Al TH CAMPAIGNS

NHS England is miles off its target of
ensuring the waiting list is “no higher
in March 2019 than March 2018

Instead the 9-year funding squeeze
on the NHS, cuts in numbers of acute
beds and a succession of winter crises
have combined to force waiting lists
for treatment UP - to record levels, in-
creasing from 4.1 million to 4.3min the
six months March-September 2018.

Numbers waiting more than 52
weeks for elective treatment are also
up — by almost 14% to 3,156.

Last winter NHS England made
matters worse by telling trusts to halt
up to 50,000 elective operations, to
free up beds for emergencies.

Worryingly, however it seems
that NHS Improvement has a cun-
ning plan: they want trusts to con-
sign thousands more NHS elective
patients to the questionable care of
private hospitals, even though they
lack the intensive care, emergency re-
sponse and multi-disciplinary teams
of NHS hospitals.

NHS Improvement has even
drawn up a list of 54 trusts which it
feels may need to contract out op-
erations to hold down waiting lists
and cope with pressures on beds.

A third of the 54 are in London,
with other major hospitals listed in
Leeds, Kent, North Lincolnshire, Ox-
ford, Derby, Leicester, Staffordshire,
Plymouth, Southampton, crisis-rid-
den Worcestershire and many more.

However the list, which was leaked
to the Health Service Journal in early
December, was not intended to be
sent to the trusts — many of those on
the list were unaware of its existence.

Instead it was to be sent to private
hospital chains such as Spire Health-
care, Care UK and Nuffield Health - ef-
fectively giving them the nod to press
the target trusts for lucrative business
to fill their otherwise empty beds. They
have been predictably delighted.

United
campaigns

needed to
defend NHS

But it’s a disastrous deal for NHS
trusts, which would be left with in-
adequate capacity to get through
an average British winter without
triggering a crisis - while the NHS
hands a bonanza of extra income
to the private hospitals, many of
whom will need to poach even
more NHS staff to cope with any
significant increase in caseload.

The reason the private sector has
so many empty beds is because there
is no viable market even for elective
treatment; the private sector has only
been able to function through hid-

Mass pro
den subsidies - cherry picking only
straightforward elective work, utilis-
ing staff trained by the NHS, and de-
pending upon NHS hospitals to deal
with their emergency situations when
planned operations go wrong.

Lifeline

The HSJ estimates cutting the waiting
list back by 200,000 to its March 2018
level could cost £400m-£600m.

If this money flows out of the NHS
it would throw a lifeline to a flagging
private sector, which has been strug-
gling as NHS trusts have managed to
limit their use of private hospital beds.

This policy of boosting private hos-
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Number of trusts identified by
NHS Improvement as possibly
needing to contract out elective
work to private hospitals

est helped force Shrewsbury & Telord trust to halt A&E closure - p2

NHS BOSSES TURN
TO PRIVATE SECTOR

pital budgets might seem very clever
to NHS England and NHS Improve-
ment bureaucrats.

But it is likely to go down like a lead
balloon with local politicians when they
see their local NHS hospitals and their
emergency services plunged into deep-
ening crisis while extra cash flows to a
parasitic and unpopular private sector.

The task of local campaigners is to
make sure all MPs and councillors are
aware of the mess being created in
our NHS - and know if they do noth-
ing they will be held responsible for
any damage done to services.
Divide politicians
United campaigns can force nervous
politicians of any party to intervene
to stop dangerous plans, as we have
seen in Shropshire, Essex and else-
where (see inside pages).

Let's make 2019 the year we unite
to divide and derail those whose poli-
cies are undermining our NHS.

Work with us to make it happen.
Join Health Campaigns Together!
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Blocking the road to
cuts in Derbyshire

Keith Venables, Derby/

Derbyshire SONHS

Despite admitting that they've got
their sums wrong, NHS managers

in Derbyshire are still going ahead
closing down Babington Hospital,
axing very cost effective grants to
the Voluntary Sector and threatening
other community hospitals in the
county.

But campaigners are not giving
up the fight.

We briefly blocked then reo-
pened, then blocked the road again
outside Babington at rush hour to
draw attention to the cuts and re-
ceived masses of support from local
car drivers.

Imaginative protest has also led
to a victory - the NHS Managers have
admitted defeat, and suspended
the deletion of the County Psycho-
therapy team.

We will fight and we will win.

Next
steps in
fight to
save HRI

Hands Off HRI has come a long way
since we began our work in 2016.

The Trust has been forced back
from its original intention which was
to close Huddersfield Royal infirmary
and A&E. Through our work, we have
forced them to concede that the
hospital will be staying open and we
keep our A&E.

However we know that they in-
tend to shift all emergency and acute
services to Halifax and the Dept of
Health has agreed to give then the
money to carry out their sneaky plan.
So what is the next stage of our fight?

Demand Proper Staffing
Levels

Buried deep in their outline plan,
they argue for a ‘single expert care
team’They intend to base all essential
staff at Halifax. Our plan is to argue for
a‘dual expert care team’.

That argument can be won if we
can put together an expert health
professionals’ team to argue the case
for two teams, one in Huddersfield
and the other in Halifax. We are now
in the process of pulling together
such a team who will begin their work
in the New Year.

If you know of any health profes-
sionals who could help us, please
let us know; we will need all the evi-
dence we can get.

For a Peoples’ Commission

The successful
paign pulled together a very pow-

Lewisham cam-

erful Peoples’ Commission which
organised a public hearing to take
witness statements and evidence
from all sections of the community to
demand full A & E Services.

500 attended the event which was
conducted by Michael Mansfield QC
and had a very powerful impact on
their eventual victory. We cannot do
this alone and have asked the council
and our MPs for help.

However if you feel you could also
help, please let us know.

Time for Proper Scrutiny

The Trust has now assumed it has
the green light to go ahead. How-
ever they MUST go through a full and
proper consultation and produce a full
business plan to back up their case.

Joint Health Scrutiny must hold
the Trust to account and we are press-
ing them to make sure the Trust goes
back to the drawing board with this

‘new’ plan.

If the last business plan was legally
flawed, then this next one is even
worse, so they will do their best to
avoid any public scrutiny. We WILL
hold them to account.

Back to Court!

We have still not completed the
Judicial Review. We are waiting for
a Judge to hear our argument that
the original business case should be
struck out. The Trust will try to argue
they have already consulted exten-
sively and this ‘new’ plan has evolved
from their original plan.

That is why it is important to us
that it is scrapped and they are forced
to consult again. If they fail to do it
properly, then our legal team is stand-
ing by to pounce once again.

We are now entering our third year
of struggle. This is our most impor-
tant phase. To maintain momentum,
we need your help with campaigning,
fund raising, admin, legal work etc.

Any time you can spare is greatly
appreciated. Thanks to everyone for
all their hard work so far; we can fin-
ish this off. ...HANDS OFF HRI!!

More from https://www.facebook.
com/groups/HandsOffHRI/

Flghtmg cutbacks

Alarm over half
baked plans in
Leicestershire

University Hospitals of Leicester
(UHL) is planning to reorganise acute
hospital services nd is seeking capital
investment from the Department of
Health of around £370m.

The plans involve consolidating
services away from Leicester General
onto two sites — the Royal Infirmary
and the Glenfield — and include a new
maternity hospital at the LRI and a
new treatment centre at the Glenfield.

There are a number of public con-
cerns about these plans, notably:

@ Virtually no detail about the
plans has been put into the public
domain and made available for
public scrutiny. The public are being
asked to trust that ‘doctor knows
best.

@ UHLs new plans do not include
an increase in the number of beds,
despite ongoing issues with capacity
in local hospitals.

@ Last winter thousands of
operations were cancelled due to
capacity constraints. Now the Clini-
cal Commissioning Groups (CCGs)
have decided to transfer 4% of UHL's
elective care away from UHL to other
providers in this year’s contract.

@ Once funding has been agreed
for a local hospital plan, it will lock
the people of Leicester, Leicestershire
and Rutland into an inadequate facil-
ity for the next twenty years. So it is
important to get it right now.

This brief article is an extract from
a fuller statement. More from

http://saveournhsleicestershire.org/

Shropshire batt

Pete Gillard

On 22 November the Shrewsbury
and Telford Hospital Trust (SaTH) an-
nounced that they had cancelled their
plans to close the A&E at Princess Roy-
al Hospital in Telford overnight.

The closure had been due to start
at the beginning of December. They
had been trying to drive through
overnight closure since 2015 but
campaigners have never given up the
fight to resist them.

The overnight closure would have
been a disaster for patients. The near-
est alternative A&E is at the Royal
Shrewsbury Hospital (RSH) 18 miles
away. But many patients could not
have even been treated there.

All paediatric emergencies and
“critically ill patients with compro-
mised airways” would have to be
transported out of county to Wolver-
hampton or Stoke. The centralisation
of all paediatric and head and neck
services at PRH in 2014 meant there
are no facilities to treat these patients
overnight at RSH.

55 miles for emergencies

For paediatric emergencies that
could have meant an ambulance trip
of up to 55 miles.

When SaTH announced their de-
cision, they claimed it was because

they had suddenly found enough lo-
cum doctors to provide safe staffing.
That was not the real reason. Up until
a week before they had been insisting
that it was unsafe to use locums. Only
permanent medical staff would do.

There was no change of heart. It
was pressure from campaigners on
the Government and NHS bosses at
national level.

30,000 petition

In the weeks after the defini-
tive closure plan was announced
at the end of September, a petition
launched by Telford & Wrekin Council
gained over 30,000 local signatures in
a matter of days. It specifically called

e won,

for a Government-led rescue plan.

This was followed up with a dem-
onstration near PRH on 2 November
with over 3,000 people coming out,
many of whom had never been on a
demonstration before in their life.

Amongst the speakers at the rally
were Gill George and Julia Evans, Chair
and Secretary of the local Defend Our
NHS campaign; Shaun Davies, the
Leader of Telford and Wrekin Council;
and UNISON Assistant General Secre-
tary, Roger McKenzie.

All this put pressure on the local
MPs. All five of them are Conserva-
tives, a couple in marginal seats. They
could see that they would be blamed

if the Government did not come up
i ]

DEFEND OUR

NHS

mimpi e Tl b e

*No ¢ ui'.:r * No (

‘In~ urges = NoO privi atisa

alford & Wrekin Defend O

ut war

with a rescue plan.

They made sure they had meet-
ings with the Secretary of State.

Campaigners also destroyed the
idea that an overnight closure could
be clinically safe.

Simon Wright, SaTH'’s Chief Execu-
tive, told his Board that the closure
would allow SaTH to “spread the risk
around” - that’s risk to the hospital
bosses!

At October’s Board meeting, the
50 members of the public present
demanded that they should be al-
lowed to speak during the item on
A&E closure - not having to wait until
the end of the meeting to ask polite
questions.

Shocked

For an hour, Board members had to
listen to the public, not the supposed
clinical experts, tearing the proposals
to shreds. The non-Exec Directors were
clearly shocked but remained silent.
Our demolition job had an impact.

When the West Midlands Clinical
Senate came back a few weeks later
with their report on the closure, they
echoed the dangers that campaign-
ers had exposed.

