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Intakes: Communities, commodities 

and class in the August 2011 riots 

INTRODUCTION 

The following article was written in the immediate 
wake of the August ‘riots’ of 2011 in Britain and is 
an attempt to provide an empirical base to an 
analysis of the unrest. Commentators across the 
political spectrum have spewed out speculative 
explanations for the disturbances. What unites 
most of them is their lack of evidence and fixation 
on anecdotal or exceptional incidents within the 

‘disorders’.! Within the limited time available, we 

have attempted to gather as much quantitative 
and qualitative evidence as possible to underpin 

this examination. This evidence comes from 
various sources, including mainstream media 

statistics (events, arrestees, locales), relevant 

academic studies, social media, video and audio 

footage, some interviews with ‘looters and rioters’ 
and our own experiences as participants. 

The first part of this article presents a brief 
‘history’ of the August events. This is followed by 
an analytical comparison with the ‘riots’ of July 
1981 that considers their spatial and temporal 
characteristics. The final part employs 

quantitative and qualitative evidence to examine 
aspects of the August events such as ‘looting’, the 
composition of the crowds and policing tactics. 

' For example, most people know, via massive media 

coverage, about the injured Malaysian student who was 
mugged, the ‘rioting ballerina’, the Olympic ‘ambassador’ 
caught looting and the ‘broom army’. 

WHAT HAPPENED IN AUGUST? 

Saturday 6t» August 

The execution of Mark Duggan in a mini-cab in 
Tottenham Hale by CO19 firearms officers using 
sub-machine guns on the evening of Thursday 
August 4th is generally regarded as_ the 
precipitating event for the subsequent ‘riots’. 
However, unlike similar ‘trigger’ events in Brixton 
and Tottenham in 1985, where serious collective 

violence followed within a matter of hours or a 
day at most,? there was no such immediate 

response in this case. The family and friends of 
Mark Duggan (and much of Tottenham) awaited 

an explanation from the police,3 which never 

2 The shooting and crippling of an innocent (and unarmed) 
woman Cherry Groce in her bed by police in Brixton, south 
London on the morning of 28 September 1985 led to a 
demonstration outside Brixton Police Station later that 
evening. This rapidly developed into serious collective 
violence aimed at the police. A week later on October 5° 
1985, the death of another mother, Cynthia Jarrett, in her 
home during an illegal police raid on the Broadwater Farm 
estate in Tottenham, North London, precipitated the 
following day one of the most serious riots in London’s 
history. 

3 It appears that the succeeding 48 hours were a period of 
significant confusion for both the Metropolitan Police and the 
Independent Police Complaints Commission (IPCC). Neither 
organisation appeared to want to approach the family of 

Mark Duggan ‘with the bad news’ or provide any details of 
‘what had happened’. Instead they appeared to be happy to 
spin stories in the media. This was certainly the case with 
the recent police killings of John Charles De Menezes and 
Ian Tomlinson. See ‘Mark Duggan death: IPCC 'may have 
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arrived. Finally a demonstration, led by the 
family, marched to Tottenham Police Station on 
the Saturday afternoon, nearly two days after the 
shooting. After several hours of waiting in front of 
police lines protecting the police station, and with 
no attempt by them to parley with the crowd or 
offer any statement, a young woman who 

attempted to enter the station was assaulted by 
riot police. This ‘trigger’ incident at approximately 
8.20pm led to the burning of two nearby 
abandoned police cars on Tottenham High Road 
and after no apparent reaction from the ‘riot’ 
police eventually a bus was set alight. However, 
this was not in the context of an exclusively 
‘Black’ crowd as one eyewitness recalled: 

I got back to Tottenham around twelve 
o’clock and the first thing I noticed is that 
there were loads of people on the street, 

you're not used to seeing that many people 
out in Tottenham at twelve o’clock. I didn’t 
see any of the rioting yet. It was just people 
out and about. There was loads of Turkish 
boys, loads of Somalians, there was Africans, 

Jamaicans, White guys, Irish guys, Polish...it 
was like the whole of Tottenham was out...I 
see Grandmas, Grandads, little kids, it was 

like a party, like a carnival atmosphere, it 
was a bit strange” 

After a bout of selective looting and burning,5 
riot and mounted police charged the crowds and 
were resisted by burning barricades and missile- 
throwing crowds. 

‘Everyone was cheering, chanting, ‘No 
Justice, No Peace’, ‘Rest in Peace Mark 

Duggan’. The people who were holding it 
off were there from the start, ‘til three, four 

in the morning. So I respect that. 
Tottenham stood up, dropped whatever 
problems they had with other people and 
neighbourhoods and all that, and became 

as one. Since then you haven’t had any 

misled journalists” http://www.bbc.co.uk/news/uk-england- 
london-14510329. 
4 From the film ‘Rebellion in Tottenham’ (Reel News 2011; 
http://www.youtube.com/watch?v=Faysa6hOIR8) 00:16:25. 
Other footage shows local Hassidic Jews passing out bread 
to the crowds and them subsequently being chased by the 
Police on the south side of the Police Station. 
> Initial symbolic targets for looting and arson included a 
duty solicitors, an unmanned police station, and later the 
Haringey magistrates courts and probation services. Also 
targeted for appropriation and/or arson were an Iceland and 
Aldi supermarket, a post office, Carpetright (see front cover) 
and a bookmakers. Several witnesses described negotiation 
within the crowd in the selection of targets, which explains 

the number of smaller ‘local’ shops that remained untouched 
despite being in the centre of the ‘riot’. ‘Rebellion in 
Tottenham’ (Reel News). 
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violence between each other, any Black on 
Black crime or whatever’ 

Having pushed the expanding crowds north 
along Tottenham High Road but failing to disperse 
them, the police were held up for some time at the 
Aldi supermarket as ‘rioters’ used shopping 
trolleys to halt the progress of the mounted police 
and came across a building site which provided 
plentiful ammunition. 

The latter phase of the disturbance was to 
mark a characteristic of the unrest that was to 
follow. At about 1.30am, whilst large numbers of 
police were battling ‘rioters’ on the High Road, 
others targeted the Tottenham Hale Retail Park 
approximately a mile south, where hundreds of 
people were free to loot high-value goods from 

numerous major chain stores. The first signs of 
the spread of this activity outside of Tottenham 
appeared an hour later in Wood Green, nearly two 
miles to the west, where unopposed looting of the 
shopping centre continued for three hours until 
dawn. 

Sunday 7‘ August 
The general character of the August ‘riots’ were 
exposed even more clearly on the following 
evening with (unusually) little or no trouble in 
Tottenham but with the axis of looting switching 
to other areas of the capital. In the early evening 
in Enfield, four miles north of Tottenham (on the 

outskirts of the city), two hundred people (many 
masked) gathered at a prearranged location.” One 
journalist who was present remarked: 

‘As in Tottenham the previous night, the 
makeup of the crowd reflected the local 
demographic. Young men were in the 
majority, although there were women, and 
some older people present too, but contrary 
to the reports I was hearing on the radio 
phone-ins, these were not "black youths": in 
Enfield, they were mostly white.’6 

6 ‘Rebellion in Tottenham’ (Reel News) 00:17:29. 
” The following BlackBerry (BB) message was intercepted on 
the Sunday afternoon ‘Everyone in edmonton enfield 
woodgreen everywhere in north link up at enfield town 
station 4 0 clock sharp!!!! Start leaving ur yards n linking up 
with you niggas. Guck da feds, bring your ballys and your 
bags trollys, cars vans, hammers the lot!! Keep sending this 
around to bare man, make sure no snitch boys get dis!!! 
What ever ends your from put your ballys on link up and 

cause havoc, just rob everything. Police can't stop it. Dead 

was a Call to halt the burning of properties, which had 
marked the ‘riots’ of the first night in Tottenham. Apart from 
a few exceptions this call was adhered to on the second 
night of the violence. 
http://www.qguardian.co.uk/media/2011/aug/08/london- 
riots-facebook-twitter-blackberry 
8 http://www.quardian.co.uk/uk/2011/aug/08/london-riots- 
mood-calmer-premeditated 
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Despite the swamping of the area with riot 
police due to advance intelligence, sporadic 
looting and attacks on the constabulary occurred. 
However, unlike Tottenham, the crowds avoided 

set-piece confrontations with the Territorial 

Support Groups (TSG) who were present. Instead, 
small groups played a mobile game of ‘cat and 
mouse’ with the police, looting juicy targets that 
were left undefended. As Enfield drew in more 
police reinforcements, the plan changed: 

The police appeared to have accurate 
intelligence, and were waiting at the next 
pre-planned destination. Teenagers told 
me...to head to Ponder's End and then, 

from midnight, to be in Edmonton.” 

Leaving the swarms of police behind, the 
crowds moved onto new pastures, looting 

undefended major stores enroute. The same 
journalist noted the selection of targets: 

‘Shops that were targeted appeared to be 
either those that contained something of 
value - mobile phones, video games — or 
those that merely had easily smashable 
glass fronts. There appeared to be a 
preference for the high street chains, but 
other local, family-run businesses were 
also broken into’!° 

As sporadic looting and attacks on the police 
occurred in other areas of north London 
(Islington, Waltham Cross, Chingford Mount, 
Walthamstow), a flash mob appeared in Oxford 
Circus in the West End and began to break 
windows and a crowd of 200 gathered in Brixton 
after a festival and led mass looting of chain 
stores.!! Ominously there were the first signs of 
trouble in Hackney where: 

The looting, smaller in scale than 
elsewhere, had taken place earlier that 

night. Now the streets were lined with 
scores of police officers who had young 
men and women pinned up against the 

° Ponders End is approximately a mile and a half to the east 
of Enfield and Edmonton two miles to the southeast. 
http://www. quardian.co.uk/uk/2011/aug/08/london-riots- 
mood-calmer-premeditated 

1° http://www.guardian.co.uk/uk/2011/aug/08/london-riots- 
mood-calmer-premeditated 

One journalist described the scene: ‘Men, women and 
teenagers helped themselves to goods and cash from H&M, 
Vodafone, McDonalds and T-Mobile, while a major fire took 
hold in Footlocker. People were carrying armfuls of clothes 
and shoes and passing them to friends in cars, carrying 

them away balanced precariously on the back of scooters or 
on foot. Although the police had gathered in a nearby side 
street they did not intervene for more than an hour’. 

http://www.guardian.co.uk/uk/blog/2011/aug/08/london- 
riots-day-two-roundup 
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walls. There was systematic questioning of 
everyone in the area. "Don't argue," I 

heard one police officer say. "This is a 
routine stop and search."’!2 

Po Na Ribot * 
Nitwits |! 

Monday 8t+ August 
The third day exemplified the diversity of 
disturbance forms and saw them spread outside 
of London to other major cities. 

Aggressive stop and search operations in Mare 

Street, Hackney, on the Monday afternoon, led to 

a confrontation between crowds of commuters 
and shoppers and riot police. Police cars that 
were left blocking traffic were smashed up and the 
disturbance developed into a general 
confrontation, interspersed with the looting of 
selected targets.!° To the north of the incidents on 
Mare St., near the Pembury Estate, other crowds 

gathered, built barricades on the side streets and 

engaged in intense violence, including hand to 
hand fighting to halt the advance of riot police 
into the estate. These running battles, involving 
hundreds of participants, continued into the early 
hours of Tuesday morning. 

As the violence began in Hackney in the early 
evening, almost simultaneously confrontations 
broke out in the south London areas of Peckham, 

Lewisham, Catford and Clapham. Where the 

police were driven off or outmanoeuvred selective 

12 http://www.quardian.co.uk/uk/2011/aug/08/london-riots- 
mood-calmer-premeditated 
13 These included a JD Sports shop, Tesco Supermarket, 
Carhartt Designer outlet store and a Spar shop in a petrol 
station. A crowd from Bethnal Green a mile to the south also 
joined the disturbance. 
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looting ensued. One witness described the scenes 

in Clapham: 

Dozens of youths started the night's 
violence...at just after nine o'clock when 

they ransacked a Curry's electronic store 
in Northcote Road. They were joined by 

dozens of others, many with black hoods 
and scarves after a small number of riot 
police left the scene half an hour earlier 
when they came under light bombardment 

from projectiles. Onlookers and locals 
identified many of those present as "blues, 
yellows and reds", members of local gangs 
who they said had called a truce for the 
evening. Along Northcote Road _ the 
windows of other stores in including 
Starbucks were smashed. The gangs ran 
along the road and at one point a middle- 

aged man and his wife pointed in the 
direction of a jewellers further up the road 
and other potential targets. Less than 30 
metres away dozens of revellers stood 
outside a local pub drinking beer and 
looking on. As it became apparent after 20 

minutes of looting that the police were not 
coming back the looters were joined by 

many more.’!4 

One of the most unusual events of the night 
was the premeditated attack on the wealthy 
area of Ealing in west London. As darkness fell, 
around 200 youths who had mostly travelled 
from nearby areas,!5 took advantage of the fact 

that most of the local riot police had deployed to 
other incidents in London, to run amok for 

several hours. Some targets were looted on the 
Uxbridge Rd. and Ealing Broadway, but what 
marked the event was the widespread 
destruction of commercial properties and cars, 
particularly in the ‘ultra-respectable’ area of 

Haven Green. Within this geographical area, 
this was far less selective and clearly not based 
purely on appropriation of commodities. One 
journalist described the scene in comparison to 
other incidents in London he had observed that 
night: ‘There were parts of Ealing where every 
single shop had been attacked, and every car set 

on fire. 16 

14 http://www.guardian.co.uk/uk/blog/2011/aug/08/london- 
riots-third-night-live#block-40 
15 This was reflected in the arrests. A police superintendent 
stated ‘Although some were from Ealing, a majority of the 
perpetrators came from outside the area’ 
http://www. ealinggazette.co.uk/ealing+news/local-ealing- 
news/2011/08/15/ealing-riots-officers-kicking-down-doors- 

as-riot-suspects-are-arrested-64767-29238923/ 
6http://www.guardian.co.uk/uk/2011/aug/12/uk-riots-paul- 
lewis-five-day-journey?INTCMP=SRCH. The variety of 

targets is obvious in this collection of photos: 
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In order to quell the violence the police 
redeployed riot police and armoured vehicles ‘to 
push the hordes back’,!’ these were still in action 

at 4.30am in the nearby area of Acton (see Figure 

1). Similar precision strikes by ‘rioters’ occurred 
the same night in wealthy areas of west London 

such as Notting Hill, Sloane Square and Pimlico. '® 
The shock to the rich residents of these districts 
should not be underestimated; although warned 
by the police earlier in the evening that their 

areas were being targeted, many of them believed 
their home neighbourhoods would be immune to 
the violence purely because of their bourgeois 

social make-up. 

Figure 1: 'Jankel' armoured vehicles were deployed 
by the Metropolitan Police in several areas of 

London during the August ‘riots’ 
crowds. 

to break up 

As ‘riots’ and ‘looting’ spread across London, !9 

other cities began to see the first signs of trouble 
ahead. In Birmingham, hundreds of people 
gathered in the Bull Ring shopping centre in the 
city centre and looted several chain stores despite 
a significant police presence. In the Handsworth 
district of the city, an unmanned police station 
was burned down. In Toxteth, Liverpool and 

Chapeltown in Leeds there were tense standoffs 
between police and crowds and in Nottingham 
police stopped an attempt to break into the main 

https://picasaweb.google.com/106393364195414121585/20 

110808WestEalingAndEalingRiots 
http://www. ealinggazette.co.uk/ealing-news/local-ealing- 
news/2011/08/15/ealing-riots-officers-kicking-down-doors- 

as-riot-suspects-are-arrested-64767-29238923/ 

and http ://www.dailymail.co.uk/news/article- 
2023984/London-riots-2011-Where-police-Shopkeepers- 
mystified-theyre-left-defenceless.html Armoured vehicles 
were also deployed in Clapham and Hackney to break up 

crowds. 
18 Famously, customers were robbed during an attack on 
one of the most expensive restaurants in London, The 
Ledbury in Notting Hill. 

http://www.telegraph.co.uk/news/uknews/law-and- 

order/8689355/London-riots-all-incidents-mapped-in- 

London-and-around-the-UK.html 
19 Other areas of the capital hit by looting on the Monday 
night included Woolwich, Camden, Colliers Wood, 

Wandsworth, Chingford Mount, Waltham Forest, Stratford, 
East Ham, Romford, Gillingham and Bromley. 
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shopping centre. Later a police station in the St. 
Ann’s district was attacked with petrol bombs.?° 
In Bristol, 150 masked youths played ‘cat and 
mouse’ with riot police for several hours in the 
Stokes Croft and St. Paul’s areas close to their 
primary target Cabot Circus, the main shopping 
mall. Despite the presence of police guarding the 
mall, a jewellers was looted. However, no serious 

attempts were made to rob the numerous ‘local’ 
shops in the nearby neighbourhoods in which the 
police corralled the crowds.?! 

Tuesday 9t» August 
The following day, the Metropolitan Police 
marshalled 13,000 officers on to the streets of 

London.?? Armoured vehicles were deployed once 
again and officers were armed with guns firing 
plastic baton rounds to quell the expected ‘looting 
and rioting’. Across the capital and in other 
major cities, shops and malls were advised by 
police to close early. ‘Vigilante’ gangs appeared in 
several areas supposedly to protect local 
businesses.?4 

However, the first signs of unrest came not in 
London but in Salford, Greater Manchester, in the 

late afternoon as crowds gathered around the 
main shopping precinct. Several shops were 
looted and a BBC vehicle and a council housing 

*°http://www.quardian.co.uk/uk/blog/2011/aug/08/london- 
riots-third-night-live , http://www.bbc.co.uk/news/uk- 
14436499 and http://www.bbc.co.uk/news/uk-england- 
nottinghamshire-14455584 
21 The only exceptions were a convenience store and a Tesco 
Express in Stokes Croft. The former was described by one 
participant as a ‘good target’ because ‘no one likes it, its 
overpriced, they’re sexist, they’re all horrible, everyone’s 
been banned...no one nicked anything, we just smashed it 
up’. The latter had been (famously) at the centre of protests 
earlier in the year and had been wrecked during a ‘riot’ in 
April. A participant casually stated 'We were like fuck it, let’s 
go do Tescos, we might as well... people round Stokes Croft 
hate Tescos...we saw it as quite a good target...it was a sign 
that the protests weren’t over’. Interview with participants 
involved in the Monday events in Bristol. 

22 http://www.guardian.co.uk/uk/2011/aug/09/london-riots- 
police-armoured-vehicles. 
Cameron claimed that 16,000 officers had been deployed, 
up from 6,000 on the Monday night. 
http://www.guardian.co.uk/uk/blog/2011/aug/09/london- 
riots-day-four-live-blog. This it was argued was the ‘biggest 
police presence in British history’ and was approximately 
half of all the serving police officers available in the Met. 
However, many other police forces lent reinforcements to 
aid the effort. 
http ://www.guardian.co.uk/uk/2011/aug/09/riots-salford- 

wolverhampton-west-bromwich and 
http://www.mpa.gov.uk/statistics/police-numbers/ 
3 Although the baton round guns were deployed they were 
not used in anger. 
http ://www.guardian.co.uk/uk/2011/aug/09/london-riots- 

police-baton-rounds 
24 Notably in Eltham, Enfield and Southall in London. 
http ://www.guardian.co.uk/uk/blog/2011/aug/09/london- 

uk-riots-day-four-live 
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office set on fire.25 A tense standoff ensued which 
ended with running battles as riot police entered 
local estates. Meanwhile in Manchester city centre 
hundreds gathered in the vicinity of the Arndale 
Shopping Centre and engaged in hours of 
skirmishes and ‘cat and mouse’ manoeuvres with 
riot police who were present in significant 
numbers. Despite this presence, several chain 

stores were looted and Miss Selfridge was set on 
fire.26 

In the West Midlands, once again Birmingham 

city centre was targeted by crowds for looting but 
the greater police presence reduced the takings. 
In West Bromwich hundreds gathered on the High 
St., built barricades out of burning vehicles and 
looted selected businesses. Wolverhampton city 
centre saw similar scenes, with three hundred 

people looting clothes and electronic stores and 
engaging in hand to hand fighting with riot police 
units. 

In Nottingham, five police stations were 
attacked with petrol bombs,?’ and disorder broke 

out in Liverpool for a second night with running 
battles with police and sporadic looting in 
Toxteth, Sefton Park and across the Mersey in 
Birkenhead. In one incident in Bootle a gang of 70 
attempted to break into a post office using a JCB 
digger.28 Violence also flared in Gloucester, 

Leicester and Bristol. 
These events marked the end of the cycle of 

‘rioting’ and ‘looting’ that had lasted four 
consecutive nights. The event that overshadowed 
the final phase of the unrest was the death of 
three residents in the Winson Green area of 
Birmingham, who were involved in a ‘hit and run’ 
incident whilst taking part in the defence of local 
shops from looting. 

25http://www.mirror.co.uk/news/top- 
stories/2011/08/09/manchester-riots-2-000-thugs- 

rampage-through-city-centre-115875-23332940/ 

26 Other targets in Manchester city centre included Foot 
Asylum, Diesel, Bang & Olufsen, Tesco Express, Pretty 
Green, a jewellers, 3 Mobile, Ugg, Sainsbury’s, Life Clothes, 
Orange, Jessops, an amusement arcade and several cafés. 
http://www.quardian.co.uk/news/datablog/2011/aug/09/uk- 

riots-incident-listed-mapped#data 
27 These were the Canning Circus, Meadows, Bulwell, 

Oxclose and St Ann's Police Stations. 
http://www.metro.co.uk/news/871917-nottingham-riots- 
arrests-to-hit-100-after-police-station-is-firebombed 
8http://www.liverpoolecho.co.uk/liverpool-news/local- 
news/2011/08/10/liverpool-riots-hit-city-streets-for-a- 
second-night-as-35-arrests-made-100252-29209866/ 
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AUGUST 2011 AND JULY 1981: 
ANALYSIS 

In this section some salient features of the 
August 2011 unrest will be isolated and 

comparisons made with the July 1981 ‘riots’. 
This approach is taken in order to assess the 
differences in scale, spread, intensity and 
longevity of the recent disorders. It also allows 
some evaluation of the differences between the 
two periods, particularly in relation to police 

tactics, the objectives of the participants and 

the prevailing structural conditions. 

July 1981: Like a summer... 
On Friday 34 July 1981 in Toxteth,?9 Liverpool, 

the arrest of a Black man for a minor offence led 
to a _ street confrontation with police that 
developed into a major ‘disorder’.°° Coincidentally, 
the same evening in Southall, west London, 

skinheads who had travelled to the area to see 
some ‘Oi’ bands?! engaged in vandalism and 
attacks on Asian residents and their shops prior 
to the gig. This led to a violent confrontation 
between local Asian youth, the skinhead 

protagonists and their police protectors, which left 
sixty-one police officers injured and the venue in 
flames.°? The Toxteth incident erupted over the 

weekend into arguably one of the most serious 
urban disorders Britain had seen in the twentieth 
century. Over the four days of ‘rioting’ (34-6 July 
1981), 355 policemen were injured, 244 arrests 
were made (90% of which were Whites), 150 
buildings were burnt down and CS gas canisters 
were fired as projectile weapons to disperse 
crowds for the first time on mainland Britain.° 

2° In this article the more commonly used ‘Toxteth’ is used 
to designate the area locally known by its postal district as 
‘Liverpool 8’. 
3° Hernon, Ian. 2006. Riot! Civil insurrection from Peterloo to 
the present day. London: Pluto p.201. 
31 ‘Oi’ was a sub-genre fusion of punk and skinhead music 
that came to prominence in 1980 and had some associations 
with far-right and racist groups. 

32 Notes and Documents. The ‘riots’ 1981. Race & Class 23 
(2-3) pp.225. Southall became a significant battleground in 
the late 1970s between the National Front a fascist and 
racist organisation, anti-fascist groups (including the 
Southall Youth Movement) and the police. The latter were 
regarded by much of the community in Southall as racist 
collaborators with the fascists particularly after the violence 
they unleashed on a large anti-racist demonstration on 23 
April 1979 leading to numerous arrests, injuries and the 
unsolved death of the schoolteacher Blair Peach probably at 
the hands of the Special Patrol Group. Ramdin, Ron. 1987. 

The Making of the Black Working Class in Britain. Aldershot: 
Gower p.502, Fryer, Peter. 1984. Staying Power: The 

History of Black people in Britain. London: Pluto Press. p.397 
and Ramamurthy, A. 2007. Kala Tara: A history of the Asian 
Youth Movements in Britain. Film. Lancashire: University of 
Central Lancashire. 
33 Twenty-five CS canisters were fired by Police as projectile 
weapons into crowds and several people were seriously 
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The following week (6t-13th July) was to see 
the unrest spread across England, beginning in 
Moss Side, Manchester with three days of violence 
which commenced on the 6 and included a 
massed attack by more than a thousand ‘rioters’ 

on the local police station the following night.%* 
Over the following days and particularly over the 
weekend of 10th-13th July, cities such as London, 

Wolverhampton, Birmingham, Nottingham, 
Derby, Leicester, Halifax and Leeds were struck 

by numerous disturbances in various locations. 

