mental-health-service-camhs/ When the time is right, by their own admission 
RootCapital will sell on XenZone when they see the opportunity to make a considerable 
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profit as their “ long-term aim [is] very high returns for ourselves and our management 
teams.” 

 
• The profit motive gets in the way of the duty of care. Private companies cut corners for 

the sake of profit and give staff poor terms and conditions. This means staff can’t provide 
the quality of care they want to. Whether clinical staff or non-clinical staff like cleaners, 
caterers etc. 

• You have only to look at the hospital patients killed recently by listeria in sandwiches 
provided by a private company. This is being investigated by the Food Standards 
Agency. 

• If private companies and 3rd sector organisations can’t make money, they hand back the 
contract or go broke. Either way this means dumping patients and the NHS in it. 
Examples include Circle, which in 2012 won a high-profile contract to run the NHS 
Hinchingbrooke hospital in Cambridgeshire, but walked away three years later. 

• And Serco announced in 2014 that it would cease providing clinical services after 
problems with its deal to run Braintree hospital in Essex and its community care service 
in Suffolk led the company to hand back both contracts early. 

• One to One Midwives, a private, for profit company, contracted by the NHS in Liverpool, 
recently ran out of money and shut up shop, leaving pregnant women in the lurch. 

• Other examples of failed private sector contracts include non-emergency ambulance 
transport in Sussex, Hertfordshire and Bedfordshire, while companies running networks 
of GP surgeries in Doncaster and Bedford went bust, and others have handed back their 
contracts for GP surgeries and out-of-hours services. 

• In July this year a children’s hospice in Bury run by the charity Forget Me Not, had to 
close because it’s broke. This is the trouble with leaving vital services to be run by 
charities and voluntary section organisations – which NHS England intends will happen 
more and more, in a move back to the Victorian era. 

• We could go on.   

• Re ICBoards being responsible for cuts to funding – please see Section 5, below. 

4. THE GOVERNMENT HAS “COMMITTED TO AN AMENDMENT...TO PROTECT THE 
INDEPENDENCE OF ICBS BY PREVENTING INDIVIDUALS WITH SIGNIFICANT 
INTERESTS IN PRIVATE HEALTHCARE FROM SITTING ON THEM.” 
 
 
Fact: The government’s promised amendment will NOT put it beyond doubt that the 
Bill does not allow private sector providers to influence or make decisions on 
spending.  
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i)  The Bill as passed by MPs at the second reading is a Bill for big business and clearly 
allows private companies to influence or make decisions on spending.  

 
Despite the Health Minister’s subsequent promised amendment to prevent “individuals 
with significant interests in private healthcare from sitting on” statutory Integrated Care 
Boards,   the amended Health and Care Bill would not save the NHS from big business 
– instead it props the door wide open for it. Here’s how.  
 
NHS England’s August 2021 guidance would allow private companies to have 
significant decision-making power in  Integrated Care Systems, through membership of 
Provider Collaboratives. 
 
This includes decisions on finance - and on the preparation of Integrated Care Systems’ 
forward plans, which determine:  
 
• what NHS services the Integrated Care Board would fund and commission,  
• what staff they would employ,  
• what capital investments they would make and  
• how they would manage the NHS estate, among other key matters.  
 
On the basis of NHS England’s guidance, the Health and Care Bill makes it possible for 
Provider Collaboratives, with private company participation and decisison making, to 
hold huge Integrated Care Provider contracts (previously called ACO contracts).  

This looks like a legislative fiddle that gets around NHS England’s 2019 Long Term Plan 
(Chapter 7) commitment to exclude non-statutory providers from these contracts.  

 
ii) In addition, NHS England’s interim guidance directs the preparation of statutory 

Integrated Care Board constitutions that would enable the Boards to delegate their 
commissioning function to various subcommittees. Even though there is nothing in the 
Health and Care Bill to permit this. 
 
NHS England’s guidance is that Integrated Care Boards’ delegation of functions will be 
only be legislated for by Department of Health statutory instrument and statutory 
guidance – with no Parliamentary scrutiny - if and when Parliament has passed the 
Health & Care Bill. 
 