This was a battle won, but not the
war. The planned overnight closure of
the PRH A&E was merely a softening

o fight

up process for their long-term plan
- Future Fit - which will see the PRH
A&E closed permanently and all acute
services centralised at a single site,
RSH in Shrewsbury.

Downgraded

PRH would be downgraded to a
planned care centre with an attached
Urgent Care Centre. This would make
Telford that largest town in England
without an A&E (population 166,000).

The plans include reducing the
number of acute beds and cutting
nursing staff by 20%, and were sold
on the basis that care in the commu-
nity would be significantly improved
so people would not need to travel to
Shrewsbury or Telford so frequently.

The reality, not unexpectedly, is
different. The health bosses have now
announced there is no money to im-
prove services.

Rather than creating Urgent Care
Centres in the market towns, existing
MIUs are under threat. Rather than in-
creasing the number of beds in com-
munity hospitals, the plan is now to
remove them completely. And other
services like rural maternity units are
already ‘temporarily’ closed.

B For the remainder of this abridged
much longer article, see www.health-
campaignstogether.com

@ www.healthcampaignstogether.com @ healthcampaignstogether@gmail.com @ @nhscampaigns
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Make Our NHS Safe for ALL
Consultation misses key issues

NHS Improvement'’s safety director
Aidan Fowler, a former consultant
surgeon, has hit the ground running,
bringing new energy to the issue.

But he seems to be leaving little
space for NHS staff to catch up with
him. In November he made clear that
all NHS trusts would be expected to
appoint patient safety directors and
work with a new national structure
designed to deliver “uniformity” and
help reduce patient harm.

In December he issued a 23-page
consultation document Developing
a patient safety strategy for the NHS:
however the online consultation,
spanning the Christmas and New year
period and during the increased pres-
sures of winter months, closes on Feb-
ruary 15, raising doubts over whether
much is expected or wanted in the
way of responses.

The document is centred, correctly
on patient safety, but is focused on
“Collecting information about what
goes wrong in healthcare” and “Using
information from incident reports and
other sources to develop policy and
provide advice and guidance.”

It therefore makes no reference
to widespread system issues such as
short staffing and rota gaps, inade-
quate skill mix, failures of supervision,
and other issues which impact on staff.

:

The impact on professional staff of
unsafe systems of working, over which
they have no control, but which can
undermine job satisfaction, increase
stress, and leave them vulnerable to
disciplinary action from their profes-
sional bodies if things go wrong and
potentially put their careers in jeop-
ardy, is not addressed.

Limiting

This is unfortunate, and must limit
the effectiveness of the initiative. The
omission of staffing levels is more re-
markable because the consultation
document claims that the proposals
draw lessons from:

" ... the Gos-
port Inquiry
and other in-
quiries such as
those at Mid
Staffordshire
NHS Foundation
Trust, and Uni-
versity Hospitals
of Morecambe
Bay NHS Foundation Trust.”

But both the Mid Staffs and More-
cambe Bay inquiries repeatedly raised
the issue of staffing levels and skill mix.

The response by Health Secretary
Matt Hancock to the Gosport Inquiry
was to require trusts to report annu-

strategy for the NHS

Proposals for consultation

Developing @ patient safety

ally on how they have dealt with staff
concerns, and to seek more protec-
tion for whistleblowers.

None of these issues is addressed
in the consultation document.

Another obvious weakness is that
the consultation proposal “for patient
safety education and training for all
NHS staff” appears to take little heed of
the ways in which a cash-starved NHS
has increasingly restricted training and
development opportunities for staff.

It's clear that there is a strength-
ening commitment to address
safety concerns in the NHS, even
if part of that is a government
concern to address the increas-
ing costs of litigation, is a positive
move.

But the initiatives so far pro-
posed by the NHS do not ad-
dress all of the concerns raised
by Health Campaigns Together
in launching our campaign to
Make the NHS Safe For All - pa-
tients and staff.

We will continue our discus-
sions and work with the health un-
ions and any other organisations
that wish to work with us, aiming
to identify and ensure trust man-
agers act upon potential threats to
patient safety to avert any harm to
patients or to staff.

The safety risk from under-funded
and under-staffed health care is not
just for patients -- but can also have
brutal impact on staff.

A report last autumn from the
Society of Occupational Medicine
makes worrying reading as the NHS
heads into another predicted and
predictable winter crisis, piling added
pressure onto already stressed doc-
tors and professionals.

Doctor in distress

tors work while sick for several rea-
sons such as short-staffing, feelings of
responsibility to their patients, fear of
letting colleagues down, the need to
present a ‘healthy’ image at work and
concerns for their future career pros-
pects.”

The most common causes of men-
tal health problems are “high per-
ceived workload, the growing inten-
sity and complexity of the work, rapid

It notes that a substan-
tial proportion of UK doc-
tors experience mental
health problems, manifest-
ed as burnout, work-relat-
ed stress and symptoms of
psychiatric morbidity. The
risk appears to be higher
than that of the general
population, and doctors
working in particular spe-
cialisations, such as GPs

(You sEEm To BE
SUEFERING FROM STRESS
| BROUGHT ON BY THE NEW
{conTRALS ON Sick DAGS

low control and support
and personal experiences
of bullying and harass-
ment/”

Conflict between pres-
sure of work and personal
life is another key risk fac-
tor for mental health prob-
lems in doctors, especially
among GPs.

The report notes that “A

J change within healthcare,

and junior doctors, appear
to be at greater risk of burnout, work-
related stress and general mental
health problems.

The risk of suicide among doc-
tors, especially GPs, psychiatrists and
trainees, and among women, is high
compared to the general population.

There is concern that of both sick-

(working through while sick) are par-
ticularly high among doctors: “Doc-

ness absence and “presenteeism”

i poor work-life balance will
also reduce the opportunity for doc-
tors to spend time with family and
friends and engage in other activities
that replenish their resources.”

B What could make a difference to the
mental health of UK doctors? A review
of the research evidence, available htt-
ps://www.som.org.uk/sites/som.org.
uk/files/What_could_make_a_differ-
ence_to_the_mental_health_of UK_
doctors_LTF_SOM.pdf

Nurses and
other staff
under stress

There have been many warnings
about the potentially damaging im-
pact of stress on front line NHS staff.

Staff working under stress are more
likely to make errors, and require time
off to address their own health issues,
leaving services short-staffed.

In the 2017 NHS staff survey 38%
of staff reported feeling unwell due to
work related stress, but only 68% said
their immediate manager took any
interest in their health and wellbeing.

58% of staff said they worked ad-
ditional unpaid hours - not surprising
since the numbers of nursing vacan-
cies now stand at 36,000, while the
patient caseload has increased.

The problem is most severe in
emergency departments, where the
lack of sufficient beds in many hospi-
tals and delays in seeing seriously ill
patients will inevitably subject frus-
trated staff to high levels of stress.

The problem can be compounded
by hospital management, themselves
under stress, resorting to bullying
and closing their eyes and ears to
problems faced by inadequate num-
bers of frontline staff.

All of these problems have been

worsened by cash squeeze on the
NHS, the prolonged pay freeze in the
NHS which has left real terms salaries
for qualified nurses well below the
2010 level, by the short-sighted deci-
sion to scrap bursaries for nursing stu-
dents that has brought a sharp drop
in applications.

This has meant that most appli-
cants are now from the younger age
groups with high drop-out rates.

In addition the Brexit referendum
has triggered an exodus of EU staff
and a massive plunge in numbers of
trained nurses from EU countries ap-
plying to work in the NHS.

Short-term answers

Since it takes at least 3 years to train
a nurse, trusts need to press ministers
for short run answers to staff short-
ages to combat rising levels of stress.

Useful ideas include:

@ lifting or scrapping the cap on
spending on agency staff to ensure
trusts are allowed to fill vacant posts
in frontline services;

@ a full-scale campaign to win
back some of the many thousands of
nurses who have been burnt out or
demoralised and left the profession
for other jobs;

@ dropping all the current and
planned immigration restrictions
(such as the £30,000 minimum in-
come which would exclude most
qualified health professionals);

@ and offering those who do
come the chance to stay here perma-
nently if they wish.

CQCwarns
of too many
"never” events

The NHS recorded 468 “never”
events - serious and wholly pre-
ventable errors or actions — in the 12
months to March 2017, according to
the Care Quality Commission.

But ensuring that such events
really don't ever happen is a complex
issue, and the CQC seems as reluctant
as NHS Improvement to recognise
the role of staffing levels, skill mix and
excessive stress on front line staff.

A new CQC
report Opening the
door to change:
NHS safety culture
and the need for
transformation, at
least admits that
with both money
and staff in short
supply, safety is increasingly at risk:

“Staff are struggling to cope with
large volumes of safety guidance,
they have little time and space to
implement guidance effectively, and
the systems and processes around
them are not always supportive.”

It concludes that “Patient safety
systems are more likely to be effec-
tive if patients are actively involved,’
but fails to draw the obvious conclu-
sion that staff organisations need to
be involved as well.

Safety
Watch

Our Safety Watch campaign as
begun to catalogue and explore the
various growing risks to safe patient
care developing across the NHS as
austerity cuts bite home.

This includes unsafe reconfigu-
ration plans with inadequate bed
numbers and lengthy journeys to
access care, unsafe staffing levels,
ramming extra beds into already
full wards, and any other concerns
that come to light.

We invite health workers and
campaigners to submit matters of
concern, as links, as full text or as
notes. If you wish to be identified
as the source of information, please
make this clear. Email to us at hct-
safetylog@gmail.com.

Opening the
door to change

PLEASE NOTE: If you are a health
worker with internal information
about your employer that might be
regarded as whistleblowing, you
should NOT come to us, but GO
DIRECTLY TO YOUR TRADE UNION
or professional body, to ensure your
case is handled correctly and you
are protected.

Safety Watch at: www. healthcampaignstogether.com/safetywatch.php Email us at hctsafetylog@gmail.com
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Council
scrutiny
powers in
action

Bishop Auckland

Members of a Durham County
Council scrutiny committee inter-
vened in November to halt County
Durham and Darlington NHS Trust'’s
proposals to close ward six at
Bishop Auckland Hospital.

Bishop Auckland councillor Joy
Allen, a member of the authority’s
cabinet, told the Northern Echo: “It’s
an ill conceived plan, poorly imple-
mented and operationally flawed.

“Scrutiny has paused the process
and we hope we can get it stopped
and keep the staff and keep the re-
sources at Bishop Auckland Hospital.”

The next day the Northern Echo
reported on the victory that was
achieved:

“After a grilling by County
Durham councillors, not only did
County Durham and Darlington
NHS Foundation Trust apologise, it
also promised the 24-bed service
would remain open while its future
is considered.”

North Yorkshire

After seriously ill people had been
unjustly refused transport to a
hospital clinic under a new system
of determining who was eligible,
North Yorkshire council’s health and
scrutiny committee stepped in to put
sharp questions to the local CCG.

John Darley, the Head of Urgent
& Emergency Care for Hambleton,
Richmondshire and Whitby, denied
patients had faced a“Spanish
Inquisition-style” interrogation as they
attempted to get transport across the
vast area to access treatment.