In addition, many towns experienced unrest 

including those in the Home Counties such as 
Luton, High Wycombe, Bedford and Maidstone. In 
all, over the months of July and August 1981 in 
twenty-five of forty or so police force areas in 
England and Wales, nearly four thousand people 
were arrested in relation to the disorders, with 

approximately two-thirds being described as 
‘White’.25 Over 200 daily incidents of disturbances 
in 128 locales occurred in the month of July 1981 
in England alone, with the vast majority occurring 

over a period of ten days at the start of the 
month.°°6 
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Features of the August 2011 disturbances 
Detailed examination of the August unrest allows a 
tentative designation of three forms of disturbance. 
These categorisations are fairly loose, as 

repertoires of activity such as collective violence 
directed against the police and organised looting 
were features of most of the disorders to greater or 
lesser degree. However, there were clearly some 

differences in the primacy of activity in the August 

injured. They were not designed for this purpose and thus 
effectively became lethal weapons. Notes and Documents. 
The ‘riots’ 1981. Race & Class 23 (2-3) p.226 and Hernon, 
Ian. 2006. Riot! Civil insurrection from Peterloo to the 
present day. London: Pluto pp.201-6. 

34 Hytner, B. A. 1981. Report of the Moss Side enquiry panel 
to the leader of the Greater Manchester Council. 
Manchester: Greater Manchester Council pp.38-40. 

35 Home Office. 1982. The outcome of arrests during the 
serious incidents of public disorder in July and August 1981. 
London: Home Office, 13-10-82. 
36 ‘Violent urban disturbance in England in 1981’ R. Ball 
Unpublished PhD Thesis University of West of England 2011 
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unrest that were related to the motivations and 
temporal positioning of the events. 

The first disturbance form, designated the 
‘community riot’, is characterised by locale rather 
than purely by its activity. These incidents in 
August 2011 were typically located in largely 
proletarian inner-city areas of mixed ethnicity 
(e.g. Tottenham, Hackney, Brixton, Toxteth, 

Handsworth). Typically they were triggered by 

police actions (e.g. the shooting of Mark Duggan 
and the police reaction to the subsequent 
demonstration in Tottenham, the ‘stop and 
search’ operations in Hackney) in areas, which 
had a significant pre-history of both contested 
policing and ‘riotous’ responses.°” These incidents 
were characterised by a large amount of violence 
directed against the police, static defence of 
‘territory’ by the ‘rioters’ (such as Tottenham High 

Rd. and the Pembury estate in Hackney), attacks 
on important ‘symbolic’ targets (such as police 
stations, courts, public buildings) and the active 
and passive support of different sections of the 
local population (e.g. Tottenham and Hackney). 
Looting was clearly a subsidiary activity in these 
events. 

The second category of disturbance can be 
labelled as ‘commodity riot’, as the primary aim of 
the participants was to appropriate goods. In 

August these events were the most common, were 

precipitated by the participants rather than the 
police and characterised by some level of pre- 
meditated target selection and organisation (using 
BB messaging, e.g. Enfield, Oxford Circus, Bristol 
and many other areas). They were usually aimed 

37 Tottenham was the scene of one of the most violent anti- 
police ‘riots’ in London’s history when the Broadwater Farm 
estate erupted into violence after the death of Cynthia 
Jarrett during an illegal police raid in September 1985. Mark 
Duggan lived on this estate. Similar events occurred in 
Toxteth, Handsworth and Brixton in 1981 and 1985 and 
Hackney in 1981. 
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at large concentrations of commercial outlets 

(such as shopping centres, malls and retail 
parks), involved significant crowd mobility 

(including the use of bikes and vehicles to 
transport ‘booty) and avoided contact with 
opposing superior forces (of police). The ‘cat and 
mouse’ manoeuvring between the police and 
‘footers’ that occurred in many incidents - the 
latter aided by mobile phones and _ instant 
messaging - was a by-product of the primary aim 
to acquire useful (and valuable) commodities for 

the protagonists. Looters operated in numerous 
but smaller groups than in ‘community riots’, 
often travelled significant distances to ‘hit’ 
selected targets and were not spatially tied to 
their home locales. 

The final (and fairly unusual) type of 
disturbance, which occurred in August in a few 
locations in London (Ealing, Pimlico, Sloane 
Square, Notting Hill), was the ‘anti-rich riot’. These 
were characterised by pre-planning, movements 
by participants out of home locales to attack 
areas that were perceived to be dominated by the 
wealthy and were marked by widespread 
destruction of cars, cafés, restaurants, boutiques 

and commercial properties that were not 

necessarily high value ‘looting’ targets. Face to 
face robbing, terrorising and violence, directed at 
rich residents of these areas were a significant 
feature of these events. 

38 The death of Richard Mannington Bowes after being 
attacked in Ealing and the attacks on wealthy customers in 
restaurants were an example of this violence. Many wealthy 
residents interpreted the indiscriminate nature of the 

destruction in Ealing as proof of the irrational and savage 
nature of the participants. What did not necessarily occur to 
them was that they, their personal property and their social 
spaces were the targets for attack rather than purely 

commodities in chain stores, which were not to be destroyed 
but were instead appropriated. See for example the 
interviews with Ealing residents after the attack on Monday 
gh August 
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1981 and 2011: Spatial comparisons 
Having delineated these three disturbance forms, 
it is worth comparing the overall characteristics of 
the July 1981 and August 2011 waves of unrest. 
The first and obvious feature of both events was 
that many of the locales that experienced ‘riots’ 
were the same for both periods (e.g. Tottenham, 
Brixton, Hackney, Woolwich, Croydon, 
Walthamstow and Lewisham in London and 
Toxteth and Birkenhead (Liverpool), 
Wolverhampton, Salford, Handsworth 

(Birmingham), St. Paul’s (Bristol) and many 
more).°9 Similarly, the countrywide spread of 
disturbances in August was comparable to July 
1981 though less pronounced. Effectively a broad 
line can be drawn between London and Liverpool, 
which includes the west and east Midlands 
conurbations, Manchester and the Yorkshire and 

Lancashire towns and cities. Areas of the country 
that were relatively untouched in July 1981 (and 
in 2011) lay either side of this line and included 
Wales, Scotland, the far southwest, East Anglia 

and the northeast. 
It was argued in 1981 by many in politics and 

the media that the absence of disturbances in 
these latter areas (many of which were areas of 
high unemployment at the time) was proof that 
social deprivation was not a root cause of the 
unrest. However, what was not understood in this 

argument was that ‘riots’ do not just occur in a 
spatially homogenous’ fashion; there are 
significant social processes that have to be 
underway for them to occur and to spread. In 

1981 most of the diffusion of ‘riot’ within cities 
and conurbations was dependent on a major 
disturbance occurring somewhere in that environ 
and acting as a precipitator. In 1981 (and to an 
extent in 2011) these ‘trigger riots’ occurred in 

proletarian multi-ethnic inner-city areas and then 
spread across these cities into districts with 
proletarian mono-ethnicity (mainly White areas).*° 
Many of the cities that ‘failed to riot’ in 1981 did 
not have significant multi-ethnic inner-city areas 
experiencing the enhanced effects of racist (and 
contested) policing; consequently they generally 
produced fewer precipitating events, less intense 

‘anti-police riots’ and little or no spread to 

http://www.quardian.co.uk/uk/video/2011/aug/09/ealing- 

riots-residents-stunned-video?INTCMP=SRCH 

3° ‘Riot bingo’ was a useful game during the research for this 
article. This compared disturbance locations derived from 
the July 1981 events with August 2011. The correlations 
between the two were striking and ‘house’ was a regular 
shout. 
4° For example in July 1981 in London, major disturbances in 
Southall and Wood Green eventually led to numerous other 
‘riots’ across the capital. The serious Toxteth ‘riot’ led to 
thirty-five disorders across Liverpool in the succeeding days. 
This was also true of other cites such as Manchester (Moss 
Side), Birmingham (Handsworth) and Nottingham (Hyson 
Green) which all experienced similar patterns. 
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outlying areas. This is not to suggest that either 

racist policing or concentrations of proletarian 
multi-ethnic populations was the underlying 
cause of the ‘riots’ (in 1981 or 2011); otherwise 
why did White proletarian areas explode in many 
major cities? Instead it merely indicates that 
significant precipitating disturbances (that would 
have kicked off the process) were not present in 
some cities. If they had been the story may have 
been even more dramatic in either era. 

1981 and 2011: Temporal comparisons 
Having considered the spatial characteristics of 

the disturbance waves, it is worth considering 
their temporal features. 

Risureé= 2 is\) a. plotot.- the 3 number a0: 
disturbances against time (in days) from the 
initiating ‘riot’ for July 1981 and August 2011. It 

is clear that in July 1981 after the major 
precipitating events in Toxteth and Southall there 
was a significant lead-time (3 days) for the spread 
of disturbances to begin. In August 2011, 
however, the lead-time is non-existent; 

disturbances began to spread the day after the 
precipitating event in Tottenham.*! Typically the 
lead-time for ‘riots’ to spread within a conurbation 

is not purely dependent on the transfer of 
information from the mass (national) media, 
which is almost instantaneous (or at least within 
a few hours in 1981) and homogenous (that is it 

is broadcast across the country). Instead, once 
information about a disturbance has _ been 
obtained via this route, then it enters social 

networks that disseminate, discuss and evaluate 

the content of the news. Responses are then 

formulated which may lead to planning and 
mobilisation phases for action. All of this takes 
time and is dependent upon the speed at which 
actors can communicate. Research in the 
aftermath of July 1981 suggested that the main 
conduits for this process were the ‘the classroom, 

the street and the pub’;*? that is, word of mouth. 

41 And in fact the first disturbance to occur after Tottenham 
was the same night in nearby Wood Green. 
42 Quoted from Tumber who carried out the most extensive 
research into these mechanisms in 1981. Tumber discovered 
that most young people did not watch television news (the 
main and most immediate source of information on major 
disturbances in 1981). Instead he argued that the 
communication channels for ‘riot’ in 1981 were the ‘youth 
grapevine’ or the ‘bush telegraph’ Tumber, H. 1982. 
Television and the riots: A report for the Broadcasting 
Research Unit of the British Film Institute. London: British 
Film Institute p.46. Ashton referred to ‘spontaneous 
intelligence networks’ quoted from Cashmore E.E. 1984a. No 
future: Youth and society. Heinemann p.84. Another source 
stated ‘the Police thought the youth grapevine was by far 
the most effective media for communicating a message, 

which burst out simultaneously in all parts of the country. It 
was throughout the entire week their only promising insight’ 
Smith, Wolfie, Tucker, June and Speed. Like a summer with 

a thousand Julys..and other seasons... 1982 p.5. 
http://libcom.org/library/summer-thousand-julys-other- 
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Figure 2: Comparison of temporal forms of disturbance wave for July 1981 and August 2011 

Thus the lead-time in 1981 could be several days 

before a major disturbance generated further 
disturbances in the environs of a city. The impact of 
the internet, social media and personal 

communication devices (such as mobile phones and 
BB messaging devices) on the speed and ability to 
disseminate information (particularly for mobilisation) 
may be the major factor in the acceleration of 
response times to precipitating events in 2011. As a 

result, active social networks armed with such 

technologies not only move faster in their propagation 
of information and collective decision making prior to 
an event but also are able to act almost in ‘real time’, 

that is they can make strategic and tactical choices 
during a ‘iot’. This was not possible in 1981 and 
significantly aided the movements of mobile looting 
groups in 2011.48 Added to the fact that the amount of 

information available in social media in 2011 is vastly 

greater than in 1981, meant that most people knew 
almost immediately that something was happening on 
August 6%, without having to watch TV broadcasts. 

Of course, access to such technologies, is a two 

edged sword as they are also available to the 
authorities. The monitoring of Twitter feeds, BB 
messages, e-mails etc. was a central part of the police 

intelligence gathering activity during the August 
events. However, it is clear that the disparity in 

command and control technologies in 1981 between 
the police and fiotous’ proletarians** has been 
significantly levelled in 2011. The championing by 
politicians and media gurus of the benefits of social 
media in protests in Iran and the ‘Arab Spring’ came 
back to haunt them last August. Ironically British 
magistrates courts responded to the use of social 

CCC for propagating revolt’ as punitively as some 

seasons Finally Murdock stated ‘Youth in the inner city are 
not disorganised, they are simply organised in a different 
way, built around informal networks and unofficial leisure 
milieux’ Murdock, G. 1984. Reporting the riots: Images and 
impact. In Scarman and after: Essays reflecting on Lord 
Scarman’s report, the riots and their aftermath. Ed. J. 
Benyon. Oxford: Pergamon p.85. 

“3 Acting Commissioner of the Metropolitan Police Tim 
Godwin stated before a Home Affairs Committee that: ‘It 
was because the number of sites of disorder was something 
we had not witnessed in the city before, and that did take us 
by surprise...the speed with which people took advantage of 
police officers being elsewhere was something we have not 
experienced before’. House of Commons oral evidence taken 

Arab dictatorships.*5 

before the Home Affairs Committee: Policing Large Scale 
Disorder. Tuesday 6 September 2011. Replies to Q73 and 
Q100. 
http://www. publications. parliament.uk/pa/cm201012/cmsel 
ect/cmhaff/uci456-i/uc145601.htm 

** In 1981 the police of course had full command and control 
centres using a radio communications net whilst the rioters 
were limited to a few CB kits and its unclear how widespread 
or useful these were in practice. 
#5 Jordan Blackshaw, 21, and Perry Sutcliffe-Keenan, 22 
from Cheshire were jailed for four years for ‘Using Facebook 
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Figure 3: An analysis of target types attacked during the ‘riots’ of 6th-9th August 2011 

LOOTING, TARGETS, 
PARTICIPATION AND POLICING 

Looting: the ‘facts and figures’ 
Politicians and journalists, during and after the 
unrest, emphasised the damage and loss to ‘local 
shops’ and to ‘family businesses’. Most of the 
interviews that were conducted in the media 
concentrated on non-chain local retailers (e.g. the 
petit bourgeoisie), whereas the actual capitalists 
(who owned the major chain outlets) generally 
appeared in the financial sections. The 
propaganda reasons for this approach were 
obvious, the need for human interest stories (not 

so easy when referring to Tesco or JD Sports), the 
need to assert ‘community’ or ‘big society’ cross- 
class cohesion in ‘riotous’ areas (despite real 
material divisions) and an attempt to generate 
fear amongst proletarians they were the target of 
the ‘rioters’ in August (which in general they 

to encourage disorder, sought to organise criminality similar 

to events elsewhere’, a 17-year-old from Suffolk ‘Told 
friends on Facebook they should start rioting’ and got a 12- 
month youth rehabilitation order, including a ban on using 
social media with a curfew and 120 hours community work 

and David Glyn Jones from Bangor posted a message that 
appeared for 20 minutes declaring: ‘Let's start Bangor riots’ 
and was jailed for four months under the Communications 
Act. http://www.bbc.co.uk/news/uk-14595102 

weren't). However, apart from these anecdotal 
stories it was difficult to assess from an overall 
perspective in the media what types and sizes of 
businesses had actually been damaged, looted 
and/or burnt during the unrest. 

The results are presented in Figure 3, and 
demonstrate that nearly two-thirds of the targets 
were related to the appropriation of electronic 
goods, clothes and shoes and food and drink.*6 
The vast majority of the recorded attacks in the 
sample were aimed at major chain stores, with 

around 7% being designated as ‘non-chain local 
shops’.+” These figures are supported by the fact 

that across the cities affected by the unrest twelve 
major shopping centres, malls and retail parks, 
often a significant distance from residential areas, 

were specifically targeted for appropriation. 
Although these statistics provide significant 

evidence to undermine the media and government 
propaganda which portrayed the ‘rioters’ as 
largely targeting ‘small shops’ in their areas of 
residence, it does not entirely support the idea 

that their motives were to ignore small local 

4° Top of the ‘target league’ were JD Sports (shoes/clothes), 
Argos (electronic goods) and Tesco (food/drink). 

4” It should be noted that the sample may be distorted by a 
lack of reports on damage to ‘local shops’; however, despite 
this, their numbers are clearly much lower than the chain 
stores that were attacked. 
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businesses on the basis of ‘community cohesion’. 
In fact, it may merely be the product of the 

economic and spatial restructuring of the ‘local 
high street’ over the last forty years. 

For example in April 1980 in the St. Paul’s 
district of Bristol, a ‘riot?’ which broke out in the 

afternoon after an aggressive police raid on a café 
(an important community location on _ the 
frontline) led to the police completely 
withdrawing from the area for four hours. During 
this time collective, selective and negotiated 
footing’ occurred. What is interesting is that of 
the forty-five commercial and state targets 

available in the immediate area under the control 
of the ‘rioters’, nineteen were selected for attack. 

Of these, fourteen were looted, about half of the 

‘high-value’ targets available.*® Technically, most 
of the available targets could have been 
considered as ‘local shops and _ businesses’. 
Comparative analysis of the area in 1973 showed 
that by 1980 St. Paul’s had lost nearly half of its 
shops and businesses due to economic decline, 
road building and residential development of the 
fnner-city’ during the period.*9 This process has 
continued apace, with the accumulation of many 
small outlets into larger chains and _ their 
relocation to peripheral ‘car-friendly’ malls and 

retail parks. 
Several years ago, there was a significant 

‘concern’ in sections of the media (and some 
political parties, particularly the Greens and Lib- 
Dems) that the ‘traditional, local High Street’ in 
British cities was disappearing altogether.5° 
Despite the ravages of inner-city economic decline 
in the 1970s, it was still possible to appropriate 
high value goods (such as motorbikes, bicycles, 
TVs, radios, hi-fis etc.) in 1980 within these areas. 

By 2011 this was far less likely. Consequently, 
ironically echoing the calls of many political ‘riot 
cheer leaders’ to not ‘shit on your own doorstep’ 
and to instead attack concentrations of non-local, 

large commercial targets, the ‘looters’ of 2011 had 

48 Study in ‘Violent urban disturbance in England in 1981’ R. 
Ball Unpublished PhD Thesis, University of West of England 
2011. 

4° This study was undertaken using Kelly’s Bristo/ Directory. 
1973. Kingston upon Thames: Kelly's Directories and Yellow 
Pages: Bristol. 1980. Post Office Yellow Pages. 
50 Some commentators argued that the only remaining 
‘authentic High Street’ in British cities was the Gloucester 
Rd. in Bristol, ironically close to St. Paul’s and the scene of 
‘rioting’ in April and August 2011. Recent figures released in 
The Guardian demonstrated the dramatic effect of the recent 
and ongoing economic recession on High Streets in the U.K. 
The article stated: ‘Are high-streets coming to an end? The 
Local Data Company has released a report detailing empty 
shops across the country's high streets. It looks at vacancy 
rates in town centres, which are standing at around 14.5% 

across the country - three times what they were in 
2008’ 
http://www.guardian.co.uk/news/datablog/2011/sep/08/hi 

h-street-vacancy-rates-retail 
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in fact no choice but to follow this path if they 
wanted to appropriate ‘high value goods’ (or any 
goods at all in some residential areas!). So the 
axis of looting in 2011 may merely have been a 
product of capital’s spatial restructuring of 
‘shopping areas’ and thus_ generated the 
characteristics of mobility, planning and use of 
vehicles that are required to _ collectively 

expropriate distant targets.5! 
This point is important, as the ‘local shop’ 

versus ‘chain store’ morality argument that was 
significant in the both the ‘green, liberal and 
traditional Conservative’ arenas prior to the ‘riots’ 

of August and the anarchist and left-wing media 
in their aftermath. This terrain of debate often 
fails to recognise that the so-called ‘local 
community’ contains significant material class 
divisions (proletarians, petit bourgeoisie and 
‘middle-class’, all of which have been exacerbated 
by the restructuring and gentrification of inner- 
city areas over the last 30 years. As some female 
participants in ‘looting’ famously related to a 
shocked BBC reporter after a night of unrest in 
Croydon in August: 

Reporter: ‘But this is like local people, I 
mean why is it targeting local people, your 

own people?’ 
Participants: ‘It’s the rich people, it’s the 
rich people, the people who have got 
businesses and this is why all of this has 
happened, because of the rich people. So 
we were just showing the rich people we 
can do what we want.”>? 

This was regarded as one of the most 
shocking*’ interviews throughout the whole media 
circus of August, as it demonstrated proletarian 
disdain for bourgeois concepts of ‘local 
community’ and highlighted the class divisions 

therein. 
Capital’s restructuring of commercial retailing 

in cities and towns, which of course in the last 

three years alone has done far more ‘damage’ to 
the ‘local High Street’ and the ‘local community’ 
than all of the proletarian shopping in August 
2011, is perhaps the key to understanding the 
spatial anatomy of the looting, rather than the 

moral arguments of political commentators on the 
right and (unfortunately) the left. 

51 These behaviours and tactics in August 2011 were thus far 
closer to the experiences in the disparate districts of the 
post-modern city of Los Angeles in the ‘riots’ of 1992, than 
they were to the ‘riots’ in England in 1981. See 'LA '92: The 
Context of a Proletarian Uprising’ in Aufheben #1 (Autumn 
1992) at http://libcom.org/library/la-riots-aufheben-1 
52 http://www.bbc.co.uk/news/uk-14458424 
53 What seemed to shock the bourgeois commentators most 
of all was the girls’ happiness and laughter. 
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Intended targets and ‘collateral damage’ 
The iconic images of burning buildings in London 

that so mesmerised the nation in August (and 
Aufheben’s graphics) were used by the media to 

spin a story of random attacks by ‘looters’ and 

‘rioters’ on people’s homes.5+ These ‘human 
interest’ stories, which portrayed ‘innocent 
victims’ preyed on by ‘eral arsonists’ were central 
to the narrative of psychopathic behaviours 
amongst the ‘rioters’. However, extensive analysis 
of the targets of the arsonists and ‘rioters’ in 
August has failed to locate a single serious 
selective attack on a private home.®> All of the 
private homes that were destroyed by fires were 
as a result of arson attacks on commercial 
premises which either lay below these homes or 
adjacent to them. This is certainly not an attempt 
to justify this activity, but instead to place it in its 
proper context. People’s homes were not the 
primary or even secondary targets of ‘looters and 
rioters’; else scenes of burning neighbourhoods, 
reminiscent of organised sectarian attacks in 
Northern Ireland in the 1960s and 70s, would 

have filled our screens. Instead they were 

effectively ‘collateral damage’. 
Many of the stories surrounding these iconic 

events contained interesting sub-plots. For 
example the BBC TV programme Panorama, 
interviewed a family who lived above the 
Carpetright shop on Tottenham High Rd. (see 
front cover) where 26 flats were destroyed by a fire 
set in the store beneath on the night of Saturday 
6th August. After several calls for help to the 
police without response the father stated: 

‘We heard a banging on our door and I 
opened the door and it was a youth who 
didn’t live in the building, saying the 
building has been set on fire and ‘get out’. 
I actually thought the guy was trying to 

get us out in order to get into our flat. We 
were basically abandoned by the 
emergency services, we were under siege 
and they were out to murder us.’56 

The contradictions in this statement are 
obvious; the family were not the object of a siege, 
were not the targets for murder or even burglary 
and were technically saved by a ‘frioter’. The 

54 One of the most enduring images was the photograph of a 
woman leaping into the arms of riot police form a burning 
building in Croydon 
http://www.tarlani.com/2011/08/london-riots-woman-leaps- 
from-burning-building-in-dramatic-scene-photos/ 
55 The only two incidents of note occurred in Oxford and 
High Wycombe and involved the breaking of a window in 
each case. 
56 ‘The August Riots’ BBC Panorama 15 August 2011 
(00.06.30) 
http://www. bbc.co.uk/iplayer/episode/b013xy9t/Panorama 
The August Riots/ 
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‘human interest’ story of the ‘caring feral rioter’ 

was certainly not going to be headline news, 

despite its veracity. 
Of course, as has already been noted, certain 

groups were specifically targeted by the rioters, 
primarily the police and in a very few cases 
emergency services personnel such as fire- 

fighters. Another dangerous occupation was being 
a journalist or photographer. In August a number 

of videographers and cameramen were confronted 
by members of the crowds ‘asked if they were 
feds’ and then attacked and robbed of their 
equipment.5’ This was certainly a feature of the 
unrest in the 1980s where taking pictures of 

‘rioters’ was regarded as effectively holding the 
keys to a cell and the crowds acted accordingly. 

Within weeks of the ‘riots’ of August 2011 footage 
of the disturbances was being legally seized from 
major news_ organisations by the police 
authorities.58 This action appeared to vindicate 

the attacks on journalists by ‘rioters’ and led one 
NUJ official to state: 

‘By handing over footage, these media 
organisations have turned every 
photographer, videographer and journalist 
into potential targets and this will only 
lead to an increase in the number of 
assaults on the press while covering 

events.’59 

He was quite right. 
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57 http://www.quardian.co.uk/media/2011/aug/09/london- 
riots-photographers-targeted 
58 These included the BBC, ITN, Sky News and the Daily 
Telegraph. Court orders were served by Scotland Yard using 
clauses in the Police and Criminal Evidence Act 1984. 
http://www.quardian.co.uk/media/2011/sep/22/bbc-itn-sky- 

news-riots 
59 

http://www. pressgazette.co.uk/story.asp?storycode=47933 
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Crowd composition and ‘social deprivation’: 
Lies and damned lies.... 
So who were the ‘looters’ and the ‘rioters’? This 
was the question that concerned both the liberal 

and right-wing press after August. Effectively 
there were two parallel interpretations concerned 
with the composition of the crowds. 

