
To�make�matters�even�worse,�a�new�round
of�'reforms'�which�will�merge�many
existing�PCTs�and�make�the�NHS�even
more�remote�from�the�local�people�it�is
supposed�to�serve,�is�now�being�forced
through�at�breakneck�speed.”

It�is�no�exaggeration�to�say�that�the
government�policy�of�'payment�by�results'
and�introducing�a�'health�market'�is
destroying�the�foundations�of�the�health
service�as�'social�medicine'.

So�what�can�be�done�to�challenge�them? A
national�campaign�has�been�launched,

,�by�health�workers
organisations�and�campaigning�groups,
with�the�support�of�some�unions.�It�has
been�launched�with�the�statement�(see
Page�5)�shown�here.

It�has�to�be�said�that�it�is�rather�late�in�the
day.�Much�damage�has�been�done�to�the
NHS. The�health�service�unions�have
downplayed�their�differences�with�the
government. The�'end�of�the�two�tier�pay
system'�was�trumpeted�as�some�great
achievement. Whilst�it�is�a�step�forward�for
the�workforce,�the�government�has
continued�with�its�privatisation�agenda.
The�attempt�to�reason�with�them�has�been
futile.

Having�said�that,�the�move�to�reorganise
the�PCTs�and�privatise�their�work�has
provided�a�salutary�shock. As�John�Lister
of�Health�Emergency�said�at�a�recent
meeting�the�unions�have�spoken�of
'creeping�privatisation'�but�in�fact�we�are
facing�galloping�privatisation.

,�involving�service
users�as�well�as�staff. We�can�learn�from
the�experience�of�Defend�Council�Housing
where�the�unions�have�supported�a
campaign�which�has�united�the�workforce
with�tenants. The�advantage�there,�as
compared�to�the�situation�in�the�NHS,�of
course,�is�that�there�has�been�a�ballot
process�which�has�enabled�local�campaigns
to�halt�the�process�of�privatisation.

There�will�be�no�ballots�in�the�health
service. That�is�why�industrial�action�needs
to�play�a�more�central�role�combined�with
a�political�campaign. The�absence�of�a
national�campaign�in�relation�to�the�NHS
has�meant�that�groups�of�workers�have
been�left�isolated. The�new�campaign�will
not�only�provide�a�focus,�it�will�enable
campaigners�to�expose�in�a�much�more
systematic�way�the�disaster�which�is
happening�on�the�ground�in�countless
Trusts�and�locations.

The�weakness�of�the�health�service�union
organisation�on�the�ground�remains�an
objective�difficulty�that�we�face.�However,
it�just�may�be�that�the�launching�of�a
national�and�political�campaign�will
provide�an�impetus�for�rebuilding�union
organisation�in�the�workplace.

This�campaign�is�important�not�only�for
those�involved�in�the�NHS�and�those�who
use�its�services.�It�is�politically�important
because�the�NHS�was�one�of�the�most
enduring�reforms�which�the�post-war
Labour�government�carried�out. The
generation�which�grew�up�in�the�1930's
understood�life�at�a�time�where�working
class�people�often�could�not�afford�to�see�a
doctor�when�they�were�ill. The�NHS,
despite�all�its�weaknesses,�gave�a�glimpse
of�a�society�in�which�people's�lives�were
not�determined�by�their�status�or�the�size�of
their�bank�balance.

The�high�priests�of�New�Labour,�glorifying
in�the�'benefits'�of�globalisation,�believe
that�everything�should�be�subordinated�to
'the�market'. They�are�opening�the�door�to
a�system�in�which�instead�of�the�NHS
organisations�collaborating,�each�has�to
fight�for�survival. Yes,�this�is�Brown�and
Blair's�very�own�version�of�social
Darwinism. We�now�have�the�unedifying
spectacle�of�NHS�hospitals�'marketing'
their�services,�as�if�the�sick�were
considering�what�make�of TV to�buy.

Workers�organisations�are�fighting�to
defend�themselves�on�many�fronts�against
a�government�which�is�seeking�to�destroy
the�welfare�state,�cutting�our�pensions,
attacking�our�democratic�rights�and�so�on.
Not�everybody�will�be�able�to�become
directly�involved�in�Keep�Our�NHS�public.
But�what�every�trade�union�activist�can�do
is�to�get�their�branch�to�affiliate�and
circulate�the�material�in�the�workplace.