The committee was clearly less
than convinced: after discussion a
motion from Clir John Blackie, the
chair said the committee would
call on the council to press CCGs to
implement a series of changes to
the patient transport process.

\\:

Myths, Lies & Deception

Jocky Davis, Jobm Lister, Dovid Wiigley

‘Essential reading in the battle
to save the NHS before private
companies bleed it dry. - Ken
Loach

All proceeds to Keep Our NHS
Public. Order online at https://
keepournhspublic.com/shop/
books/

First elements of the NHS Long Term Plan appear . ..
Another top-down plan to make
our NHS even less accountable

John Lister

The postponed NHS Long Term Plan
is due to be published the week after
we go to press. Meanwhile, just be-
fore Christmas, NHS England appears
to have revived the failed Sustainabil-
ity and Transformation Plans.

These were the 44 deeply flawed
and inadequate “plans” published af-
ter a secretive process at the very end
of 2016 - to be largely forgotten in
2017 and 2018.

NHS bosses have apparently em-
barked once again on a process of
launching an impossible project in an
unrealistic timescale with some of the
key information still unavailable.

The timing is very similar to STPs.
On December 21 2018, just after an-
nouncements that a twice-delayed
10-year plan would not be published
until January 2019, NHS England pub-
lished a 21 page document Preparing
for 2019/20 Operational Planning and
Contracting, which appears to pre-
empt the plan - and give a warning of
its likely content and direction.

This time NHS England is impos-
ing even tighter top-down control
over the process. NHS staff and the
local communities have again been
left very firmly on the outside, neither
consulted nor involved.

January 14 deadline

The first deadline is for “STPs/ICSs”
to have convened meetings of “local
provider and commissioner leaders”
to collectively agree “planning as-
sumptions on demand and capacity”
in time to complete submissions to
“joint regional teams” of NHS England
and NHS Improvement bureaucrats —
onJanuary 14.

This is theoretically just 24 days af-
ter the publication of the document,
but given the intervening Christmas
and New Year holidays and 4 week-
ends it only leaves 13 working days

(some of these almost certainly dis-
rupted by staff holidays) to reach stage
one. This ensures genuine consulta-
tion or engagement is impossible, and
the ‘plan’is already doomed to miss its
deadlines - or be cobbled together on
the most superficial basis.

The role of the “joint regional
teams” is much more intrusive and
emphatic than before. Unlike the old
Strategic Health Authorities scrapped
by the 2012 Act, the 41 regional
‘teams’ are not public bodies. They
will not meet in public or publish
any of their papers. Nor do they com-
pletely coincide with the 44 STPs.

They have no accountability to the
public in the wide areas they cover,
and are accountable only upwards
to NHS England, embodying the new
drive for centralised control - yet
ironically these same unaccountable
regional teams will have a key role in
“ensuring local accountability,” fixing
“control totals” (targets for limiting
the deficits or requiring surpluses for
trusts, CCGs and each STP “system”)
and vetting plans.

NHS England is persevering with
control totals, despite the fact that

in February 2018 just half of all trusts
told an NHS Providers survey that
they would sign up to their control
total, and only 35% were confident
of meeting it. For many the incentive
payments were too small to justify the
cuts required.

None of the decisions by these
new, remote regional bodies will be
subject to any consultation with lo-
cal communities. Everything about us
will be decided without us.

Tighter targets

And all the targets these bureau-
crats will be enforcing are tighter than
before, despite the fact that the extra
investment necessary to balance the
financial books, wipe out long-held
debts and improve services is still not
available.

The £20.5bn ‘extra’ spending to
2024 is equivalent to just 3% in real
terms per year, while NHS England’s
own forecast is for activity to increase
by 3.1% per year, so nothing is left over.

Trusts have accumulated a massive
£11 billion in loans and bail-out fund-
ing since 2010, in addition to underly-
ing and actual deficits. In quarter 2 of

2018/19 89% of acute providers were
in the red.

Backlog maintenance costs built
up in recent years add up to a massive
£6 billion, with long term implications
and short term risk.

Nor is there enough capital to fi-
nance new or expanded facilities:
recent announcements of capital
funding of just under £1 billion fell
way short of the capital requirements
of the STP plans - which added up to
£14 billion.

The new plan also requires CCGs to
cut their own running costs by 20%,
but increase the share of the budget
going to mental health, community
health and primary care - implying a
reduction in spending on acute ser-
vices, despite increasing demand.

After years of indifference and
empty promises central control is be-
ing imposed on mental health spend-
ing to ensure CCGs match “minimum
percentage uplift” as shown in the “fi-
nancial planning template,” and more
of the money must be spent with
frontline mental health provision.

This is backed up by a threat that
“NHS England will consider appro-
priate regulatory action, including in
exceptional circumstances imposing
directions on the CCG" if they refuse
to comply.

There are more tough orders on
primary care: “STPs/ICSs must have
a Primary Care Strategy in place by 1
April 2019 which sets out how they
will ensure the sustainability and
transformation of primary care and
general practice.”

NHS England’s main objective
seems to be “primary care networks”
that effectively centralise more GP
services, regardless of local communi-
ties' needs and wishes.

Heavy emphasis on cutting de-
mand for emergency services is not
coupled with evidence of much suc-
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cess so far.

NHS Providers reports “continued
and unprecedented levels of de-
mand.” At quarter 2 2018/19 A&E at-
tendances were up 3.9% on the same
period last year, with emergency ad-
missions up by 7%. The latest sit rep
figures as this paper goes to press, for
December 30, which are described as
showing the NHS coping well, reveal
2/3 hospitals running above 93% oc-
cupancy and 11% running with 99%
or more beds occupied.

Waiting lists

Waiting lists for elective treatment
have grown rapidly, up 200,000 to 4.3
million in the six months to Septem-
ber 2018, compared with 4.1 million
in March 2018.

For CCGs and providers alike, those
with the toughest problems, and of-
ten with the most inadequate re-
sources, face the hardest targets and
the harshest treatment. CCGs with
“longer standing and/or larger cumu-
lative deficits will be set a more accel-
erated recovery trajectory.”

NHS trusts are being pressured
into an ongoing fire sale of “surplus”
land and buildings to help reduce
deficits (with NHS Improvement of-
fering a controversial incentive of £2
from Sustainability Funds for every £1
reduction to trusts’ control totals).

But trusts are now also urged to

MORE FUNDS

Even before the Long
Term Plan has appeared
we can tell that the new
regime will be a meaner-
spirited, heavier-
handed, tougher, tighter

attempted re-run of the
|

STP project
|

“grow their external (non-NHS) in-
come” and “work towards securing
the benchmarked potential for com-
mercial income growth!” Worse still,
they must aim to increase money
raised from charging patients for
treatment - “overseas visitor cost re-
covery” — a policy opposed by medi-
cal Royal Colleges.

So even before the Long Term Plan
has appeared we can tell that the
new regime will be a meaner-spirited,
heavier-handed, tougher, tighter at-
tempted re-run of the STP project,
in which even the minimal level of
accountability and tokenistic local
consultation and staff engagement
provided under the 2012 Act has
been effectively stripped away, and
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centralised control imposed.

Despite talk of “integration’, the
competitive market and contracting re-
main intact. Patients and staff will have
even fewer rights, and no voice at all -
other than through political protest.

Demand for emergency and elec-
tive health care is still increasing despite
efforts to contain it.

Staffing crisis

But with a chronic staffing crisis
worsened by immigration controls
and a continued Brexodus of EU staff,
and without the revenue or the capi-
tal required to improve services, we
can expect NHS performance to re-
main below target, stress to increase
on the remaining front line staff,
creaking buildings and aging equip-
ment to threaten safety problems,
and NHS England and ministers to
continue to dodge any responsibility
for the problems they are creating.

The challenge for campaigners
and health unions is more demand-
ing than ever: 2019 must be a year
in which we step up the pressure for
safe staffing and safe systems of care,
full funding and against any further
privatisation or erosion of the NHS.

It's a tough task — and one which
needs the power of a united body of
campaigners: Health Campaigns To-
gether still has a vital role to play.

Join us now!

Looking back on the “Five Year F

John Lister

2019 will mark the fifth anniversary of
the Five Year Forward View (FYFV), ef-
fectively Simon Stevens’ manifesto as
the incoming chief executive of NHS
England.

It was uncritically embraced at the
time by all main political parties as a
visionary effort to modernise the NHS
and to bridge the rapidly growing gap
between the pressures and demands
on the NHS and the post-2010 NHS
budget.

On the other extreme a handful of
conspiracy theorists laboured gamely
through the largely abstract and waf-
fle-strewn document to prove it was
all coded messages pointing to the
privatisation of the whole NHS, led
by Stevens’ former bosses in the US

health corporations.

Both these views hold up
badly now. Looking back at the

\5 Year Forward View |

44-page FYFV is like stepping
into a museum: most of the
key commitments have long
ago been sidelined or reduced
to token gestures, not least the
insistence that:

“The future health of mil-
lions of children, the sustain-
ability of the NHS, and the
economic prosperity of Britain
all now depend on a radical up-
grade in prevention and public
health”

after year of cuts to
public health budgets
which are supposed to
fund schemes to help
tackle obesity and re-
duce consumption of
alcohol, drugs, and to-
bacco.

Many more FYFV
ideas have also re-
mained little more than

words.

For instance patients
were to be given control
over shared budgets for
health and social care:

Publichealth

While the concept of improving
public health to reduce demand on

the NHS is a good one to which no-
body could object, it was hardly new

at the time.

But since 2014 we have seen year

Stevens in a July speech
in 2014 even suggested “north of 5 mil-
lion” such personal budgets might be
operational by 2018, sharing £5 billion

orward

between them.

This apparently bold proposal
would have meant average payments
of just £1,000 per year, £20 per week
- well short of the amount required
to secure any meaningful care pack-
age for any but the most minor health
needs, even if the services required
were available and the patient/client
was confident enough and able to
sort out their own care.

However the latest figures show
that the vision was unrealistic on
almost every level: the number of
personal health budgets has appar-
ently been rising each year since they
launched in 2014, but there were few-
er than 23,000 people receiving one
in the first nine months of 2017/18 - a
long way short of 5 million.

View”

Carers, too, were promised new
support by the FYFV (not for the first
time, and no doubt not for the last).

Yet the plight of carers remains
desperate, with increased misery for
many of them hit by the succession
of welfare cuts and the nightmare of
universal credit.

Barriers to be broken

According to the FYFV, barriers be-
tween GPs and hospitals, physical and
mental health and health and social
care were going to be broken down.

There was going to be a “Forward
View”for GPs, and a shift of investment
from secondary care into primary care
(how many times have governments
proposed that since the 1980s?).

There were bold promises to in-

vest in more staff and improved ser-
vices for mental health.

Predictably none of these things
have happened.

Barriers are still intact. Over-
worked, under-staffed GPs face ever-
increasing demands, with no sign of
the promised increase in numbers or
resources.

In mental health there are thou-
sands fewer mental health nursing
staff than there were in 2010, and the
performance on almost every meas-
ure is as bad or worse than 2014.