This underhanded move would open the NHS door wider to increased influence from 
private companies who, as with Provider Collaborative, are likely to be members of 
subcommittees to which IC Boards would delegate their commissioning function.  
 
So we have worked with a barrister to create an amendment to Clause 12 of the Bill,that 
would prevent Integrated Care Boards from delegating their commisisoning function.  
An MP is seeking to table this amendment. 
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iii) On top of this, huge global companies have already driven the formation of the 42 
‘shadow’ Integrated Care Systems, through NHS England’s Health Systems Support 
Framework  . 
 
These companies have been remaking the NHS in the image of their own systems, 
developed for the US ‘managed’ health care market. ‘Managed’ means cutting costs by 
restricting patients’ access to care, deprofessionalising clinical staff and introducing 
clinical staff such as physician and nursing associates without professional regulation 
and competencies.   
 
The Health and Care Bill’s imposes a “duty to integrate” (Clause 19), and at the same 
time creates a power to “create a separate procurement regime…, removing the 
procurement of health care services from the scope of the Public Contracts Regulations 
2015 and repealing Section 75 of the 2012 Act and the National Health Service 
(Procurement, Patient Choice and Competition) (No. 2) Regulations 2013.” (Health and 
Care Bill Explanatory Notes, 114, p 29)   

“Supporting” Integrated Care Systems as they use this new “procurement regime” will 
be one of the tasks of the Health System Support Framework companies.  The Health 
Minister’s promised amendment at the Report stage of the Bill will do nothing to remove 
private companies from these “health systems support” functions.  

The spin by both government and by Labour Party MPs such as Karen Smyth – a 
member of the Public Bill Committee – that the Bill represents the end of the era of 
marketisation, could not be further from the truth. 

 
5) CLAIMS ABOUT GOVERNMENT FUNDING OF THE NHS 
 
i) THE GOVERNMENT IS PROVIDING THE NHS WITH £33.9 BILLION IN FUNDING BY 
2023/24, THE LARGEST, LONGEST FUNDING SETTLEMENT IN THE HISTORY OF 
THE NHS.  
 
Fact  
 
This is about the 5 year NHS Long Term Plan funding settlement announced in 2019.  
 
It followed nearly 10 years of brutal underfunding of the NHS – and all other public 
services – based on Osborne’s austerity policy.  This was a political choice not an 
economic necessity – and it’s been killing people.  
 
This political choice has been used as a justification for the financialisation of the NHS – 
running it as a business, not on the basis of meeting patients’ clinical needs. 

Despite the government’s “extra” funding for the NHS Long Term Plan, the NHS Quangos 
have been tightening the financial screws on local NHS organisations – more info here. 
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The extra NHS funding is not enough to make up for nearly a decade of damaging 
underfunding – more info here. 

As Sally Gainsbury at the Nuffield Trust has pointed out, it is “patently not true” that the 
NHS Long Term Plan settlement was a generous one, relative to the demands and costs 
in the NHS. https://www.nuffieldtrust.org.uk/news-item/checking-the-nhs-reality-the-true-
state-of-the-health-services-finances This is because  

“ the LTP assumed baseline costs in the provider sector in 2018-19 that were £2 billion 
lower than they in fact proved to be – an error that goes all the way back to the time of the 
2015 Spending Review, repeated each year since and then further exacerbated by the 
pandemic...NHS trusts were never likely to be able to make 3% recurrent efficiency 
savings in 2019-20 because there is no reliable evidence they have made such savings in 
the recent past and nor will they do so in the future. 

Likewise, as commissioner plans to hold down activity growth rates in the secondary care 
sector have not yielded the hoped-for results before, notions that this “excess” activity will 
somehow vanish in the years that follow need to be viewed as the fantasy they are – 
particularly in the context of today’s waiting lists.”  

In W Yorks and Harrogate ICS 5 Year Plan 2019-24, the “financial challenge” of meeting 
its control total in 2019-20 meant that West Yorkshire and Harrogate Integrated Care 
System organisations had to make an average of 2.81% cost reduction – more than 
double the 1.1% set by the government. And even that 1.1% was more than the average 
0.9% efficiency improvements by NHS trusts in the decade to 2016/17, according to the 
Nuffield Trust blog post “Reality check: The Long Term Plan settlement: 2019-20 to 2023-
24.”  