The first, which fulfilled a general law and 
order’ agenda and rejected any concept of ‘social 
deprivation’ as a cause, emphasised the cross- 
class make-up of those arrested. Using 
exceptions, such as an Olympic ambassador, a 

‘ballerina’, a millionaire’s daughter, estate agents, 

social workers and _ students,©°° some media 

asserted the bourgeois (and Hobbesian) notion of 
‘we is all bad’ and thus we need the state and the 

discipline of laws to keep us in line, else we would 
descend into the savagery inherent in ‘human 
nature’. 

The second and more sophisticated approach, 

whilst alluding to ‘social deprivation’ (in the 
liberal press), argued that the ‘sheer criminality’ 
was the product of a specific ‘eral criminal 
underclass’ whose self-organised activities had 
mutated well beyond ‘normal and _ decent 
behaviour’. This view was propagated in 

particular by the Tory-Lib Dem government in the 
aftermath of the disturbances.®! It was also linked 
to the concept (and ‘folk devil’) of ‘gang culture’ 
and famously racialised in a TV interview by the 
historian David Starkey.®2 

The supposed evidence for the latter position 

was provided by an analysis of arrestees in the 
aftermath of the August ‘riots’. The Justice 
Secretary, Kenneth Clarke stated: 

It's not yet been widely recognised, but 
the hardcore of the rioters were in fact 
known criminals. Close to three quarters 
of those aged 18 or over charged with riot 
offences already had a prior conviction’6s 

6° For example, see the views of ‘The Sun’ newspaper in 
http://www.thesun.co.uk/sol/homepage/news/article374736 

5.ece and 
http://www.thesun.co.uk/sol/homepage/news/article374560 
9.ece 
51 For example, the Justice Secretary Kenneth Clarke in 
http://www.quardian.co.uk/uk/2011/sep/05/kenneth-clarke- 
riots-penal-system 
62 The Prime Minister, David Cameron made these emphases 
in a speech to the House of Commons on 11‘ August when 
he stated: ‘This is not about poverty, it's about culture. A 
culture that glorifies violence, shows disrespect to authority, 
and says everything about rights but nothing about 
responsibilities.... At the heart of all the violence sits the 
issue of the street gangs. Territorial, hierarchical and 
incredibly violent, they are mostly composed of young boys, 
mainly from dysfunctional homes.’ 
http://www.bbc.co.uk/news/uk-politics-14492789. The 

Starkey interview can be watched at: 
http://www.bbc.co.uk/news/uk-14601813 

“e http://www.guardian.co.uk/uk/2011/sep/05/kenneth- 
clarke-riots-penal-system 
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This supposedly cast-iron evidence for a 

‘criminal underclass’ being behind the August 
‘riots’ was deeply flawed. Several researchers into 
urban ‘riot’ have pointed out that the number of 
arrests is often unrelated to the severity of ‘riot’, 
neither do they necessarily represent a cross 
section of the participants.°* In 2011, this was 
exacerbated by the use of CCTV. Essentially four 
categories of ‘rioter and looters’ could be isolated, 
based on two sets of criteria, masked up and not 
masked up, previously known to the police and 
not known to the police. It is obvious that the 
most likely group to be arrested in the aftermath 
of a disturbance using CCTV footage are those 
that were not masked up and were previously 
known to the police. This is because having a 
CCTV image of a suspect is not much use if you 
don’t have an existing named photograph to 
compare it to. The second most likely group to be 
arrested were those who were not masked up but 
were unknown to the police. In this case the police 
were relying on members of the public who 
recognised them to grass them up. The least likely 
category of ‘looter’ to be identified were those who 
were masked up and not previously known to the 
police. It thus comes as no surprise that the 
arrestee statistics in August 2011 were biased 
primarily towards those with (extensive) criminal 
records whose faces were not covered and 
secondly those (casual or opportunistic looters?) 
who had no previous record and were unmasked. 

This argument was partly corroborated by 

Acting Commissioner of the Metropolitan Police, 
Tim Godwin, who stated in evidence to a Home 

Affairs Committee that: 

Most of the gang members we do in fact 
know. Most of the gang members we have 
active investigations against, so they were 

the ones that we scooped up first off, 
which is why the percentage was higher at 
the beginning’é> 

A more useful statistical survey looked at the 

home neighbourhoods of those arrested. The BBC 
published an analysis of 147 arrestees in 
Manchester, which showed (unsurprisingly) that: 

64 See for example Peach, C. 1986. A geographical 
perspective on the 1981 urban riots. Ethnic and Racial 
Studies 9 (3). pp.397-8, Cooper, P. 1985. Competing 
explanations of the Merseyside riots of 1981. British Journal 
of Criminology 25 (1). p.63 and Keith, M. 1987. 'Something 
happened': The problems of explaining the 1980 and 1981 
riots in British cities. In Race & Racism: Essays in Social 
Geography. Ed. P. Jackson. London: Allen & Unwin. p.97. 
65 House of Commons oral evidence taken before the Home 
Affairs Committee: Policing Large Scale Disorder. Tuesday 6 
September 2011. Reply to Q87. 
http ://www.publications.parliament.uk/pa/cm201012/cmsel 

ect/cmhaff/uc1456-i/uc145601.htm 
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‘some people are charged from areas of 
every level of deprivation... most are 
charged from areas of higher deprivation, 

with over a third (36.1%) of all those 
charged in the tenth most deprived areas’ 

And the BBC commentator came to the 

stunning conclusion that: 

It doesn't mean poverty caused the crime, 
of course, but there is something about 
being poor that makes it more likely an 
individual became involved’ 

Other findings in the report contradicted the 
propaganda, which suggested the centrality of 
teenage gangs and children’: 

The data also suggest those characterising 

the riots in Manchester as the work of 
juvenile gangs are mistaken. The average 
age of those charged in the city is 24, the 
youngest 12 and the oldest 58. Only one 
in ten of those charged were under the age 
of 16766 

These and other findings, which countered the 
more simplistic representations of a criminal 

underclass comprising ‘feral youth’ and ‘juvenile 
gangs’ began to make an impression and by early 
September the Home Secretary Theresa May was 

shifting the Government’s position: 

‘Mrs May told the Home Affairs Committee 

on Thursday that the Metropolitan Police 
and other forces were looking at the 

number of people arrested with known 

6° The survey carried out by the Cathie Marsh Centre for 
Census and Survey Research is at 
http://www.bbc.co.uk/news/uk-14807665 
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gang affiliations - the percentage of 
which had fallen over time, as total 

arrests had risen. About 25% of those 
arrested were juveniles, she said. The 
committee has already heard evidence that 
about 19% of those arrested in London 
were gang members - down from almost a 
third of those initially arrested. "On 
current evidence it would seem that the 
majority of people involved were not 
individuals who've been involved in 
gangs”’67 

‘Cops, slaves to the commodity’ 
What were the cops doing in all this? There was 
some outrage in the bourgeois press that they 
apparently ‘stood by’ and let the ‘rioters’ do what 
they wanted. Clearly they didn’t always ‘stand by’, 
since they were ‘proactive’ in Hackney and certain 

other places, and they protected some places but 
not others. Yet some of those on the side of the 
‘rioters’ have also seen something sinister in the 
sight of cops standing back from burning cop-cars 
and from certain attacks on property. 

In the otherwise really good YouTube film 
‘Rebellion in Tottenham’,®’ the fact that the cops 
apparently allowed people to trash and burn two 

of their vehicles is interpreted by some speakers 

as a deliberate ploy; the cars were left there so 
that people would attack them so that the cops 

would then be able to legitimately escalate their 
riot tactics. The cops deliberately escalated the 
riot, apparently. 

Where have we heard this kind of explanation 

before? Almost every time there is a kick-off, it 
seems. According to one of the Militant stewards 

at the time, the great poll tax riot of 1990 was set 

67 http://www.bbc.co.uk/news/uk-politics-14834827 
68 ‘Rebellion in Tottenham’ (Reel News 
http ://www.youtube.com/watch?v=Faysa6hOIR8 

2011) 
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up by police ‘agent provocateurs’; apparently, the 
cops, working at the behest of the government, 
‘wanted’ the riot in order to ‘discredit’ the anti-poll 
tax movement.©? Similarly, when the Tory 
headquarters at Millbank got trashed at the 
student demo last year, there was a claim that the 
lack of cops outside was evidence of a conspiracy 
to make the student movement look bad. On the 
student demo two weeks later, the police van 
abandoned in Whitehall was supposedly left there 
‘deliberately’ so that people would trash it, to 
discredit the protest and to give the cops an 
excuse to attack the crowd (which they were kind 
of doing anyway with an indiscriminate ‘kettle’ of 
all and sundry). 

These kinds of explanations are typically 
premised upon an understanding of ‘politics’, 
within which the cops and the crowd are 

competing to win over an audience in the ‘middle 
ground’ who only support ‘rioters’ when they are 
victims. These kinds of explanations are politically 
disempowering, for the ‘victims’ are inevitably 
outwitted by the Machiavellian planning and 
superior anticipation of the super-intelligent cops. 

If such conspiracy theories are true, there is no 
point taking action for the real action takes place 
behind the scenes. 

However, explanations such as this are rarely 
true and in general are complete bollocks. The 
supposed clever strategies of the cops at the poll 

tax and the student demonstrations appear to 
have backfired somewhat, for it was the cops who 
were the losers and victims, the ones treated for 

post-traumatic stress disorder and made to look 

15 

like incompetent fools, while the movements each 
took encouragement from the events. 

In the case of Tottenham, there is a simpler 
and much more plausible explanation for what 
happened that night than cop conspiracy. One of 
the main concerns for the cops when the cars 
were burning and they stood back was most likely 
to be Article 2 of the European Convention on 
Human Rights, the ‘right to life’. In other words, 
they stood back because they believed that 
someone could have died if they got stuck in; and 
if it was a toss up between a car and a life the 
choice was obvious to them. They didn't want to 
risk either another  Blakelock”® (corporate 
manslaughter) or killing a rioter, with all that 
would have implied for an escalation - against 
them. Acting Assistant Chief Constable Tim 

Godwin of the Metropolitan Police stated to a 
Home Affairs Committee after Tottenham: 

{ think we would be having a different 
conversation if we had a young person on 
life support at the moment as a result of a 

brain bleed or some other injury. I take 
great pride in the fact that we filled up 

prison places as opposed to hospital 
beds71 

So from their perspective it was a good result - 
because nobody got killed. In general, the cops 
simply are not sophisticated or organized enough 
to plot in the way that some people imagine. They 
just react from one set of circumstances to 
another; and, in many cases (poll tax, Millbank) 

6° For example this was the angle alluded to by Militant anti- 
poll tax federation organisers Wally Hammond and Bill North 
in a Radio 4 programme. ‘In Living Memory’ (12 March 
2008).http://www.bbc.co.uk/programmes/b0093ws4. See 
also the otherwise excellent video ‘Battle of Trafalgar’ by 
Despite TV. 

70 p.C. Blakelock was killed during the Broadwater Farm ‘riot’ 
in Tottenham in October 1985. 
71 House of Commons oral evidence taken before the Home 
Affairs Committee: Policing Large Scale Disorder. Tuesday 6 
September 2011. Reply to Qi09. 
http://www.publications. parliament.uk/pa/cm201012/cmsel 
ect/cmhaff/uc1456-i/uci145601.htm 
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‘cock-up’ is simply a far more plausible 
explanation for what the cops are up to than 
conspiracy. 

During the ‘riots’ in London in August, it took 
the Metropolitan Police two days to assemble 
1,900 officers trained in public order (riot police) 
after the incident in Tottenham.’2 On the first 
night (Saturday) they had 480 available for duty 
and on the Sunday evening 1,27573 for the whole 
of Greater London. As senior officers explained, 
the ‘thin blue line’ was spread very thin and these 
logistical problems were compounded by the rapid 
and diffuse spread of disturbances in the capital 
as well as the intelligent manoeuvring of the 
looting crowds. By the time the Met had procured 
enough riot units to potentially control the 
situation, the horse had already bolted. These 

concrete factors are far more _ realistic 
explanations for the apparent ‘lack of action’ by 
the Met, than conspiracies based around ‘police 
angry about cuts’ and sinister stories of them 
‘allowing it happen’ for hidden political reasons. 

What is more interesting were the tactics 

employed by the various constabularies. Thirty 

72 This was out of a total of 2,500-3000 in the Met. 
73 Assistant Commissioner Lynne Owens. House of Commons 
oral evidence taken before the Home Affairs Committee: 
Policing Large Scale Disorder. Tuesday 6 September 2011. 
Reply to Q82. 
http://www.publications.parliament.uk/pa/cm201012/cmsel 

ect/cmhaff/uc1456-i/uci45601.htm 

Aufheben 

years before in 1981 the police had (similarly) 
been caught hopping by the scale and ferocity of 
the initial ‘riots’ in Brixton, London (April) and 
Toxteth, Liverpool (July). Although at the time 
partially tooled up with large unwieldy riot 
shields, their initial tactics essentially involved 
static phalanxes of police officers plodding (sic) on 
foot slowly forward in an attempt to retake 
neighbourhoods under the control of rioters. As a 
result, their casualties in the face of missiles and 

petrol bombs were massive. The escalation and 

modification of policing tactics, particularly in 
Manchester over 7th-9th July 1981, were a direct 
result of the injuries sustained by police and their 
perception of ‘defeat’ during their deployment to 
the neighbouring city of Liverpool in the preceding 

Toxteth disorders. These new tactics included the 
use of mobile police units, ‘snatch squads’ to 
target ‘ring leaders’ and most controversially the 
use of semi-armoured police vehicles as high 
speed battering rams to break up crowds. This 
aggressive policing style, previously unseen in 
mainland Britain (though developed and long- 
used by the security forces in Northern Ireland), 
was a Significant factor in the suppression of 

further disorders in Moss Side and Greater 
Manchester over the following week. Their 

‘successful’ use in further disturbances in Toxteth 
later in that month led to a death and serious 
injuries to several ‘rioters’.74 

In August 2011, a similar pattern emerged, 
however this time the police were already ‘tooled 
up’ to a much greater degree. Failures to 
effectively disperse crowds in Tottenham and 
other areas of London on Saturday and Sunday 
night led to the deployment of armoured vehicles 
in several locations in London during the third 

night of rioting (Monday 8th). These Jankels’ (see 
Figure 1) were used to scatter crowds and drive 

them out of contested areas. Assistant 
Commissioner Steve Kavanagh of the Met. stated: 

The use of armoured vehicles driving at 
speed towards these looting individuals is 
a new tactic never used before. It's quite 
shocking for the people of London to see 
that's what we have to do’”> 

Despite Kavanagh’s lack of historical 
knowledge of policing, it appears that many in the 
Met saw these ‘old tactics’ from Northern Ireland 
and July 1981 as the way forward. Whilst giving 
evidence to the Home Affairs Committee in 
September, Hugh Orde president of the 

74 \ disabled man, David Moore, was run down and killed by 
a police van that drove at high speed into crowds in Toxteth 
on July 28" 1981. 
7>http://www.dailymail.co.uk/news/article-2023984/London- 
riots-2011-Where-police-Shopkeepers-mystified-theyre-left- 
defenceless.html 
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Association of Chief Police Officers stated more 

accurately: 

The tactics that were found to be effective 
were the vehicle tactics. Vehicle tactics are 
not new and they do exist in the manual. 
They have not been used routinely on the 
mainland, for want of a better description. 

They have been used routinely in Northern 
Ireland. The tactic exists’ 

He went on to note: 

It would be highly unlikely to use, for 
example, vehicle tactics against political 

protests unless they got extremely 
violent. So the tactics cover a range of 
things from peaceful crowd containment 
right through to the firing of baton rounds 
and use of water cannons.’ 76 

CONCLUSION 

This article has demonstrated using the empirical 
evidence available that the August ‘riots’ of 2011 
were in general characterised by the 
appropriation of goods from major retail outlets. 
Although initially precipitated by the shooting of 
Mark Duggan and a ‘community riot’ in Tottenham 

7° House of Commons oral evidence taken before the Home 
Affairs Committee: Policing Large Scale Disorder. Tuesday 6 
September 2011. Reply to Q138 and Qi39. Our emphasis in 
bold. 
http://www.publications.parliament.uk/pa/cm201012/cmsel 
ect/cmhaff/uci456-i/uc145601.htm 
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where the principal target was the police, the 
disturbances spread rapidly as ‘commodity riots’ 
across London and eventually major 
conurbations in the West Midlands, Liverpool 
and Manchester. Access to electronic devices 

servicing social media appeared to have 
accelerated the diffusion of disturbances in 
comparison to those in July 1981. The spatial 
restructuring of local shopping streets into more 
distant retail parks and shopping malls 

encouraged mobility and organisation amongst 
the ‘looters’, Although there was _ significant 
‘collateral damage’ to homes due to arson, the 
primary targets for collective violence were the 
police and major retailers. Although politicians 

and journalists attempted to portray the crowds 
as principally composed of ‘gang members’ or a 

‘criminal underclass’, this characterisation was 

far from clear-cut and is not supported by the 
evidence. Failures of policing, though highlighted 
by the media, were a result of surprise, lack of 
trained personnel and logistical problems rather 
than ‘conspiracy’. 

A forthcoming Aufheben article will review and 
critique the various explanatory frameworks for 
the August ‘riots’ that were offered both in the 
mainstream and by the left and right. It will also 

consider the responses in the 1980s and now by 
the state and capital. 
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Driving the NHS to Market 

INTRODUCTION 
The establishment of the National Health Service 
(NHS) has been considered the _ greatest 
achievement in social policy of the twentieth 
century in the UK. It was undoubtedly the jewel 
in the crown of the post-war class settlement in 
Britain. Yet now, with the renewed neoliberal 

offensive, which has followed the onset of 

economic crisis, the NHS in England! faces 

perhaps its most serious threat in its sixty three 
year history. 

The NHS was founded on the socialist, if not 

communist principle of distribution: that is that 
health services should be provided on the basis of 
clinical need not the ability to pay. This was 
certainly a vital gain for the working class. It has 
not only liberated working class families from 
many of the money worries associated with 
illness, but, by reducing the financial barriers to 

the access to health care, it has made a major 

contribution to the improvement of the health and 

wellbeing of the working class as a whole.” 

' Since the establishment of the Scottish Parliament and 
Welsh Assembly powers over the NHS in Scotland and Wales 

have been devolved. As a result the unlike the NHS in 
England the NHS in both Scotland and Wales has escaped 

the ‘drive to the market’. 
2 “Noone could deny the relation between class and illness. 

To take the single most fundamental index, the infant death 
rate, it was in 1935 only 42 per thousand live births in the 
Home Counties, 63 in Glamorgan, 76 in Durham, 77 in 
Scotland, 92 in Sunderland and 114 in Jarrow... The results 

of the 2% million examinations of young men completed in 
the last year of the first world war showed that of every nine 

LD .. 

Of course, the NHS has had to exist within a 

capitalist society that has given rise to many 
contradictions and ambiguities from a communist 
point of view. The distribution of health services 
may be based on clinical need not the ability to 
pay, but this ‘clinical need’ is necessarily defined, 
not by the users of the health service, but rather 

restrictively by an elite medical establishment. As 
a result the NHS can be seen to be little more 
than a sickness services that is only allowed to 
treat the illness not the causes of diseases 
generated by capitalism, and whose prime aim is 
to get people back to work. 

Furthermore, although the NHS may be based 

on a communist principle of distribution, it 
necessarily produces health services on the basis 
of alienated wage labour. The work organisation of 
the NHS still bears the imprint of the military 
origins of modern health care. And to the extent 
that NHS workers care about what they do then 
this sense of ‘vocation’ has all too often been used 
as an excuse for low pay. 

men, only three were fit and healthy... Nine per cent of 
schoolchildren’s eyes were suffering defects, dental 

standards were appalling, a full set of teeth being a rarity in 

working-class mouths... A 1937 survey...found only 12 per 
cent of 1638 children free from rickets with two-thirds 

showing serious signs of the disease. Another survey found 
alternations in pelvic bones of mothers due to diet deficiency 
in 40 per cent of women attending the antenatal centre. The 
Workers’ Birth Control Group campaigned...with the slogan, 
‘It’s four times as dangerous to bear a child as to go down a 

mine’.” David Widgery, Health in danger: the crisis in the 
National Health Service, Macmillan, London, 1979, p. 24. 



kg, 

Yet for all the criticisms that can be made of 
the NHS, the de-commodification of health care 

must still be regarded as a major gain. Although 
after more than sixty years it is easy to take it for 
granted, we only have to look across the Atlantic 
to see what life would be like without the NHS or 

a similar health care system.? 
The establishment of a universal and 

comprehensive health service, free at the point of 
use and delivered as a nationally integrated 
public service, has been a boon not only for the 
working class, but for the vast majority of the 
British people, it has also been remarkably cheap 
to run for the British state and capital. Although 
the NHS has delivered health services comparable 
to anywhere else in the advanced capitalist world 
it has done so at far less cost and far more 
efficiently. 

This is clearly the case if we compare the 
British and US health care systems. In the US the 
state spends more per head of population on 
Medicare, Medicaid, public hospitals and other 

remedial public health care schemes and services 
required to patch up the US health care system, 

which is based on private insurance and private 
health care provision, than the British 
government spends on the entire NHS. The total 
spending as a proportion of GDP on health care in 
the US, both private and public, is more than 
twice that of the UK. 

The ‘Bismarkian’ health service systems 
prevalent in much of continental Europe, which 
are based on social insurance schemes and mixed 
public and private provision of health care, are 

certainly more cost efficient than the US system 
and like the NHS provide health care free at the 
point of use. Yet the NHS has proved more 

efficient than these health care systems.* 

The funding through general taxation and 
provision through a nationally integrated public 

3 The USA health system can be seen to be the polar 
opposite to that of the NHS. It is a system based on the 
private provision of health care and funding is based on 
private medical insurance — with the state merely providing 

a safety net for those unable to provide for themselves such 
as the old and the poor. The result is the rich are 
overtreated and the majority of the population are 
undertreated. Over 40 million Americans do not have any 
health care cover at all. Half the population have medical 
insurance that falls far short of being fully comprehensive. 
Although the US has some of the most advanced medical 
and surgical facilities in the world it also has some of the 
worst health services for any advanced capitalist economy. 

Infant mortality rates in many of America’s inner cities are 
comparable to levels in the third world. 

* Over the past decade total spending on health as a 
proportion of GDP rose from a little over 6% to 9.8%. In 
the USA total spending on health (i.e. both public and 
private) was 17% in 2010. In Holland it was 12%, in France 
it was 11.8%, in Germany it was 11.6%, in Canada it was 

11.3%, in Spain and Italy it was 9.5%. Source: OECD 

Health Statistics. 
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service has provided the most equitable, efficient 
and cost effective way of delivering a modern 
health care system. Yet over the last twenty years 

we have seen a continual drive not only in the UK 
but on the continent as well to move towards a 

US-style market-based health care system. This 

raises a number of interesting general questions: 

e Why has the NHS proved so cost effective? 

e What is driving this tendency towards an 
evidently more costly form of health care 
system? After all have not higher health costs 
for workers in the US made American capital 
less competitive? 

e To what sense was the NHS a gain of the 

working class and what will be _ the 
consequence of its demise? What is the 
significance of this move towards a US health 
care system for the working class? 

We shall consider such interesting questions 
in more detail in part II of this article, which we 
hope to publish in the next issue. But more 
immediate and politically urgent is the need to 
address the issue of the current attempts to 

dismember the NHS put forward by the Andrew 
Lansley which at the time of writing are going 

through parliament. 
Lansley’s reforms are certainly not the first 

time that the NHS has been seen to be under 
threat over the last thirty years of the ascendancy 
of ideological neoliberalism. As we shall see, 

following the cuts in health spending that 
followed the sterling crisis in 1976, it was feared 
that the election of Thatcher would mark the end 
of the NHS, fears that persisted throughout much 

of the 1980s and 1990s.© More recently New 

Labour’s reforms designed to ‘modernise’ the NHS 
launched in 1999 and accelerated in 2004 
threatened to bring about a decisive shift towards 
a ‘market in health care’. Indeed the invaluable 
work of Allyson Pollock, Colin Leys and John 
Lister, amongst others, showed how the various 

reforms being put forward by New Labour under 
the guise of ‘saving the NHS’ risked reducing the 
NHS to a mere kite mark denoting the quality of 

5Indeed, this drive is so strong ministers have buried good 
news about public satisfaction with the NHS in order to 
make the case for reform. 
http://www.guardian.co.uk/society/2011/mar/19/nhs- 

andrew-lansley-healthcare-reform 
France it was 11.8%, in Germany it was 11.6%, in Canada it 

was 11.3%, in Spain and Italy it was 9.5%. Source: OECD 

Health Statistics. 
° “The Conservative party waits in the wings with even more 
Draconian policies: abolition of health centres, reintroduction 
of health insurance, and fees for hospital admission and 

home visiting by doctors.” Widgery, Health in danger, p. xv. 
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competing health care providers in a competitive 

market.’ 
Yet despite the dire warnings that the NHS 

would soon be a thing of the past, the NHS so far 
has remained more or less intact. If we are to 
understand the significance of Lansley’s proposals 

then it is necessary to place it in its historical 
context. It is necessary to consider not only how 

the drive to reform and dismantle the NHS has 
developed but also the formidable obstacles and 
contradictions it has encountered. We have to see 
how attempts to dismantle the NHS have so far 
failed before we can evaluate the prospects for 
Lansley’s proposed assault. 