After such a comprehensive fail-
ure to deliver almost any significant
element of the FYFV, the likelihood
of making a TEN year plan any more
than a wish list or a pious declaration
seems to be vanishingly small.

]
#

NHS,

our »

Al TH CAMPAIGN 5

N

DRIP

FEED %

A round-up of news .

Babylon
safety fears
- from
doctors
who
designed it

The Al chatbbot app developed by
Babylon, the company behind the
‘GP At Hand’ app favoured by Health
Secretary Matt Hancock has recently
failed to correctly diagnose even an
ingrowing toenail (above).

Instead Babylon suggested that
it was “Likely” to be “gout of the big
toe” requiring an urgent visit to a GP,
or”“less likely” to be sciatica.

This is just one of many com-
plaints that the diagnostic app is less
accurate than its company and its
founder Ali Parsa are keen to claim.

Now an article in Forbes magazine
has revealed that some of the doctors
employed by Babylon to develop the
app expressed concerns to Parsa back
in December 2017, and persuaded
him to delay the roll-out of the app:
but only for a few months.

The doctors had tested the app
for a day, and, according to Forbes,
“found that around 10-15% of the
chatbot’s 100 most frequently
suggested outcomes such as chest
infection either missed warning
signs of a more serious condition or
were just flat-out wrong.”

Its clear that there is unease
among its designers that the app is
being rushed out, and its effective-
ness exaggerated.

This follows the revelation that
when Parsa claimed last summer
that Babylon had scored higher than
human doctors in a medical exam,
it had only answered 15 out of 50
questions, and been allowed to give
three answers to each, while the
doctors were only allowed one!

It's not what the doctor ordered.

Royal not so
Free Hospital

The Royal Free Hospital Trust board
has installed a new private GP
service on the premises, charging no
less than £80 per visit.

This decision, which has
angered patient groups, staff and
campaigners in North London,
demonstrates shows scant respect
for the once proud history of the
Royal Free Hospital itself, which was
established in 1828 by a doctor,
William Marsden, as a place in
London where the poor could access
treatment free of charge.

By contrast the £80 fee to
see a private GP is almost two
thirds of the basic state pension,
and will only appeal to the most
prosperous of Hampstead’s
worried wealthy residents.

Despite its name the Royal
Free has for many years focused
on a large private patient unit,
which takes up a whole floor of the
building.

However the financial
performance of this enterprise is
far from clear. Income figures are
published — but no account is given
of outgoings. The most recent trust
board papers show that the PPU is
consistently falling well below its
target level of income - and could
even be losing money.

a 5%

Has Dalton gota
secret plan?

Tucked away in the papers for the
Royal Surrey County Hospital Trust
is a fascinating report of a meeting
of NHS Providers chairs and CEOs in
December. According to the Trust's
outgoing RSCH Chair John Denning:
“There is real nervousness
about lack of capacity in the sys-
tem. NHS Providers expects some
consolidation of STPs and believe
that [NHS Improvement boss] lan
Dalton thinks there should be 50
to 100 providers rather than 211.
“NHS Providers is nervous that ID
thinks it's NHS I's role to determine
who should merge with whom.”
There are obvious questions from
this: is this a revised plan to halve
or even further cut the numbers of
“providers” (hospitals and mental
health trusts)? Is it a plan for massive
mergers to leave giant trusts strad-
dling large areas? Or did he really
mean CCGs rather than providers?
And why aren’t we being told?
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Former NHS
vanguards
boss jumps
ship

A former NHS England Director
leading ‘vanguard’ projects, and
one-time trust chief executive has
stepped into the private sector by
taking a job as chief executive of the
UK division of US health insurance
multinational Centene.

Samantha Jones, who stepped
down from her NHS England role in
2017, had been in charge of the de-
velopment of 50 vanguard projects
which from 2015 were supposed to
lead the way in implementing the
vague ideas in NHS England’s Five
Year Forward View.

Few vanguards have delivered any
significant results, despite preferen-
tial funding and management sup-
port, and even fewer have published
any detailed findings. Many have
subsequently fizzled out as funding
was withdrawn: but one that seems
to have survived was the Rushcliffe
new care model vanguard, linked in
with the Nottinghamshire Integrated
Care System which brought in Cen-
tene on a one-year £2.7m consul-
tancy contractin 2017.

N

Much was made at the time of
Centene’s half ownership of Ribera
Salud, the Spanish public-private
partnership that developed the con-
troversial Alzira model of integrated
care for the right wing regional gov-
ernment in Valencia, until a change
of regional government.

The new regime in Valencia is
committed to bringing the hospitals
back into public ownership and
control, and has not renewed the
contract with Ribera Salud, despite
heavy lobbying on the company’s
behalf by a former defence minister
and the US embassy.
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However Centene has just
purchased an 89% stake in Madrid’s
University Hospital of Torrején. In
England it has bought up a majority
stake in The Practice, which runs a
number of GP surgeries and mental
health provider Beacon UK, now
rebranded as Simplify Health.

The company has also secured a
role in nine of the ten contracts for
consultancy work on integrating
services in England.

in on worried

don, has branched out into urgent ca

treatment.

surance. According to private sector

Its attraction for people with fat wallets
and minor health niggles is that the waiting
times average just 10 minutes, partly because
so few people are using it. HCA's five urgent
care centres have experienced a “huge in-
crease in demand” - to just 1,600 per month.

Meanwhile increasing delays in accessing
NHS elective care seem to have helped to
fill the coffers of the private hospitals with a
growth in the “self-pay” market for operations to people without health in-

Private hospitals are cashing

wealthy

A US company, HCA, which runs a number of exclusive private hospitals in Lon-

re, establishing the Casualty First clinic in

north London, which has been misleadingly promoted as a “private A&E".

While it's definitely private (chargi
it is clearly NOT an A&E, and anyone arriv-
ing with any serious health problems would
need to be rushed to an NHS hospital for

ng £100 per visit to the worried wealthy)

Given the present health care costs, Mr Frampton|
I'm afraid you can't atford to go on living

analysts LaingBuisson this market more

than doubled from £493m in 2013 to £1.1 billion in 2017.

Conor McGurran of NW Region UNISON

Jan Shortt, NPC General Secretary

Simon Duffy (behind him Prof Peter
Beresford and chair Ann Bannister)
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Gill Ogilvie, GMB regional organiser

Part of the conference, at Carrs Lane conference centre in Birmingham

Our ‘Reclaim Social Care’conference in Birmingham on November 17 attracted 110 participants.

Agreeing a platform to campaign on social car

Opening the conference,
John Lister, editor of Health
Campaigns Together argued
social care is a complex issue
covering a wide range of
interest groups, with distinct
viewpoints.

“Given these problems, why has
Health Campaigns Together called a
conference on social care?

“Because we can all agree it is an
important issue, which is related in
many ways with public health and
health care. Indeed some key elements
of what is now called social care, most
notably long term care of older people,
were in the NHS until the mid 1990s.

“It's also an area where the approach
of Health Campaigns Together - as a
coalition that builds on points of agree-
ment while leaving scope for differenc-
es of opinion on details — can perhaps
help establish a campaign where so far
no campaign has been established.

“Some Labour MPs, councillors and
some campaigners, pointing to the lack
of democracy in the NHS, now argue lo-
cal government has to be in charge of
social care.

“But the track record in the 25 years
since long term care of older people
was transferred to local government as
a result of Thatcher’s so-called “commu-
nity care” reforms, has been disastrous.

Services that were free are now sub-

jected to means tested charges along
with wholesale privatisation, bringing
fragmentation of domiciliary care as
well as privately run nursing homes.

“This has been the biggest privatisa-
tion of care services so far.

“Since 1993 thousands of people
each year have found they have to lig-
uidate their savings or sell their houses
to pay for poor quality nursing homes
or domiciliary care.

“Home care has been largely priva-
tised, and in many areas desperately
exploited staff on minimum wage and
zero hours contracts are allocated as lit-
tle as 15 minutes a time to visit clients.

“What can you do for anyone in 15
minutes? Boil them an egg? Who in

their right mind would ever have im-
agined there is any value in 15 minute
appointments?

“The Tories are not the only ones
to blame. The rot continued under
New Labour. Some still argue that it is
‘fair’ for people with larger savings and
higher pensions to pay for their care.

“Just imagine if we applied thisame
principle to the NHS. It would smash up
our universal health care system.

“The fairness has to be based in the
tax system: if people have inherited
wealth, or high levels of earned or un-
earned income, they should be taxed
on that.

“Nobody chooses to rely on home
care or be looked after in a nursing

home. Those services should be paid
for collectively through general taxa-
tion, and provided to those who need
them free of charge — on the same prin-
ciple as the NHS.

“We also want to see staff on per-
manent contracts, with decent pay and
conditions, training where required,
and services subject to scrutiny to en-
sure standards are adequate.

“So we need to hammer out a plat-
form for the unions, Labour and other
opposition parties, campaigners and
the various user groups to unite in the
fight to Reclaim Social Care as a public
service and ensure it has the resources
and the policies that can make it fit for
purpose.”

New!
The story of P
... up to date

more PFI contracts will be signed.
It also follows the story of PFlin

A chapter discusses what to do

New ebook available via Amazon:
paperback version to follow soon.

Unhealthy Profits by John Lister
charts the story of PFl in the NHS from
its beginnings in 1992 through to Philip
Hammond's announcement that no

hospital trust - Mid Yorkshire Hospitals
—and the battles that have been fought there by the UNISON branch,
which has fought PFI from the outset and commissioned the book.

Costs ang

JOHN LISTER
L e s i s

one

about PFl: and a postscript looks at

the growth -- and costs - of PFl world-wide.
For single copies order via Amazon. For discount on orders of 10

and above contact midyorksunison@aol.co.uk

People - not profits - need to

Eleanor Smith (MP Wolverhampton
South West) recalled the loss of long
term beds from the NHS in the early
1990s:

“We used to have hospitals and ser-
vices that looked after elderly people.
We remember. It has been eroded.”

There is now a debate to be had on
where social care should lie - local gov-
ernment or NHS. Eleanor stressed the
dangers of local government powers
and budgets being further eroded by
central government.

Eleanor went on to offer support
— perhaps through booking rooms in
the House of Commons where further
debate could take place, and assisting
campaigners to reach out to other MPs
to draw them into the discussion.

Judy Downey, CEO of the Relatives
and Residents Association, explained
the origins and basis of the campaign,
and the fact that anyone fighting to
improve social care will find them-
selves up against the large private
companies that dominate much of the
nursing home provision, and which
despite continued claims that they
are under-funded are generating very
high profits.

Connor McGurran from UNISON’s
North West Region ‘Dignity in Care
Campaign’ made clear that none of
the surpluses benefit low paid, highly
exploited staff often working long, but
unpredictable hours, while companies
are raking in profits of 13%.

“Social care is being bled dry by
hedge funds and aggressive anti-un-
ion companies, while care workers are
overworked, underpaid and exploited,”

Connor gave the example of one
worker’s punishing rota - including 48
visits, shifts as long as 17 and even 21
hours, with virtually no pause between
them, and visits to clients of even less
than 15 minutes with a number of FIVE
MINUTE care visits, and more than one
scheduled at just ONE minute!