In a report to its Governing Body back in January 2020, Calderdale Clinical Commissioning 
Group acknowledged the financial risks of being part of the West Yorkshire & Harrogate 
Integrated Care System.  

The CCG complained it was “increasingly being tied into the performance of ICS partners” 
while West Yorkshire and Harrogate Integrated Care System risked not achieving its 
financial targets, because various provider trusts had not met, or were forecasting they 
won’t meet, their own financial targets. 

Tighter financial controls and corporate profiteering are reducing patients’ access 
to NHS health care and worsening population health. 

In addition the “extra” government funding for the NHS Long Term Plan is to feed 
corporate profits – while simultaneously shrinking the NHS to 42 local Integrated Care 
Systems by April 2021 (since postponed to April 2022). More info here: 
https://calderdaleandkirklees999callforthenhs.wordpress.com/2019/08/18/increased-
funding-that-commercialises-our-nhs-will-damage-individual-and-population-health-we-
need-more-nhs4all-funding/ 

and here: https://calderdaleandkirklees999callforthenhs.wordpress.com/2019/06/14/nhs-
long-term-plan-gives-a-big-shove-to-revolving-door-between-global-companies-and-nhs-
quangos/ 
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II) THE NHS LONG TERM PLAN ALSO COMMITS £4.5 BILLION EACH YEAR IN 

PRIMARY AND COMMUNITY CARE TO HELP STRENGTHEN LOCAL 
HEALTHCARE NETWORKS. 

 
Facts  

i) In 2019 NHS England introduced a new GP contract to route the £4.5m/year extra NHS 
Long Term Plan funding into GP practices and bring 22,000 extra supporting health staff 
into GP surgeries.  

 
Known as the Primary Care Network contract, this was imposed on GPs in a big rush 
and engineered what the Institute of Healthcare Management called a once in a lifetime, 
monumental shift in GP practices. 
  
Instead of caring for a few thousand patients, like most GP practices do, a primary care 
network has anywhere between 30K-70K patients on its list. In order to provide out-of-
hospital care, as hospitals are centralised and cut, it has to “integrate” a range of 
services, provided by a “multidisciplinary team”. 

More info here: 
https://calderdaleandkirklees999callforthenhs.wordpress.com/2019/02/16/large-scale-
integrated-primary-care-networks-what-lurks-beneath-the-buzz-words/ 
 
The extra 22,000 supporting health staff are less-qualified, new grades of staff, currently 
being recruited under the Additional Roles Reimbursement Scheme. Some GPs and 
many NHS campaigners see this primarily as a means of replacing GPs with cheaper, 
less skilled and less qualified grades of practitioners – with the result that patients’ 
continuity of care becomes a thing of the past and GPs will only see patients with the 
most complex intractable ailments, leaving the rest to the attentions of the Additional 
Roles practitioners. More info here: 
https://calderdaleandkirklees999callforthenhs.wordpress.com/2021/02/06/calderdale-
gp-patients-real-time-medical-data-is-being-shared-without-their-knowledge-or-consent/ 
 
 
In 2019, when the Primary Care Contract was being imposed on GP practices, 
Calderdale and Kirklees 999 Call for the NHS (the group that initiated the Don’t Blow It! 
campaign) warned that this “monumental shift” would mean that: 
 

• Apart from a small percentage of patients deemed at a high risk of unplanned 
hospital admission, most patients’ right to consultations with their named GP’s 
will effectively end.  

• Patients’ access to elective services will be further restricted. 
• Access to NHS continuing care will be restricted through the shift to self-care and 

increased reliance on families and volunteers, in a departure from what 
Calderdale CCG has labelled in a derogatory way as the “dependency model of 
healthcare”.  
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• It introduces surveillance medicine – whereby NHS care risks becoming 
conditional on compliance with “industrial scale” behaviour change schemes – on 
the assumption that “lifestyle changes” can prevent modern epidemics of 
illnesses, which in reality are largely determined by poverty and deprivation. 
Simultaneously, patients’ privacy is violated through digital surveillance and 
potentially unconsented data collection and sharing.  