The�campaign�rightly�wants�to�build�local
groups.�Signatories�on�the�statement,�even
big�names�ones,�are�no�substitute�for
mobilising�active�support�for�the
campaign,�so�that�resistance�is�built. That
depends�on�the�full�and�active�involvement
of�the�unions.�Campaigners�in�South West
London�have�shown�what�can�be�done.
Opposing�the�transfer�of�the�£15m�NHS-
funded�South West�London�Elective
Orthopaedic�Centre�to�private�hands�as
part�of�the�government's�£3bn�scheme�to
expand�private�sector�provision�of�NHS
contracts�have�secured�a�2-month�delay
and�a�full�review�of�the�plans.

They�intervened�at�a�meeting�of�the
Epsom-St�Helier Trust�Board,�challenging
the�directors�to�explain�the�reasons�for
transferring�the�state�of�the�art,�highly

successful�and�popular�NHS�unit�to�a�US-
based�company.

Trust�directors�were�unable�to�offer
satisfactory�answers,�and�eventually
conceded�that�a�decision�on�the�transfer,
due�to�be�taken�at�that�meeting,�would�be
postponed�until�December.

During�these�two�months�a�full�review�of
the�plan,�including�a�fresh�review�of�the
option�of�retaining�the�unit�and�its�services
within�the�NHS,�would�be�undertaken.
Campaigners�now�plan�to�intensify�their
efforts�to�'Keep�SWELEOC�in�the�NHS':
but�their�example�also�shows�the�way�for
other�campaigners�faced�with�the�transfer
of�NHS�facilities�in�the�second�wave�of
bidding�for Treatment�Centre�contracts,
which�are�not�open�to�NHS�hospitals.

In�opposing�the�introduction�of�a�‘health
market’ it�is�necessary�to�develop�an
alternative�vision�of�how�the�NHS�should
be�organised. This�means�a�critique�of�the
bureaucratic�structure�of�the�old�NHS,
dominated�by�senior�consultants�and
utilising�a�committed�workforce�which�was
grossly�underpaid. Whilst�the�unions
consistently�raised�the�issue�of�under-
funding,�what�New�Labour�has�shown�is
that�increased�funding�is�no�solution�in
itself. What�is�crucial�are�the�aims�of�the
service�and�the�degree�to�which�staff,�at�all
levels�are�involved�in�running�it. We�will
look�at�the�experience�of�the�NHS�and
these�questions�in�future�issues.

A new�report�by�Prof Allyson�Pollock,
David�Price,�and�Stewart�Player�shows�that
Private�Finance�Initiative�(PFI)�schemes�do
not�out-perform�public�sector�projects�by
coming�in�on�time�and�on�budget,�as�the
government�claims.

,�published�by�UNISON,
nails�the�claim�that�the�extra�costs�of�PFI
are�offset�by�increased�efficiency�and�it
knocks�out�another�of�the�government’s
arguments�for�its�continued�use�to�build
hospitals,�schools,�and�other�major�public
sector�projects.

View�the�report�at:

National�campaign

Social�Darwinism

A vision�for�the�future

Keep�Our NHS�Public

Galloping�privatisation

The�key�thing�now�is�to�build�the�campaign
as�widely�as�possible

The�private�finance�initiative:�a�policy
built�on�sand

‘PFI:�a�policy�built�on
sand’

Http://www.unison.org.uk/acrobat/B2062.pdf
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Ron�Singer

he�term�'primary�care'�includes�most
health�service�provision�outside
hospital�(and�many�definitions

include Accident�and�Emergency
departments�which�are�a�first�port�of�call
for�people�seeking�immediate�treatment).
Working�in�primary�care�there�are�tens�of
thousands�of�nurses,�doctors,
physiotherapists�occupational�therapists
and�so�on�who�provide�care�to�patients�in
their�own�home,�in�general�practices�or
health�clinics.

Over�90%�of�NHS�contacts�with�patients
occur�outside�hospitals:�but�primary�care
and�community�services�have�been�the
traditional�poor�relation��of��the�'exciting'
world�of�NHS�hospitals.

In�2001�the�government�set�up�Primary
Care Trusts�in�England�(PCTs)�to�bring
together�all��the�NHS�'departments'�that
provided�care�outside�hospitals.�PCTs�are
responsible�for�GPs,�dentists,�opticians,
local�pharmacies,�district�and�school
nurses,�health�visitors,�other�community
services�-�and�as�'commissioners'�of�care,
they�are�also�responsible�for�payments�for
all�hospital�services�used�by�their�residents.