Explaining UNISON’s campaign to
recruit and organise care workers, fight
for recognition and improve condi-
tions, stressed that care workers also
need proper training in meeting the
needs of so many people with serious
and often multiple health conditions.

A speech was read out to the confer-
ence on behalf of Bob Williams-Find-
lay, a founder member of Birmingham
Disability Rights Group and “Being the

be central to new model for social care

Boss” / Reclaim our Futures, who was
unwell and unable to attend in person.

He argued strongly that social sup-
port must be on an equal basis of es-
teem, and Language is also important;
In the case of many disabled people
the word “care” is simply inappropriate,
and perceived as a way of keeping peo-
ple in a subordinate position.

Attitudes and behaviour found
within society present major barriers
for a variety of people with significant
impairments.

What is needed is assistance in basic
tasks, but also in many cases helping to
assist with hostile social environments,
thus enabling people to determine their
own lifestyles and levels of independ-
ence.

“Social inclusion is the key to devel-
oping the support and assistance peo-
ple need, and involvement of Users’
voices must be there in future planning
and delivery of care”

Jan Shortt, General Secretary of the
National Pensioners Convention re-
ported that the NPC had been having
substantial debate about the type of
social care system we need, and eager
to work with others to widen that de-

bate and develop a campaign.

There were issues about integration
with health care, with some good mod-
els and some bad ones.

Noting that 50% of people in care
homes are self-funding their care, Jan
argued:

“Care must be free at point of use,
publicly funded and publicly account-
able. We have to stop money going to
Cayman Islands to funds that helped
pay for this Government

“We need dignity and respect and
a better quality of life, and a system of
funding that is fair for all”

Gill Ogilvie, a GMB regional organiser
who had been actively campaigning
around cuts in children’s services and
day care nurseries pointed to the impact
of the failure by many local authorities
to meet their statutory duty to provide
transport to get children to school.

Gill also spoke about the issues
being highlighted by Children’s Grief
Awareness Week.

Simon Duffy, Founder & Director of
the Centre for Welfare Reform, dis-
cussed why the cuts to social care are
so deep (50% and counting) and why

More reports, contributions and pictures from the conference, and links to much more information

civil society has failed to offer any effec-
tive resistance.

Social care is NOT just a cheap way
to reduce ‘bed blocking. We need to
ask deeper questions: in particular how
to achieve the underlying constitution-
al changes necessary to sustain social
justice and a welfare state that works
for everyone.

He gave the example of Australia,
where a rights-based approach had led
to the formation of ‘Every Australian
Counts, a disability activist movement
which has achieved social care reform -
national fully funded, non means-test-
ed, self-directed, social care system for
children and working age adults, paid
for through a ‘hypothecated’ (specific,
dedicated) tax.

He argued it was important to ex-
amine the long-term policy failures
that have led to the current crisis in so-
cial care, and not to fall into the trap of
believing ‘integrated care’ will solve the
problems.

“Social care charges are basically
taxing people for their social care
needs. Social justice has flown out the
window. People - not profit - need to be
at the centre of a new national model
for social care”

on social care available on our website at https://healthcampaignstogether.com/socialcare.php

Social care: the biggest

Peter Beresford

(Co-Chair of Shaping Our
Lives, the national disabled
people’s and service user
organisation and network)

Social care is the worst and most dis-
honest social policy we have. You can
at least successfully appeal hostile
decisions on benefit cuts to an in-
dependent tribunal system. You get
nowhere generally doing that with
social care.

Social care is the absolute op-
posite of all that people love about
the NHS.

The NHS is still largely true to its
founding principles. It is still mostly
paid for out of general taxation so
that most things are free at the point
of delivery. Mostly getting its help is
based on clinical decisions, not mon-
ey ones.

When you go to hospital with a
broken leg they don't say 'no it's not
really broken, you don't qualify’ They
get on with it, in a way that private
systems like the US can't hope to do.
And they do this with great expertise,
commitment and kindness generally.

But social care, is a very different
kettle of fish. It is the worst kind of
what people call a residual or safety
net system. It's only there for you if
you qualify as the absolute worst case
scenario.

It's no safety net at all in fact.
Age UK estimated that last year
more than a million older people
who had social care needs got no
support.

The system is means and needs
tested. That is exactly the same as
the Victorian poor law. What this all
means is that you don't qualify to get
free social care unless you are on re-
ally low income.

You also don't qualify unless you
are seen as eligible for it; that is to say
that your needs because you are frail,
or have an impairment or long term
condition as seen as qualifying you
for its help.

But here it is based on a really nas-
ty little conjuring trick. Because your
needs only qualify if there is enough
money to pay. And of course we know
that for the last eight years of auster-
ity the budget from central govern-
ment has been cut and cut.

@ domestic policy disaster we face

So it isn't like the NHS where an
emergency is an emergency; a bro-
ken leg is a broken leg. If there is less
money, then suddenly your needs
don't qualify and you and your family
and loved ones are left out in the cold.

That's because the legal require-
ment for local authorities to stay with-
in budget will always trump them
meeting people’s genuine needs, and
needs are instead more and more re-
defined down to keep within budget.

There's a load of talk about inte-
grating health and social care. But
it will never happen properly so
long as they are based on different
principles and values. This govern-
ment wants to drag the NHS down
to the level of social care by priva-
tising it to make money for itself
and its friends.

Instead we must have an integrat-
ed social care system accessible and
equal for all, in all our diversity, based
on social models, which is paid for like
the NHS out of general taxation and is
free at the point of delivery.

And it needs to be based on a dif-
ferent approach to support.

Not the failing policy of so-called
personalization this government is
still desperately pursuing and all its
other workarounds which promise
better for less — and don't deliver. But
a policy of person-centred support,
based on social models of disability
and distress that challenge the barri-
ers and discrimination social care ser-
vice users face.

This must be a truly participatory
and co-productive policy, creating
new forms of support suppliers, or-
ganisations and collective enterprise
and co-production - advancing em-
powerment, involvement and pro-
gressive change.
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SGETHER /
Social care crisis
News in brief

90 per day die
waiting for care

NHS Digital statistics show more
than 32,000 people who had re-
quested a care package died with-
out receiving itin 2017/18.

The analysis by the Labour Party
also revealed a drop of 104,000 peo-
ple receiving social care since 2015,
while there was an even bigger
drop —almost 107,000 - in numbers
of people aged over 65.

Low pay and
rotten conditions
for care staff

Two thirds of Britain’s 1.3 million
social care workers are only paid for
contact time with clients and not for
the travel time to
get from one client
to the next, ac-
cording to an IPPR
report, Fair Care.

A quarter of
care workers are
on insecure zero ,

FAIR CARE

A WORKFORCE
STRATEGY FOR

SOCIAL CARE
hours contracts, .
and half are

earning less than the

real living wage of £9 per hour.

A survey revealed almost 90%
complaining they had so little time
with clients there was no chance to
have a chat with them. 30% of care
staff said there was not enough time
to help with washing or bathing and
more than a third said they did not
have time to prepare a meal.

Conditions and pay are so poor
that IPPR is projecting that without
a significant improvement the sec-
tor could face a shortfall of 400,000
staff by 2028.

Unequal
treatment

The 30 councils

with the highest

levels of depriva-

tion made cuts to

adult social care

of 17% per person

between 2009

and 2018, com-

pared with 3%

per person in the

30 least deprived areas, according
to an Institute for Fiscal Studies
Briefing Note.

25 people from a wide range of organisations, including the
SHA, NPC, disability groups, trade union retired members
organisations and KONP groups attended our follow-up
meeting in Birmingham on December 13, and held a further
useful discussion to agree basic principles around which a

broad campaign can be built.

It was agreed that the developing campaign wishes to
be a part of the Health Campaigns Together network, and
supporting organisations were urged to affiliate to HCT.

A leaflet is being produced and a further follow up meeting
will be held on February 28.
[l If you want to get involved in future meetings, email the
group at reclaimsocialcare@gmail.com.




mental health crisis

The TUC has revealed the devastat-
ing effects of government austerity
policies on mental health over the last
nine years, which has seen three quar-
ters of people suffering mental health
issues going without treatment. This
must be a launch pad for a nation-
wide campaign.

Mental health is a major issue for
the NHS. This new TUC report sets out
the ways in which cuts to the NHS
specifically and society-wide austerity
has had an overwhelmingly negative
impact on the mental health of the
nation and has led to shocking failure
to provide the desperately needed
services to help.

The report highlights that as well
as systematic underfunding of the
NHS, other factors must be taken
into account including low staffing
levels, access to services for younger
people, poor provision of perinatal
health services, failing drug, alcohol
detoxification services and a lack of
beds for mental health (and much of
what there is costing a fortune to pri-
vate sector).

Government condemned

The document opens with a strong
condemnation of this Government’s
ongoing policies which are at the
heart of the crisis. Frances O'Grady,
General Secretary Trades Union Con-

gress (TUQ), says:

“In the decade since the financial
crash, day to day spending on run-
ning our public services as a share of
GDP has been slashed to its lowest
level since the late 1930s.

“Successive Conservative-led gov-
ernments have pursued a self-defeat-
ing policy of austerity that has ham-
pered our economic recovery and left
large parts of our essential public ser-
vices at breaking point.”

This sort of context is too often
missing from the mainstream narra-
tive around the NHS and must be cen-
tral to our demands about the mental
health crisis.

The TUC report adds:

“To fully understand the crisis in
mental health, we need to acknowl-
edge the impact that austerity has
had across our public services and
the challenges that this poses for de-
veloping a systemic, cross-public sec-
tor approach to address the mental
health needs of our communities.”

With support in the form of advice
and research from many of our own
campaigners and activists, including
allies in Health Campaigns Togeth-
er and the NHS Support Federation,
this report then goes on to outline
the reasons for the crisis in the NHS
on this issue and what must be done
to meet it.

For all of us campaigning for the
NHS, this must now become a key
front of activity in safeguarding the
wellbeing of staff and patients — and
in the process, highlighting the rea-
sons why the NHS is not safe in this
Government'’s hands.

Mental health in the UK is a very
real and growing problem. The Gov-
ernment’s policies have done a great
deal to aggravate the issue and, as
we've already covered in detail on
this site, its response has been woe-
ful and hollow.

Increased referrals

The crisis in mental health is par-
ticularly bad for children and women.
The number of referrals to specialist
children’s mental health services has
increased by 26 per cent over the last
five years, while the number of under-
18s admitted to A&E for self-harm has
increased by 50 per cent in five years.

Less than 25% of young people
in need of care get it. And what is
the new Government target? That
two-thirds continue to be denied
treatment: the target is for just 33%
of children in need of mental health
treatment to be receiving it by 2020!

And there is more: cuts to perinatal
services have also had a damaging ef-
fect, as the reports explains, proving
that NHS campaigning is not only for
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Powerful TUC report on

an end to health inequalities but is
clearly a feminist issue too.

Alcohol and drugs misuse support
services are also desperately under-
funded as has been highlighted re-
cently by Labour’s Shadow Secretary
for Health Jonathan Ashworth.

