
The general election is nearly here but what key 
election issues will still be around regardless of who 
wins? Candesic’s Dr Michelle Tempest discusses 
the ramifications for health and social care 

It’s the final 
countdown 

politics 

T
he general election is soon 
upon us: 7 May will bring 
to an end the cacophony 
of sounds played by the 
orchestra of political 
pundits. The potential 
range of outcomes from 

this election is bewildering. Possibilities 
go way beyond single party governments 
led by David Cameron or Ed Miliband or 
another coalition with Nick Clegg (if he 
keeps his seat).

Unless you’re a news reporter, or an 
amateur political train spotter, you may 
well struggle to put a name to every one of 
the seven faces who have already appeared 
on the television’s leaders’ debate. Other 
than people in Wales, who can name the 
leader of Plaid Cymru? Leanne Wood is 
her name. Then there is Natalie Bennett 
for the Greens, Nicola Sturgeon for the 
SNP and Nigel Farage for UKIP. Plus the 
man who didn’t take part in the seven 
leader line up - Peter Robinson, head of 
Northern Ireland’s DUP.  The reason that 
they’re all worth a mention is that any one 
of these individuals might find themselves 
haggling day by day and vote by vote to 
form the next government’s policy if polls 
close, as suggested, in a hung Parliament. 

One thing for sure is that healthcare 
will remain a key voter issue, which may 
lead the House of Commons to become 
analogous to herds of deer charging at 
each other – with antlers clashing and 
locking over political prowess. Adding 
to this, healthcare is an emotive issue, 
and people can hold extremely polarised 
views on finances, form, and function.  
Perhaps these complex dilemmas have 

already caused successive governments to 
give into primordial urges to pass bills for 
reorganisation after reorganisation. 

The political reality is an ageing 
population with more complex and 
long term conditions. This has business 
consequences and financial implications. 
In the past few months, Labour have been 
charged with trying to ‘weaponise the NHS’ 
and Ed Miliband claimed that the NHS was 
being “privatised and fragmented”. David 
Cameron responded saying that the private 
sector only accounts for “6% of NHS work, 

up from 5% under Labour”. 
Common ground across all political 

parties, big and small is integrated 
care. No longer should a patient have 
to navigate their way around physical, 
mental health, community care and social 
care – the journey should be seamless. 
So, what happens when we shine a light 
on current spend and stitch together the 
health and social care budgets? Figure 
1 shows the pooled integrated care 
budgets and highlights that 60% of public 
spend is on NHS providers and 40% on 
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COMMENT FROM THE FRONT LINE 

David Cole, chief exeucitve of Cygnet Health Care: “The proposed cap on 
profits misses a number of points:

• A significant proportion of work performed for the NHS is not performed 
under a contract that guarantees any volumes. In mental health services 
a lot of the work performed is of a reactive, emergency nature, and the 
provider therefore carries the costs and the risk without any guarantee of 
activity

• The independent sector currently provides about one third of all psychiatric 
inpatient mental health beds in England and Wales. Providing the capacity 
to be able to deliver timely inpatient care solely ‘in-house’ is not an option 
for the NHS, particularly when you consider that the number of involuntary 
admissions continues to rise. A few weeks ago 95% of all service users in a 
Cygnet hospital were detained under the Mental Health Act 

• Independent providers have access to capital and regularly reinvest a 
significant percentage of their annual profits into developing new facilities. 
Unless the NHS is going to find the capital to replace about 10,000 
independent sector beds with new beds of its own, the mutuality that has 
evolved over the last 15 years needs to continue. Today’s dynamics of supply 
and demand make the enforcement of the cap in its currently mooted form 
nigh impossible.”
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independent or third sector organisations. 
This illustrates how inter-dependent the 
NHS, private sector and voluntary sectors 
already are on each other. In fact, voters 
may be ahead of the political curve on this 
one. The British Social Attitudes survey (a 
survey of 2,878 adults from across Great 
Britain) found that 43% of people had no 
preference between receiving NHS-funded 
care from an NHS organisation, a private 
company, or a non-profit body such as a 
charity or social enterprise. So, it is clear 
that the old fashioned debate between 
private and public split is going to be far 
more complex as we move forwards.

Areas of political agreement include 
integrated care and the ‘Five year forward 
view’. But where will political fault lines 
develop? There have already been some 
hints in the campaign trail as to what 
will get Parliamentarians hot under the 
collar. We discuss four such topics, plus 
get thoughts and feedback from the  
front line.

1) Private profit cap
Labour’s election campaign promised 
a private provider 5% profit cap “on 
outsourced healthcare contracts worth 
over £500,000”. However, the devil is in 
the detail. It seems that this cap is intended 
for back office services and would not 
include GP practices (mainly independent 
contractors), but would include adjunct 
services set up by GPs, such as out of 
hours co-operatives. It would not include 
tariff funded services, social enterprises, 
charities, or suppliers of drugs and 
devices. But it would include, clinical 
support services, such as the recently 
agreed Alliance Medical contract for over 
£350 million. This included an £87 million 
investment to improve PET-CT services 
at 30 sites, as well as new machines in 
Bath, Bristol, Carlisle, Lincoln and Truro. 
The cap would also be flexible to allow 
commissioners the ability to lower or raise 
the 5% cap to account for the level of risk 
or innovation involved in a contract. 
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Figure 1: uK HeALTHCAre SerViCeS MArKeT – PuBLiC SPeND BY PrOViDer

reVeNue BreAKDOwN 2013-14*PrOViDer MArKeT SHAre: £116BN

*  Community pharmacy includes retail sales in community pharmacies. Community healthcare includes all community deliv-
ered NHS services e.g. midwifery, physiotherapy, podiatry, health visiting, palliative. Primary care is counted as private, as 
whilst GPs cannot sell their practices, they take home the profits of their practices. English NHS figures scaled up to UK NHS 
by population. MH = Mental health, including learning disability.