However�in�a�dramatic,�sudden�and
unexpected�announcement�in�July�this�year
PCTs�are�to�be�enlarged�and�stripped�of
their�role�in�providing�health�care:�they�are
to�become�commissioners�of�care�only.

Government�policy�has�for�a�while�been�to
transfer�as�much�work�as�possible�from
hospitals�into�GP surgeries�and�'the
community'. This�is�thought�to�be�what
patients�want,�will�help�to�reduce�the
demand�in�hospitals�and A&E�departments,
and�be�cost�efficient,�i.e.�cheaper.

But�as�services�are�transferred�from
hospitals�to�the�community�it�is�rarely
possible�to�identify�the�shift�of�resources�to
pay�for�the�service�in�its�new�setting.�In
spite�of�the�increase�in�NHS�funding,�many
hospitals�and�PCTs�are�short�of�cash�and
desperately�trying�to�save�money.

Already�care�for�asthma,�blood�pressure
and�diabetes�takes�place�mainly�within
general�practice,�and�the�aim�is�to�provide
care�in�hospital�only�for�patients�who�must
receive�this�'specialist'�level�of�care.

In�other�words�the�services�that�PCTs�now

provide�are�to�be�further�increased�at�the
same�time�as�PCTs�are�to�be�forbidden�to
provide�them�themselves�after�2008. The
nature�and�status�of�the�new�providing
bodies�is�currently�(September�2005)�a
mystery. The�assumption�is�that�this�is�a
huge�opportunity�for�the�private�sector�to
take�a�big�bite�into�the�NHS�outside�of
hospitals.

There�are�examples�of�gearing�up�NHS
services�in�the�community�-�increased
resources�for�GPs��(including�the�world's
first�national�database�for�chronic�diseases)
and�the�creation�of�community�matrons�and
nurse�consultants,�for��example.�But�other
services�are�still�over-stretched�-�health
visiting�and�services�for�the�terminally�ill
(Macmillan�Nurses)�to�name�two�and
Britain�will�still�be�left�with�one�of�the
lowest�number�of�doctors�and�nurses�per
head�of�population�in�the�developed�world.

Other�new�initiatives�such�as�NHS�LIFT
and�Patient�Choice�(described�below)�both
come�with�the�sting�of�privatisation�in�their
tail,�and�the�high�risk�of�fragmentation�of
care.

Meanwhile�huge�amounts�of�money�are
being�spent�on�various�NHS�IT initiatives
(see�Choose��and�Book�and�Care�Record
Service)�diverting�money�from�patient
services�and�putting�the�confidentiality�of
patient�records�at�risk.

Few�people�are�aware�of�the�extent�to
which�the�government�is�actually�forcing
PCTs�to�pay��the��private�sector�to�take
over�our�health�services�in�preference�to
the�NHS.�PCTs�have�been�ordered�to�spend
at�least�10%�of�their�(NHS)�money�in�the
private�sector,�for�example�via�Independent
Treatment�Centres,�and�to�build�premises
only�via�NHS�LIFT (both�described
elsewhere�on�this�site).

Whereas�privatisation�was�mainly�seen�in
hospital�care,�primary�care�is�now�to�be
privatised�and�to�become�another�route�for
tax�payers�money�destined�for�the�NHS�to
end�up�as�shareholders'�dividends.

We�say�the�money�would�be�better�used
improving�NHS�facilities�and�raising
quality�in�the�NHS�where�care�decisions
are�clinically�not�commercially�based.

As�you�read�through�the�following
paragraphs�you�will�see�how�the�NHS�is
being�privatised. A White�Paper�on�'Care
outside�hospitals'�due�in�October�is�likely
to�further�increase�the�role�of�the�private

sector�particularly�now�that�PCTs�are�to�be
stripped�of�their�role�in�providing�NHS
services�to�their�community.

When�being�referred�to�a�hospital�for�an
operation�or�consultant�opinion,�your�GP
must�from�the�end�of�this�year�offer�you�a
choice�of�5�'providers',�one�of�which�must
be�in�the�private�sector.