All this and more has aggravated
a crisis situation which this timely re-
port evidences powerfully.

Testimony

One of its key strengths is the in-
clusion of testimonials of health care
workers themselves. For example, a
cognitive behavioural therapy (CBT)
Nurse Psychotherapist from Yorkshire
says in the report:

“Staff teams are stretched to break-
ing pointin mental health and referral

Breaking Point:
the crisis in mental
health funding

rates are increasing whilst NHS and
third sector resources are dwindling
dramatically.

“Patients’ needs are more complex
now than ever before and more time
and space is needed to meet these
safely and effectively.

“Buildings are being sold off to pri-
vate buyers leaving fewer and fewer
community bases and services are
being re-designated to suit the estate
provision not the needs of the popu-
lation.

“I have feelings of despair and fear
for the future”

The roots of the problem are wide-
reaching, coming from poor support
for mental health in schools and from
local authorities, more stress at work
and so on.

TU

Changing the world
of work for good

But it is the deliberate cuts to
these services and to the NHS by this
Government which are always at the
heart of the problem.

Ammunition

The following are some key find-
ings which should become a vital
piece of ammunition in any health
campaigner’s toolkit;

B In 2013 there was 1 mental
health doctor for every 186 patients
accessing services. In 2018 this
has fallen to 1 for every 253 patients.

B In 2013 there was 1 mental
health nurse for every 29 of patients
accessing services. In 2018 that
has fallen to 1 for every 39 patients.

I There has been a 30% reduc-
tion in the number of beds available

33%

The new Government target for
the proportion of of children

in need of mental health
treatment to be receiving it by
2020

in mental health trusts since 2009.

B The number of beds for men-
tal health patients in England has
slumped by nearly 3,000 (-13%) since
2013.

[ One in six (17 per cent) of the
English population aged between 16
and 64 met the criteria for common
mental health disorders in 2014.

B People with severe and pro-
longed mental illness die on average
15 to 20 years earlier than other peo-
ple but only around a quarter of those
with a common mental health condi-
tion are in treatment.

Bl While the total amount of in-
come received by mental health
trusts in England has risen since
2016-17, once inflation is taken into
account it becomes clear that they ac-
tually received £105 million less than
in2011-12.

B Between June 2017 and May
2018, 23,686 mental health staff left
the NHS, equivalent to an eighth of
the total workforce in mental health.

M By the end of June 2018, one in
ten mental health positions were un-
filled, and net recruitment of mental
health nurses is getting worse.

A recent survey of staff working
in mental health services shows that
more than two in five staff (42 per
cent) said they had been on the re-
ceiving end of violent attacks in the
last year.

Locked wards
have no place
in psychiatric
rehabilitation,
says Royal
College

The Royal College of
Psychiatrists has issued a
statement expressing its
increasing concern over the use
of locked rehabilitation wards
for people with serious mental

health problems. The issue is
expecially serious in the private
sector.

1,025 patients are funded
by CCGs in private sector
establishments, mostly on
‘locked’ wards.

This type of treatment
costs double the tariff for NHS
psychiatric beds: but the costs
are further inflated by the fact
that admissions average almost
twice as long as NHS.

The private sector, with poor
liaison with community mental
health teams and social care,
has no incentive to discharge
early, since the longer patients
are locked in the more money
they make.

New minister

Theresa May announcing
a Suicide Prevention
Minister to tackle the
growing mental health
problems that
are a product
of austerity is
empty rhetoric
says consultant
psychiatrist Dr
MONA KAMAL.

It would not be World Mental Health
day without an announcement to
great fanfare by the Conservative
government of new funding for men-
tal health services — one which offers
no meaningful or practical solutions.
This cynical exploitation was evi-
dent again with Theresa May's ap-
pointment of a suicide prevention
minister, lauded as a world first. But
what we've seen again and again by
this government is the announcement
of new mental health initiatives which
in reality are merely exercises in PR.
Theresa May pledged to end
the “burning injustice” of the men-
tal health crisis. At the NHS’s 70th
anniversary in June, Jeremy Hunt
promised “significant budget increas-
es”. From the coalition government
we had promises to “break the stig-
a” of mental health and legislation
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to offer “parity of esteem” between
physical and mental health.

The reality beneath this sloganeer-
ing however, is a disgraceful record
on mental health by a government
who have not only continued to with-
draw funds from psychiatric services
but have been responsible for a social
agenda which has wrecked mental
health and wellbeing.

Despite announcements of new
injections of funding, the fact is
that mental health trusts in England
have suffered real-term budget cuts
of 8.25% year-on-year since 2011
(equating to cuts of just over £100
million each year).

Back in 2015, the government
pledged an extra £1.4 billion over 5
years to transform Child and Ado-
lescent Mental Health Services - the
reality was 6% funding cuts to these
services in each year that followed.

This deliberate underfunding is
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Number of children each
day, according to the NSPCC,
who are being tumned away
by mental health services
who simply do not have the
resources to provide this care

happening on a background of an un-
deniable mental health crisisamongst
young people: almost 19,000 teen-
agers were admitted to hospital for
self-harm in 2015-16 which was an
increase of 68% over the last decade.

Such demand for under-resourced
services (at least for those who
haven't the means to pay for private
care) has had tragic consequences.

It means that at least 150 children
each day, according to the NSPCC, are
being turned away by mental health
services who simply do not have the
resources to provide this care.

It has meant young people having
to be ferried hundreds of miles away
from their homes and families to ac-
cess inpatient beds and has resulted
in unacceptable practices where
young people who have been de-
tained on section are held in police
station cells whilst awaiting a bed.

Quite apart from their deliberate
under-resourcing of services which
has made this crisis inevitable, the
government’s real hypocrisy lies in
the fact that they are knowingly im-
plementing policies which have dam-
aged mental health and well-being
and have cultivated an environment
in which the rates of ilinesses such as
depression and anxiety have surged.

Record levels of in-work poverty,
precarious employment and zero
hours contracts, unsafe temporary

suicides driven by austerity

housing and the dismantling of the
welfare state (which has arguably af-
fected disabled people and those
with chronic mental illness more than
any other group) are the direct result
of 8 years of failed Tory austerity.

The causes of mental illness are
complex and multi-factorial but it is
frankly impossible to take seriously
this government’s proclamations
around improving children’s mental
health when you examine their re-
cord.

It's a record which has left a third
of all children in this country living in
relative poverty whilst seeing the vital
services they rely on withdrawn.

It is on this record that they need
to be judged and not the patronising
opportunistically timed policy an-
nouncements.

£1.4 billion
Amount promised to transform
Child and Adolescent Mental
Health Services over 5 years

6%
Actual level of funding cuts to

these services in each year that
followed.

Mental health

problems also
affect NHS staff

The current crisis is also
having a detrimental effect
on the mental health of NHS
staff, the TUC report says.

Underfunding in mental health ser-
vices, together with fewer available
staff to deal with an increasing num-
ber of users, has put huge pressure on
the workforce and left mental health
trusts struggling to staff services safe-
ly. This is having a negative effect on
patients who use these services and
on the health and safety of the staff
who provide them.

This means that we need to link
up our campaigns with patients and
workers, campaigners and trade un-
ionists (in other services areas such as
the education sector, as well as health)
and to reach deep into people’s com-
munities on this vital issue. Keep Our
NHS Public therefore wholeheartedly
agrees with Frances O’'Grady when
she goes on to say:

We need a whole system approach
to the mental health crisis. And this
can only come with meaningful and
sustainable investment in the NHS,
adult social care, local authorities and

public health and in our schools and
colleges.

The report makes some key de-
mands:

@ That NHS England upholds its
commitment to mental health parity
by 2020.

@ Real terms funding increases
across the public sector to address
the significant cuts to resources since
2010.

@® A 5% funding increase across
the NHS.

@ Proper investment in schools
that will reverse the 8 per cent cuts to
pupil funding seen since 2010.

@ A fair and sustainable funding
settlement for local government that
addresses the £5.8bn funding gap
identified by the Local Government
Association, including a £3.5bn fund-
ing gap in social care by 2025.

More should be done to encourage
employer support for effective work-
place interventions around workplace
stress and improvements made to
working conditions.

Read the full report online at:
https://www.tuc.org.uk/sites/default/
files/Mentalhealthfundingreport2_0.pdf
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Another Victory for Health Campmgners n Fssex

by Mike Fieldhouse.
Secretary, Save Southend
NHS campaign

Save Southend NHS are jubilant after
their two years’ of solid work raising
public awareness and putting con-
sistent pressure on politicians has re-
sulted in the Conservative controlled
Southend Borough Council referring
the Mid & South Essex STP plan back
to the Secretary of State for Health,
Matt Hancock MP.

Having previously forced a rever-
sal of proposals to downgrade South-
end’s A&E department in 2017, this
latest victory is about as much as our
campaign could have hoped for at
this stage, short of a complete scrap-
ping of the plans.

The 14 page letter accompanying
the referral is a damning indictment of
the ill-conceived project to drastically
alter the NHS in Mid & South Essex.
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Hardly any area of the STP’s pro-
posals escape unscathed and the let-
ter reads like a blow-by-blow account
of every criticism the people’s Save
Southend NHS campaign has ever
levelled at this service-slashing, and
purely money-driven scheme.

Omissions and assertions

How anyone could ever read
through this vast catalogue of unan-
swered questions, gaping omissions
and unevidenced assertions of the
STP, that the Council has so clinically
listed, and still believe there is a shred
of coherence in the plans, is totally
unfathomable.

Conservative-led Thurrock Coun-
cil quickly followed suit at the begin-
ning of December and also referred
the plan back over concerns about the
closure of their local hospital at Orsett.

This leaves Essex County Council
as the ‘odd-one-out’ of the tripartite

group, having yet to make a decision
to refer the plans back.

It is surely time that the Council-
lors there took a long hard look at
the evidence staring them in the face
and, for the sake of the health and
well being of the populations they
represent, throw these plans out too.

Hopefully Councillors’ concerns
for, and duty towards their residents
will again outweigh party loyalty.

Where we go from here won't be
known until after the objections have
been dealt with. In the meantime we
continue to keep vigilant, challenging
the propaganda that is spewed out on
an almost daily basis by Mid & South
Essex STP in its bid to hoodwink the
local population, and our heroic pro-
testors maintain their twice-weekly
presence outside Southend Hospital-
come rain, shine or snow - in order

to keep this vitally important issue at
the forefront of the public’s mind.

Poole coundil rejects A&E downgrade plan

Poole Council’s health and scrutiny
committee voted unanimously in De-
cember to refer controversial plans to
downgrade their local hospital and
“centralise” emergency and maternity
services in Bournemouth, to the Sec-
retary of State and the Independent
Reconfiguration Panel.

This followed shock findings that
as many as 396 patients a year could
be at risk of death or disability if the
plans are allowed to go ahead.

A South West Ambulance Trust re-
port has provided clear evidence that
plans to downgrade Poole Trauma
A&E and close Poole Maternity will
put at least 396 emergency ambu-
lance patients per year ‘at risk of po-
tential harm!