Thus in part I we shall seek to place Lansley’s 
proposed ‘reforms’ of the NHS in the historical 
context. We shall therefore give a detailed 
historical account and analysis of the attempts to 
drive the NHS to market over the past thirty 
years. 

THE POST WAR CONSENSUS AND 
THE NHS 

In 1948 the Conservative party had fully backed 

the vehement opposition of the British medical 
establishment to the Labour’ government’s 

proposals to set up the NHS. As a consequence, 
when the Tories won the 1951 general election it 

? See A. Pollock et al., NHS plc: the privatisation of our 

health care, Verso, London 2004; J. Lister, The NHS after 

sixty: for patients or profits?, Middlesex University Press, 
London 2008. Also see ‘NHS R.I.P.’ special supplement to 

Red Pepper March 2006. 

was widely feared that they would promptly put 
an end to ‘socialised medicine’ in Britain. 
However, in its three years of existence the NHS 
had not only proved highly popular, but, contrary 
to the predictions of many Conservative 

politicians, had also proved to be highly cost 
effective. As a result the Conservative 
governments of the 1950s came to accept, if 
rather begrudgingly at first, the NHS as an 
accomplished fact. 

By the 1960s most Tories’ attitudes had begun 
to move from  begrudging acceptance to 
enthusiastic support of the NHS. In 1961 the 

notorious right wing Tory, Enoch Powell, was 

appointed secretary of state for health and 
promptly demonstrated his commitment to the 

NHS by announcing an unprecedented hospital 
building programme. From then on all, but a 

dwindling band of diehards on the extreme right 
of the Conservative party, defended the NHS. For 
most Tories the NHS was now viewed as a 

cherished and peculiarly British institution, 
which stood alongside the Royal Family and the 

BBC. Thus, when it came to the issue of health, 

all the major political parties had become 
‘socialist’. 

With the economic and political crises of the 

1970s this political consensus around the NHS 

began to be increasingly challenged from the 
fringes of both the left and the right of the 

political spectrum. For the old left the NHS fell far 
short of the vision of a socialist health service that 
had been originally put forward by the Socialist 
Medical Association in the 1930s, and which had 

inspired the creation of the NHS. First of all 
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successive governments had underfunded the 
NHS. Second the compromises the post war 
Labour government had been obliged to make 

with the medical establishment in order to 
establish the NHS undermined its basic principles 
and distorted its priorities. Senior doctors and 
medical consultants had far too much power. 

Hospitals were run at the convenience of the 

hospital consultants, and as a result their private 
patients were given priority of treatment. 

Furthermore, dominance of the medical 

establishment meant that the more prestigious 
areas of medicine, such as heart surgery, were 
able to attract more resources leaving the less 
prestigious, such as mental health, underfunded. 

In addition to these old left criticisms there 
emerged the more ‘radical’ criticisms of the 
new left. Taking the provision of free health 
care for granted, these new left criticisms 
focused on the very theory and practice of 
modern medicine itself that the NHS served to 
entrench. Thus for example, they pointed out 

the persistence of Victorian ‘classist’ and 
‘sexist’ attitudes in medical theory and 
practice; the rigid gender division of labour 
between ‘hard’ intellectual roles performed by 
male doctors and the ‘soft’ caring roles 
performed by mainly female nurses. They 
contrasted the analytical illness-focused 
approach of conventional medical science 
available on the NHS to the holistic and hence 
more patient-focused approach of alternative 

and non-western medicine that was rigorously 
excluded from the NHS. 

On the right, the small band of die hard 
Tories were now being bolstered by the 
pioneers of what was to become known as 
neoliberalism, which were now gaining a 

toehold in the economic departments of the 
universities and filling up the newly emergent 

right wing think tanks. For these free market 
ideologues the NHS was certainly an 
anathema, which defied all the principles and 
assumptions of the free market. Employing 
over one million people, the NHS was the 

largest employer in Europe, and second in the 
world only to the Chinese People’s Liberation 
Army. As such, for the free market ideologues 
it could only be characterised as a huge 
Stalinist bureaucratic monolith, which by 
definition must be inefficient. Armed with the 
theorems developed by the new sub-discipline 
of health economics, which purported to prove 
how the market in health care could be both 
equitable and_ efficient, they advocated 
sweeping away the NHS. Following Margaret 

Thatcher’s decisive victory in the 1979 general 
election these free market ideologues could 
hope to have their proposals put into practice. 

Lae - a 

THE NHS IN THATCHER’S HANDS 

Thatcher though, however much she may have 
been sympathetic to the nostrums of the free 
market ideologues in ‘theory’, was above all a 
practical politician. It was clear that any move to 
radically reform the NHS, let alone any attempt to 
dismantle it, faced almost insurmountable 

problems. 
First of all there was the prevailing opinion 

within the established health policy making 
circles, made up of senior civil servants, 

government advisors, senior NHS managers and 
prestigious independent ‘experts’ drawn from both 

the medical professions and academia, that the 
NHS not only provided health care comparable to 
any other health system in the world, but did so 

very cheaply. It certainly would not be easy to 
convince this weighty opinion, backed up as it 
was by substantial empirical evidence, of the 
veracity of the abstract theories of the upstart free 
market ideologues. 

Second there was the formidable obstacle of 
the overwhelming support for the NHS on the part 
of the medical professions. The conservative 
medical establishment, which had vehemently 
opposed Bevan’s_ original proposals for 
establishing the NHS thirty years before, had now 
long passed into retirement. Most medical 
professionals had now spent their entire careers 
working within the NHS system. They had come 

to value the provision of universal health care as 
an integrated public service because it allowed 
them to practice their vocation as medical 
practitioners without heed to the financial means 
of their patients. They also had come to value the 
NHS for providing them with a comprehensive 

system of medical training and a guaranteed job 
and career structure for those who graduated on 

nationally agreed pay and conditions. Thus the 

vast majority of doctors, nurses and other medical 
professionals, and most importantly the highly 

influential organisations such as the BMA and 
Royal Colleges of surgeons, physicians and 
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nurses which represented them, were stout and 

vocal supporters of the NHS and the principles on 
which it had been founded. 

Third there was the problem of the unionised 

and increasingly militant hospital work force that 
could be expected to mobilize against any major 
reforms that would threaten the NHS and their 
position within it. The militant strongholds 

within the hospitals had been the porters, 
cleaners and other non-medical auxiliary workers. 

But the nurses’ strikes of 1974 and 1979 and the 
industrial action taken by junior doctors in 1975 
had shown that what at the time could be seen as 
a general tendency towards the 
‘proletarianisation’ of the lower ranks of the 
professions had in the NHS resulted in the spread 

of militancy to medical professionals and a 
growing solidarity between both medical and non- 
medical hospital workers. 

Fourth there was the sheer popularity of both 
the NHS and for those who worked in it. Although 
NHS workers were often reluctant to take strike 
action that may endanger patient care, when they 

did take action they could usually count on 
popular support. Indeed, there were incidents 
that showed the potential for industrial disputes 
in the NHS to generalise across sectional and 
industrial barriers to outright rank and file class 
confrontation, e.g. in 1973 when uniformed 
nurses organised flying pickets of a Swansea coal 
mine and 1500 miners stopped work at the pit for 
twenty four hours, leading to delegates from all 

west Wales pits to call for a lodge conference to 

spread the action; or in the 1974 strike when 

nurses were able to bring out miners and 
engineers in sympathy strikes in Manchester and 

Wales.8 

8 See Widgery, Health in danger, for a discussion of militant 
action by NHS workers in the seventies. 
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Yet it was not just miners that were 

sympathetic to nurses and the NHS that they 
epitomised, but Thatcher’s ‘own people’. As the 

grocer’s daughter from Grantham no doubt knew 
more keenly than many of the toffs in her cabinet, 
the lower middle classes might defend the ‘right to 
go private’ in order to jump the waiting list for 
minor treatments, but when it came to serious 

ailments and major operations they were 
dependent on the NHS. They knew only too well 
that a more US-style health care system would 
leave them paying far more in private insurance 

than they would gain in any tax savings. 
Finally, even if it had been possible to 

overcome the formidable opposition that would 
almost certainly have arisen against any attempt 
to dismantle Britain’s socialised health care 
system, there was the very real problem that there 
was no immediate alternative that could take the 
place of the NHS. Following the establishment of 
the NHS the private health care industry had 
been reduced to playing a rather marginal role, 
and had become largely parasitic on the NHS. 

Shortly before the establishment of the NHS, 
seventeen of the main ‘non-profit’ provident 
associations that had up until then provided 
medical insurance had joined forces to form 
British United Provident Association (BUPA). As a 
result BUPA obtained a near monopoly in the 
provision of private medical insurance in the UK. 

By the late 1970s BUPA was providing 1.5 million 
medical insurance policies that covered around 
6% of the British population. In the 1970s BUPA 
also began building and running their own 
network of private hospitals. But even these 
handful of hospitals mostly specialised in simple 
routine operations and treatments. Indeed, when 
any complications arose their private patients 
were, as they still are, usually rushed off to the 
nearest NHS hospital. 

Private health care was largely delivered by 
senior medical consultants working out of NHS 

hospitals. The 1948 compromise between Bevan 
and the medical establishment had allowed senior 
consultants to continue to carry out private work 
in addition to working for the NHS. Most medical 
consultants were thereby able to supplement their 
wages paid by the NHS by charging fees to their 
private patients. But most of these private 

patients were treated in NHS hospitals using NHS 
facilities and nursing care. 

Thus private health care was not only 
relatively small compared to the NHS, which 
provided health care to the vast majority of the 
British population - including many who had 
private medical insurance — but was also largely 
dependent on both NHS doctors and nurses and 
NHS hospital facilities. 

With the NHS committed to giving equal 

access to the best medical treatment available 
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regardless of ability to pay, the principal 
advantage of ‘going private’ was for the better off 
to jump the queue for treatment. Thus it was 
certainly in the interests of both BUPA and senior 
medical consultants that the NHS should be 
underfunded, since this would result in longer 

waiting lists thereby making ‘going private’ more 
attractive. But being so dependent on the NHS it 
was not in their interests to go as far as 
undermining the NHS. The ‘private health care 
industry’ was therefore neither willing nor able to 
replace the NHS. 

In the face of such formidable problems 
Thatcher had little interest in ‘radically 
reforming’, let alone dismantling the NHS when 
she first came into office. If she was to ‘roll back 
the state’ Thatcher recognised that it was first 
necessary to break the power of organised labour. 
This was achieved only with the decisive defeat of 
the miners in her second term, after forcing up 
unemployment to levels not seen since the 1930s 
through the resolute implementation of 
monetarist economic policies, Ati. the 
introduction of draconian anti-strike laws. Even 

then, it must be remembered, large parts of 
industry were in public ownership. Airlines, car 
manufacturers, steel plants, telecommunications, 

were prior candidates for privatisation. Then there 
were the great utilities of gas, water and electricity 
before she could get round to privatising public 
services like health and education that could only 
be considered in a programme for a distant third 
or fourth term that might never happen. 

Thatcher, therefore, had far more pressing 
priorities than picking a fight over the NHS that 
she might well lose. Indeed, when in 1981 the 
policy wonks at the Conservative party Central 
Policy Review Staff produced a policy document 
proposing to dismantle the NHS, which was then 
leaked to the press, Thatcher promptly distanced 
herself from such proposals and at _ the 
Conservative party conference unambiguously 

declared that the NHS would be ‘safe in her 

hands’.? 
i418 

Thatcher raised prescription charges. But, as she 
true that in her first term in office 

could point out, prescription charges had 
originally been introduced by the Labour Party in 
1951 and had been reintroduced following the 
sterling crisis in 1967 after which their value had 
been rapidly eroded by the high inflation rates of 
the 1970s. Thatcher could claim that by raising 
prescription charges she was merely restoring 
their value. Furthermore, by retaining the various 
exceptions, which exempted the old, the long term 
sick and those on means tested benefits from 
paying the increased charges, the impact of this 
measure was limited. Indeed, the increased 

charge did little to raise income for the NHS or 

deter demand for its services and was largely a 
political gesture. 

More significantly, it is also true that in her 
first term Thatcher shifted the responsibilities of 
the NHS for the long term care of the elderly on to 

local authorities.!9 This allowed for the 
subsequent introduction of ‘hotel charges’ for 
those who were deemed to have sufficient assets 
to pay - without being seen to impinge on the 
NHS principle that those in receipt of health care 
should not pay ‘hotel charges’ for their stay in 
hospital or other institution. This was to mean 
that the growing numbers of elderly who had 
become homeowners during their working lives 
were to find that they were required to sell their 
homes if they needed to enter old people’s care 

°Her actual words in addressing the Conservative party 

conference were that the NHS would be ‘safe with us’. 
However, this has been usually interpreted as saying that 
the NHS was safe in her hands since her words held sway in 

the Conservative party. 
10 This could be seen as a progressive change in that all too 
often the elderly had been simply ‘warehoused’ in hospitals. 
By shifting the responsibility for long term care of the elderly 
to the social services departments of the local authorities it 
was became possible to provide an integrated service that 
could support many more old people in their own homes. 
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homes. As we shall see, it also, eventually paved 
the way for the privatisation of old people’s 

homes. 
Yet beyond these changes Thatcher in her 

early years trod very warily with respect to the 
NHS. Indeed, in retrospect, it might be said that 
the NHS was treated relatively favourably under 
Thatcher. Nevertheless, the NHS was not to be 

entirely exempted from Thatcher’s over-riding 
imperative to curb the remorseless growth in 
public spending. For Thatcher, if the NHS was to 
remain - at least for the time being - a universal 
and comprehensive public service, free at the 
point of use, then it would have to become more 

efficient and cost effective. 
As the Tories have subsequently been keen to 

point out, it is true, that, apart from the financial 

year 1983-4, spending on the NHS continued to 
grow substantially faster than the general rate of 
inflation. Indeed, both during Thatcher’s eleven 
years in office and under the subsequent Tory 
Government of John Major in the 1990s, there 
was a substantial increase in expenditure on the 
NHS in ‘real terms’. However, with the general 
rate of wages in the economy as a whole rising 
faster than the general rate of prices, and with 
little scope for increasing ‘productivity’, the NHS, 
like other labour intensive public services at this 
time, faced costs rising faster than the general 
rate of inflation. Furthermore, an _ aging 
population and advances in medical treatments 

meant that the NHS had had to meet an ever 
increasing demand if it was to provide a universal 
and comprehensive service. As a_ result 
expenditure on the NHS had to grow considerably 
faster than the general rate of inflation just to 
stand still. 

In her first three years in power Thatcher had 
stuck more or less to the previous Labour 
government’s plans for increased spending on the 
NHS, which had aimed to restore some of the cuts 

that had been imposed under pressure from the 
IMF following the sterling crisis in 1976. However, 
the NHS was not to be entirely exempt from the 
general austerity measures aimed at curbing 
public spending that were first trailed in Geoffrey 
Howe’s notorious 1981 budget. As a consequence, 

between 1983 and 1988 spending on the NHS 
was reined back. Although spending for the most 
part still grew in real terms during this period, it 
was far from sufficient to keep pace with growing 
demand. There therefore arose an increasingly 
severe financial squeeze on the NHS. 

It was secondary health care - that is mainly 
hospitals - that was to bear the brunt of the drive 

to curb rising costs. Hospital boards were stuffed 
with businessmen who were expected to provide a 
more ‘cost focused’ oversight on the running of 
hospitals. Hospital managers were given cash 
limited budgets and were expected to make year 
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on year ‘efficiency savings’. At the same time, like 

elsewhere in the public sector, the government 
drove a hard bargain in the national pay 
negotiations for hospital staff. 

However, with the day-to-day running of 

hospitals still largely in the hands of senior 
medical consultants and senior nurses, the scope 
for managers to increase efficiency through 
changing long established working practices was 
limited. Better use of resources could bring some 
savings, but by far the biggest item of cost was 
the wage bill. But with wage levels set nationally 
the only way for hospital managers to trim the 
wage bill was to reduce staffing levels. Chronic 
staff shortages began to lead to the closure of 
wards and in some cases entire hospitals. 
Hospital workers, particularly nurses, were 
obliged to work harder to make up for the lack of 
staff and waiting lists began to seriously lengthen. 

All this was then compounded as_ the 
recession of the early 1980s gave way to the mid- 
1980s boom. Up until the 1970s nursing had 
been one of the few careers open to women. This 

was now rapidly changing. As unemployment fell, 
the low pay of nurses combined with their 
deteriorating working conditions meant that it 
was increasingly difficult to recruit young nurses 
or retain old ones even when where there was 
money available to pay them. Managers had to 

resort to more expensive agency nurses that cut 

further into their restricted budgets.!! By 1988 

this squeeze on the NHS budget had reached 

crisis point. 

The crisis of 1988 and the emergence of the 
‘internal market’ 
As early as 1983, following industrial action taken 
by ancillary hospital workers the previous year, 
Thatcher had introduced the process for the 

competitive tendering of hospital cleaning, 

laundry and other auxiliary services.!? Yet it had 
only been after the defeat of the miners in 1985 
that the government began in earnest to press 
hospital managements to implement competitive 

11 Unlike the usual image of agency workers as being 
exceptionally exploited, due to the relative shortage of 
nursing staff and the highly skilled and trained nature of the 
work, qualified agency staff were generally able to command 
relatively high wages - alongside the large cut taken by the 
agency. While this came at the expense of benefits such as 
sick pay, job security, holiday pay, maternity leave etc., the 
use of agency staff was seen more as a way of ‘filling the 

gaps’ than as a way of cust-cutting or forcing flexiblisation. 
12 1982 saw the biggest industrial unrest in NHS history (for 
a 12 per cent pay rise) and once again drew on support from 
the miners and workers from other industries. http://cohse- 

union.blogspot.com/search/label/22%20September%20198 
2 In what must now seem to us to belong to another world, 
24,000 miners in Wales went out on strike in support(!) of 

the health workers. See: 
http://news.bbc.co.uk/onthisday/hi/dates/stories/june/16/n 

ewsid_2514000/2514195.stm 
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tendering as a means of cutting costs. As a result 
1987 had seen a number of strikes by hospital 
workers across the country. Then, at the 
beginning of 1988, thirty eight night shift nurses 

went on wildcat strike against understaffing and 
low pay in Manchester. Within weeks an 
avalanche of strikes, protests and demonstrations 

had swept across the country involving tens of 
thousands of every category of NHS staff, from 
doctors and nurses to clerical and ancillary 
workers. This wave of strikes and protests incited 
solidarity action from other workers. Car workers 
at Vauxhall car plant in Ellesmere Port, dockers 
at the Royal Dockyard at Rosyth and oil workers 
in Inverness among others came out on strike to 
support the national days of action that were 
called by the health unions. 

This wave of wildcat strikes in the NHS 
became part of a much wider strike wave in the 
winter of 1988, which included car workers, 

seamen, miners and teachers. For a few weeks it 

seemed that the class demoralisation that had 
followed the defeat of the miners had come to an 
end. 

Little more than six months before, Thatcher 

had triumphantly won her third election, and had 
appointed the hard line right winger John Moore 
as secretary of state for health to maintain the 
financial squeeze on the NHS. Now, in the face of 
mass opposition, Thatcher was forced on to the 
back foot. As means of buying time she was 
obliged to make an impromptu announcement of 
a review of the NHS. 

For the neo-liberal right wing minority in the 
Tory party who were opposed to ‘socialised 
medicine’, it was now clear that simply slowly 
bleeding the NHS to death by squeezing its budget 
in the hope that more people would opt out and 
‘go private’ had reached a dead end. John Moore 
and other right wingers in the cabinet urged that 
the time had come for more radical measures to 
finance the NHS such as greatly increased health 
charges, the introduction of a national health 

insurance scheme or tax breaks for those who 
opted for private health insurance and health 
care. These measures were soon ruled out. It was 

recognised that not only would they be far too 
costly but given the mass protests and strike 

action in defence of the NHS that had prompted 
the review they would be unfeasible without a 

major confrontation with the working class.13 
Instead, John Moore was sacked and the NHS 

was to be given an unprecedented increase in its 
funding over the following four years. However, 
foreshadowing what was to occur ten years later, 
in return for this substantial and sustained 

‘3 For a report on the discussions with Thatcher’s cabinet 
over the review of the NHS see N. Timmins, The five giants: 

a biography of the welfare state, Harper Collins, London, 
1995. pp. 453-480. 
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increase in funding there were to be major 
reforms to the NHS. 

Firstly the scope of NHS care was to be further 
reduced with the transfer of the responsibility for 
the long term care of the mentally ill to local 
authorities. This allowed for the closure and sell 
off of the large mental hospitals, along with their 
often spacious grounds, as mental patients were 

transferred to ‘care in the community’. At the 
same time, local authorities were obliged to 

contract out the long term care of the elderly to 
privately run nursing homes. This opened up a 

whole new market for private nursing care. 
Secondly, the programme of tendering out 

ancillary services of hospital was to be continued 
but nurses’ pay was to be re-graded as part of a 
move to transform nursing into a ‘modern 
profession’. This facilitated what was to become a 
growing split within hospital workers between re- 
professionalised nurses and an_ increasingly 
casualised and temporary work force employed by 
private contractors. 

Thirdly, and perhaps most importantly given 

subsequent NHS reforms that were to occur 

) 

Fortune aa? & 
Go on, Sir. 

Go on! 
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BUT INSIDE THE SALEROOM PUGWASH HAS A SHOCK... 

under New Labour, was the planned introduction 
of an ‘internal market’. The NHS was to be split 
between those parts that provided health services 
and those parts that were to purchase such 

services. The idea being that by introducing a 
‘shadow market’ those responsible for running the 
NHS could be made to become far more cost 
conscious when taking decisions concerning the 
delivery and provision of health care. 

Following their nationalisation in 1948, 
hospitals had been subject to directives from the 

rather distant Department of Health in Whitehall 
and the regional health authorities, and had been 

overseen by lay members appointed to the various 
health and hospital boards. But, as we have 
already mentioned, much of the day-to-day 
running of hospitals was determined by the senior 
medical consultants. As far as the senior 
consultants were concerned, hospital managers 
were largely seen as subordinates, who were 
responsible for undertaking the rather tiresome 
tasks of doing the necessary paper work and 
keeping the books. As a consequence, when 
decisions were to be made financial 

considerations were often a poor third after both 

the medical concerns and the convenience of the 
senior hospital doctors. 

Furthermore the funding of hospitals had 
been through a block grant based on the historic 
running costs adjusted for any increase in 
services agreed with the Department of Health or 
the regional or local health authorities. This made 
it difficult for managers to asign the costs of 
providing particular operations or medical 

treatments and thereby draw proposals for cost 

savings. 
With the introduction of the ‘internal market’ 

hospitals, and other ‘secondary health care 
providers’, in each town or district were to be 
grouped together into NHS _ Trusts. The 

consequent new layer of NHS Trust managers 
placed immediately above the long established 
hospital administrators served to strengthen the 

position of management over and against that of 
the medical professionals. 

In addition the funding of the hospital trusts 
were to be based at least in part on treatments 
and operations they performed - that is on what 
they ‘sold’. By putting a costing on the provision 
of each particular health service and treatments it 
was hoped to make managers and medical staff 
more aware of the costs and efficiency of their 

delivery. 
On the ‘purchase’ side, instead of the 

Department of Health paying hospitals directly, 
GPs and local health authorities were to be given 
funds to ‘buy’ health services. Local health 
authorities would buy collective services for their 
area, such as the provision of accident and 
emergency services; while GPs would ‘buy’ 
individual operations and treatments on behalf of 
their patients from the hospitals and other 
‘secondary care providers’ and ‘pay’ for the drugs 

they prescribed.!4 This, it was argued, would 

make GPs in particular far more conscious of the 
costs of health care. They would no longer be 
simply free to refer their patients for any 
treatment that they thought best but would have 
to have some regard to the cost. 

However, the attempt to implement an 

internal market’ into the NHS proved to be a 
failure both economically and _ politically. 

Whatever gains there may have been in terms of 
controlling costs by strengthening the hands of 
management and making GPs and hospital staff 
more cost conscious were more than outweighed 

14 Exceptionally expensive drugs were exempted in order to 
prevent one or two patients with rare conditions requiring 
costly treatments exhausting a GPs budget limits. 
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by the costs incurred by the ‘internal market’ 

itself. Firstly, as we have seen, the introduction of 

the ‘internal market’ required a whole new layer of 
administrators to run the new hospital trusts. 