 

For these reasons, the Primary Care Network contract looks like a withdrawal from the 
core NHS principle of a universal, comprehensive health service that is free at the point 
of use and based on clinical need. 
https://calderdaleandkirklees999callforthenhs.wordpress.com/2019/06/11/summary-for-
hebden-royd-town-councillors-the-primary-care-network-contract-and-the-
redisorganisation-of-calderdale-and-kirklees-nhs/ 

How has this played out since 2019? Badly.  

Now the British Medical Association’s GP committee has backed a call for Local 
Medical Committees to collect 'undated resignations' from the Primary Care Network 
Directed Enhanced Services contract, that could be handed in if 'submissions by a 
critical mass of more than 50% of eligible practices is received'. 
https://www.gponline.com/bma-encourages-practices-close-lists-stop-non-gms-work-
tackle-workload-crisis/article/1731296 

In other words, GPs are now openly admitting the awfulness of the Primary Care 
Network contract. 
 

ii) According to Nursing Practice magazine, of this £4.5Bn/year, £2.3bn is for community-
based mental health services, such as those in schools, expanded to help 345,000 
more children and young people with mental health conditions. 
https://www.nursinginpractice.com/latest-news/primary-care-to-receive-4-5bn-
investment-under-nhs-long-term-plan/ 

In addition, NHS England claimed that there will be a ‘renewed focus’ on prevention to 
help prevent up to 85,000 premature deaths each year. This will see the Diabetes 
Prevention Programme expanded, smart inhalers piloted to aid prevention of 
admissions with respiratory conditions, and patients with cardiac conditions put through 
a healthy living and exercise plan each year. 

The problem is that this idea of “prevention” is based on assigning responsibility for 
modern epidemics of obesity, respiratory and cardiac conditions to the individuals who 
suffer from them, rather than tackling the social and economic conditions that cause 
them.  
 
Information about the Diabetes prevention programme is here 
https://calderdaleandkirklees999callforthenhs.wordpress.com/2017/08/12/nhs-
detectives-investigate-nhs-englands-new-diabetes-pathway/ 
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iii) The flawed practice of “preventive” behaviour change programmes for people suffering 
from modern epidemics is tied up with so-called population health management. 
 
This is a form of surveillance medicine where NHS patients are “risk-stratified” on the 
basis of analysis of their confidential medical records, to determine the risk of them 
needing unplanned/emergency hospital attendance/admission.  Patients’ privacy is 
violated through digital surveillance and potentially unconsented data collection and 
sharing.  
 
As Jeremy Hunt told the Health Select Committee, Population Health Management's 
function is related to the introduction of capitated payments and Accountable Care 
Organisations (now re-branded as Integrated Care Systems).   
https://bit.ly/3BeHqd4 
 
How this works:  
 
Population Health Management involves digital surveillance of the most costly patients 
and is closely related to the introduction of population-based approaches to payments 
that have been promoted in the wave 2 of the Population Health Management (PHM) 
Development Programme on approaches to payment models for at-risk population 
groups.  
 
"The recently published Introduction to population-based approaches to payment guide 
demonstrates how joined up data and population health analytics can be used to 
identify local at-risk cohorts and how associated health and care costs can be 
calculated. It also describes how the move to aligned payments and incentives (API) 
can enable the move to population health management approaches." 
 
This is from an NHSE email on integrated care but I can’t access the guide itself.  
 
It may well be related to Patient Level Information Costing Systems. NHSE/I’s Approved 
Costing Guidance 2020/21 tells providers how what integrated information they need to 
collect in order to provide Patient Level Information Costing Systems data to their 
business intelligence dashboards, for "effective local reporting, with outputs that can be 
used as part of the decision-making process at regular intervals."  
 
Optum has created profiles of individual patients ("theographs") which show how much 
the person uses the NHS,  on an entire ICS population in Lancs and S Cumbria. Watch 
from 11.07 onwards https://www.youtube.com/watch?v=taGLVY8dMwE 
 
(In Surrey these theographs also include the patient's cost.)  
 