The report looked at what would
have happened to emergency ambu-
lance patients treated at Poole, Jan-
uary-April 2017, had the plans to end
emergency care at Poole been in place.

Real patient cases examined made
it clear that many may lose their lives:
a child post cardiac arrest, an unre-
sponsive child facing a 9 minute long-
er journey, a mum-to-be with ectopic
pregnancy, in extreme pain, with in-
ternal bleeding and life-threatening
low blood pressure, facing a 19 min-

ute longer journey.

Dorset Keep Our NHS Public asked
a local A&E doctor to review the cases
in the Ambulance Trust Report.

They assessed that just under half
were in imminent danger of dying, so
that any longer journey increased the
risk of fatality.

CCG’s own figures

Dorset CCG themselves calculated
for the High Court, based on the Am-
bulance Trust report, that 132 ambu-
lance patients over the 4 months in-
vestigated - or 396 per year — would
be “at potential risk of harm”.

Dorset County Council has been
unable to agree these plans are safe,
and has referred the plans to the Sec-
retary of State because “the evidence
needs further investigation to the cur-

rent claim that these travel times will
not cause loss of life.”

But despite ongoing written op-
position from tens of thousands of
residents, from eight local authorities
from Parish to District and Borough
Councils, and despite facing ongo-
ing legal process, the Dorset Clinical
Commissioning Group continues to
push forward with these dangerous
plans, despite being unable to give
any assurance about the evident risk
to multiple lives.

Dr Tony O’Sullivan, retired consult-
ant paediatrician and co-chair of Keep
Our NHS Public says:

“The concerns raised by the am-
bulance report - reinforced by emer-
gency clinician opinion that the CCG
itself should have sought - must not
be ignored. Matt Hancock has a duty
to ensure these avoidable, life-threat-
ening risks are examined. That is the
job of the Independent Review Panel
and not Hancock’s office.

“The plans mean that Maternity
care for deliveries under 32 weeks,
and intensive and high dependency
new-born care, will only be available
at Bournemouth Hospital, in the far
east of Dorset, for the whole County,
out of safe reach.”



Creating Subsidiaries -
reasons to be fearful

Richard Bourne
After an amazingly fast analysis of
responses to its consultation NHS
Improvement have decided on some
changes to the way NHS Trusts and
NHS Foundation Trusts can set up
subsidiary companies or WoCs -
Wholly Owned Companies.

They offered some dubious jus-
tifications about why they might be
needed but did not mention that
these claims have been disputed.

It appears that NHS improvement
did not carry out this laughably inad-
equate consultation because of all the
concerns about the 35 or so WoCs re-
cently created for tax avoidance and
to undermine national terms and con-
ditions. Some of these led to disputes
and even industrial action and a great
deal of criticism.

But what has now been published
is actually about clearing the way
for more WoCs, expanding the
scope into new areas. More frag-
mentation and more attacks on §
terms and conditions. A big step ¥

backwards. Get ready for the next :# = :

round.

Little or no effort was made to
reflect the criticisms levelled at
the recent WoC formations which
were carried out in secret, with-
out consultation, gave dishonest
justifications and had the clear aim of
gaining tax advantages and the bo-
nus of allowing staff to be employed
on worse terms and conditions.

These were just nodded through
by NHS Improvement who also with
their performance role were actively
encouraging WoC formations to try to
deal with the huge deficits.

There is no positive side to explore
as there should be no circumstances
where creation of a WoC is better than
in house provision. But it appears that
some of the worst excesses of the last
18 months may be tightened up.

Some Foundation Trusts appear to
be very conscious of their “autonomy”
and argued that they have the power
to set up a WoC whether NHS Im-
provement like it or not. The claimed
autonomy and independence is un-
dermined when they have to rely on
public funding to bail out their defi-

cits or subsidise their terrible PFI deal
- autonomy goes only so far.

In future all proposals to form a
WoC will have to be subject to some
kind of scrutiny. There must be some
evidence of engagement with the
workforce which was has been notori-
ously absent in most WoC set ups so
far.

Trusts must now actually provide
Business Cases, set out what alterna-
tives have been evaluated and look at
risks in a structured manner. The ben-
efits cannot depend on tax changes,
although in theory that was already
supposed to be the case!

And there is a need to show how
the WoC can attract and retain staff
in the longer term — which may bring
the divisive two-tier workforce ap-
proach into question.

A few “Business Cases” for previ-
ous WoCs have made it into the pub-

lic domain despite strenuous efforts
to keep them confidential. They are
very poor and do not actually qualify
as any kind of case for change - they
argue for business as usual with tax
advantages.

Around 90% of the benefits they
identify are from tax changes. None
of this attracted any attention in the
review by NHS Improvement.

Despite some caution there is to
be no requirement for any independ-
ent expert scrutiny or cases and no
publication of any assessment that
does get carried out.

And the major disappointment is
that there is not going to be any ef-
fort to go back and examine previous
WoCs and the extent to which they
would have met any reasonable crite-
ria for approval.

If anyone hears the sound of one
hand clapping ...

Union campaigns for
safer pharmacies

PDA Union

The PDA Union affiliated to health
Campaigns Together towards the end
of 2018.

PDAU ws established by members
of the not-for-profit Pharmacists De-
fence Association just over ten years
ago and is now one of the 25 larg-
est independent Trade Unions in the
country with over 28,000 pharma-
cists, pharmacy students and trainees
as members.

Pharmacists are located in hospi-
tals, primary care, academia, manu-
facturing and the majority perma-
nently employed or working as
locums in community pharmacy. PDA
Union members are spread across the
entire sector throughout the UK.

Medicines are the second biggest
line of NHS expenditure and Commu-
nity pharmacists are delivering NHS
services in almost 15,000 locations
across the UK, yet this part of the health
system was not nationalised when
the NHS was created and the chemist
shops on our high streets remain al-
most entirely private businesses.

This means these health profes-
sionals find themselves trying to de-
liver patient care while employed and
managed by retailers whose priority is
profit. It is a challenging environment.

The largest dozen employers own
more than half of the sector, and the
largest multiple, Boots has around
2,500 pharmacies, and the union have
a recognition campaign at Boots.

In June 2018, Boots Pharmacists
became the only workers to ever re-
move a sweetheart union deal, when
they voted in a derecognition ballot.

Now they must vote again to se-
cure PDAU recognition.

B The Boots campaign can
be followed at https://www.
the-pda.org/boots-recogni-
tion/

Il The PDA Safer Pharmacies
Charter is at https://www.the-
pda.org/safer-pharmacies-
charter/

One of the PDA Unions’long stand-
ing campaigns is to prevent what is
known as “remote supervision” where
pharmacists would not be present
in the pharmacy and yet medicines
would still be dispensed.

The union says that treating dis-
pensing as a commercial transaction
between customer and retailer, rather
than between patient and qualified
health professional would end in pa-
tient harm.

Last year, leaked papers from a
government appointed board re-
vealed that this had been discussed,

though denials followed and no such
formal proposal has yet been an-
nounced.

The union have recently given
their backing to a petition to oppose
such steps: https://petition.parlia-
ment.uk/petitions/230192

Another significant PDA Union
initiative is the development of a
Safer Pharmacies Charter, which has
already been endorsed by the UK La-
bour Party, USDAW and others.

The charter defines basic stand-
ards to ensure safe practice wherever
pharmacists work, yet there has been
some resistance to the charter from
the owners of community pharma-
cies.

The PDA Union would welcome
support for their campaigns and in-
volvement in any issues that impact
on pharmacy.

You can register your support for
the charter here: https://www.the-
pda.org/safer-pharmacies-charter/

Push private profiteers

JACKIE WILLIAMS, National
Officer Health, Unite the
Union

The NHS has been put under extreme
financial pressures under the Con-
servative Government with additional
finance being promised against an
ongoing shortage of care.

It was reported in the Financial
Times back in August 2017 that pri-
vate companies had at that time
made profits of £831m from NHS con-
tracts over the previous six years, and
in 2018 we heard the news that hospi-
tal staff had to fork out over £70 m in
car parking charges.

What | ask, do we need to brace
ourselves for in 2019?

Will it be more taxpayer’s money
being siphoned off from patient care
in order that outsourced company
contractors can increase their profits?

Perhaps we will see a repeat of the
shambles of NHS outsourcing to Cap-
ita where its failures proved to be so
disruptive to thousands of GPs, den-
tists, opticians and pharmacists that it
had the potential of putting patients
at serious risk of harm?

We demand an end to outsourcing

g

of the NHS in 2019.

Taxpayer's ill-health should not be
seen as a means to increase company
profits. NHS staff, patients and visitors
should not be targeted by those seek-
ing to increase profits when applying
car parking charges.

The NHS should be renationalised
in order that profit is disassociated
from patient care.

out of NHS

Privatisation of
pathology in Kent
could ‘endanger
patient safety’

A campaign has been launched by
Unite to stop pathology services in Kent
being outsourced to a private company.

Unite is concerned that such a move
could mean an erosion of pathology
services (which analyses blood and hu-
man tissue samples) with an adverse
impact on patient safety.

Alarm bells started ringing be-
fore Christmas when Maidstone and
Tunbridge Wells Trust published the
range of options which include the
possible takeover of the pathology
services by a commercial company.

All pathology services across Eng-
land are to be consolidated into just
29 networks: the whole of Kent will
have one pathology services provider.

Unite regional officer Kathy Walters
said: “We will not sit idly by while yet
another blatant privatisation moves to
the next stage in 2019
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Jonathan Ashworth (front, grey shirt) at the head of the NHS 70th Birthday demo last June.

Jonathan Ashworth MP,
Shadow Health Secretary

2019 is set to be a tumultuous and
uncertain year for the NHS and cam-
paigner must be ready to defend our
nation’s most cherished institution at
every turn.

Despite the Tory spin, health ser-
vices are set to suffer £1 billion worth
of cuts, with swingeing reductions
hitting budgets including public
health and training.

With advances in life expectancy
stalling and health inequalities wid-
ening it's an absolute disgrace that vi-
tal health prevention interventions to
keep people well and live longer are
being slashed to the bone.

Deaths from alcohol abuse are at
their highest for years, drug misuse
problems persist, too many women
smoke in pregnancy, we face a child-
hood obesity crisis and STls like gon-
orrhea are on the increase.

Nonetheless crucial services such
as sexual health services, smoking
cessation and substance misuse ser-
vices will be slashed again.

The scale of the cuts facing these

NHS mu

services is equivalent to 1634 fewer
Health Visitors or 1700 fewer school
nurses or 634,000 fewer sexual health
episodes.

These cuts to public health must
be reversed.

The next Labour government has
committed to an over arching strat-
egy to tackle these widening health
inequalities.

Our task is all the more urgent as
recent research revealed that the un-
equal provision summed up in Julian
Tudor Hart’s Inverse Care Law is be-
coming even more ingrained in our
austerity dominated society.

There are fewer GPs per head in
poorer areas of England than richer
areas, despite the greater burden of
ill health. Confronting these dispari-
ties like these has to be the mission of
socialists.

Overall our NHS remains chroni-
cally understaffed with vacancies of
around 100,000 including for 40,000
plus nurses and midwives. Labour
would bring back the training bursary
and protect the NHS through Brexit.