Secondly, far more importantly the purchaser- 
provider split involved substantial transaction 
costs as a vast array of health services had to be 
priced and invoiced. As a result administration 
costs more than doubled from less than 6% to 

12% of NHS spending. 
This was further compounded by the gradual 

introduction of GP fund _ holding. The 
government’s proposals to introduce GP fund 

holding, which was central to the introduction of 
the ‘internal market’, had met with fierce 

opposition on the part of the BMA and many GPs. 
The BMA rightly saw the proposals as 
compromising the relation between GPs and their 

patients, since they would no longer be able to 
make referrals entirely on the basis of clinical 
need. They also saw GP fund-holding as a means 
of shifting the responsibility of the government’s 
underfunding of the NHS on to the shoulders of 
GPs. To overcome the resistance of the BMA the 
government sought to appeal over its head to 
individual GPs. GPs were to be allowed to opt into 
the system. To entice GPs to come on board they 
were to be allowed to keep part of the unspent 
budget to ‘improve their practice’s facilities’, 
which could of course be easily siphoned off into 
the doctor’s bank account if they were so inclined. 
In addition to this bribe to GPs opting in, the 
government had to ensure that fund-holding GPs 
had sufficient funds to avoid the politically 
embarrassing event of them running out of money 
due to some unforeseen increase in demand for 
health care from their patients. Furthermore, 
there were the considerable administrative costs 
to the NHS of running a dual payment system — 
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one for GPs that were fund-holders and one for 
those that were non-fund-holders - until all GPs 
could be persuaded to opt-in to the system. 

As a result, the attempt to introduce GP fund- 
holding proved to be a _ highly expensive 

experiment. This was at a time when the NHS was 

once again being starved of cash as part of the 
severe austerity measures that were being 

imposed following Black Monday and the sterling 
crisis of 1992. Amidst growing waiting lists, the 
accusations that patients of GP fund-holders were 

being giving preferential treatment became a 
major political issue that was to contribute to 
Labour’s landslide election victory in 1997. 

NHS under the Tories - concluded 
As in the 1950s, there had been a rather 

begrudging acceptance of the NHS by the Tory 
governments under both Thatcher and Major. 
Funding of the NHS was kept tight for much of 

the eighteen years of Tory rule. With transfer of 
responsibility for the long term care of the 

mentally ill and the elderly transferred to local 
authorities the scope of the NHS was significantly 
reduced. The later Tory governments also oversaw 
the beginning of the decline of NHS dentistry, as 

parsimonious contracts prompted more dentists 
to opt out of the NHS and dental charges were 
increased. Yet during these years of Tory rule the 
founding principles of the NHS remained largely 
intact. Although ancillary hospital services were 
contracted out to private companies, the line was 
clearly drawn at medical services. The NHS 

remained predominantly a universal public 
service provided on the basis of clinical need not 
ability to pay and funded out of general taxation. 
Neither Thatcher nor John Major was prepared to 

make any unprecedented breaches to these 

founding principles. 
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As we shall now see, it was to be left to the 

Labour party —- the ‘party of the NHS’ to cross 
these red lines. 

NHS UNDER NEW LABOUR - THE 
FIRST PHASE OF ‘REFORMING 
THE NHS’ 

From muddling through to the ‘third way’ 
In 1997 the NHS was once again reaching a 

critical state. The tight controls over spending 
following Black Monday in 1992, exacerbated by 
the introduction of the ‘internal market’, had once 

again seen the NHS becoming increasingly 
understaffed and overstretched. Waiting lists were 

growing to the point where waiting times for non- 
emergency operations of months if not years had 
become the norm. 

It was now becoming even more evident than 
in 1988 that the NHS was in a rapidly 

deteriorating condition that would have to be 
addressed sooner rather than later. The hospital 
building programme that had been originally 
launched by Enoch Powell in the early 1960s had 
been abruptly brought to a halt by the economic 
crisis of the late 1970s. As a result, as Britain 

approached the 21st century, there was still a 

large number of NHS hospitals that had been 
built before the first world war. Furthermore, 

cutting maintenance budgets had always been the 
first resort for hospital managers desperate to cut 
costs during the repeated periods of austerity over 
the previous twenty years. As a result many of 
Britain’s hospitals were not only outdated, 
expensive to run and unsuited to the needs of 

modern medicine, but also _ increasingly 
dilapidated. 

The poor state of the NHS had begun once 
again to raise the issue within the ruling class of 
its future. The general retreat of working class 
militancy and solidarity that had occurred over 
the previous ten years meant that the prospect of 
a repeat of the widespread strikes and protest 
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actions in defence of the NHS were now 
significantly less likely than in 1988, although 
they still could not be entirely ruled out. As the 
BMA’s opposition to the ‘internal market’ had 

recently shown, the medical professions and their 
organisations remained committed to the NHS 
and willing and able to take collective action to 
defend its basic principles. Furthermore, the NHS, 
despite its dire condition, remained a cherished 
and popular institution amongst the general 

public. Any attempt to overtly radically reform, let 

alone dismantle the NHS, was still likely to face 
formidable opposition. 

It was true that the numbers of people covered 
by private medical insurance had more than 
doubled since Thatcher had first come into office, 

and there had been a significant growth in the 
number of private hospitals, but the UK health 

care industry still remained marginal and largely 
parasitic on the NHS. However, although the UK 
private health care industry remained limited and 
unable to provide a realistic alternative to the 
NHS, the 1990s witnessed the emergence of a 

global health care industry. Increasingly mainly 
American-based transnational health care 
corporations were now already beginning to eye 

up Europe, and particularly Britain as possible 
lucrative markets for expansion. 

Fuelled by the growing concerns at the poor 
state of the NHS, the well- funded ideological 
outriders of this emergent global health care 
industry began to develop what was in effect a 

two-pronged attempt to take over the established 
policy-making circles. The first prong was to 
embolden the Conservative right to demand the 
outright privatisation of health care in Britain and 
the reduction of the NHS to being merely a second 
rate safety net service for the poor. In addition to 
the usual arguments concerning the inherent 
inefficiency of publicly provided services, they 
reinvigorated the old Conservative argument that 
the demand for health care was unlimited. Either 
demand had to be limited through price or it had 
to be rationed through waiting lists. Thus, 

“a 
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however much money was poured into the NHS 
demand, unlimited by price, would inevitably 
grow leading to ever increasing waiting lists. 

At the same time as urging the Tory right to 
assault the citadels of the policy-making 

establishment from the outside, these well-funded 

ideologues also posed as friends of the NHS from 
the inside. These Grima Wormtongues advised 

that, although it might be possible to stump up 
some money to allow the NHS to muddle through 

for the time being, the day was fast approaching 

when increasingly demanding middle class 
consumers would be persuaded to opt out of the 
NHS and ‘go private’. The middle classes would 
then become increasingly less willing to pay the 
taxes necessary to sustain the NHS. The NHS 
would then go in to terminal decline. If the NHS 
was to survive it would have to be radically 
reformed. Such advice chimed well with the ‘third 
way’ nostrums of Tony Blair and New Labour. 

The state of the NHS became one of the key 
issues of the 1997 election campaign and the 
Labour party had made it clear that saving the 
NHS would be one its top priorities. As one of its 

five pledges, included on its key ‘pledge card’ 
issued during the election campaign, the Labour 
party undertook to: ‘cut NHS waiting lists by 
treating an extra 100,000 patients as a first step 
by releasing £100m saved from NHS red tape’. 

However, on taking office it became clear that 
beyond this rather minimal pledge, the Labour 
government had little idea of what to do with the 
NHS apart from muddling through. Frank 
Dobson, the amiable old Labourite, who had to be 

found a place in government as a reward for 
aligning himself with New Labour, was appointed 
secretary of state for health as a reliable and 
reassuring pair of hands. Dobson promptly 
abolished GP fund-holding, but significantly 
retained the purchaser-provider split of the 
‘internal market’ by merely transferring GP ‘funds’ 
back to the local health authorities. 

Beyond this Dobson’s hands were tied through 
lack of funds. New Labour’s commitment made at 
the election not to raise income tax for the first 
term in office and to stick to the overall 
government spending that had pencilled in by the 
previous government for the first two years of the 
new term of office, meant that there was little 

money to go round. Any increase in spending on 
health had to come from other government 
departments. As a consequence, although 

spending on the NHS did increase in New 

Labour’s first two years, and a significant amount 

of funds were released by scrapping GP fund- 
holding, there was still barely sufficient extra 
money to prevent matters from becoming worse. 

By the end of 1999 the largely self imposed 
squeeze on the government’s finances had begun 

to ease. Dobson was shunted off to fight the 
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election for the mayor of London and was replaced 
by the once erstwhile far leftist and now zealous 
convert to New Labour - Alan Milburn. At the 
beginning of 2000 a particularly bad flu epidemic 
pushed the NHS into yet another ‘winter crisis’. 
The scandal of an acute shortage of hospital beds 
with people being treated on trolleys in corridors 
provided Tony Blair with an opportunity to make 

a dramatic and unexpected public announcement 
on TV. It soon became clear that this 

announcement was more than one of his usual 

PR exercises merely designed to defuse the 
immediate impact of bad publicity through a 
flurry of cosmetic policy initiatives. Indeed it 
amounted to a transformational shift in policy 
regarding the NHS. Blair announced that over the 

next ten years spending on the NHS would be 
raised to the average level of spending in the 
major European countries. This implied a 
commitment to provide a huge increase in 
spending on the NHS. Indeed, NHS spending 
would have to rise from less than 6% to more 
than 9% of GDP. 

‘Saving the NHQ’ or fattening it up for the market? 
Whatever else may be said about Tony Blair he 

was certainly true to his word over increasing the 
funding of the NHS. The unprecedented period of 
uninterrupted economic growth, which saw 

steadily rising tax revenues, boosted by a lp in 
the pound increase in the rate of national 
insurance, provided the funds for Blair to meet 
his target of raising NHS spending to levels 
comparable with other western European 
countries. As a result, by 2010 there were 79,000 

more nurses and 27,000 more doctors working for 

the NHS than ten years before. The number of 
operations performed increased from 5.7 million 
in 1997 to 9.7 million. The NHS also underwent 
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the biggest hospital building programme in its 
history. All this allowed for the reduction of 
maximum waiting times for non-emergency 

operations and treatments to fall from two years 
to little more than 12 weeks, and for most of the 

other key indicators of the performance of the 
NHS to rise to levels comparable to anywhere else 
in the world. 

For senior NHS managers and planners, who 
had for years been restricted by the overriding 
imperative of keeping within tight annual 
budgets, the flood of extra funding opened up 
exciting opportunities for long overdue 
improvements in the way health services could be 
provided. For NHS staff, the extra funding also 
allowed for a series of generous pay settlements, 

particularly for those on higher grades, and a 
radical restructuring and harmonisation of pay 

scales across the NHS. The hiring of more nurses 
and nursing assistants greatly facilitated the 
acceleration of the transformation of nursing into 
a ‘modern profession’, which for years had up 
until then been held back by a lack of money. 
More nurses allowed nurses to specialise, and 

with more nursing assistants nurses could be 

divested of more menial tasks so they could 
undertake duties that had previously been the 
reserve of doctors. Within the new pay scales 
those who developed specialist skills could expect 
to be rewarded with a clearer and more rapid 
career progression. 

Yet all this came at a price. The NHS was to 
become the practical proving ground of Blair’s, up 
until then rather vague, ‘third way’. Invoking the 
threat of the anti-NHS lobby, Blair insisted that if 
vast amounts of government money were going to 
be poured into the NHS then it would have to 
modernise in order to make it more attractive to 
the middle classes. Patients would have to be 
treated more like consumers and given more 

‘choice’. The NHS would have to become far more 
‘innovative’ and ‘flexible’ to meet the needs of the 
‘modern 21st century consumer’. For Blair, if such 
modernisation of the NHS was to be achieved it 
would have to be prepared to harness the more 
‘customer- orientated’ skills of the private sector, 

and the NHS itself would have to become far more 
business-like. 

The long-standing demand from the left that 
the NHS should be fully funded would at last be 
granted; but this had to come with a more 
‘market- orientated’ NHS and greater private 

sector involvement that had long been demanded 
by the right. The old Labour ‘shibboleth’ - that the 

private sector provision of health care was 
inimical to the basic principles of the NHS - would 
have to be discarded. 

Following Blair’s announcement at the 
beginning of 2000, Milburn was set the task of 
drawing up the Vision statement’ for the 
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transformation of the NHS that would begin in 
earnest after the general election of 2001. This 
was published as the NHS Plan later in the year. 

New Labour’s first phase of market reforms 

2000-2003 
Milburn’s Health Plan talked much about 
harnessing the private sector in order to improve 

the NHS and the need to make health services 
more patient focused by providing patient choice. 

However, the overriding imperative in what we will 
term New Labour’s first phase of NHS reforms was 

the need to show tangible results. Blair had 
feared that by making a commitment to greatly 
increase the funding of the NHS he would soon 
find himself under attack from the Tory press for 
pouring ‘tax payers’ money down a bottomless pit’ 
if it did not produce demonstrable results quickly. 
As a result, as the flow of funds began to 
increase, there was a proliferation of targets 
issued to NHS managers to ensure resources were 
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concentrated into areas that could produce 
improvements in the performance of the NHS that 
were both measurable and politically significant. 

Yet this overriding need to produce tangible 

results also shaped both the introduction of 
reforms and private sector involvement in the 
NHS that were introduced in this period. Indeed, 
for all of Milburn’s talk of a modern more 
consumer-orientated NHS the need to build 
hospitals and reduce waiting lists became the 
primary justification for harnessing the private 
sector. 

PFI - Bribing the City 
Given the dilapidated condition of the NHS, there 
was nothing more tangible for the general public 
which demonstrated the government’s 
commitment to the improvement and 

modernisation of the health service, than the 

opening of a brand new hospital. Even before 
Blair’s announcement of extra funding for the 
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NHS, the New Labour government had begun to 

involve private capital through the Private 
Financial Initiatives (PFIs) to build hospitals. With 
the surge in NHS funding PFIs became the 
principal way of funding what was to become an 
unprecedented hospital building programme. 

PFI had originally been introduced under John 
Major’s government in 1992. Traditionally public 
construction projects such as the building of 
schools and hospitals had been financed directly 
by borrowing money from the financial markets 
by the selling of government bonds. The money 
raised would then be used to pay construction 
firms to carry out the building work. Under PFI, 
consortia — usually consisting of financial and 
construction companies would be set up in order 
to raise the necessary finance and to carry out the 
building work. The government would then rent 
the buildings for a contracted period of time — 
usually between twenty to thirty years. In most 
cases the consortia would also manage the 
buildings and ensure their maintenance during 

this contracted period. They would then receive a 
management fee in addition to the rent. 

Advocates of PFI argued that it had distinct 
advantages over the traditional means of carrying 
out public construction projects for the 
government. First of all, the financial risks, such 

as any cost overruns that often bedevil major 
construction works, would be transferred from 

the public authorities to the consortia 

undertaking the work. Secondly, because the 
projects would be put out to competitive tender, 
competition between the different consortia 
seeking to win each contract would drive down 
costs. Thirdly, costs would be further reduced by 
the inherently greater efficiency of the private 
sector in managing and carrying out major 

construction projects. 
Forming a consortium and then submitting a 

complex bid, involving not only the construction 
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of a school or hospital but also the subsequent 
leasing agreements - with all the expensive legal 
expertise this would entail - was necessarily a 

costly and lengthy process. But the costs of 
making a bid could only be recouped if the 
consortium actually won the contract. With a 

competitive tendering process often involving 

three, four or perhaps five consortia, the chances 
were that the time, money and effort required to 
make any one particular bid would be wasted. 

The private sector was therefore reluctant to 
become involved in PFI schemes unless there was 
some guarantee that; firstly, there would be a 
steady stream of similar PFI projects, so if they 
missed out on one there would be another 
contract coming along soon, and secondly, that 
when they did win a contract they would be sure 
to make a killing so as to make up for the ones 
they had missed. However, following Black 
Monday there was simply not the money available 

to ensure a steady stream of public construction 
projects. Thus under John Major, PFI had failed 

to take off. 
Haunted by the history of previous Labour 

governments being derailed by hostile financial 
markets, Gordon Brown had long _ been 
determined to placate the City from the very 
moment he assumed office as Chancellor of the 
Exchequer. As a consequence, his first act as 
Chancellor was to announce that he was handing 
over day to day control over monetary policy to 
the Bank of England. This was an act that had 
long been advocated by financiers and orthodox 
economists, but which had been strenuously 

resisted by previous Conservative chancellors, 
reluctant to give up control over politically 
sensitive interest rates. Brown then announced 
two golden rules that would govern his fiscal 

policy. 
The first golden rule was based on the 

principle that the government should pay for 
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current expenditure out of current tax revenues, 

not by borrowing money. Instead, government 

borrowing should be used to finance ‘capital’ 
expenditure; that is to pay for the construction of 
social and economic infrastructure such as roads, 

schools and hospitals. However, Brown was too 
much of a Keynesian to insist on a rigid 

adherence to a balanced budget, which would 

require sharp cuts in public expenditure if tax 
revenues fell due an economic downturn. Thus 
his first golden rule specified that the government 
should cover current spending by current tax 
revenues over the course of an economic cycle. 

This golden rule certainly provided some 
reassurance for the financial markets concerning 
Brown’s commitment to pursue a prudent fiscal 
regime. However, it was recognised that there was 
ample room for him to fudge, since it depended 
crucially on what Brown would define as the 
duration of any particular ‘business cycle’. 
Furthermore, by itself this first golden rule 
provided no limits to what Brown might borrow in 
order to finance what he might deem ‘necessary 
public investment’. It therefore had to be 
supplemented a second and far more rigid golden 
rule. This second golden rule was a commitment 
that government debt should not exceed 40% of 
GDP. 

Yet such efforts to placate the City conflicted 
with New Labour’s commitment to address the 
problem of the dilapidated state of much of 
Britain’s social and economic infrastructure 
following twenty years of chronic 

underinvestment. How could the government find 
the money to build new schools and hospitals 
when it was committed to reducing government 
debt? PFI provided a clever wheeze to resolve this 
dilemma. Because under PFI public works were 

financed by the private sector the money spent on 
them did not count as government debt. Indeed, 
since the government in effect ended up renting 
buildings from the private sector, PFI transferred 
the government’s ‘capital’ expenditure to the 
‘current spending’ side of its ledger. 

For the first two years there had still been 
little scope for setting up PFI projects since the 
New Labour government was committed to the 
previous government’s plans to reduce overall 
government expenditure. However, as_ the 
economy boomed and tax revenues rose it became 
possible to use PFI to leverage up’ the increase in 
revenues to finance major construction 
programmes without breaching Brown’s second 
golden rule. Thus after 1999 PFIs had begun to 
take off. Following Blair’s decision to prioritise the 
NHS, PFIs became the principal means of 
financing the unprecedented hospital building 
programme. 

However, it soon became clear that the 

arguments of the well-paid advocates of PFIs were 
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seriously flawed. The argument was that there 
would be a cost saving in the long run if 
investment was made by private companies rather 
than government spending. But any investment 

would obviously incur interest rates, and even 

more obviously the government could always 
borrow at far lower interest rates than any 
company, since the risk of it defaulting on its 
debts was negligible. Any cost savings that would 
result from the supposedly greater efficiency of 
the private sector, due to competition or due to 
the transfer of risk, were dwarfed by the greater 
financial costs of raising money through PFI and 
the need to ensure the private consortia made ‘an 
adequate profit’. As has now become widely 

recognised, PFIs proved to be a very bad deal.!5 

With the government insisting that PFI was the 

only means of financing the construction of new 
hospitals, hospital trusts found themselves 
having to pay several times the cost of a new 
hospital over the course of the twenty or thirty 
year deal, at the end of which the buildings would 
belong to the private consortium. 

Yet despite the fact that PFI proved to be a 
very expensive way of financing the hospital 
construction programme, it allowed Gordon 
Brown to appease the financial markets by 

sticking to the letter of his golden rules. The City 
of course was prepared to turn a blind eye to such 
creative accounting because many financial firms 
were able to make a killing out of it. PFI proved to 
be a handsome bribe to the City that allowed the 
New Labour government to show that it was 
rebuilding the NHS without upsetting the 
financiers. 

PFI meant that the private sector was now far 
more closely involved in the management of the 
NHS through the ownership and maintenance of a 
substantial number of hospitals. Yet this 
involvement still stopped short of actually 
providing clinical care. It was the political 
imperative of reducing waiting times that provided 
the justification for crossing this all important 
‘red line’. 

Crossing the line 

PFI schemes may have allowed New Labour to 

quickly deliver tangible and concrete results in 
the form of the brand new hospitals, but they did 
little to meet the equally politically important 
imperative to reduce waiting times for those 

15 The problems of PFI deals have been pointed out almost 
from their inception. However, such criticisms were largely 

dismissed as arising from the inevitable teething problems 
that would occur with any new system of procurement. 
However, the advocates of PFI have run out of excuses as 
the long term costs of such scams have become readily 
apparent. In the run up to the last general election even 
George Osborne and other Tories began to criticise the costs 
of PFIs. In August 2011 the Commons Treasury Select 

Committee condemned PFI as a waste of public money. 
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needing NHS treatment. Most of the new hospitals 
simply replaced old hospitals. Because PFI was so 
expensive hospital trusts usually had to settle for 
new hospitals that had significantly fewer beds 
than the hospitals that they replaced. Thus, other 
things being equal, hospitals built through PFI 
schemes tended to reduce the capacity of the 
NHS. 

For Alan Milburn the drive to reduce waiting 
lists could only be done by breaking the ‘taboo’ of 
private sector involvement in the provision of 
NHS-funded health care. In 2000, with great 

publicity, he signed a ‘concordat’ with the main 

private hospitals for the NHS to use their spare 
capacity. In accordance with this concordat, 
Primary Care Trusts (PCTs), which were now the 
NHS bodies responsible for ‘commissioning’ 
health care, would be permitted to buy hospital 
care for NHS patients from the private sector. In 
another highly publicised initiative Milburn 
granted permission for PCTs to send NHS patients 
abroad for treatment in order to reduce waiting 
times. 

Yet despite all the fanfare about such 
initiatives their impact on reducing waiting lists 
was negligible. The number of patients treated in 
private hospitals or sent abroad for treatment 
never amounted to more than a few thousand. 
Far more significant for reducing waiting lists was 

the launch of the first wave of Independent Sector 
Treatment Centres (ISTCs). 
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It had long been recognised that one of the 

problems of reducing waiting times was that 
simple routine elective operations were often 
cancelled due to the need for hospital surgeons to 
operate on emergency cases. The obvious solution 

to this problem was to establish separate 
treatment centres that would specialise in routine 
elective surgery. For decades the development of 
this solution within the NHS had been held back 
by a lack of funds. Milburn saw this as an 
excellent opportunity both to involve the private 
sector in providing health care at the same time 
as rapidly reducing waiting times. Although the 
treatment centres would be built by the NHS they 
would be franchised to the private firms to run on 

five year contracts. As a result, in what was to be 
the first wave of ISTCs, 34 centres were built and 

franchised to some of the major transnational 
health corporations. 

In the months running up to the 2001 election 
and immediately after it, Blair and Milburn made 
a point of stressing that the vast increase in 
funding for the NHS would have to be 
accompanied by the ‘reform’ and ‘modernisation’ 
of the NHS. Yet despite a flurry of initiatives and 

policy announcements such ‘modernisation’ and 
‘reform’ did not seem to amount to much. By 
2003, with Blair embroiled in waging war on Iraq, 
and Milburn facing increasing opposition from 
Gordon Brown and the more sceptical members of 

the cabinet, it appeared that the drive towards 
reforming the NHS by increasing private sector 
involvement in actual provision of health care had 

run out of steam. Indeed, in the financial year of 
2003/4, when the first wave of ISTCs had begun 
to come on stream, the private sector provided 
merely 0.07% of NHS operations and medical 
treatments. 

For many the increased involvement of the 
private sector in the NHS, whether in the form of 
PFI schemes or through the direct provision of 
health care, may have seemed a small price to pay 
to secure new modern hospitals and the 
substantial and unprecedented increase in 
funding of the NHS. After all, the NHS remained 
largely intact. Those on the left that continued to 

warn that the changes that had been pushed 
through, although small, were merely the thin 
edge of the wedge could be dismissed as nostalgic 
old socialist ideologues that were resistant to any 
change. Indeed, as it became clear that the 
transformation in the NHS was being brought 
about by increased funding rather than by private 
sector involvement, it could be hoped that Blair’s 
and Milburn’s insistence on ‘radically reforming’ 
the NHS would be forgotten as a passing fad. This 
seemed to be confirmed by Milburn’s unexpected 
resignation as secretary of state for health in the 
summer of 2003. 
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The main problem facing the NHS at this time, 
particularly for those working in it, seemed to be 
more the rapid profusion of often conflicting 
targets and the almost continual administrative 
reorganisations imposed by the the government, 
rather than ‘privatisation’. 

Yet this view proved to be rather complacent. 
It underestimated the powerful interests both 
within and outside the government that were 
pressing for the prising open of the health service 
to health capital, the implications of 
organisational changes already set in train by 
Alan Milburn and the significance of the 
precedents that had been set with private sector 
involvement in the provision of health care within 
the NHS. Indeed, in what we shall term the 

second phase of New Labour’s reforms, there was 
to a renewed and far more vigorous impetus in 
pushing through not only greater private sector 
involvement but also the radical organisational 
changes in the NHS over the next few years. 