The theograph thing is basically a digital panopticon,  with all the disciplinary powers 
that provides over the public, who are cast as prisoners of the system. 
 
The Population Health Management theographs undoubtedly relate to the Patient Level 
Information Costing Systems.  
 
NHS england justifies this on the grounds that their Population Health Management 
Programme “includes focusing on the wider determinants of health... [in] a partnership 
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approach across the NHS and other public services including: councils, the public, 
schools, fire service, voluntary sector, housing associations, social services and police.” 
https://www.england.nhs.uk/integratedcare/what-is-integrated-care/phm/ 
 
In summary, Population health management is a sinister digital panopticon designed to 
carry out surveillance and control of the most costly patients, who are also most likely to 
be among the most poor and deprived sections of the population (because of the nature 
of modern epidemics) and also the frail elderly and the disabled. Its implications are 
very ugly indeed but it is being wrapped up in cuddly talk of preventive medicine, social 
prescribing and taking care of the most vulnerable sections of the population. 
Supporters of Centene's takover of 30+ London GP practices have pointed approvingly 
to Centene's focus on poor and deprived communities in the USA. 
 
The Population Health Management (PHM) Development Programme,is funded by NHS 
England and NHS Improvement (NHSE/I) and “supported” by Optum.  Optum Healthcare 
Solutions UK is a subsidiary of the huge American health services company that the 
former CEO of NHS England and NHS Improvement, Simon Stevens, used to work for 
before running NHSE/I. 
 
Optum is also working with the UK's Institute and Faculty of Actuaries on PHM for the 
NHS.  Optum’s David Beddows is deputy chair of a Population health Management 
working party at the UK's Institute of Faculties and Actuaries, reportedly "in association 
with NHS England". The Chair is a PWC man (Alpesh Shah).  
 
The working party initially focussed on the specific topic of impactability modelling.  
https://www.actuaries.org.uk/practice-areas/health-and-care/research-working-
parties/population-health-management This aims to identify patients who are most at 
risk and most likely to respond positively to a given intervention – i.e. to be ‘impactable’., 
in order to  “target the most promising patients for medical management, but also 
support the improvement of resource allocation across a local health economy.” 
 
In other words, NHS care will be funded to areas and patients who “respond positively 
to a given intervention.” 
 

Nothing screams health insurance model like a bunch of actuaries.  
 
 
 
III) AN ADDITIONAL £36 BILLION WILL BE MADE AVAILABLE FOR HEALTH AND 

SOCIAL CARE OVER THE NEXT THREE YEARS.  
 
Facts 
 
i) This is about the new "Health and Social Care Levy" that will raise almost £36 billion 

over the next three years through an increase in national insurance contributions. The 
extra money raised by imposing a new UK-wide 1.25% health and social care levy on 
earned income, will hit the low paid most heavily,  as well as the NHS itself,  as an 
employer.  
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At the 7 September 2021 meeting of the West Yorkshire and Harrogate Health and Care 
Partnership Board, both local authority and NHS Trust members, including Owen 
Williams the CHFT Chief Exec,  expressed concerns about the Bill and its costs to their 
organisations, as employers. 
 
The Government rushed through the Health and Social Care Levy Bill in just one day 
only a week after announcing the policy. 

The Hansard Society has published a highly critical statement, pointing out that, 

“Parliament’s scrutiny of financial matters is generally poor, and the treatment of the 
new Health and Social Care Levy demonstrates many of the worst aspects of both the 
financial and legislative scrutiny processes: acting at speed with insufficient policy detail 
available for MPs to consider; important constitutional questions brushed aside; and 
broad powers delegated to Ministers with a lack of clarity about how they are to be used 
in future.” 

It raised four crucial questions about scrutiny and accountability that need an answer: 

1. Why is the government rushing the legislation through Parliament? It is not 
clear why there needs to be such a rush to legislate when important details about 
the policy implications are not yet clear. 