Staffing shortages are so acute
that fifty per cent of maternity units

n 2019 the fight for our
st gather pace

had to close their doors on at least
one occasion in the last year and staff
shortages was a contributing factor
in hospitals cancelling almost 70,000
operations.

Austerity has meant growing wait-
ing lists which in turn has seen NHS
bosses telling hospitals to farm our
elective operations to the private
sector. Meanwhile hospitals looking
for financial advantage because of
underfunding have tried to shift staff
into wholly owned subsidiaries - an
effective backdoor privatisation.

NHS underfunding and privatisa-
tion go hand in hand and both must
be exposed and attacked by those
who champion a universal, public
NHS.

Finally NHS ministers are pushing
ahead with accountable care organi-
sations. They are neither accountable
not deliver the care needs of the pop-
ulation.

Labour will fight vociferously
against the breaking and dismantling
of a public NHS. Our commitment
remains a publicly provided, fully
funded, reinstated universal National
Health Service.

Shropshire Defend
Our NHS
Spit & Sawdust Music Hall

The Regal Theatre,
Tenbury Wells

Sunday 27 January
6.30pm. Adm £14
All proceeds to the campaign

Yorkshire Health
Campaigns Together
Demonstration
Saturday March 30
11.30-2pm

Starts and finishes at
Leeds Art Gallery!
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Fight to stop Brighton hospital sale

Pat Kehoe, Sussex Defend

Our NHS

Brighton General Hospital is being
sold off. Sussex Community NHS
Foundation Trust Board have agreed
(October 2018 meeting, in secret)
plans to sell most of the site for hous-
ing, claiming that they need the funds
to build a new Community Health
Hub, for out-patients only.

But Brighton is desperately short
of rehabilitation beds, which could
have made good use of the site. We
acknowledge the need of the city for
genuine affordable housing, but we
are dismayed that this public asset, in
public ownership since 1862, should
be sold into the private sector.

We say NO to fire-sale of NHS
sites - https://keepournhspublic.com/
need-to-know/naylor_sell-off/
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PSI demands Quality Public Health for All

In 2017 the UN General Assembly officially established December 12 as Interna-
tional Universal Health Coverage (UHC) Day. But health coverage’ could mean
all kinds of things, including insurance cover that turns out not to be universal.

While the UN sees UHC as a project incorporating ‘stakeholders’ including
the private sector, Public Service International (PSI), an alliance of trade unions
with 700 affiliates with 8 million members in 163 countries, is pressing hard for
this to be a campaign for universal public health care.

In a statement on December 12 it argued:

“The enjoyment of the highest attainable standard of health is a fundamen-
tal human right. But half of the world’s peo- &=
ple have no access to basic health services
and about 100 million people globally are
pushed below the poverty line as a result
of health care expenditure every year.

“Over the last decade of global econom-
ic crisis, millions of poor people in high-in- |
come countries have also not been able to ||
enjoy quality health services as a result of
austerity measures, liberalisation of health
services and commodification of health.

“Health for all is not only desirable, it is -
possible. But this requires categorical political decisions by governments which
challenge the dominant neoliberal model of development. Over the last four
decades, private for-profit interests have expanded in healthcare delivery. They
include multinational corporations and national conglomerates in the pharma-
ceutical industry, health insurance, hospital services and social care.

“For them, health and social care is nothing but another economic sector;
and a growing, lucrative one at that, estimated at US$5.8trillion per year.

“The primacy of public healthcare delivery as the bedrock of universal
health care cannot overemphasized. This is often missing or at best accorded
passing attention in the universal health coverage discourse.

“Two years ago, PSI kicked-off its global campaign for the Right to Health,
convinced that this will be achieved as universal public health care. PS|, its
affiliates and allies will continue to campaign for universal health care, built on
strong public health systems that unambiguously put people over profit,
and thus actually ensure that no one is left behind.”

8,000 brave the weather torally in
Toronto against privatisation and cuts

An estimated 8,000 people defied pouring rain and encircled the Ontario Leg-
islature on October 22 in a rally organised by the Ontario Health Coalition and
trade unions.

Natalie Mehra, executive director of the OHC told the crowd that in the short
time since the provincial election, Doug Ford’s neoliberal government had cut
drug coverage for children and young people and mental health funding.

“He has also released a major report calling for means testing, user fees and
privatization of health care and other services. This is intolerable.”

Doug Ford was the only political leader to not address the rally, which heard
from John Fraser, Interim Liberal Leader and Mike Schreiner, Leader of the Green
Party who both demanded the government expand care not deepen cuts.

Andrea Horwath, Leader of the Official Opposition New Democratic Party
said: “Families want to know that when a loved one needs to visit the hospital,
they won't be stuck in a hallway. They need to know that a long-term-care bed
will be there for an aging parent.”

Michael Hurley, President, Ontario Council of Health Unions said, “The Ford
government cut $377 million in funding from mental health and addictions.

“We expect the closure of 3,000 hospital beds by the time the dust settles
unless we push back hard. That is what we are firmly committed to do. These
cuts shame us!”

John Lister, Editor of Health Campaigns Together, gave greetings to the rally
and explained the common fight in England and Ontario against right wing
government cutbacks and privatisation.



Royal Colleges challenge impact
of charges on overseas visitors
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The Royal College of Physicians has
joined other royal colleges in calling
for the suspension of NHS overseas
visitor charges, pending review.

The other colleges taking a stand
on this are the Royal College of Paedi-
atrics and Child Health (RCPCH), Royal
College of Obstetricians and Gynae-
cologists (RCOG) and the Faculty of
Public Health (FPH).

They make clear that the rejection
is one based not only on principle but
also on the impact of these charges
on health services and public health.
In a joint statement they declare:

“We disagree with the minis-
terial statement that ‘there is no
significant evidence that the 2017
amendment regulations have led
to overseas visitors being deterred
from treatment or that the chang-
es have had an impact on public
health.

“Recent research from Doctors of
the World highlights how one in five
of their service users were affected by
healthcare charging, and one in three
of those were deterred from seeking
timely healthcare.

Detrimental impact

“A recent report by Maternity
Action demonstrated the detrimen-
tal effects of charging on mothers
and children during and after preg-
nancy. We are also aware of cases of
children having been denied treat-
ment for various life-threatening
conditions.”

The government’s regulations are
part of the “hostile environment” for
migrants introduced by Theresa May
as Home Secretary and now contin-
ued by her government.

The Royal Colleges argue that they
are now having a direct impact on
individual health, and have potential

HEALTH CAMPAIGNS TOGETHER is an alliance of organisations.
We ask organisations that want to support us to make a financial
contribution to facilitate the future development of joint campaigning.

East London campaigners challenging the charges at Bart

implications for wider public health:
“Early diagnosis and treatment are
vital to improve patient outcomes

Waive immigrat

Christian Beaumont,
International Adviser in the
RCN'’s Policy & Public Affairs
Department.

Late last year, the Royal College of
Nursing launched a campaign call-
ing on the UK Government to waive
the Immigration Health Surcharge for
nursing staff.

Nursing staff from outside the
UK make a huge contribution to our
health and care services. Put simply,
without their input, there wouldn’t be
enough staff to provide the safe care
patients expect.

The vacancy rate of registered
nurses in the NHS in England is al-
ready alarmingly high — almost 41,000
at the last count - so news that MPs
had voted in November to increase
the Immigration Health Surcharge
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and - in the case of infectious diseas-
es such as tuberculosis and HIV - to
protect public health.

from £200 to up to £400 for thou-
sands of migrant health care work-
ers dealt another depressing blow to
anyone monitoring the nursing work-
force crisis.

The charge - applicable to nursing
staff outside the European Economic
Area (or EEA) - is intended to offset
the cost of foreign workers using NHS
services in the UK.

Paid by dependents

Not only is this paid by the person
working as, say, a nurse, but by all of
their dependents too, meaning, for a
typical four person family, it could be
in excess of £1,600 per year.

The Government expects this
change to rake in an additional £220
million, to be spent, it says, on the
NHS. However, the irony of charging a
new, higher amount to the very peo-

“Concerns have also been raised
about people who have been wrong-
ly charged because they are unable to
prove eligibility.”

The Colleges add that

“The role of doctors in this process
has the potential to damage the vital
trust between us and our patients,
and is likely to lead to poorer patient
outcomes and contribute to already
low morale in our profession.”

One year on from the 2017 regu-
lations, the regulations themselves
remain “a concerning barrier to care.”

The Colleges therefore

“strongly encourage the DHSC to
work with the Home Office and sus-
pend the charging regulations, sub-
ject to a full review of their impact on
individual and public health.”

jon surcharge for nursing staff

ple we've recruited to help prop up
our ailing health service is not lost on
me, or any of our 435,000 members.

The message from the nursing
community is loud and clear: the Im-
migration Health Surcharge is a short-
sighted measure and one that will
drive away talented nursing staff at
the time we need them most.

It's for this reason that we're calling
on the Government, and in particular
Home Secretary Sajid Javid MP and
Caroline Noakes MP, to waive the fee -
in its entirety — for nursing staff enter-
ing the UK and their dependents.

We must not let the Immigration
Health Surcharge be the straw that
breaks the camel’s back. It's time to
waive the fee for nursing staff and
their dependents.

Find out more: www.rcn.org.uk/
immigration-health-surcharge

WE WELCOME SUPPORT FROM:_

@ TRADE UNION organisations — whether they representing workers in or

outside the NHS - at national, regional or local level

@ local and national NHS CAMPAIGNS opposing cuts, privatisation and PFI

We have produced Health Campaigns
Together newspaper QUARTERLY
since January 2016.

Itis still FREE ONLINE, but to

sustain print publication we need

to charge for bundles of the

printed newspaper:

Austerity kills
—- it’s official

England’s Chief Medical Officer Prof
Dame Sally Davies attempts to pain
an optimistic picture in her latest
annual report, but is constrained by
the evidence. This shows that:

“The UK has fallen down the
rankings significantly ... for life
expectancy at birth. In the most re-
cent two years ONS has reported
statistically significant increases
in infant mortality across Eng-
land for all infants”

She reports that life expectancy
“increased steadily in England for
decades” - until 2010, when the
rate of increase decelerated.

We note this coincides exactly
with the change of government
and the austerity drive which
continues, and sharp increase in
inequality.

From 2001 to 2016 life expec-
tancy increased at every level, but
the gains were smaller in deprived
than in affluent ones.

The report notes that the gaps in
life expectancy between the most
affluent and most deprived 10% of
men and women are now about
the same as the difference between
UK as a whole and Azerbaijan.

A child born in the most
deprived areas in 2014-16 can
expect 18 fewer years in good
health than one born in the most
affluent areas.

Only people living in the least
deprived 40% of areas could
expect to reach retirement age in
good health.

Working poverty has emerged
as a prominent issue: benefit cuts
have hit lowest paid families with
children - and especially lone par-
ents — hardest of all.

Meanwhile figures show one in
six pensioners now living in poverty.

Austerity is killing us off - and
creating massive avoidable demand
for health care.
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@ £500 for a national trade union,
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