Source: HSCIC; ONS; DH Annual Reports; NHS Business services authority; Personal social services: Expenditure and Costs;  
Laing & Buisson; Candesic analysis

▶

COMMENT FROM THE FRONT 
LINE 

Dr Ilan Lieberman, consultant and  
clinical director of integration,  
University Hospital of South 
Manchester: “The underlying 
funding crisis within Manchester’s 
Health economy is that infrastructure 
needs to be rationalised. One 
way forward could be a federated 
accountable care organisation acting  
as an overarching health and social  
care trust.”

Overall, devolution is meant 
to depoliticise decisions and take 
healthcare further away from 
Westminster politics, but the mix 
of local authorities and clinical 
commissioning groups (CCGs) may 
make local politics more important 
rather than less.” 



politics

Furthermore, accounting the profit made 
will also prove difficult to measure, as 
providers often share costs between their 
privately and publicly funded patients and 
could choose to employ complex profit 
shifting accounting to reduce apparent 
profit.

As a result of all these factors, this policy 
may have to be debated on a case by case 
basis.  At a time when the NHS is in short 
supply of capital and is being pushed for 
more efficiency savings, it may well be 
looking to the private sector to invest in 
buildings, scanners etc, to improve services 
and to keep patient care up-to-date. 

Overall, it seems this plan is going to be 
challenging to put into practice and that’s 

without even mentioning the EU legal 
regulatory hurdles. 

2) Devolution 
Although the Conservatives have set out  
the devolution stall in instigating the 
devolution of health and social care in 

Greater Manchester (DevoManc), the 
journey and delivery during the next 
parliamentary term is yet to be played 
out. DevoManc is the trailblazer test case 
for English devolution and Simon Stevens, 
NHS chief executive, called it “potentially 
the most important health and social 
care devolution since 1948”. DevoManc 
transfers the care of 2.8 million people, 
around the same population as Wales, 
and about £6 billion of the NHS budget to 
the local commissioners who suggest that 
they looking to use multiyear budgets to 
manage risk over a three to five year period 
and will be investing into community care.

3) Primary Care
Primary care is a debate that both main 
parties have highlighted as a priority, so 
it’s likely to gain some spotlight attention. 
Conservatives have said, by 2020, everyone 
should be able to see a GP seven days per 

week between 8am and 8pm. £400m has 
been committed to implement this policy 
nationally following a £50m pilot in about 
14% (1147) of GPs. They also plan for an 
extra 5000 GPs and spending an additional 
£2bn on the frontline NHS. Labour 
promised to guarantee a GP appointment 
within 48 hours along with a pledge to 
invest an extra £100m in primary care a 
year. They plan to recruit an extra 8000 
more GPs and spend an extra £2.5bn 
across the NHS.

4) Medical Technology 
Finally, do we have the time to wait for 
new politicians to tell us how to change 
healthcare? As the world showcases the 
new Apple Watch, Britain could win the 
digital race by moving fast in the space of 

big data analytics, personalised genetics, 
telehealth and integrated platforms that 
communicate across the digital divide 
between hospitals, community and GP. It’s 
a fast moving space where a new pinprick 
blood test has already created America’s 
youngest female self-made billionaire 
named Elizabeth Holmes, founder and 
chief executive of Theranos, a Silicon 
Valley company with an over £6 billion 
valuation.

Overall, politics, health and social care are 
never the easiest of bed-fellows, especially 
as political terms rarely correlate with 
long-term strategy. As this article explains 
the care market is evolving rapidly and 
any health secretary is likely to find 
politics lagging behind the profession. 
Understanding the push and pull factors of 
political forces will be key for investors 
in coming months. n
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▶

COMMENT FROM THE FRONT LINE 

Dr Matt Malone-Lee, GP at Potterells Medical Centre: “Where is any government 
going to magic up all these GPs? There needs to be a longer-term training policy and 
a long-term view to staffing management, not a knee jerk reaction during a general 
election cycle.”

“Overall, primary care is changing. Out of the 211 CCGs, 64 have already 
agreed to take on full primary care commissioning and a further 87 will be joint 
commissioning. So, vertical integration will become a reality for the next parliament 
and community funding will never be far from the headlines.”

COMMENT FROM THE FRONT LINE 

Dr John Butler, consultant at the Royal Marsden Hospital: “Cancer care is 
going to be changed by technology, from diagnosis, personalised cancer 
treatments through to follow up. Politics will need to embrace, encourage and 
respond to raised patient expectations. It could lead to a far more consumer 
based care system.”

COMMENT FROM THE FRONT 
LINE 

Dan Vahdat, founder of Medopad: 
It’s really exciting  times in the 
UK for innovation, for example,  
Medopad has already developed 
a chemotherapy app with Apple 
Watch.


