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IT IS a message with which BMA
members are very familiar: there 
must be less commercial-sector
involvement in the NHS.

Doctors have been expressing their
concerns about the increasingly common
use of market forces in the health service. 

Since last June, their fears have found 
a focus through the BMA’s Look After 
Our NHS campaign, which has been
highlighting the problems associated 
with embracing privatisation.

Patients and the public are now being

encouraged to have their say.
BMA council chairman Hamish

Meldrum says doctors have been 
urging the association to take its 
anti-commercialisation message to the
public. He says: ‘Doctors believe that, like
us, patients and the public will be outraged
at what is happening to their NHS when
they know the facts.’

The BMA has produced a public
information pack, which members in
England should start receiving next week.
It will carry everything doctors need to
know about the campaign to pass on to
their patients, including:
� A letter from Dr Meldrum explaining 

the background to the campaign
� A brochure for doctors setting out how 

commercial-sector involvement is 
damaging the NHS

� Posters 
� Questionnaires.

Leaflets, posters and a letter from 
Dr Meldrum will be sent to all practice
managers and local negotiating committees
who will be urged to display them in
public areas of surgeries and hospitals. 

The public leaflet incorporates a quick
reply card, which will help the BMA better

understand the public’s views.
Dr Meldrum adds: ‘Public support

will be crucial if we are to get all
parties to acknowledge the folly 

of these policies.’
The association hopes that,

particularly in a general election
year, politicians from all parties will

be more prepared to listen to public
demands for an end to private-sector
involvement in the NHS.

BMA News has been investigating
doctors’ claims of how private-sector
involvement has been affecting their work.

It has uncovered a number of examples
of patients being denied choice because
they had an underlying mental health
condition. 

Several doctors came forward to say
that when they tried to access treatment at
private-sector facilities for their patients,
they were unable to do so — even though
the patients’ mental illnesses were under
control and unrelated to their need for
other treatment.

And NHS London admitted it was
renegotiating its contract with a private
diagnostics provider because of concerns 
it was not getting value for money. A 
GP expressed disquiet because private
provider InHealth was paid £145,000 for
diagnostic procedures that patients did not
have owing to a clause in the contract
signed with the company.

Stand up and be counted
Doctors have been signing up to the
eight principles the BMA says it wants
to see at the heart of the NHS, while the
fun online Christmas card with a serious
message — ‘fat cats’ stripping the letters
c, a, s and h from the words National
Health Service — was viewed more 
than 15,000 times.

The BMA has been far from a lone 
voice in expressing its concerns about
commercialisation in the NHS. Trade
union Unite has also been running its
Health B4 Profit campaign, with similar
aims to the BMA. 

Entrepreneur Peter Hayes, who

became chair of what was the
Macclesfield Health Authority, recently
condemned the internal market in the
NHS, which he had helped to introduce,
as ‘hideously expensive’.

Former health minister Lord Darzi,
whose name has become synonymous 
with opening up the primary care market
through so-called ‘Darzi centres’, has
admitted that the days of PFI (private
finance initiative) deals could be over.

Scotland and Wales, meanwhile, have
refused to follow the same path as the
NHS in England while Northern Ireland
had to suspend its waiting-list deals with
the private sector as part of cost-cutting
procedures. The BMA in Northern Ireland
is lobbying against restarting such deals.

Just this month, Scotland passed a law
blocking commercial companies from
taking over NHS general practice.

So, can the Look After Our NHS
campaign change politicians’ hearts and
minds during an election battle?

Even though the Labour Party, the
Conservative Party and the Liberal
Democrats claim they will continue with
market-based policies should they win
power, there has already been a shift of
emphasis within the government.

Health secretary Andy Burnham
declared last year that when 
commiss-ioners put services out to tender,
the NHS should be the ‘preferred
provider’. Fresh guidance on exactly what
that means is due to be published by the
Department of Health later this month.

As the new brochure points out: 
‘Sixty-one years on from its inauguration,
our NHS, free at the point of use and
funded through general taxation, is still a
fair, popular and cost-effective health
system delivering quality care and we aim
to ensure it remains so in years to come.

‘That’s why we are determined to Look
After Our NHS.’

Find out more at www.lookafterournhs.
org.uk

Rage against the market TALES FROM THE EMERGENCY DEPARTMENT

FRONTLINE MEDICINE
WE HAVE already dealt with the appraisal
process (Opinion, January 30, 2010, page 7),
so now it is time to turn to job planning, which
is obviously unnecessary for those of you in
lesser ranks. 

It means working day and night until you
collapse having contracted a terrible infection
by getting too close to a patient. 

More distinguished members of the
profession who are required to agree annual
job plans, but not to go too near contaminated
patients, can choose what they do, when they
come to work and how much they are paid by
simply filling in a couple of forms. 