2. How will Parliament scrutinise the way in which the revenue raised by the Levy 
is spent on health and social care? 

3. What are the implications for the devolution settlement? 

4. How will Ministers use the broad regulation-making power conferred in the 
Bill? 

 
The Hansard Society statement adds 

“MPs should be clear about the level of authority they are delegating to government 
Ministers, and be confident that they will not regret forgoing their ability to fully scrutinise 
future government decisions or the decisions of future governments of different political 
complexions. 

“Given the significance of the regulation-making power sought in this Bill, MPs may wish 
to consider whether a higher degree of parliamentary scrutiny should apply to all uses of 
it, not just to regulations that limit, reduce, or remove an existing relief or exception to 
the Levy.” 

 
ii) Sally Gainsbury at the Nuffield Trust has analysed the “extra investment” in a Twitter 

thread, here: https://threadreaderapp.com/thread/1438081805807128576.html 
 
She points out that 
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The headline “extra investment” in health and social care for England was £30bn over 3 
years above original spending plans.  
 
The announcement has left many disappointed that only £5.4bn raised through extra NI 
will be spent on adult social care & that almost all of that will go on replacing private 
spending, not improving and increasing the overall amount of care received.   
 
But the announcement was hardly a bonanza for the NHS in England either. The figures 
presented by gov show that by 2024-5, the NHS budget will be just £1bn larger in cash 
terms than it would have been had the previous spending settlement of Theresa May 
just rolled forward. 
 
That’s just £1bn more to deal with the economic scarring caused to the NHS by covid 
and the huge waiting list for care that was already growing before the pandemic hit 
 
The Theresa May settlement saw the budget for NHS England increase by just over 5% 
each year and lasted until 2023-24. That settlement was replaced last week by the new 
settlement funded by the NI increase and running til 2024-25.  
  
The gov used its announcement to claim it was increasing previous NHS funding plans 
by an average of over £5bn extra a year for the next 3 years. But it's not, not really.  
There *were no official published plans* for what the NHS budget would be in 2024-5, 
so to get their big “£5bn” increase that year, the gov assumed the baseline, or 
counterfactual increase that year would be just 2.1% - a real terms cut in spending per 
patient  
 
 
Here’s what that looks like as a graph   
 

 
 



 

17 

  
The red solid line shows NHS Eng spending as it has actually been (or expected) up to 
this financial year, inc the costs of dealing with covid. The red dash shows what last 
wk’s funding announcement gives the NHS for the next 3 years that follow – again 
including covid costs.  
 
The black solid line shows the orig NHS plan, set in 2019, pre covid. The grey dash at 
the end shows what the gov has implied the budget would have been in 2024-5 without 
last week’s announcement – a reduction in the average year-on-year cash increase 
from 5.2% to just 2.1% 
 
The black dotted line however shows what the counterfactual or baseline budget would 
have been if the budget continued to grow at the same annual rate as the Theresa May 
settlement. The gap between the last red and black dot is just £1bn  
 
This leaves us with a puzzle: the gov says the tax increases will raise a net ~£30bn for 
health and social care in Eng over the next 3 yrs 
 
It turns out ~£5bn of that will go on giving the NHS a funding increase in line with the 
past settlement. But that will leaves ~£9bn over 3 yrs going to the DHSC to fund stuff 
that isn’t the NHS – that’s a huge increase (~40%) on a normally quite small budget.  
  
I’m told almost all of that will be for the ongoing costs of covid: vaccines, T&T. But we 
might hope those costs are largely diminished by the end of 2023. Where will the extra 
tax receipts go then? With the next general election due in May 2024 there is a lot to 
ponder.  
 

 
6. THE GOVERNMENT’S CLAIMS ABOUT ITS COMMITMENT TO INCREASED NHS 

STAFF 
 

Specifically, its “commitment to recruit 50,000 more nurses, 6,000 new GPs, and 6,000 
more primary care professionals in addition to the 7,500 further nurse associates and 
20,000 primary care professionals announced previously...Progress is already being 
made in this area, with more than 6,500 more doctors, almost 10,600 more nurses and 
over 18,700 more health support workers compared with a year ago. There are 
approximately 70,000 nurses and midwives in training, including 29,740 who began 
courses this academic year, an increase of 26 per cent on last year.” 
 