The�government�says�offering�'choice'�will
introduce�competition�into�the�NHS�which
will�drive�up�quality.
We�say�if�the�money�had�been�invested�in
the�NHS�patients�will�not�need�'choice',
only�faster�access�to�hospital�care.
The�IT system�will�allow�instant�booking
of�the�operation�or�consultant�appointment.
Whilst�the�attractions�of�such�a�system�are
obvious,�GPs�say�they�are�clinicians,�not
NHS�travel�agents�and�it�is�a�huge�waste�of
their�clinical�time�if�they�have�to
personally�explain�five�choices�to�each
patient,�and�then�book�the�appointment.

Asking�GP staff�to�do�this�work�is�equally
unrealistic,�given�the�pressures�under
which�they Work.�Discussions�are�on-
going!!

Your�GP and�hospital�notes�are�about�to�be
placed�on�a�national�database,�viewable�by
many�thousands�of�NHS�and�private�sector
staff.

This�has�advantages�in�the�rare
circumstance�of�needing�care�away�from
home:�but�what�about�aspects�of�your
personal�history�that�you�do�not�want
shared�across�the�system?�How�will
confidentiality�of�your�notes�be�protected?

If�patients�are�offered�the�choice�to�opt�in
or�opt�out�of�this�system�it�will�be
complicated�and�impossibly�time
consuming�for�both�clinician�and�patient�to
make�the�choice�at�each�consultation.

Alongside�ID�cards�this�additional�national
database�of�all�our�intimate�details�has�to
raise�serious�questions�of�civil�liberties.

The�Private�Finance�Initiative�is�described
elsewhere�on�this�site. The�community
variant�is�called�LIFT (Local�Investment
Finance Trust)�and�operates�in�a�similar
way.�It's�the�mechanism�for�the�private
sector�to�provide�cash�to�build�GP surgeries
and�community�clinics,�which�are�then

a�London�GP and�President�of
the�Medical�Practitioners�Union�(MPU),�a
section�of Amicus,�writes�on�the
reorganisation�of�Primary�Care�Trusts.
Visit�their�web�site�at:.
http://www.mpunion.org.uk/

T

The�Huge�Role�of�the�Private�Sector

Choose�and�Book

Care�Record�Service

NHS�LIFT

Primary�Care�‘market’ launched
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rented�back�to�the�NHS�on�25�year�leases.
This�is�expensive�and�will�not�replace�all
poor�premises�before�the�cash�runs�out.
LIFT also�offers�openings�for�sections�of
the�private�sector,�such�as�pharmaceutical
chains,�to�stake�a�long-term�claim�to
involvement�in�health�centres,�and�once�a
LIFT deal�has�been�signed,�every�future
development�of�primary�care�facilities
must�first�go�to�the�private�sector�for
funding.

From�the�time�the�NHS�was�formed�all�UK
residents�could�register�with�a�named�GP,
who�had�responsibility�for�their�care�every
day�and�night�of�every�year. This�has�all
changed. You�are�now�registered�with�a
practice�rather�than�a�named�GP;�PCTs�are
responsible�for�care�'out�of�hours'. Any
private�organisation�can�now�provide�NHS
GP services,�and�the�government�has
changed�the�'sale�of�goodwill'�regulations
to�allow�the�trading�of�practices�on�the
open�market.

Since�the�compromise�deal�signed�by
Aneurin�Bevan�at�the�establishment�of�the
NHS�in�1948�GPs�have�always�technically
been�'private�contractors'�and�never
employees�of�the�NHS:�but�GPs�have
always�had�a�national�contract�with�the
NHS,�pension�and�other�rights�that�blurred
the�distinction�between�self�employed�and
employed.��GPs�felt�part�of�the�NHS.

However�as�practices�fall�vacant�private
companies�can�now�bid�to�PCTs�to�take
them�over�and�operate�them�on�a�for�profit
basis.

They�are�likely�to�gain�a�foot-hold�in
deprived�areas�where�it�is�difficult�to
recruit�GPs�and�then�just�like�Spec-Savers
(or Tescos)�'grow�their�market�share'.

Overall�there�has�been�an�expansion�of
primary�care�and�community�services.
Further�expansion�is�planned�alongside
ever�greater�opportunities�for�the�private
sector�to�bid�for�basic�NHS�care.

Much�NHS�money�is�already�being
directed�into�the�private�sector,�and�this
undermines�the�integration�and�cohesion
that�has�been�the�hallmark�of�quality�NHS
primary�care.