In the first phase of New Labour’s reforms, the 
private sector involvement in the provision of NHS 
health care had been both driven and justified by 
the need to show rapid results. As such it had 
been based on the principle of ‘additionality’ - 
that it was confined to providing additional 
capacity to that of the NHS. Now, in the second 
phase, the driving principle for private sector 
involvement was to become ‘contestability’ — that 
is the private sector was to be brought in to 
compete with the public provision that threatened 
to transform the very nature of the NHS. 

THE SECOND PHASE OF 

REFORMING THE NHS - 2004-2010 

Towards a ‘managed market’ in health care 
With the passing of the Health and Social Care 
Act in the autumn of 2003, which provided the 
legal basis for the introduction of ‘foundation 
status’ for Hospital Trusts, it became clear that 
Dr. John Reid, the new secretary of state for 
health and close ally of Tony Blair, had taken up 
the baton of radical reform from Alan Milburn. In 
2004 there was a blizzard of announcements and 
policy initiatives that were to be continued and 
implemented under Patricia Hewitt - the 
subsequent secretary of state for health - 
following the general election in 2005. These 
initiatives put forward a wide range of reforms, 
each of which had its own distinct ostensible 
rationale — such as ‘patient choice’, ‘improved 
patient access to health care facilities’, the 
fntroduction of competition’ or ‘improved 

efficiency’ — but which together could be seen as 
interconnected moves towards creating what has 
been described as a ‘managed market’ in health 
care. 
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The vision of a ‘managed market’ in health 

care — whose outlines with hindsight could now be 
clearly discerned in Milburn’s NHS Plan of 2000 -— 
was to harness the forces of the market and 
competition in the delivery of health care services. 
The basic principle of the NHS, that there should 
be the provision of universal and comprehensive 
health care free at the point of use, would be 
preserved. But the delivery of health care as an 
integrated nationally- run public service was to be 
replaced by regionally based ‘mixed health 
economies’ made up of both publicly and privately 
owned ‘health care providers’. 

As with the original plan for the ‘internal 
market’, GP fund-holding would be reintroduced 
under the New Labour label of ‘practice-based 
commissioning’. GPs would be given budgets with 
which they would be able to ‘commission’ or buy 
health care on behalf of their patients. However, 
unlike the arrangements of the old ‘internal 
market’, GPs would be able to buy health care 
from a wide range of approved health care 

providers, either inside or outside the NHS. 
Charities, co-operatives of former NHS staff, 

private companies as well as publicly owned NHS 

Trusts could all seek approval to compete to sell 
their health care services. 

To prevent universal standards of health care 
being undermined through price competition, the 
Department of Health would draw up a 
comprehensive list of prices or ‘tariffs’ for each 
type of treatment available. Competition between 
providers would therefore be based on ‘quality of 
treatment’ not price, and each provider would be 
paid a set amount for the ‘episodes treatment’ 
they performed. Money would then ‘follow the 
patient’, allowing those providers offering a better 
service to customers to prosper. 

By going beyond the ‘internal market’, and 
opening up the provision of health care to a broad 
range of providers, it was argued that the creation 
of a ‘mixed economy’ in health care provision 
would serve to increase ‘patient choice’ and allow 

for more ‘innovative’ and ‘patient focused’ ways to 
deliver health services. It was also argued that, 
unlike the old ‘internal market’, it would 

introduce real competition between providers, 
which would serve to increase efficiency, drive 

down costs and drive up the quality of treatment. 
Yet it was acknowledged that simply letting 

loose market competition in the provision of 
health care could have serious disadvantages as 
well as advantages. The market-based delivery of 
health care had to be not only strictly regulated, 
but also managed and planned if it was to be 
harnessed to provide comprehensive health 
service available to all. 

Each of the ten regional ‘health economies’ 
would therefore be managed by a Strategic Health 

Authority (SHA), which, as a state agency, would 
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be directly responsible to the Department of 
Health. SHAs would be responsible for ensuring 
the planning and provision of universal and 
comprehensive health care in their regions by 
commissioning the building and maintenance of 
the necessary health care facilities and 
franchising them out to the various health care 
providers and overseeing health care providers 

and PCTs. 
At a local level, PCTs would be retained. They 

would distribute funds to GPs in their area, and 

would oversee and provide general administrative 
support for the practice-based commissioning 
process. They would also be responsible for 
commissioning health services not covered by GP- 
commissioning and for ensuring the co-ordination 
of the delivery of health care with the social care 
provided by local councils. 

At a national level, the secretary of state for 
health would not only hold the purse strings, but 
would also retain extensive powers to intervene in 
the operation of the regional health markets to 
ensure the provision of a comprehensive and 
universal health service. The secretary of state 

would also retain the power to appoint various 

semi-autonomous bodies made up of ‘experts’ to 
oversee the maintenance of national standards of 
health care, administration and medical and staff 

training. 
Of course it was one thing to have a broad 

vision of replacing the NHS with a ‘managed 
market’, but it was quite another to realise this 

vision. If nothing else, the organisational and 
institutional changes necessary for the 
introduction of a ‘managed market’ were 
formidable tasks and could not be achieved 
overnight. The NHS as an integrated public 
service would have to be broken up _ into 

competing commercial organisations, market 
mechanisms would have to be put in place and 
there would have to be a huge increase in private 
sector involvement. All this would certainly 
require a prolonged period of transition. 

Alan Milburn already had initiated many of 
the preparatory steps that were to provide the 
basis for the introduction of the ‘managed 

market’, but in order to not arouse unnecessary 
opposition from the trade unions and the medical 
professions he had trod warily and with much 
stealth. But it was becoming clear that if New 
Labour was to really transform the NHS into a 
‘managed market’ the time was fast approaching 
where Blair and his allies would have to break 
cover. 

Firstly, any radical changes were most likely 
to succeed if they could be wrapped as part of 

schemes to improve the delivery of health care. 
But most of such improvements cost money. By 

2008, the target of raising NHS spending to 9% of 
GDP would have been achieved, after which there 
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would be far less extra money to spend on 
funding the costs of further radical improvements 
and ‘market reforms’. Secondly, Blair’s pledge not 
to fight a fourth election meant that he would 
have to hand over the reins of power to Gordon 
Brown well before 2010. Although Brown was a 
co-architect of New Labour and the ‘third way’, 
and as such was far from looking unfavourably on 
the principle of ‘NHS reform’, it was not one of his 
top priorities. He could not be counted on to drive 
through the changes necessary to create a 
‘managed market’ in health care, particularly as 
this was Blair’s baby’. Thirdly, the establishment 
of a ‘managed market’ required large scale private 
sector involvement. Only the transnational 
corporations had the resources and capital to 
provide such private sector involvement on a large 
enough scale, but they needed a_ clear 

commitment from the New Labour government 
that they were serious about ‘reform’. They had 
to be assured that if they were to commit large 
amounts of capital the New Labour government 
would not get cold feet if the going got tough. They 
could not be expected to wait forever while New 
Labour said one thing covertly to them and 
another thing publicly to the trade unions, the 
medical professions and the general public. 

Thus, after a brief pause following Milburn’s 

resignation, it was decided to go for it. Hence 
under Reid, and then Hewitt, the drive towards 

the introduction of a ‘managed market’ was 
openly accelerated. As a result, it soon became 
clear that New Labour’s aim was that by the 
following general election most of the elements 
necessary for the transition to a ‘managed market’ 
would be in place, and that the momentum of 
‘reform’ would have become irreversible. 

The transition to the ‘managed market’ 
The initial focus of the surge of reforms that 
followed the general election of 2005 was putting 
in place the three main pillars necessary for the 
creation of a ‘managed market’ in secondary 
health care. The first of these was the 
transformation of the existing NHS trusts that 
provided secondary and specialist health care into 

independent commercial enterprises. The second 
pillar was the transformation of patients into 
health ‘consumers’ guided by their GPs. The third 
pillar was the expansion of private sector 
involvement in the delivery of secondary health 
care in order to create a competitive market. 

1] The transformation of NHS trusts 

If NHS hospital trusts were to become ‘health care 
providers’ competing both with each other and 
with other non-publically owned ‘health care 
providers’, then it was necessary that they all 
became distinct commercial enterprises. First of 
all this meant that they had to be incorporated as 
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distinct legal entities. Secondly they had to 
become financially independent, with no hidden 
government subsidies and with financial systems 
and controls that could cope with variations in 
income due to changes in market share. 

In early 2002 Alan Milburn had announced 
his intention to allow better performing NHS 

hospital trusts to gain independence from the 
Department of Health by obtaining a new 
independent legal status as ‘Foundation Trusts’. 
At the time Milburn presented ‘Foundation Trust’ 
status as an option that would not only give 
hospital trusts greater freedom to run their own 
affairs, but would also’ increase local 

accountability since patients and local residents 
could be involved in the running of the trust. At 
the same time, it could also be seen as a means to 

raise standards. For managers of NHS hospital 

trusts beset by the proliferation of targets and 
directives issued by the Department of Health, the 

prospect of greater operational autonomy 

certainly offered a tempting incentive to achieve 
the required ‘star ratings’ that were needed before 
a trust could begin the process of becoming a 
‘Foundation Trust’. 

In 2002 Milburn had also introduced a new 
financial regime for NHS hospital trusts. First of 
all there was the introduction of what was termed 
‘Resource Allocation Budgeting’ (RAB) - that was 
in fact to apply to all public services. This had two 
important implications for NHS hospital trusts. 
The first was that it prevented hospital trusts 
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raiding their capital accounts - the money set 

aside to pay for maintenance, new buildings and 
equipment — to cover deficits on the their revenue 

account — the money that was required to pay day 
to day expenses like wages, medicines etc. This, it 
was argued, made the accounting of hospital 
trusts far more transparent. 

Second, whereas previously if a hospital trust 

ran out of money it was able to go cap in hand to 
its Strategic Health Authorities (SHAs) and be 
given the money necessary to make up the short 
fall, under RAB any such payments would in 
effect be a loan that would have to be paid back at 

the end of the next financial year. This stipulation 
meant that NHS trusts had to be far more careful 
in their financial management. If they ran up a 
deficit in one year not only would they have to cut 
costs sufficiently to eliminate the deficit next year, 
but also to pay off the ‘debt’ they had incurred to 
the SHA. If they failed to do this they would face 
mounting ‘debts’. The NHS hospital trusts would 
therefore be under pressure to at least break even 
on a year to year basis. 

The second important element in the new 
financial regime was the shift away from cost to 
tariff-based payments to hospital trusts for the 
health services they provided. As we have seen, 
following the demise of GP fund-holding, the 
commissioning of health care had reverted back 
to the local District Health Authorities, which had 

subsequently been replaced by PCTs. As a result 
every year PCTs drew up service contracts with 
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their local hospital trusts for the delivery of a 
specified amount of health services that were to 

be performed by the hospital trusts for all the 
patients referred to them by GPs in the PCT’s 

area. The PCTs then paid the hospital trust the 
costs of performing the specified number of 
operations and treatments. Of course, with a 

‘managed market’ system, it was envisaged that 
all ‘health providers’ were to be paid out of the 
funds held by the GP referring each patient. The 
amount paid by the GP would then be based on 
the nationally set tariff for each particular 
‘episode of treatment’ that the ‘health provider’ 
performed for the patient. 

However, Milburn had been reluctant to make 

the same mistake as had been made ten years 

before and rush in the logistically complex and 
politically sensitive system of ‘practice-based 
commissioning’ or GP fund-holding. Nevertheless 
hospital trusts had to be prepared to shift from 
payment according to costs incurred to payment 

according to the national tariff if they were to be 
ready to become ‘health providers’ competing in 

the managed market. 
As a result, in late 2002 the Department of 

Health had set forth its proposals to replace the 
annual contracts between PCTs and hospital 
trusts with Service Level Agreements (SLAs). SLAs 

would be specified in far greater detail than the 
previous contracts and be based on the nationally 
set tariffs, rather than on the actual costs 

incurred by the hospital trust in performing the 

‘episodes of treatment’. 

The introduction of SLAs - combined with the 
introduction of the new financial regime and the 
pressure on trusts to break even year on year - 
was presented as a means to leveraging up the 
efficiency and cost effectiveness of hospital trusts. 
Now that their principal source of income was 
determined by the tariffs paid for the treatments 
they performed rather than the actual costs they 
incurred, ‘inefficient’ and therefore high cost 
hospitals would soon find themselves running up 

serious deficits. They would then be obliged to 
become more efficient in providing their health 

services in order to reduce the costs they incurred 
in performing operations and treatments to the 
levels indicated by the national tariffs set by the 
Department of Health. 

Following the passing of the Health and Social 
Care Act of 2003 it was announced that all NHS 
Trusts were to be expected to achieve ‘Foundation 
Trust’ status by 2008. It now became evident that 
the new financial regime and the introduction of 
SLAs was not merely a means of leveraging up the 
cost effectiveness and efficiency in the NHS, but 
were vital steps towards placing hospital trusts on 

an independent financial footing that would be 
necessary if they were to become commercially 

independent Foundation Trusts. 
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Yet Patricia Hewitt faced a formidable problem 
if she was to hurry NHS trusts and PCTs to 
become ready for the market in little more than 
three years time. Nearly a third of all NHS 
hospital trusts were facing mounting debts and 
were far from being in a financially sustainable 
position to acquire Foundation status. Although 

the remaining two thirds of NHS hospital trusts 
were financially stable they lacked the financial 
controls and accounting procedures necessary to 
cope with variations in the demand for their 
services they would face in a competitive market 
as they won or lost market share. 

But this was not all. If the basis for the 
‘managed market’ was to be put in place in the 
next three years it was also necessary to push 
through ‘practiced-based commissioning’. This 
would require PCTs also to be in financial balance 
so that they could then devolve their 
commissioning budgets to GP practices without 

any debts. Yet PCTs had also been subject to RAB 
accounting and nearly a third of them were also 
facing mounting debt. 

Faced with the constant stream of directives 
and performance targets issued by the 
Department of Health most NHS managers, 

whether in NHS trusts or in the PCTs, had tended 

to see financial issues as a _ low priority, 
particularly at a time when money was flooding 
into the NHS. As a result, as a means to force 

through the necessary changes that would be 
required both to transform hospital trusts into 
fully independent commercial enterprises and to 
force PCTs to devolve their budgets to GPs by the 
end of the decade, Hewitt precipitated an artificial 
financial crisis. 

Under Milburn NHS trusts had come to expect 
that so long as they gave sufficiently convincing 
assurances that attempts were being made to 
reduce costs, any debts they had run up due to 
deficits incurred in previous years would be rolled 
over by their SHA. Debts to the SHA could be 
considered as merely nominal indicators 
highlighting where there may be a need for cost 
containment. As such they could be subordinated 
to other more pressing concerns and priorities. 

Indeed, many hospital trusts could reasonably 
argue that they had higher than average costs, 
and hence mounting debts, not because they were 
particularly inefficient, but because of the legacy 
of the past. Some hospital trusts still had old 
Victorian buildings that were expensive to heat 
and maintain. These trusts also often had 
hospitals split between different sites that 
imposed further costs incurred in the 

transportation of patients and staff, as well as for 
communication. At the other extreme there were 

trusts that had brand new hospital buildings, 
which were concentrated on one site and efficient 
to heat and maintain, but which had been built 
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using an expensive PFI scheme that saddled them 
with high annual payments. 

In addition the government’s policy of shifting 
resources towards Labour’s heartlands in the old 
industrial cities of the north — which, it was 

argued not without considerable justification, had 
been severely neglected during eighteen years of 

Tory rule - meant that many PCTs in the south 
were left short of money. As a result many of 

these PCTs found they lacked the money to pay 
for a sufficient number of operations to enable 
hospitals to meet the government’s ambitious 
targets for reducing waiting lists. This meant that 
either the PCT spent more money than it had, or 
the NHS hospital trusts had to perform more 
operations than were specified - and hence paid 
for - in the SLAs drawn up with their local PCTs. 

Hence either the PCTs or NHS trusts or more 
usually both - ended up out pocket and ultimately 
in debt to the SHA. 

In the financial year 2005-6 the total deficits 
of the third of PCTs and the third of NHS trusts 
that were in the red amounted to over £1.3 
billion. Yet this was largely offset by surpluses 
made by the remaining PCTs and NHS trusts that 
were in the black. The overall overspending of 

NHS trusts and PCTs amounted to less than 0.7% 
of the NHS budget. This was hardly a serious 
problem for the NHS taken as a whole, but it was 
a problem if each individual trust had to be 
commercially viable.1© 

At the beginning of 2005 Patricia Hewitt 
announced that by the end of the 2006-7 
financial year the total overspend would have to 
be eliminated and all PCTs and NHS trusts would 
have to have reached the point where their 
monthly accounts were in balance. Furthermore, 
within three to five years all debts to the SHA 
were to be paid back in full, and all NHS trusts 

were to have financial controls and accounting 
procedures necessary for commercial viability in 

place. To this end, all those NHS trusts and PCTs 

that were in financial difficulties would be set 
tough financial targets by their SHA. To meet 
these targets NHS trusts would be expected to set 
up ‘turnaround teams’, which would include both 
senior managers and management consultants 
drafted in from one of the four major auditing 
companies to provide financial expertise, in order 

to identify where cost savings could be made and 
to drive them through. 

At the same time, those PCTs that were in 

surplus were ‘top sliced’, that is they had to hand 
back a proportion of their surplus to the 
Department of Health, and SHAs were ordered to 

set aside a proportion of their budget as a 
contingency reserve, thereby further squeezing 

16 See ‘Financial Turnaround in the NHS: A Report from 
Richard Douglass, Finance Director to the Secretary of 
State’, 25 January 2006, Department of Health. 
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the amount of money they could dole out to PCTs 
and NHS trusts. This requirement that SHAs set 
aside a contingency reserve meant that no sooner 

than they had issued tough financial targets to 
their indebted NHS Trusts and PCTs than they 
had to issue more stringent targets. The financial 
crisis for these NHS trusts and PCTs was thereby 
intensified. 

By the autumn it became clear that many 
NHS hospital trusts would not be able to meet 

their financial targets by the end of the year. The 
only way they could possibly meet their targets 
would be through large scale redundancies but 
this would require 90 days consultation with the 
trade unions concerned. By the time the 
redundancies could be made the money saved by 
a reduced wage bill before the end of the financial 
year would be more than offset by the redundancy 
payments that would have to be paid out. Then, 
at the beginning of 2007 Hewitt relented. The 
money saved up through ‘top slicing’ surplus 
PCTs and the contingency reserves of the SHAs 
were released. The indebted PCTs and NHS trusts 
were brought back from the brink. 

However, precipitating a financial crisis not 
only served as a means to force through changes 

necessary to make NHS trusts commercially 
viable, it also served as a means to hasten the 

introduction of ‘practice-based commissioning’. 
Facing the prospect of having to push through 
large scale redundancies NHS hospital trusts 
could be expected to press PCTs for payment for 
all the operations they had actually performed, 
rather than those specified in SLAs. They would 
themselves be led to demand ‘payment by results’. 
But PCTs, themselves strapped for cash, had little 
control over the numbers of patients referred to 
the hospital trusts for treatment by GPs. Their 
obvious way out would be to devolve the 
responsibility for ‘buying’ operations and 
specialist medical treatment from NHS trusts 

down to GPs. PCTs would therefore be led to push 
through ‘practice-based commissioning’ under 
pressure from NHS trusts. 

2] ‘Choose and Book’ and the transformation of 
patients into health consumers 

A ‘managed market’ needed patients to act like 

health consumers. To encourage and to facilitate 
this transformation of patients into consumers, 
the government introduced what became known 

as the ‘Choose and Book’ system of referrals. 
Up until the introduction of the ‘internal 

market’ in the 1990s, GPs had, in principle, been 
able to refer patients anywhere in the NHS. In 
practice the vast majority of referrals for specialist 
treatment were to the local hospital. This was 

because the GPs usually knew the consultants 
personally and because the patient wanted to be 

treated near to where they, and their friends and 
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relatives, lived. But for the market ideologues this 

meant that the local hospital trusts had in effect a 
focal monopoly’ in the provision of secondary 
health care. If the ‘managed market’ was to work, 
patients had to be made to act as consumers. 
They had to be given a choice of where they would 
be treated, whether they liked it or not. 

Thus in 2003 the IT companies Atos Health 
Care and Cerner signed a lucrative contract with 
the Department for Health to develop the ‘Choose 
and Book’ computer-based referral system. With 
‘Choose and Book’ patients would be able to 
arrange with their GP when and where they could 
go for treatment and then book an appointment 
there and then. By 2005 the system was ready to 
be rolled out across the country’s GP surgeries. 
However, in order to encourage the development 
of the ‘managed market’, Patricia Hewitt 
stipulated that where possible there should be 
five options available to choose from, and at least 
one option should be for a non-NHS provider. 

3] The expansion of private sector provision of 

secondary health care 
In order to create a competitive ‘managed market’ 
it was necessary to break up the monopoly 
position of the existing NHS hospital trusts. The 
quickest way of expanding the range of ‘health 
care providers’ necessary to create a competitive 

market - and provide the patient choice necessary 
for the ‘Choose and Book’ system to work - was to 
greatly extend the number of ISTCs, which had 
already proved to be attractive propositions to the 
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transnational health corporations. As we have 
seen, the introduction of the first wave of ISTCs 

had been based on the principle of additionality. 
However, for the second wave, restrictions on the 

use of NHS staff and resources were removed. 
ISTCs were now to directly compete with NHS 
hospitals. As a consequence, whereas the first 
wave of ISTCs provided fast track routine 
operations in those types of surgery where there 
were bottlenecks in NHS provision, the new ISTCs 
were to provide a far wider range of both surgical 
operations and medical treatments. 

Although a second and further wave of ISTCs 
provided an immediate way of introducing 
competition, there were longer term plans to 
unbundle secondary care services that would 
allow further opportunities for greater private 
sector involvement. These took the form of a drive 
towards the ‘reconfiguration’ of hospital services. 

In 2005, under the rubric of ‘Best Care, Best 

Place’, consultations were launched by PCTs 
across the country to consider proposals to shift 
various hospital services into the ‘community’. 
There had for many years been a considerable 
weight of opinion within both health and social 
policy circles that far too many medical 
treatments were conducted in hospitals and that 
it would in many cases be far better to treat 
people closer to their own homes. This was 
particularly the case for old people who often 
found it distressing to go into a large and 
impersonal hospital that was often some distance 
away from their homes. Previously the relocation 

of services had been inhibited by the extra costs 
that that would involve. But with more money 
available it had now become possible. 

By opening up alternatives to hospital-based 
health care, ‘Best Care, Best Place’ was broadly 
welcomed. However, at the same time it also 

opened up opportunities for non-public providers 
of health care. Indeed through the consultation 

process much was made of the possibility of 
charities and other non-profit organisations being 
offered the chance to bid for the provision of the 

new services. 
In 2007 a further wave of consultations was 

launched under the rubric of ‘Fit for the Future’, 

which, as we shall see later, was to prove far more 

controversial than its forerunner ‘Best Care, Best 

Place’. It had long been argued that it would be 
far more economical and produce better health 
outcomes if some of the more specialised and 
complex hospital services were to be concentrated 
in a smaller number of hospitals. For some 

specialist services, it was argued, many district 
general hospitals did not have a large enough 
catchment area to provide a sufficient flow of 
patients necessary for medical teams to develop 
their specialist skills or to justify their costs. This 
was particularly the case with accident and 
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emergency services. The introduction of modern 

well equipped ambulances, manned with highly 
trained paramedics, meant that the condition of 
patients could be stabilised at the scene of the 
emergency or accident. The time taken for the 
ambulance to reach an accident and emergency 
department was therefore far less critical than it 
had once been. 

‘Fit for the Future’ consultations therefore 
proposed a major reconfiguration of hospital 
services. Firstly, it was proposed that a few highly 
specialised centres, providing a tertiary level of 
health care, would be established in each region. 
Secondly, in each area or county a significant 

number of district general hospitals were to be 
downgraded to the status of ‘Community 
Hospitals’, with their accident and emergency and 
other specialist departments transferred to 
neighbouring district general hospitals. 

Whatever merits such proposals had in terms 
of improving the delivery of certain health 
services, they also provided an opportunity for 
greater private sector involvement. The newly 
created community hospital offered a far more 
attractive proposition for the transnational health 
corporations than the old- style district general 
hospitals with their public obligations to provide 
non-profitable services such as accident and 
emergency departments. ‘Fit for the Future’ could 
therefore be seen as a means of preparing the way 
for the eventual large scale privatisation of NHS 
hospitals. 