Facts 
 
This “commitment” was in the Tory Party 2019 General Election Manifesto.  
 
Progress towards realising it has been poor.  
 
In September 2020, the House of Commons Public Accounts Select Committee 
investigation of the NHS nursing workforce reported 
https://publications.parliament.uk/pa/cm5801/cmselect/cmpubacc/408/40805.htm that:   
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• The Department [of Health & Social Care] could not show that its commitment to 

50,000 more nurses by 2025 matches the actual need for nurses in the NHS. It is 
essential that the NHS understands not just how many nurses it needs, but where and 
in what specialism.  

 
• We are not convinced that the Department has plans for how the NHS will secure 

50,000 more nurses by 2025. The Department plans to meet the 50,000 commitment 
by increasing the domestic supply of registered nurses, recruiting from overseas and 
improving retention rates. However, it could not tell us how many nurses each of these 
supply routes are expected to provide.  

 
A partial truth 
 
The claim that there are now more than 6,500 more doctors, almost 10,600 more 
nurses and over 18,700 more health support workers compared with a year ago.  
seems accurate - but these figures don't tell the whole story. They are a partial truth. 
Details follow.  
 
Are there now more than 6,500 more doctors than a year ago?  
 
Here is info from the Nuffield Trust, Sept 
2021.https://www.nuffieldtrust.org.uk/resource/the-nhs-workforce-in-numbers 
 
GPs 
 
Since December 2016 the number of permanent qualified GPs in England has  
fallen by 4%, from 27,889 to 26,778 in June 2021. Meanwhile, the number of  
GPs in training has risen from 5,591 in Sep 2015 to 6,975 in June 2021.  
 
 
When other categories such as locums and retainers are included, the total number of 
FTE GPs has risen from 34,410 in September 2015 to 34,726 in June 2021. (The House 
of Commons Research Briefing on NHS Key Statistics: England, October 2021  
https://commonslibrary.parliament.uk/research-briefings/cbp-7281/ ) 

 
In primary care, and against an ambition set in 2016 to increase GP numbers by 5,000 
(and, more recently, the Government commitment of 6,000 more GPs by 2024/25), 
numbers of full-time, fully qualified GPs have fallen by over 1,800 – a decline of 6%7. 
 
There has been no progress against the 2019 target set by the UK government to 
increase the number of GPs by 6,000 by 2024/25. This follows failure to make any 
headway against a 2016 ambition to increase the number of GPs by 5,000 by 2020. In 
fact, the data shows that since 2019 there has been a decline of 220 fully qualified, 
permanent GPs working in England. 
 
On 2nd November the Health Secretary Sajid Javid told the House of Commons Health 
Select Committee that the Government was not on track to carry out its 2019 Manifesto 
promise of an extra 6K GPs by 2025. https://parliamentlive.tv/event/index/f6288312-
65f3-4618-9ac6-5f9b7914f082 
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Hospital doctors 
 

The House of Commons Research Briefing on NHS Key Statistics: England, October 
2021 https://commonslibrary.parliament.uk/research-briefings/cbp-7281/ says the 
number of hospital doctors was 10.6% higher in June 2021 than in June 2019. 

 
As of June 2021 there were 123,737 doctors in England’s hospital and community 
health services. This is 20% higher than five years ago and 29% higher than ten years 
ago. The chart below shows trends since 2010.  

 

Numbers rose substantially during 2020. The chart shows an annual cycle, with 
numbers increasing each autumn with a new intake of doctors before remaining stable 
for the rest of the year. 
 
It’s hard to read the actual numbers off the chart but it looks as if in 2020 there were 
around 117K hospital doctors and in 2021 there were around 124K, so the Conservative 
government claim of a 6.5K increase in the number of doctors over the last year looks 
plausible.  
 
But England’s national medical director Stephen Powis gave evidence to the Health and 
Social Care Committee on 19 October 2021 that there is a case for increasing the 
number of medical school placements further because of the need for more doctors.  
 
“The UK has 2.8 doctors per 100 000 of the population including GPs; the European 
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average is 3.7, [the] OECD average is 3.5.” BMJ 2021;375:n2572. 
http://dx.doi.org/10.1136/bmj.n2572 
 
He said that the 25% increase in medical student places announced in 2016 would see 
3000 additional registered doctors coming through in 2026-27. But this is not enough. 
 