The��speed��of��the��take��over��by��the
private��sector��is��about��to��increase
dramatically.��Commercial��companies
may��try��and��provide��good��care��but
only��if��this��makes��a��profit. They
compete�rather�than�cooperate;�they�have
commercial�secrets�rather�than�open
accountability.

It�is�sad�that�at�the�same�time�as
recognising�the�need�to�improve�primary
care�government�policies�are�fragmenting
and�undermining�it.�Just�as�other�countries

are�trying�to�build�primary�care�into�their
own�systems�we�are�about�to�lose�a
national�focus�and�identity�for�ours.

GP Services

Frank�Dobson,�former
health�secretary,�speaking
to�a�meeting�of�the�NHS
consultants�association
recently�said:

“The�prime�minister�has�said�there�is�no
limit�to�the�amount�of�work�to�be�farmed
out�to�the�private�sector. That�means�they
intend�to�dismantle�the�NHS.”

He�added�that�the�whole�basis�of�the�NHS
the�“pooling�of�risk��and�of�cost”��was
under�threat�as�health�corporations�are
invited�to�play�an�increasingly�large�role.

“The�government�is�encouraging�the
private�sector�to�cream�off�the�most�simple
treatments,�leaving�the�NHS�to�cope�with
the�more�complicated�ones,”�he�said.

“Tony�Blair says�that�he�wants
this�to�be�part�of�his�legacy.
Besides�being�the�man�who�took
us�into�Iraq,�he�seems�to�want
to�be�the�man�who�took�us�out
of�the�NHS.”

We�reproduce�below�an�article�from�the�FBU
London�Region�Bulletin,�“The�Organiser”.

Organiser

Organiser

Organiser

.

not

“the�shift
system�can�be�disruptive�to�family�life”

“discourage�diversity�and�equal
opportunities”

,

M
ake�no�mistake,�the�battle�to�defend
our�shift�system�has�begun.�I�urge
all�London�FBU�members�to�return

their�ballot�forms,�so�we�can�send�a�clear
message�to�Ken�Knight�that�our�shifts�are�not
up�for�grabs.”

Those�were�the�words�of�London�region
FBU’s�executive�council�member,�Mick
Shaw,�after�leaked�reports�revealed�that
LFEPA bosses�are�set�to�launch�a�full-scale
assault�on�the�2-2-4�shift�system�worked�by
London’s�operational�firefighters.

At�the�time�of�going�to�press,�the
announcement�of�plans�for�a�new�shift�system
was�said�to�be�“imminent”. That’s�why�FBU
members�throughout�London�are�receiving
this�special�edition�of�the ,�along
with�a�ballot�form�from�the�union,�asking
whether�they�wish�to�defend�the�existing�shift
system. The�union�is�urging�all�its�members
to�vote�and�return�their�ballot�forms�as�soon
as�possible.

The�FBU�has�received�information
suggesting�that�London�fire�brigade�bosses
wish�to�introduce�a�new�twelve-hour�shift
system�for�both�day�and�night�shifts. The
brigade’s�preferred�start�time�for�the�new
shifts�would�be�as�close�to�midday�and
midnight�as�possible,�a�move�that�would�play
havoc�with�FBU�members’ family�lives.

Sources�close�to�principal�brigade�officers
have�confirmed�that�the�real�benefit�of�such
changes�for�employers�is�the�flexibility�to
reduce�night�time�fire�cover�and�cut�jobs,�as
well�as�allowing�them�to�encroach�upon�the
stand-down�period�between�midnight�and
7am. The�FBU�has�also�seen�a�leaked�copy�of
a�confidential�memo�from�LFEPA’s�Head�of
Property,�which�reveals�how�the�brigade�is
secretly�planning�to�remove�beds�from
stations.

Since�rumours�of�shift�changes�first�surfaced,
the�FBU’s�London�regional�office�has�been
inundated�with�phone�calls�from�members
expressing�their�opposition�to�the�proposals
and�pledging�their�support�to�the�union’s
campaign�to�defend�the�current�shift�system.
It�is�this�groundswell�of�support�that�has�led
to�the�union�carrying�out�a�ballot�of�its
members�on�the�issue. And�whilst�at�this
stage�the�ballot�is�an�indicative�one,�designed
to�ascertain�the�strength�of�feeling�over�the
proposed�changes,�the�union�is�keen�to
emphasise�that�it�is�already�considering
taking�industrial�action�over�the�issue.
Speaking�to�the ,�one�angry�FBU
member�said,�“Since�the�pay�dispute�ended,
members�in�London�have�voted
overwhelmingly�on�two�occasions�to�take
industrial�action. That�was�on�co-responding
and�pre-arranged�overtime,�and�on�both
occasions�we�forced�the�employers�on�to�the

back�foot. The�fight�on�shifts�is�even�more
important.�If�the�employers�come�forward
with�these�damaging�proposals,�we�should�go
for�the�hat-trick.”