If you previously thought that putting
entries into a diary was a waste of time, think
again. Forget the ‘weather cold, nothing much
happening today’ sort of entry — this is
serious stuff. Armed with the self-calculating
ready reckoner, which can easily be
downloaded from the BMA website, all one
needs to do to be richly rewarded for the
forthcoming year is to document every
movement made for a couple of weeks. 

Obviously, don’t include bowel movements
as toilet breaks don’t need to be documented

unless they interfere with the flow of the
clinical session. Doubtless, during the

chosen period of diary scrutiny, there
will be a flurry of medical students

needing teaching, and audit
programmes running 

behind schedule that
need to be crammed

into Saturday

‘Distinguished

members of the

profession can

choose what they

do, when they

come to work 

and how much

they are paid’

mornings. For some of you, early-morning
ward rounds will be particularly lucrative.
Emergency department staff won’t be doing
ward rounds unless the inspector has
persuaded the trust’s operational manager that
emergency department consultants should 
also be managing the bedded clinical-decision
unit patients who would otherwise be sent 
to some backwater medical unit where
throughput is something alien to the safe
running of a pre-filled ward. 

At the end of the week, auto-calculating
spreadsheets will surprise even you. Most
consultants, at a push, will be able to argue 
for a couple of extra personal assistants,
especially if lunchtimes are now filled up with
chatting to one’s mates, or ‘clinical network
meetings’ as they are usually called. When the
diary exercising is over, it’s time to make an
appointment with the clinical director. Naturally,
he won’t have a clue about how busy you are
and will confuse failed targets with unmet need,
so he should be a relative pushover. 

Unfortunately, the director next up will have
a sharper eye, which will be focused on
someone’s bottom line — hopefully not yours.
The crucial part now is to demonstrate how
paying a little extra will ratchet enormous
savings or extra income for the trust. This
explains why orthopaedic surgeons, who only
stay in the NHS as a hobby, will all be paid 13
sessions while emergency consultants end up
on ten. Looks like you picked the wrong
specialty, too.
Charles Lamb is a consultant in emergency medicine

TALES FROM THE EMERGENCY DEPARTMENT

HOW DO we maintain boundaries in the genito-
urinary clinic when discussing such intimate
details of a patient’s life as sex, betrayal and the
resulting emotional turmoil? 

Normally, we can do this by remaining strictly
professional yet sympathetic but, in this
particular case, I was de-professionalised and
lost control of the consultation from the start.

My patient was a senior consultant working in
the same hospital where I am a female associate
specialist. He requested an HIV test following
casual protected sex abroad. 

He made it abundantly clear that he did not
want my consultant — who was in the clinic at
the time — to know anything about his visit and 
I was forced into the first of my many acts of
deception for this man.

The HIV test came back as a weak positive.
Over the next few weeks, as we repeated tests
and awaited results, he became increasingly
anxious, demanding and controlling. 

He pulled rank to ensure that a whole battery
of tests that were not necessary were performed
as speedily as possible. He began emailing me
several times a day, often phoning in the middle
of clinic or after work. 

In my efforts to help this colleague, for whom
I genuinely felt very sorry, there is no doubt that I
became more emotionally involved than I should
have. The boundaries were well and truly blurred
and providing such intense emotional support
became quite addictive in itself and the more he

relied on me and needed my support, the more I
wanted to be needed.

Six weeks later, with the fulfilling of the
window period, the matter came to a climax.
He found on the computer screen, which he
had somehow managed to access without our
authority, a big red dot saying ‘final HIV result
positive’. He broke down completely and
asked me to tell his wife. I, meanwhile, was
fairly certain that this was a spurious false
positive result that had been recorded
incorrectly. It took me two days to clear this 
up with the lab, while he continued to call me
in floods of tears. 

I kept reassuring him that the end result would
be negative and his paranoia was just his guilt
talking. He could not contain his feelings when
he returned to the clinic to collect his negative
result. He rushed into the room and dissolved 
in my arms sobbing like a baby and I had to 
hold him providing motherly comfort for some
five minutes.

How could I have provided the intense
emotional support that this colleague demanded
of me without becoming emotionally involved
myself and therefore finding my subsequent
disengagement from him very painful and
difficult? Would a different doctor have managed
this situation better than I did? I will never know.

Name and address supplied
�For information on doctors’ health and 
well-being visit www.bma.org.uk/doctorsfordoctors

VITAL SIGNS

Vital Signs is about doctors’ experiences in their working lives. We have a number of regular writers but
there are opportunities for other members to contribute too. Article submissions should be 500 words.

Email bmanews@bma.org.uk or send to BMA News, BMA House, Tavistock Square, London WC1H
9JP. Payment will be made for articles accepted for publication.
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QI have heard that BIS plans 
to exempt deaneries from the

employment agency regulations.
What will this mean for junior
doctors? 