The privatisation of primary care 
With these moves towards the creation of a 
‘managed market’ in the provision of secondary 
care up and running, the focus of NHS reform 
began to shift towards increasing private sector 
involvement in the provision of primary care. One 
of the problems that had beset the NHS 
throughout its existence had been that, because 

they had remained self-employed contractors to 
the NHS, GPs had_ retained considerable 

discretion as to where they located their practices. 
This had meant it had been often difficult to 
ensure an equitable distribution of primary care 

services and in many poorer areas there was a 
serious shortage of GP practices. Ostensibly to 
overcome this problem, the government 
announced that it was to invite health 
corporations to set up GP practices, and in May 

2006 the first contract was signed for Care UK to 

set up a ‘walk-in centre’ in Dagenham. Yet as the 
government sought to encourage more GP 

practices to be set up or taken over it became 
increasingly clear that the professed aim of 
providing a more equitable provision of primary 
care came second to the drive to increase 

‘competition’ and private sector involvement. 
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In December 2006 Professor Ara Darzi, a 

leading surgeon with extensive experience in 
health policy, was appointed to draw up proposals 

for the reconfiguration of health care provision in 
London. One of the central proposals of his report 

published six months later was the introduction 
of polyclinics. The idea of polyclinics in each 
neighbourhood, that would group together 30 or 
more GPs to provide a wide range of health care 
services, had been central to the vision of a 

national health service put forward by the 

Socialist Medical Association in the 1930s. 
However, it had been successfully blocked by GPs 
at the time of the founding of the NHS. Yet while 
the original vision had seen polytechnics as being 
publically owned and run, the New Labour 
government now saw them as a means to further 
privatise the provision of health care. 

The idea of privately run polyclinics was then 
extended to the rest of the country. In 2008 
Richard Branson announced that his new 
business Virgin Healthcare was planning a chain 

of ‘Virgin’ large health care clinics or polyclinics 
and launched his own consultation exercise 
inviting GPs to hear his proposals. Later that year 
it was announced that all PCTs would have to 
open one polyclinic in their area. 

However, as we shall see, already by 2008 the 
drive towards creating a ‘managed market’ was 
rapidly running out of steam. Branson abandoned 
his plans for the establishment of a chain of 
health clinics and the proposals for polyclinics in 
London and elsewhere were substantially scaled 
back. 

The failure of the transition to the 
‘managed market’ 
In June 2007 Blair was obliged rather reluctantly 
to resign as prime minister. Gordon Brown 

promptly replaced Patricia Hewitt with the more 

pragmatic Alan Johnson as secretary of state for 

health. In the autumn, before Johnson even had 

time to settle in as secretary of state, came the 

onset of the economic crisis in the autumn of 
2007 ‘Reform of the NHS’ rapidly slipped down 
the government’s agenda. Yet even before the 
departure of Blair and Hewitt the momentum 
towards a ‘managed market’ had begun to falter. 

The transition towards a ‘managed market’ 
was never presented as a coherent worked out 
programme, which then sought to win general 
consent. Instead, as we have mentioned, ‘reform’ 

was to be driven through by an endless blizzard of 
apparently disconnected policy initiatives, each of 

which had its own distinct ostensible rationale 

aimed at ‘improving’ or ‘modernising’ the NHS. 
This approach had certain advantages when it 

came to overcoming potential opposition. Firstly, 
the constant stream of initiatives coming from the 
Department of Health - some of which were 
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simply abandoned or revised after a couple of 
months - served to overwhelm opponents of the 
privatisation and marketisation of the NHS. No 
sooner had opposition begun to mount against 
one policy initiative in one area then another one 

was announced elsewhere. 
Secondly, because the ‘market’ and private 

sector involvement were presented as merely the 
most efficient means to achieve some particular 
objectives necessary to modernise and improve 
the NHS, any opponents to the changes could 
easily be marginalised as  dyed-in-the-wool 

conservatives blocking necessary change. 
Furthermore, focusing on the often undeniable 
desirability of the ostensible objectives of the 
reform served to obscure the wood for the trees. 
The expansion of private sector involvement and 
the introduction of market mechanisms might 
well seem harmless means to achieve certain 
particular ends but this only served to obscure 
the broader implications that that these might 
have if they became the dominant means to 

meeting the ends of the NHS. 
Thirdly and perhaps most importantly, there 

was the sheer momentum of the reforms. 
Permanent reform, driven through in an 
atmosphere of crisis, however apparently chaotic 

and incoherent to those obliged to carry it out, 
made any opposition appear as futile. Indeed, the 
main option increasingly taken by medical 
professionals and other NHS staff was to stoically 
attempt to work around the often contradictory 
dictats coming out from Whitehall. 

Although the BMA, the Royal College of Nurses 
and the NHS trade unions were often highly 
critical of the expansion of the private sector 
involvement, the commercialisation of the 

operation of NHS trusts and the introduction of 
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market mechanisms, they were reluctant to rock 
the boat. After all the government was still 
pouring in unprecedented sums of money into the 
NHS and they had been fully involved in 
negotiating the ‘Agenda for Change’ that 
introduced the radical and generous re-grading of 
the national pay, conditions and career structures 

for medical professionals and other NHS staff. 
Although there were a few sporadic strikes and 
protests these were soon closed down and any 
opposition rapidly demobilised by the professional 
organisations and trade union of the NHS in 
favour of politely lobbying the government. 

Indeed, the main popular protests to emerge 
against New Labour’s changes were not against 

privatisation or marketisation at all. They arose 
against the proposals for the reconfiguration of 
hospitals put forward in the ‘Fit for the Future’ 
consultations. The prospect of their long 
cherished local hospital being downgraded, or 
even closed down entirely, was sufficient to bring 
tens of thousands of people out on to the streets 
across the market and commuter towns of south 
east England throughout 2007 and 2008. Eager 

to demonstrate that the Tory party had changed 
and was now fully behind the NHS, David 
Cameron, the new leader of the Conservative 

Party, encouraged local Tory politicians to throw 
their lot in with the campaigns to save the 
hospitals under threat. 

Faced with such opposition the government 
was forced into a retreat on many of the ‘Fit for 
Future’ proposals. Yet, while it may have 
dampened New Labour’s enthusiasm for reform, 
such political and popular opposition cannot be 
credited with the ultimate failure of New Labour’s 
attempt to transform the NHS into a ‘managed 
market’. The process of ‘reform’ ran out steam not 

because of any concerted opposition but because 
of both the chaotic process of reform itself and the 
contradictions in the very vision of a ‘managed 
market’. 

Almost every apparently disconnected 
proposal to ‘modernise’ or ‘improve’ was prefaced 
by the same mantra passed down from the 
secretary of state: 

‘What mattered was that ‘the NHS 

remained a universal and comprehensive 
service provided free at the point of use. It 
did not matter who provided this service, 
whether it a public or a _ private 

organisation, or how it was provided. What 
was important was what worked best.’ 

This apparently pragmatic statement, 

however, was always based on the unquestionable 
ideological presumption that what worked best 

was the private sector. But this presumption was 

to prove to be false. Indeed private sector health 
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care proved unable to compete with existing NHS 
institutions. The failure of this crucial element in 

the construction of a ‘managed market’ 
undermined the entire process of ‘market reform’ 
in the NHS. 

The failure of private health care 

The central pillar necessary to create the basis for 
a ‘managed market’ was a dramatic increase in 
the private sector’s involvement in providing 
secondary health care. An increase in private 

sector involvement, it could be argued, would 

both increase competition for the NHS hospital 
trusts - thereby obliging them to act as 
commercially orientated businesses —- at the same 
time as providing increased ‘patient choice’. As we 
have seen, the quickest means of increasing the 
share of the private sector in the provision of 
secondary health care was to roll out further 
waves of ISTCs that would compete with the 
various services provided by NHS hospitals. 

Yet if ISTCs were to provide the means of 
creating a ‘managed market’ in secondary health 
care there had to be a huge expansion in both 
their numbers and the range of health care 
services they provided. At the time of launching 
the second wave of ISTCs John Reid had 
announced that they could eventually account for 
up to 15% of elective surgery. Patricia Hewitt 
subsequently upped the ante by making it clear 
that this 15% share was not a limit but a target, 
and that in principle there would be no limit to 

the amount of secondary health care provided by 
the private sector that would be paid for by the 
NHS. 

The programme for expanding the ISTCs got 
off to a good start. The first wave of ISTCs had 
been contracted to perform around between 

879,000 and 1,310,000 surgical procedures over 
the course of five years. The second wave of ISTCs 
announced in early 2005 was to be contracted to 

perform 1,114,224 procedures every year. Once 

this second wave was up and running it was 
expected that a third and perhaps further waves 
would be commissioned. Ultimately each of the 
ten health regions could expect to have three or 
more ISTCs performing routine operations in all 
the major areas of surgery. In addition there were 
proposals to establish Independent Sector 
Diagnostic Centres that would provide people with 
an alternative to going to hospitals to have their 

medical tests done. !7 
In order to entice the private sector to become 

involved in taking up the franchises to run ISTCs, 
the government was prepared to offer lucrative 

contracts. The companies taking up _ the 

17 See C. Leys and S. Player, Confuse & conceal: the NHS 
and Independent Sector Treatment Centres, Merlin Press, 
Monmouth, 2008. 
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franchises were not only to be paid by the local 
PCTs the NHS tariffs for the ‘episodes of 
treatment’ they were contracted to perform, but 

they would receive an extra 11% of the tariff as a 

bonus directly by the Department of Health. If 
this was not enough, the companies running the 

ISTCs would also be guaranteed that they would 
be paid the full amount for the number of 

operations they had signed up to provide whether 

they actually performed them or not! The ISTCs 
were also allowed to cherry pick the patients they 
accepted, so that they could perform the simpler 
and thus cheaper operations, leaving the more 
complex and more costly ones to the NHS 
hospitals. 

Yet although they were being paid over the 
odds, the performance of the ISTCs often proved 
to be abysmal. The numbers of operations 
actually performed in many cases fell far short of 
the amount that ITSCs had been contracted to 

carry out, and a significantly high proportion of 

those that were carried out were botched and had 

to be put right by the NHS hospitals. As a result 
the ISTCs proved to be a costly experiment. 

Facing growing criticisms that the contracts of the 

first and second wave of ISTCs had been far too 
generous the government announced that the 

contracts for future waves would no longer include the 
11% bonus or the guarantee of payment regardless of 

whether contracted operations were performed or not. 
The ISTCs would therefore be expected to compete on 

a more level playing field with the NHS hospitals. As a 
result, rather surprisingly as far as the government 
was concerned, interest from the private sector in 
bidding for a third wave of ISTCs rapidly evaporated. » 
The promise of a third wave was consequently soon 
forgotten. In 2008, as the contracts for the first wave 
came up for renewal, a number of ISTCs were taken 

back into the NHS. By 2010 little more than 2% of 
operations paid for by the NHS were being delivered by 
the private sector. The expansion of the ISTCs had 
proved to be a dismal failure. 
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The failure of ‘Choose and Book’ and patient choice 
The failure of the programme to expand the 
number and variety of ISTCs had a knock on 
effect on the showcase for ‘patient choice’ - the 
‘Choose and Book’ referral system. Like most if 
not all computer systems procured by the 
government, the ‘Choose and Book’ system 
provided by Atos Health Care and Cerner proved 
to be a bit of a pig in a poke. Not only was it beset 
by lengthy delays before it was fully implemented, 
when it did come in to operation it proved to be 
rather cumbersome to use. The average time 
taken to ‘choose and book’ an operation was often 
longer than the average time a GP had previously 
spent with a patient. Furthermore, the ‘choice’ 
offered was rather artificial with the obligatory five 
options offered often being made up with 
hospitals or treatment centres sixty or more miles 
away. 

This was in part due to the fact that the 
number and variety of ISTCs was limited. But it 
was also due to the nature of ISTC contracts. 
Because ISTCs were guaranteed payment for the 
total number of operations they had contracted to 
perform and could cherry-pick the sort of 

treatments they provided, PCTs sought to steer 
suitable patients towards ISTCs in order to 
ensure they got their money’s worth. Patients 
were as consequence ‘packaged up’ to provide 
what ISTCs wanted. ‘Patient choice’ therefore 
often meant in effect health providers choosing 
the patient rather than the other way round. 

As a consequence, GPs often sought to avoid the 
full rigmarole of going through the ‘Choose and Book’ 
system with their patients. Indeed, surveys where the 
‘Choose and Book’ system was in _ operation 
suggested that most patients could not recall using 
the ‘Choose and Book’ with their GP. 

The NHS and the failure of the transition to a 
‘managed market’ 

By 2008 virtually all hospital trusts had been 

expected to have become Foundation Trusts, and 

PCTs should have been well advanced in rolling 
out ‘practice-based commissioning’ and ‘Payment 
by Result’ systems. As it turned out, the New 
Labour government fell considerably short of 
these admittedly rather ambitious targets. In 
2010 30% of NHS hospital trusts had yet to 
acquire legal status as ‘Foundation Trusts’ and 
nearly 10% had not yet even been placed on a 
sustainable financial footing. Furthermore, in 
most areas, PCTs were still lagging behind in 

rolling out ‘practice-based commissioning’ and 

‘Payment by Result’ systems. 

The financial crisis precipitated by Patricia 

Hewitt had certainly focused the minds of NHS 

managers, even those in PCTs and NHS Trusts 

with a surplus who feared they may slip into the 

red if they were not too careful and face the 
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predicament of their less fortunate colleagues. As 
a result most NHS trusts and PCTs saw a distinct 
improvement in the financial position. But it was 

a trick that could only work once before NHS 
managers recognised that it was in the end a 
bluff; and it was a trick that failed to address the 

very structural problems that many Trusts faced 
that could not be cured by simply finding 
‘efficiency savings’. 

The financial crisis also led to calls by NHS 
trusts for ‘Payments by Results’ and also placed 
pressure on PCTs to introduce ‘practice-based 
commissioning’. But such financially induced 
pressures soon came up against the simple 
economic fact that ‘practice-based commissioning’ 
would inevitably cost PCTs, and indeed NHS 
trusts more. Firstly, by devolving much of their 
commissioning budget to GPs the PCTs might be 
able to reduce their administrative staff, but this 

would be more than offset by the fact that each of 
the hundred or so GP practices would have to be 
given more money so that they could hire 
accountants and administrators to deal with their 
transactions with NHS Trusts. At the same time 
NHS trusts would have to hire more 

administrators to deal with the numerous 
transactions with these hundreds of GP practices 
rather than with mainly one or two PCTs. 
Secondly, the number of patients belonging to an 
individual GP practice was far too small to cope 
with unexpected variations in demand. A serious 
chickenpox epidemic at the local primary school 
could easily plunge a GP practice into the red. To 
prevent such an occurrence GP-practices would 
have to be given flexible or soft budgets that then 
mitigated the very purpose of having the budgets 
in the first place. 

Yet even if these targets had been met the 
failure to expand private sector competition has 
meant that such changes would have ended up 
being more about form than substance. Even 

where Foundation Trusts exist and ‘Payment by 
Results’ is in operation the vast majority of NHS 
patients are still referred to their local hospital, 
and as such the local hospital trust still remains 
the ‘monopoly supplier’. Whether the money to 
pay for operations and treatments is routed via 
PCTs or GP practices, the hospital trust ends up 
with a more or less secure flow of funds with 
which to finance and plan its activities. Although 
NHS managers may now be well-versed in 

management speak, the relation between NHS 

bodies is still based far more on collaboration and 
co-operation than on competition. Indeed NHS 

trusts still see themselves as part of the NHS 
family - which may now include the odd private 
company - whose purpose is to provide an 

integrated public health service rather than a 
competitive market. 
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As such, despite the fears many had that the 
surge of reforms after the 2005 general election 
would mean the end of the NHS as a public 
service now appeared as somewhat exaggerated. 

When all was said and done, the concerted 

attempt launched by Milburn and accelerated by 
Reid and Hewitt to move towards the introduction 
of a ‘managed market’ in health care has not 
shifted the NHS much beyond the old ‘internal 
market’. Indeed, in 2010 it had seemed that 

‘market reforms’ had all but come to an end.!8 

But once again this was to underestimate the 
determination of the marketers that were to gain 
a fresh wind with the election of a Tory-led 
government. 

As we shall now see, while New Labour’s may 

have failed in its attempt to create a ‘managed 
market’ it has certainly paved the way for the 
Tories to attempt to break up the NHS and 
replace it with a ‘regulated market’. 

LANSLEY: TOWARDS A 
‘REGULATED MARKET’ 

When David Cameron became leader of the 
Conservative party in 2005 he faced an uphill 
task. The Tory party had just suffered its third 
resounding election defeat. The Conservative 
party risked losing its position as the official 
opposition party to the Liberal Democrats and, 
with the average age of its members rising above 

65, it faced the prospect of simply dying out. 
Unless Cameron succeeded in turning round its 
fortunes quickly, his party was heading for 
oblivion. Cameron’s immediate task was to ‘de- 
toxify the Tory brand’ and reinvent it as a modern 
more ‘socially aware’ party. 

Central to this re-branding exercise was to out 
flank the Labour party on the NHS. Cameron had 
to convince the middle of the road voters that the 
Conservative party had discarded the anti-public 
sector heritage of the Thatcher years and, as 
such, was no longer hostile to the NHS. To do this 
Cameron repeatedly presented himself as a 
devoted friend of the NHS - ever grateful for the 
care it had provided for his disabled son. He made 
clear that under a Conservative government the 
basic principles of the NHS would be preserved: 
health care provision would remain 
comprehensive, universal and free at the point of 
use. In the run up to the general election in 2010 
Cameron further pledged that the NHS budget 
would be ring fenced and thereby spared from the 

’8 Indeed, in March 2010 the Commons Select Committee on 
Health produced a report that concluded that the provider- 
purchase split that had been the foundation stone of the 
internal market had not been cost effective. See 

‘Commissioning’, House of Commons Health Committee 
Fourth Report, Session 2009-2010 . 
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swingeing cuts that would have to be imposed on 

all the other public services in order to reduce the 
government’s huge deficit. And, what is more, he 
promised that there would be no further ‘top- 
down’ reorganisations that had bedevilled the 
NHS during New Labour years in office. 

This promise not to impose any more ‘top- 
down’ reorganisations chimed with many of the 
prevalent concerns, particularly amongst medical 
professionals and NHS staff, concerning New 
Labour’s running of the health service. The 
prevalent complaint had not been so much about 
the increase in private sector involvement or the 
introduction of market mechanisms - after all as 
we have seen these developments in the end had 
proved to be rather limited — but the excessive 
interference in the day to day running of the 
health service on the part of the Department of 
Health. Medical professionals, as well as many 
NHS managers, had become tired and frustrated 
at the incessant stream of targets, directives and 
seemingly pointless administrative re- 

organisations coming out from Whitehall. There 
had therefore been a growing opinion, supported 
by many of those working in the NHS, that the 
government should take more of a back seat. The 
NHS should be, it was argued, ‘de-politicised’ and 

run more like an independent public corporation 
like the BBC. 

Of course, for many market reformers, this 
incessant government interference could be seen 
to have been necessary at the time to prepare the 
NHS for the ‘market’, But for the more radical 
market reformers, this process of ‘forced 
liberalisation’ through state direction could now 
be seen to have served its purpose. The basic 
elements of a market in health care are now 
almost in place. It is now possible to harness the 
widespread unpopularity of excessive state 
inference in the day to day running of the NHS 
that arose from this previous phase of forced 
liberalisation to push forward the process of 
‘market reform’ that had become stalled under 
New Labour. But this would mean going far 
beyond the vision of a ‘managed market’ towards 
a form of a ‘regulated market’ akin to those that 
had been introduced in the water, electricity, and 
gas industries following their privatisation in the 

1980s. It would also mean an upheaval in the 
health service not seen since 1948. 

Lansley’s ‘reforms’: the decapitation of the NHS 
Andrew Lansley had been the shadow secretary of 
state for health since 2004. During that time he 
had come round to the opinion that the ‘managed 
market’ had run out of steam. He had therefore 
begun working on plans to go beyond the 
‘managed market’ and move towards a ‘regulated 
market’ in health care provision. 
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Following the election in May 2010 Cameron 
duly appointed Lansley as secretary of state for 
health and gave him free rein to put his plans for 
fadically reforming the NHS’ into operation. 
Lansley did not waste time. By early autumn he 
had put forward his legislative proposals in a 
white paper and, after a cursory period of 
consultation, he submitted his Health and Social 

Care Bill to parliament in January 2011. 
Lansley’s proposals certainly went far beyond 

anything contained either in the Conservative 

party manifesto or the coalition agreement that 
had been signed with the Liberal Democrats only 
a few months previously. By rushing his 

proposals through with such haste, Lansley no 
doubt hoped that he could put them on the 
statute book before the radical upheaval that it 
would necessarily entail was recognised and 
opposition to his radical reforms could mount. 

In the name of reducing bureaucracy and 
Whitehall interference in the running of the NHS, 
Lansley’s Health and Social Care Bill proposes to 

abolish the command and control structures that 
under New Labour were supposed to ‘manage the 

market’ and harness forces of competition and 
private sector involvement in order to provide a 
comprehensive and universal health care service. 
SHAs and PCTs are to be swept away. At the same 
time, the powers and responsibilities of the 
secretary of state and the Department of Health to 

provide a national comprehensive and universal 

health service are to be significantly reduced. 
With the state no longer able to manage or 

significantly direct the health care system, GPs 
are to be put in the driving seat. GPs will be 
obliged to come together in ‘GP-led consortia’ that 
will be large enough to be both economically 
viable and able to bargain on equal terms with 

foundation trusts and other secondary health 
care providers. These ‘GP-led consortia’ will then 

be given state funds to commission health care for 
their patients and will be able to buy health care 
from ‘any willing and qualified provider’, whether 

they are from the public, private or charitable 
sector. 

An essential element of Lansley’s vision of a 
‘regulated market’ is that there should be easy 
entry and exit of ‘health care providers’ in and out 
of health care markets. For Lansley this will allow 
competition and the discipline of the market to 
fully function. Not only will new providers be 
encouraged to enter the health market to increase 

competition, but existing ‘health providers’ will be 
allowed to go bust. Indeed, with the abolition of 
SHAs existing NHS hospital trusts in particular 
will no longer have the implicit guarantee that 
they will be bailed out if they find themselves in 

financial difficulties. 
Yet Lansley’s proposals do recognise that there 

cannot be a completely free market in the 
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provision of health care. Like essential services 

such as the provision of water and electricity, the 
health market needs to be regulated. First of all 
there has to be a degree of co-ordination between 

‘health providers’ to provide an efficient health 
service, the training of medical professionals and 
the diffusion of best practice and knowledge. 
Second there needs to be regulation ensuring that 
‘health care providers’ provide high standards in 
their delivery of health care. Third there needs to 
be regulation to ensure fair competition between 
providers and to prevent monopoly practices. 
Fourthly, there has to be regulation and oversight 
of health providers’ financial affairs to ensure that 
services are not disrupted by making sure there is 
a smooth transfer of the management of health 
facilities if a health provider happens to go 
bankrupt. 

As a consequence, those regulatory functions 
that are currently performed by the Department 
of Health, SHAs and PCTs will be transferred to a 

complex web of semi-autonomous bodies. Some of 
these bodies already exist and will have their 
powers and responsibilities expanded. Thus, for 
example Monitor, which currently regulates 
foundation trusts, will have its remit expanded to 
oversee and regulate all ‘health providers’ and to 
approve new entrants to the health market. 
Others, such as the National Commissioning 
Board, which will take over responsibilities for 
commissioning major health facilities from SHAs 
and oversee the commissioning process of ‘GP-led 
consortia’, will have to be established. 

Of course it was soon pointed out that 
Cameron had promised that there would be no 
more ‘top-down reorganisations of the NHS’, but, 

although Lansley’s ‘reforms’ will certainly lead to 
further organisational upheaval on a scale far 
greater than anything attempted by New Labour, 
they were not so much a _§ ‘top-down’ 
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reorganisation, as a decapitation of the NHS, 
which amounts to nothing less than its effective 

de-nationalisation. 

Dismantling the NHS in order to ‘save it’! 
Like Milburn before him, Lansley has presented 
his ‘market reforms’ as a necessary means to 

‘save the NHS’. He argues that if the health 
services are to remain comprehensive, universal 

and free at the point of use, at a time when 

demand is continuing to grow, then it is 

‘necessary’ to harness the private sector and 
market forces to drive down costs. However, for 

Lansley, the problem of Milburn’s vision of a 
‘managed market’ was that attempts to manage 
the market through direct state interference only 
served to inhibit the development of private sector 
involvement in the NHS, increased costly and 
inefficient bureaucracy and largely neutered the 
impact of competition and market forces in 
driving down costs. Although there must still be 
regulatory safeguards, Lansley insists that the 
private sector and market competition must be 
given far greater freedom to operate. 

Certainly Lansley’s reforms will open up the 
NHS to far greater private sector involvement and 
market competition. It is recognised that the vast 
majority of GPs will be neither willing nor able to 
take on the tasks of running GP-consortia. 

Lansley’s Bill therefore provides for GPs to 
outsource the administration of GP-consortia to 
private sector firms. Indeed, even before Lansley’s 
Health and Social Care Bill was submitted to 
parliament, major transnational health 

corporations, along with the snake oil merchants 
from the big four auditing companies, were 

moving in to help ‘advise’ GPs on the setting up of 
GP-consortia. It is seems likely that most, if not 

all, of the 600 or so GP-consortia that are 

expected to be established will end up being run 
and controlled by a handful of transnational 
health corporations. These transnational 
corporations will then have their mitts on the £60 
billion budget for purchasing health care on 
behalf of patients. 