FBU�London�regional�official,�Linda�Smith,
told�the ,�“Members�need�to�be
aware�that�the�brigade’s�proposals�contain�a
hidden�agenda. At�the�heart�of�their�plans�is
the�desire�to�reduce�night�time�fire�cover�and
cut�establishment�levels.�Equalising�the�hours
between�the�day�and�night�shifts�would�give
them�the�opportunity�to�do�just�that. They�can
have�firefighters�working�more�day�shifts
than�night�shifts�whilst�still�ensuring�that�the
total�hours�worked�remains�the�same. This
would�mean�an�alteration�not�just�to�the
length�of�shift,�but�the�actual�shift�pattern
too. And,�of�course,�fewer�firefighters�on�duty
at�night�means�fewer�stations�open,�fewer
appliances�on�the�run�and�fewer�firefighters
employed. This�is�despite�the�fact�that�most
fire�deaths�occur�during�the�night�shift.”

Meanwhile,�a�new�twelve�hour�night�shift
could�also�pave�the�way�towards�an�attack�on
night�time�standdown,�warns�Linda�Smith
“The�first�step�will�be�getting�rid�of�sleeping
accommodation�on�fire�stations;�the�next�will
be�a�change�to�night-time�stand�down
arrangements.”

The�FBU�has�learned�that�the�brigade�is�itself
intending�to�conduct�a�ballot�of�the
workforce,�in�which�a�limited�number�of
options�will�be�given�for�the�start�and�finish
times�of�new�shifts.�However,�not
surprisingly,�the�ballot�will give�the
workforce�the�choice�of�maintaining�the
current�shift�system.

Consequently,�London�region�FBU�is�urging
members�to�boycott�the�brigade’s�ballot. The
union�says�that�members�should�instead
support�the�FBU’s�ballot,�which�clearly�gives
them�the�opportunity�of�voting�to�defend�the
existing�shift�system.

“The�brigade’s�ballot�will�be�phoney�–�a�con
trick,”�says�executive�council�member,�Mick
Shaw.�“Voting�in�the�brigade’s�ballot�would
give�it�a�legitimacy�that�it�doesn’t�deserve.
I’ve�never�met�a�single�firefighter�who�has
called�for�a�new�shift�system,�but�if
substantial�numbers�of�firefighters�participate
in�the�brigade’s�ballot,�Ken
Knight�would�be�able�to�give�the�false
impression�that�firefighters�are�happy�with
shift�changes.�He�will�attempt�to�achieve�this
by�presenting�such�unpalatable�options�on
shift�starting�times�that�our�members�will�be
tempted�to
vote�for�the�least�worst�option. We�should�not
give�Ken�Knight�the�luxury�of�such
propaganda.�I�urge�London�FBU�members�to
boycott�the�brigade’s�bogus�ballot,�support
the�FBU’s�ballot,�and�play�an�active�part�in
the�campaign�to�defend�the�current�shift
system.”

When�the�brigade�makes�the�expected
announcement�about�changes�to�the�shift
system,�no�doubt�women�firefighters�will
once�again�be�used�as�a Trojan�horse�to
further�the�arguments�for�change. We�have
been�here�before.�During�the�national�pay
dispute,�the�Bain�review�stated�that

and
can

.�In�fact,�nothing�could�be
further�from�the�truth.

Sally�Harper,�secretary�of�London�FBU’s
Women’s Action�Committee,�says,�“As
women�firefighters,�we�are�sick�and�tired�of
being�told�that�the�shift�system�is�a�block�to
women�becoming�firefighters.�Our�members
that�are�parents�agree�that�the�current�shift
system�allows�for�better�parenting�and�other
caring�responsibilities. The�employers�take
the�sexist�attitude�that�childcare�is�the
responsibility�of�women�only.�Perhaps�they
should�look�to�their�own�sexism�as�a�block�to
women�joiners. We�will�not�be�used�to�further
the�employers’ ‘modernisation’ agenda.”