ABIS is consulting on this issue,
having previously suggested a

direct exemption for deaneries. The
JDC lobbied hard for a code of practice
to be developed rather than a direct
exemption, which has been accepted 
by BIS. 

The JDC wants the code to ensure
junior doctors receive the detail necessary
at the point of application with adequate
time to make a decision. 

Deaneries will continue to be part 
of the employment agency regulations
until such a time as the government 
seeks an exemption through statutory
changes.

Find out more at www.bis.gov.uk

BMA Q&A

‘Juniors are expected

to apply for jobs not 

knowing where they

will eventually work’

QWhy has the BMA junior doctors
committee been investigating deaneries

and what are the implications for juniors?

AIn 2008, the JDC confirmed that
deaneries in England, Wales and 

Scotland were classed as employment
agencies under the Employment Agencies Act
1973. Deaneries must therefore comply with
the act and, most importantly, with regulations
from 2004 governing their conduct.

This means employment agencies must
comply with the Conduct of Employment
Agencies and Employment Business
Regulations 2003, which state that agencies
must provide information such as the start 
and length of employment, hours of work 
and the minimum remuneration to work 
seekers at the same time that a position 
is offered.

Deaneries do not always possess all of this
information and therefore are unable to pass this
on to junior doctors. Under the regulations they

may be required to seek this information from
the employer before they can make any offers to
junior doctors. 

QWhat is the benefit of deaneries being
classified as employment agencies?

AIn comparison with other professions,
junior doctors are often provided with

little information during the recruitment
process and we hope that this clarification 
will improve the situation. 

Juniors are generally expected to apply for
jobs not knowing where they will eventually
work across a region and what their hours or 
pay will be. We hope that enforcing legislation
will prompt the UK health departments to
provide increased resources to deaneries to
enable them to comply with the regulations.

QIf a deanery has not provided me with
this information, what can I do? How

can the regulations be enforced?

AThe BMA has already begun the process
of challenging the actions of deaneries

by notifying the EASI (Employment Agency
Standards Inspectorate), the organisation
responsible for the regulation and supervision
of employment agencies, of deaneries’ failure
to comply with the legislation. Usually the
EASI will contact agencies and inspect their
procedures. They will issue corrective action
advice if agencies are infringing the
regulations. The details of the EASI
complaints procedures can be downloaded as
a PDF from BIS (Department for Business
Innovation and Skills).

If you have not been provided with the
information listed above, you should write to the
deanery asking them to tell you the missing
details, referring them to the Employment
Agencies Act 1973 and the 2003 conduct
regulations. You could also lodge a complaint
with the EASI using the procedures detailed on
the BIS website. 

Your questions are answered by BMA junior doctors committee chair Shree Datta 

Reports of the spiralling costs of the privatisation of
the NHS and compromised standards of care have
compelled doctors leaders to campaign against 
the government’s increasingly common use of the
market. Lisa Pritchard looks at the BMA’s progress 

The following is an excerpt from
the Look After Our NHS brochure

THE NHS has become a market
offering many lucrative openings
for private-sector providers of a
range of services. 

They have been lured by
generous and preferential long-
term contracts, the systematic
exclusion of potential NHS providers from bidding
for independent sector treatment centres and
other services, and the commitment by senior
ministers to incorporate private companies into
the ‘NHS family’.

There are also unresolved doubts over the
quality of services delivered by some private-
sector providers. At primary care level, market
incentives encourage the view of patients as
‘customers’ with freedom to ‘choose’ between
walk-in centres, with care provided by nurses or
GPs, and more traditional practices, but which
threaten to undermine the special quality of
primary care in which patients establish a 

long-term
relationship with
their GP — just as
GPs get to know
individuals,
families and
communities.

Big,
impersonal

‘polyclinics’, sometimes located further from
communities and handling large numbers of
patients, not only lack the human contact and
approachability of GP practices but also risk
increasing costs.

Staff who do not know their patients so well
may refer more and manage risk less, therefore
losing that crucial gate-keeping role which, when
compared internationally, provides good value 
for money. GPs on NHS contracts fear that
commercial companies will seek to cut costs.

Patients will face a higher turnover of medical
staff, undermining continuity of care, as
companies reach the end of short-term contracts
and are replaced by another company.

The BMA wants an NHS that:

� Provides high-quality, comprehensive
healthcare for all, free at the point 
of use

� Is publicly funded through central
taxes, publicly provided, and publicly
accountable

� Significantly reduces commercial
involvement

� Uses public money for quality
healthcare, not profits for shareholders

� Cares for patients through 
co-operation, not competition

� Is led by medical professionals
working in partnership with
patients and the public

� Seeks value for money but
puts the care of
patients before
financial targets

� Is fully committed to
training future
generations of medical
professionals.

Hands off our health service

006-007_BMA_100213r2:Layout 1  9/2/10  18:33  Page 6