NHS foundation trusts will certainly face the 

prospect of far greater competition. First of all 
they will face the hard-headed businessmen 
running the GP-consortia who may be expected to 
drive a far harder bargain than the former PCTs 
in buying health care. The regulators are also 
required to encourage new health care providers 
to compete with the foundation trusts. These 
providers will be able to cherry-pick the more 

profitable routine operations and medical 
treatments leaving more costly and less profitable 
ones to the NHS trusts. Facing greater 

competition and the resulting loss of revenue - 
and no longer able to rely on being bailed out by 
their SHAs - the NHS trusts will face going 
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bankrupt. They will then be taken over, either by 
private companies or other more financially 
successful NHS trusts. Indeed, already, it has 

recently been revealed, the government has been 

in negotiations with German health corporations 

to take over the running of twenty or so NHS 
hospital trusts that are in serious financial 

difficulties. 
However, in order to compensate for this 

increased competition from the private sector, 
foundation trusts are to be given far greater 
commercial freedom. They will have greater 
control over the disposal of their assets, such as 

land and buildings, and will be able to borrow 
money for investments from banks and other 

financial institutions. More significantly the caps 
on the number of private patients they are 
allowed to treat will be abolished. They will 
therefore no longer be constrained by the 
objective of treating NHS patients. Indeed, there 
are already suggestions that the more world 
renowned teaching hospitals will look to enter the 
lucrative global health market and _ specialise 
increasingly in treating the world’s super-rich. 

Therefore there is the prospect of most of the 
purchasing, and a significant proportion of the 
provision, of health care being taken over and run 

by the private sector, and in particular the major 
transnational health corporations. Not only this, 
facing commercially oriented consortia NHS trusts 
will have little option but to operate in a far more 
competitive and commercial way or go bankrupt. 
As a consequence, the collaboration of the ‘NHS 

family’ will be broken up and replaced by 
commercial competition. 

Yet while this all may turn out to be the case, 
Lansley’s assertion that greater private sector 
involvement and market competition, which will 
result from the introduction of a ‘regulated 

market’, is a means to ‘save the NHS’ is flawed. 

Far from reducing costs greater private sector 

involvement and more intense market competition 

will drive up the costs of providing health care. 

The costs of Lansley’s ‘reforms’ 
Lansley has claimed that the abolition of PCTs 
and SHAs, as well as the slimming down of the 
Department of Health, will cut the costs of 
bureaucracy. But of course much of this 

bureaucracy was introduced as a consequence of 
the introduction of the internal market and the 
subsequent move towards a ‘managed market’. 
The government may be able to make thousands 
redundant by reducing the size of the Department 
of Health and by closing down the offices of SHAs 
and the PCTs, but the functions these public 
employees performed will only be transferred to 
the GP-consortia and the complex web of 
regulatory bodies. Indeed with the 150 odd PCTs 
and 10 SHAs being replaced by anything up to 
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600 GP-consortia and 521 regulatory bodies, 
there is likely to be far more duplication of 
functions and loss of economies of scale.!9 
Furthermore, as the number of health care 

providers and purchasers increase the total 
number of transactions that need to be accounted 
for and invoiced will increase. Hence the total 
costs of administrating and regulating the 
‘regulated market’ are likely to be far greater than 
they are at present. 

Perhaps more importantly, at present most 
agreements are between publically owned bodies 
and are not legally binding. Disputes between 
NHS organisations are usually settled within the 
‘NHS family’ without resorting to the law courts. 
But as the regulated market becomes more 
competitive and dominated by the private sector 
corporations, expensive litigation to _ settle 

disputes or to renegotiate contracts’ will 

increasingly become prevalent. Along with the 
army of administrators and accountants 
necessary to run the market in health care there 
will also arise an army of very expensive lawyers. 

Of course, Lansley, like Milburn before him, 

will assert that the private sector is inherently 
more cost effective than the public sector. The 
pursuit of profit will serve to drive down costs, 
and competition will ensure that a large slice of 
these reductions in costs will be gained by the 
public purse through lower prices for the delivery 
of health care. But as we have seen with ISTCs 
this is not the case. ISTCs were simply unable to 

compete with NHS hospitals on costs. 
Why was this? Of course the notion that the 

private sector is somehow inherently more cost 
effective and _ efficient than public sector 

organisations is no more than ideological twaddle. 
But more than this, private sector involvement in 

the provision of health care has_ peculiar 
difficulties. The problem for private firms is that 
they have to make a return on the capital they 

advance. They have to make a profit for the 

19 See ‘Uncomfortable PMQs over Quangos and Strikes’, 
Financial Times, 29" June, 2011. 
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benefit of their shareholders. This means that 
their costs are 10%-15% higher than their public 
sector competitors just to start with. 

Now of course in most industries, capitalists 
will seek to become more competitive by 
increasing the productivity of the labour they 
employ. They can do this either by making their 

workers work harder or longer, or else by 

introducing machines or a more _ productive 

organisation of the labour process. But all these 

means of increasing the productivity of labour 

depend on the capitalist having a degree of 
control over the labour process. However, the 

scope for such control is limited in health care, 
particularly when it comes to the labour process 

of medical professionals. 
If the scope for increasing productivity is limited 

then the alternative is to reduce costs. But health care 
is highly labour intensive. Most costs are wage costs. 
More efficient or innovative ways of counting the 
number of bandages that are used is not going to 
make much difference to the overall costs. The only 
way of making serious cost reductions is to cut the 
wage bill. However, as we have seen, in order to buy 
off opposition to his reforms, Milburn had, through 
the ‘Agenda for Change’, reaffirmed his commitment to 

nationally agreed pay and conditions for NHS staff. 
These nationally agreed pay and conditions were 
protected for all NHS staff being seconded to the 
private firms running the ISTCs. The only way of 
reducing the wage bill was therefore to reduce staffing 
levels but even here there is a limit since reductions in 
staffing levels soon effect the quality of health care. 

Thus far from driving costs down, increased 

private sector involvement and _ the further 
introduction of the ‘market’ will serve to drive up the 

costs of sustaining a universal and comprehensive 
health service that is free at the point of use. Under 
New Labour, rising government spending on health 
was sufficient to absorb the increased transaction 
costs brought about by the introduction of the 
‘managed market’ and could pay for the lucrative 
bungs necessary to entice private sector involvement 

in the NHS. This will not be the case for Lansley’s 
proposed ‘regulated market’ in health care. 

Cameron may keep his promise to exempt the 
NHS from the current draconian spending cuts being 
imposed elsewhere in the public sector and maintain 

health spending in real terms over the next five years, 
but even if the NHS was to be left as it is, spending on 
the NHS would still need to grow by between 2% to 3% 
above the general rate of inflation merely to keep up 
with growing demand. Merely raising levels of 
spending in line with the general rate of inflation will 
result in a severe squeeze on the NHS not seen since 

the last Tory government. The cost of introducing 
Lansley’s will only further exacerbate this financial 
squeeze on the NHS. 
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And '§ it 

The austerity drive 
Yet it is through this very financial squeeze that 
Lansley hopes to push forward his market 
‘reforms’. Whereas under New Labour the move to 
a ‘managed market’ was driven by political 
directives of the Department of Health, under the 
Tories the move to a ‘regulated market’ is to be 
driven by the blind economic necessities imposed 
by austerity. 

The immediate impact of the financial squeeze 
on the NHS, in the transition period before GP- 
consortia are up and running, will be that waiting 
lists will grow as PCTs will no longer have 
sufficient funds to pay for the growing demand for 
NHS treatments. As the revenue from the PCTs 
falls behind the expected growth in demand and 
costs rise, hospital trusts will find themselves in 
financial difficulties. No longer able to rely on 
support from their SHAs to cover any deficits, 

pressure will mount on foundation trusts to 
rapidly cut costs. This will mean reducing staffing 
levels and hence declining levels of care.2° 

But for management reducing staffing levels is 
difficult. The easiest and least confrontational way 

is simply to freeze recruitment and not replace 

staff when they leave. But this is easier said than 
done since in a hospital there are numerous jobs 
that are essential and have to be filled sooner or 
later. Alternatively management can push 
through large scale redundancies but for highly 
paid medical staff that have worked most of their 
lives in the NHS this can be _ prohibitively 

expensive due to the high redundancy payments 
that have to be paid out. Thus pressure will then 
mount from foundation trust managers to have 
control over the pay and conditions of their own 
staff to give them ‘greater flexibility’ in reducing 
costs by reducing the level of wages and salaries. 
As a result the national structure of pay and 
conditions will come under pressure and, with a 
growing reserve army of unemployed NHS staff, 

20 All this is already beginning to happen: see ‘NHS nurses 
fear Job losses’, The Guardian, 3" October 2011 and ‘NHS 
cash crisis ‘will mean cuts to services or closure of 

departments’, The Guardian, 26" September 2011. 
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the ability of both the medical professions and the 
health unions to defend it will be weakened. Once 
the national pay structure is broken the way will 
be open for private sector ‘health care providers’ 
to carve out a profit by ruthlessly under cutting 
the pay and conditions of the NHS trusts. 

Of course the alternative to reducing costs 

would be to find alternative sources of revenue. 
As we have mentioned a significant part of 
Lansley’s proposals is to lift the restrictions on 
the number of private patients NHS foundation 
trusts can treat. Foundation trust managers will 
soon argue that unless it takes drastic action to 
balance the books it will be taken over by a 
transnational corporation that will. The only 
alternative to cuts that might undermine the level 
of care for patients is to gain revenue from 
treating private patients. Foundation trusts will 
be driven to become the providers of private 
health care at the expense of providing a public 
health service. 

Instead of enticing the transnational health 
corporations into running GP-consortia by 
offering them lucrative government contracts, 
Lansley hopes to entice them by allowing them to 
develop profit-making opportunities. They will be 
able to offer treatments not available on the NHS, 

such as complimentary medicines. They will also 
be able to exploit the captive audience of patients 
to recommend various ‘health and beauty’ or 
‘health and fitness’ products. GPs now facing the 
prospect of having to be collectively responsible 
for the consortia’s budget may well see this as a 
lesser evil than restricting or delaying patient 
referrals to balance the books. 

Of course it will not be long before the 
management of the GP-consortia pressure or offer 
inducements for GPs to offer patients the option, 
for a ‘small top up fee’, to go private in order to 
jump the growing NHS waiting list. This will be 

particularly the case where the companies 

running the GP consortia are also offering the 
private treatment. As more patients go private the 

demand for medical insurance to cover top up 
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fees will grow, providing another source of profit 

for the transnational health corporations. 
As money remains tight due to the increased 

costs of the market and _ private sector 
involvement, pressure will mount to restrict the 

treatments available ‘on the NHS’. NHS treatment 
will be slowly reduced to what is deemed to be 
essential, everything else will have to be paid for. 
The principle that health services should be 
universal, comprehensive, free at the point of use 
and funded out of general taxation will become a 

thing of the past. 
As we have seen, under Thatcher those right 

wing Tories, who had hoped that starving the 
health service of funds would prompt the middle 
classes to sooner or later opt out of the NHS, had 

been thwarted by the stubborn fact that the 
private health care industry was too small and 
marginal to provide an adequate alternative. Now, 
thanks to New Labour, a potential private health 
care industry has been incubated within the NHS 
itself. However, whether Lansley’s drive to break 
up the NHS and re-commodify health care will be 
successful is still far from certain. 

Prospects for Lansley’s reforms 
At first Lansley’s attempt to push through his 
Health and Social Care Bill, before Cameron’s 

charm offensive over the NHS wore off and anyone 
noticed the full implications of this legislation, 
worked well. The opposition from the Labour 
party to the bill in the Commons was hampered 
by the fact that Lansley could claim he was 
simply extending the principles already 
established by the previous Labour government. 

However as the bill entered its final stages in 
the Commons in early March opposition had 

begun to mount. The main medical professional 
bodies, particularly the BMA and the Royal 
College of Nurses, and the NHS trade unions 
began voicing grave concerns at the implications 

of the bill. Even many of the more moderate pro- 
market reformers such as the King’s Fund began 
to express fears that Lansley’s proposals were 
going too far too fast. At the BMA conference a 
motion calling for non-co-operation with Lansley’s 
proposals was narrowly defeated. This prompted a 
rebellion of Liberal-Democrat delegates, already 
reeling from the flack they had taken for Clegg 
breaking his promise over tuition fees, at their 
spring conference. At the end of March, with even 
Norman Tebbit opposing the bill, and facing the 
prospect that Liberal-Democrat and cross bench 
peers would block the bill in the Lords, Cameron 
was obliged to step in and announce that he 
would take the unprecedented step of pausing the 
bill’s progress through parliament in order to hold 
a ‘listening exercise’. As a result, over one 

thousand amendments were made to the Dill 
before it was sent to the Lords. Nevertheless, 
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despite all the amendments, the basic principles 
of the bill remained in place. 

At the time of writing the bill is still making its 
way through the Lords. Although it is unlikely 
that the bill will be blocked, it is likely that 

further amendments that could blunt the bill’s 
impact could be introduced by the Lords. With 
time running out before the end of the 
parliamentary session, when the bill will have to 
have been passed by both Houses of Parliament 
or else fall, the government is unlikely to be able 
to overturn many of the Lords’ amendments when 
the bill returns to the House of Commons. 

However, the Health and Social Care Bill only 
lays the basis for the introduction of a ‘regulated 
market’. The drive towards a ‘regulated market’ 

depends on Lansley standing back and allowing 
blind economic necessity to do its work. This of 
course may allow Lansley to get away with 

denying responsibility for the unpopular 
outcomes of this process, since he can argue that 
they result from NHS managers and clinicians 
being ‘free to make their own decisions’. But then 
again, in the midst of a political furore over the 
closure of a hospital or of patients being denied 
NHS treatment such a denial of responsibility will 

be hard to sustain. Yet in such circumstances 
Lansley will have divested himself of most of his 
powers as secretary of state to intervene. 

If Lansley is obliged to take powers to 
intervene then he will undermine the transition to 
a ‘regulated market’. The transnational health 

corporations will only become involved in the 
running of GP-consortia and setting up ‘health 
providers’ if they are sure that the government is 
committed to opening up opportunities to make a 
profit by selling health care and ultimately 
medical insurance. If he is seen as backtracking 
then interest in becoming involved in the 
‘regulated market’ may rapidly cool. 

Another serious danger for Lansley is losing 
the battle with NHS workers. An essential element 
in the transition to the ‘regulated market’ is the 
breakup of the national agreements governing the 
pay and conditions of NHS staff. This will require 
a potentially unpopular confrontation with the 
medical professions and the NHS trade unions. In 
such a confrontation Lansley will have nowhere to 
hide but will have to lead the charge. 

With the continued popularity of the NHS, 
particularly amongst Tory voters, Lansley’s 
attempt to introduce a ‘regulated health market’ 
at a time of austerity is certainly a high risk 

strategy. Lansley had no doubt hoped that before 
the next general election the transition to a 
‘regulated market’ would be well on its way. But 
with the amendments to the Health and Social 
Care Bill that he has been obliged to concede, if 
political crisis dose not blow up, then it is quite 
possible that the transition will simply become 
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bogged down. Thus for example the deadline for 
setting up GP-consortia by 2013 has been put 
back, making it likely that in some areas GP- 
consortia make take years to come into operation. 
At the same time, amendments to the bill to 

ensure collaboration in the delivery of health 
services such as the inclusion of hospital doctors 

and other clinicians in the commissioning process 

are likely to blunt the market competition 

necessary to drive into being a _ properly 
functioning ‘regulated market’. 

Hence it is quite possible that the Tories may 
have to retreat in the face of concerted opposition 

or else allow the reforms to run out of steam. 
Indeed, it is highly likely that Lansley’s reforms 
will result in an unstable half way house between 
an integrated public service, provided free at the 
point of use and funded out of general taxation, 
and a ‘regulated market’ funded in part by private 
medical insurance. Certainly the battle over the 
NHS is not over with the passing of the Health 
and Social Care Bill. Indeed it is likely to become 
a crucial political issue in the next few years. 

CONCLUSION TO PART I 
The attempts to drive the NHS to market has 
faced considerable obstacles over the past thirty 
years. Many of these obstacles are far less 
formidable than they once were. The days when 
workers across industry were prepared to take 
wildcat action in defence of the NHS now seem to 
belong to another world. In the NH& itself, 

militancy of nurses and other hospital workers 
has declined over the past twenty years. The 
militants that remain are isolated and are often 
fearful of putting their heads above the parapet, 
not only because they may risk losing their jobs, 
but also because they may be disciplined by their 
unions or professional bodies. 

There certainly has been a strong opposition 
on the part of a substantial minority of doctors to 
the attempts by both New Labour and the Tories 
to introduce the market into the NHS. But the 
majority of doctors remain indifferent, or at best 
passively opposed, and prefer to remain ‘non- 

political’. Furthermore, there is a_ significant 

minority of doctors, particularly GPs, who are 
keen to become ‘doctorpreneurs’ and see the 

potential of great profit from the introduction of 
the market. 

The BMA, the RCN and other professional 

organisations, along with the main NHS trade 
unions, such as Unison, Unite and the GMB, have 

become reluctant under New Labour to mobilise 
their members against government policy. Instead 
they have preferred to politely lobby the 
government on such political matters. This of 
course may change somewhat if the Tory 
government seeks to drive through changes to 
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pensions and break up of national agreements on 
pay and conditions. 

Nevertheless the NHS remains a_ highly 
cherished institution that still retains 

overwhelming popular support. This support is for 

the most part passive. Most people are prepared 

to leave the complexity of health policy to the 
‘experts’. But it remains a potentially explosive 

issue if handled badly. The drive to the market 
has therefore always to deny its true intention. 

Yet there remains one further obstacle and 
that is the fact that the NHS has proved to be a 
remarkably cost effective means of delivering 
health care. Why should the capitalist state 
destroy a system that is so cost effective? What is 
it that has been behind the drive to the market? 
Is it simply the irrationality of a free market 
ideology? Of course, ideology is an expression of 
material interests. As Colin Leys and Stewart 
Player have persuasively shown, since the early 
1990s health policy making has been taken over 
by a small elite of lobbyist and politicians that 

have close links, and are in the pockets, of the 

transnational health corporations.2! As result, 

the drive to the market can be seen to be an 
example of state capture, where special interests 
take over the direction of state policy for their own 
ends against the interests of capital as a whole. 

Yet, how ever much we might accept this 
notion of state capture, it also true that the 

emergence of a global health care industry is 
relatively new. How far is it true that health care 
is becoming a site of capital accumulation, rather 
than as before merely some kind of faux frais of 

capital accumulation that is to be confined to the 
province of charity or the state? 

In part II we shall consider these issues in 
more detail. 
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21 See C. Leys and S. Player, The plot against the NHS, 
Merlin Press, Pontypool, 2011. 
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Going underground 

REVIEW ARTICLE: WORKMATES — DIRECT ACTION WORKPLACE 
ORGANISING ON THE LONDON UNDERGROUND 

This short pamphlet is the first of a new series 
from the Solidarity Federation (SolFed) which 
promises “to both document interesting accounts of 
workers in struggle, as well as attempts to draw 
the theoretical lessons from them (...) selected for 
their relevance for workers looking to organise 
today.” It focuses on track maintenance workers 
on the London Underground from the 1990s to 
today, with particular focus on the late 90s anti- 
privatisation struggles and the role of an anarcho- 
syndicalist militant within those.! 

The pamphlet is divided into two main 
sections; a more or less factual account of the 

workplace situation and the various disputes, 

followed by a set of ‘conclusions’ setting out 
SolFed’s anarcho-syndicalist interpretation of the 

' The relationship between the organising described in the 
pamphlet and anarcho-syndicalism was not immediately 
obvious to us, but makes much more sense read in 
conjunction with SolFed’s industrial strategy: 
http ://solfed.org.uk/?q=solfed-industrial-strategy 

lessons to be drawn. It’s easy to criticise the form 
these ‘lessons’ take, which is more or less 

standard for political groups of all stripes. But of 
greater interest is the content of their claims. For 

SolFed the experience of the Workmates 
collective, without being presented as a blueprint 

is given as something of a model that can be 
generalised. But as we shall see, there are several 
barriers to this which the pamphlet doesn’t 
sufficiently explore. 

Underground organising 
In the 1990s, privatisation of the maintenance 
side of the London Underground was gathering 
steam. With the memory of a recent ‘sell out’ by 
the RMT union fresh in their minds, tube workers 

set about organising against impending 
privatisation. However, a majority of the workforce 
was technically self-employed, non-union casual 
contractors hired through an agency. To bridge 
the divide between permanent union staff and 
non-union casuals, workers formed _ the 

Workmates collective, based on mass canteen 
meetings at the main depot. 

Out of these mass meetings came numerous 
on-the-job direct actions, the most memorable of 
which is the ‘piss strike’, which took advantage of 
track safety regulations to turn bodily functions 
into a form of unofficial industrial action which 
won concessions literally overnight. During the 
peak of the struggle, the workers also operated a 
workers council of sorts, consisting of delegates 
from each ‘gang’ of workers. Although as the 
pamphlet highlights, as the struggle escalated the 
council was sidelined by spontaneous actions 

arising from the mass meetings. 
However, rather than simply summarising the 

pamphlet, we want to raise four critical points 

which to our mind are not adequately addressed. 
Firstly, it seems the issue of privatisation not 

fully explored, and nor is the workers failure to 
reverse it. While in the end privatisation was 
reversed, this was only due to mismanagement of 
the company, which lead to a state bailout and 
renationalisation - not as an expression of 

workers power. The victories workers scored were 
very much around day-to-day issues of terms and 

conditions, working practices and so on, rather 
than the bigger political issue of privatisation. 
And while passing mention is made _ to 
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ParcelForce?, the analysis of both the 
mechanisms and rationale for privatisation is far 

too brief — little over a page. This seems a missed 
opportunity to analyse a central dynamic of 

neoliberal class relations, with privatisations 
underway throughout the public sector, notably 
in the Royal Mail and NHS. 

Secondly, the question of spontaneity vs 

organisation is broached but not _ properly 
explored. SolFed are advocates of long-term 
workplace organisation, yet at the peak of the 
struggle the Workmates Council was bypassed by 
spontaneous action from the mass meeting. 

Where does this leave the case for patient 
anarcho-syndicalist organising? On the other 
hand, the causes of spontaneous action aren’t 

really explored either. Did it; sreflect., prior 
organisation with the RMT? Experience of 

unofficial action? Was it initiated by a show of 
hands, or did a minority take the lead and others 
joined in solidarity? These kind of dynamics get to 
the heart of the pamphlet, but are only really 
dealt with in passing. 

Thirdly, the pamphlet highlights the over- 
reliance on one key rep as a major weakness of 
the Workmates collective (management tried to 
sack him in 2008, but backed down following the 
threat of unofficial action). Where does this leave 
the syndicalist commonplace that the class 
struggle is the school of militancy, and direct 
action breeds new militants? While there sounds 
like an enduring culture of solidarity on the 
underground, there’s nothing in the pamphlet to 
suggest new militants were ‘born’, let alone 
militants politicised into revolutionaries by their 
experiences. 

Finally, there are unaddressed problems of 
generalisation of the Workmates ‘model’. SolFed’s 
strategy is based on workplace mass meetings like 

SOON THE CAPTAIN IS 

LEADING HIS PARTY 
UP THE STEEP SLOPE... 1 

2 The profitable parcel delivery wing of the Royal Mail. 
ParcelForce was explicitly seen by Transport for London 
management as a model to follow in the path towards 

separating out sections of the service ready for privatisation. 
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those described in the pamphlet, yet in this 

regard all workplaces are hardly created equal. 
While on the underground workers shared a 

canteen, from which they were able to exclude 
management from meetings due to the RMT’s 

recognition agreement, the same can hardly be 
said of say, office workers in a non-union 
workplace on opposing lunch shifts, who may 

never get the chance to meet in that way. How is 

the pamphlet meant to apply to workers in more 

precarious, non-union, private sector work? 

The workplace culture also seems more the 
exception than the rule, as a_ traditionally 
unionised, militant sector. The pamphlet even 

highlights the fact many of the agency workers 

were ex-Miners with experience of the ‘84-85 

strike, and therefore wouldn’t cross picket lines. 
That puts them in a tiny minority of (British) temp 
workers, most of whom lack such experiences and 

from whom such solidarity probably can’t be 
taken for granted. 

None of these problems are insurmountable, 

but each could have done with more depth of 
analysis. And we do not wish to give the wrong 
impression by emphasising our criticisms. It is 
well worth the read, and credit is due to SolFed 

for not being content with either detached 
theorising or straight activism; they try and put 
their ideas into practice and then reflect upon it. 
Aufheben have long insisted that criticism must 
be practical and practice must be critical. 
Workmates provides an important account of a 

little-known episode in the class struggle, and an 
interesting insight into the workplace culture on 
the underground, one of the few places in Britain 
workers have managed to buck the trend of 
declining industrial muscle into the 21st century. 
Its weaknesses of depth don’t detract from a 
highly worthwhile read. 

We must 
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“alm German, Aufheben means both ‘to préserve’ and ‘to abolish’. 
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