Adele�Phemister,�a�London�firefighter,�added
“The�idea�that�the�current�shift�system�puts
women�off�joining�has�been�thoroughly
rebutted�by�women�firefighters�over�and�over
again. We�utterly�reject�this�cynical
exploitation�of�a�very�important�issue�to
pursue�other�aims.”

Nottinghamshire�fire�crews�were�outraged�to
hear�that�their�fire�authority�has�started
moves�to�deduct�10%�of�their�pay�for
refusing�to�carry�out�ambulance�duties.

In�September,�Nottinghamshire�fire�crews
voted�4�to�1�to�refuse�to�allow�the�imposition
of�ambulance�duties�on�to�their�colleagues�at
Retford�fire�station�in�the�north�of�the�county.
The�ambulance�duties�-�known�as�“co-
responding”�-�would�require�fire�crews�to�be
specifically�dispatched�to�medical
emergencies.

The�FBU�has�a�longstanding�policy�of
refusing�to�attend�medical�incidents.�It�feels
this�would�provide�a�third-class�service�to�the
public�who�require�trained�paramedics�on
these�critical�occasions.

Matt Wrack,�General�Secretary�of�the�Fire
Brigades�Union�(FBU)�said,�“This�is�a
dangerous�and�badly�thought�out�proposal.
Firefighters�do�not�have�the�necessary
training�to�be�sent�to�ambulance�calls. This�is
playing�dangerous�games�with�people’s�lives.
If�there�is�a�problem�with�ambulance
provision�in�Nottinghamshire�then�that
should�be�addressed�but�this�proposal�is�just
an�attempt�to�solve�a�problem�on�the�cheap.”

Indicative�ballot

Brigade�‘ballot’

Women�Firefighters�say:
‘Not�in�our�name’

‘Ambulance�duties’ row
in�Notts

Shift�system�under�threat

T
he�government�has�backtracked�on
its�blanket�policy�ordering�primary
care�trusts�to�divest�themselves�of
the�bulk�of�services�they�provide.

Decisions�to�hand�over�provision�of�PCT-
run�services�to�other�providers,�including
the�independent�and�voluntary�sectors�and
foundation�trusts,�will�be�a�matter�for
individual�PCTs,�health�secretary�Patricia
Hewitt�told�the�Commons.

In�a�statement�to�parliament,�she�said:
“Staff�will�continue�to�be�employed�by
their�PCT unless�and�until�the�PCT decides
otherwise�following�full�local�public
consultation.” The�statement�contrasts�with
the�government's�original�position,�laid
down�in�‘Commissioning�a�Patient-led
NHS’,�published�in�July.

Then,�NHS�chief�executive�Sir�Nigel�Crisp
said�the�future�role�for�PCTs�would�see
them�“acting�as�provider�of�services�only
where�it�is�not�possible�to�have�separate
providers”.

In�the�statement,�Hewitt�also�stressed�that

the�terms�and�conditions�of�staff�whose
organisations�are�taken�over�by�new
organisations�“will�of�course�be
protected”'.

Unison�put�forward�a�successful�motion�at
the�Labour�Party�conference�opposing�the
increased�use�of�the�independent�sector�by

the�NHS.�Head�of�health�Karen�Jennings
described�this�week's�statement�from�Ms
Hewitt�as�a�“wholly�unsatisfactory�fudge”.

She�said�that�leaving�decisions�about�the
future�of�PCT-provided�services�to�PCTs
would�“give�staff�no�peace�of�mind”�and
she�urged�the�government�to�“take�a�step
back�and�consult�people�properly”.

The�Commons�health�select�committee
announced�it�will�hold�a�two-session
inquiry�into�changes�to�PCTs.�Speaking�in
a�personal�capacity,�chair�and�Labour�MP
Kevin�Barron�said�the�government's
statement�appeared�to�indicate�what�was
“probably�a�more�sensible�approach”.�But
he�said�“we�need�to�look�at�this�in�some
detail”.

However,�in�PCTs�there�are�plenty�of
gung-ho�would-be�entrepreneurs�who�will
be�keen�to�open�up�these�services�to
private�companies. The�“step�back”
required�is�to�abandon�the�very�idea�of�a
PCT 'market'.

Government�abandons�blanket�rules...but
PCTs�can�chose�to�privatise