The Medical Schools Council, The expansion of medical student numbers in the United 
Kingdom. London: MSC, 2021, agrees. https://www.medschools.ac.uk/media/2899/the-
expansion-of-medical-student-numbers-in-the-united-kingdom-msc-position-paper-
october-2021.pdf 
 
It says that the current increased numbers in UK medical schools following the 2018/9 
round of expansion are not enough to address the sustainability of the current model of 
relying on more international graduates joining the GMC specialist register each year.  
 
It recommends that the number of medical students should be increased  by 5,000 
making a total of 14,500 graduating per year. It suggests that those places should be 
allocated to areas with the capacity to provide high quality clinical placements and to 
those regions where the shortage of doctors is most acute. 

 
 

Are there almost 10,600 more nurses than a year ago? 
 

(Nuffield Trust info) 
Since the start of the Covid-19 pandemic until February 2021, the number of nurses 
substantially increased by 11,500 (3.4%). 

For specific types of nursing, the trends vary. The number of children’s nurses 
increased by nearly two-thirds (65%) in the 11 years to February 2021 (from 15,100 to 
24,800), while the number of learning disability nurses fell by 41% (from 5,500 to 3,210) 
over the same period. 

The House of Commons Research Briefing on NHS Key Statistics: England, October 
2021  https://commonslibrary.parliament.uk/research-briefings/cbp-7281/ says in June 
2021 there were just over 300,000 nurses in England’s hospital and community health 
services. This is 11% higher than five years ago.  

Between 2010 and 2013, the number of nurses fell. By 2015 it had recovered to 2010 
levels, after which numbers began to rise. In 2020 there was a large increase in the 
number of nurses corresponding with the COVID-19 pandemic. 

A December 2020 Health Foundation Report, Building the NHS nursing workforce in 
England: Workforce pressure points, showed that the overall increase in numbers of 
nurses masked disparities between service areas. 

Over the past 10 years, only adult nursing and children’s nursing have seen increases 
in FTE nurse numbers, while the numbers in community nursing, mental health nursing 
and learning disability nursing are all lower than they were in June 2010. 
https://www.health.org.uk/publications/reports/building-the-nhs-nursing-workforce-in-
england 
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This casts doubt on the ability to shift hospital services into the community - which is a 
key objective of the Integrated Care Systems that the Health and Care Bill aims to put 
on a lawful (statutory) basis.  

Are there 18,700 more health support workers than a year ago? 

The House of Commons Research Briefing on NHS Key Statistics: England, October 
2021  https://commonslibrary.parliament.uk/research-briefings/cbp-7281/ doesn’t 
really have much to say about this as this is not an NHS staff category it recognizes, 
although it does have a category of clinical support staff. It says that in June 2021 
there were 374,494 clinical support staff but that a change in the classification of 
ambulance staff means that the “qualified ambulance staff” and “clinical support” 
categories from April 2019 onwards is not comparable with previous data. The “clinical 
support” line in its chart stops in March 2019, so you can’t tell if there has been an 
increase of 18.700 health support workers since 2020. 

Even if this is true, it isn’t necessarily a good thing, (without in any way downplaying the 
skills and work of health support workers).  While valuable in themselves, they should 
not be used as a substitute for other more skilled roles, but this is what has been 
happening, according to the November 2019 Health Foundation report,  Falling short: 
the NHS workforce challenge.  

This showed that the NHS is increasingly having to rely on less-skilled clinical support 
staff, including health care assistants and nursing associates, to fill gaps in services 
when there aren’t enough nurses.  

In terms of numbers, between March 2018 and March 2019, the NHS employed 6,500 
more FTE support staff for doctors, nurses and midwives – a 2.6% increase. While 
there were 4,500 more full-time equivalent (FTE) nurses, an increase of just 1.5%, 

The Health Foundation says this raises questions of quality and safety, and appears to 
be a largely unplanned response to the failure to train and recruit enough nurses in 
recent years.   

 


