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[bookmark: _Toc509577895]Abstract

‘The NHS will last as long as there are folk left with the faith to fight for it’
(Aneurin Bevan, 1948)


Since its inception on the 5th of July 1948 controversy has hit the National Health Service (NHS). One such aspect was the introduction of tendering in the early 1990’s. It was not until 2012 that controversy really struck when tendering was made compulsory for the NHS by the introduction of The Health and Social Care Act 2012 (HSCA). The impacts of this act on the staff and patients have not been explored exclusively and as such this report fills in the gap. There is also a need to understand the impact on the NHS and the costs involved. Ever present in public concerns is Brexit and what will happen now that Article 50 has been triggered, more specifically in what way this could impact the tendering process. 
Relevant research was evaluated and only research post HSCA 2012 has been used. CASP is the chosen methodology to be applied to this report as it is a more streamlined approach that simplified methodology in view of the large amount of irrelevant research available. Only research that has been conducted in the UK and from reputable sources are to be researched. 
Ethically the research is all secondary and as such are not relevant as there is no primary research used and all the research was secondary, therefore ethics do not need to be considered.
From the systematic reviews conducted, four themes were identified. These four themes are the impacts relating to the NHS as an organisation; impacts on the staff; impacts on the patients and the impacts post Brexit. 
The impacts on the staff showed that the compulsory tendering is confusing and time consuming however after the initial few years the process has become easier to manage. Patients, however are still unaware of the potential impacts on them. The NHS is dealing with quality issues as well as the cost implications of implementing this service. Brexit could indeed change the need to tender in the EU and this could have positive and negative impacts for the tendering process alone. The positive impacts are, less need to procure services to such a far-reaching audience and therefore helping the impact on the environment and sustainability. The negative point however be less choice for procurement managers to tender services and may cause the cost of the tendering services to rise. 
The research has provided an in-depth review and understanding of each of the themes and has found that even though there was a lot of scrutiny at the beginning, much has changed for the staff involved. Staff understand more how the process works and are not so confused. Patients however are still not able to understand the complexity of the process. The NHS marketisation is estimated to be the most impacted during this reform, this is down to the cost implications and difficulty implementing the tendering. Finally, Brexit, has the potential to be the rule breaker. Brexit could provide the opportunity to explore of the explicit need to tender services to such a far-reaching area. It could potentially be the catalyst to dampening the requirement to compulsory tender to the EU. 
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The National Health Service (NHS) was formed in 1948 in an act of Parliament to make healthcare free for everyone no matter of their ability to pay. Aneurin Bevan, a politician, was the founding member that pushed for this act to be passed after identifying people were suffering as they were not able to pay for medical or dental treatment. There were three main requirements of the NHS these being: to meet the needs of everyone; to remain free at the point of delivery and the ability to use the NHS upon the clinical need and not the ability to pay for the services. In the initial years changes happened sporadically, such as in 1952 when a charge of one shilling was introduced for prescription charges. In 1962 Enoch Powell’s Hospital Plan and the first hip replacement was performed. Later, during the 1970’s the NHS delivered its first Invitro Fertilisation (IVF) baby. 1987 hatched the first heart, lung and liver transplant which was carried out at Papworth Hospital in Cambridgeshire. 1984 saw the introduction of the shaping of an internal market. Hospitals were required to generate their own income but also facilitate income in a competitive manner. The HSCA 2012 reformed this from an internal, market to a quasi-market. 
Speed & Gabe (2013) descried the HSCA as;
The enactment of The Health and Social Care Act in England in March 2012 marked the end of one of the most controversial periods of reform in history of the National Health Service (NHS). As such, it marks a fundamental transformation of the founding principles of the NHS or even the end of the NHS itself
Katikiteddi (2014) also imply that this reform is one of the largest by stating that it is ‘so large you could probably see it from space but despite this we may never know its true impact on population health’ 

Modernisation in the form of competitive tendering is imposed by the need to keep the founding principles alive. HSCA was to bring quality, value and efficiency within the NHS and to improve patient outcomes and become patient centred with the ability to provide choice to patients. It abolished Primary Care Trust’s (PCT) and created Clinical Commissioning group’s (CCG’s). CCG’s were seen as the way forward due to the proximity to the population it served. CCG’s were led by General Practitioners (GP) and therefore were guardians of their own budget’s. This research only applies to England as Wales and Scotland have decided not to pursue the purchaser provider split in 2004 and 2009. 
The reform changes meant new groups and bodies doing different jobs. The Care Quality Commission (CQC) will regulate quality, Monitor will regulate cost; NHS commissioning board will monitor efficiency; Clinical Commissioning Groups (CCG) will hold all health care providers to account in terms of commissioned health care outcomes at a local level and Commissioning Outcomes Framework (CQF) will regulate the measurement of clinical effectiveness.
Allen, et al (2016) state that the Secretary of State for Health (Jeremy Hunt) suggests that competitive tendering ‘may not be the best way to improve many services’.  In contrast they also imply that Monitor, the body that regulates cost in the NHS argued ‘competition still had an important role in the NHS’. 
In 2012 The Health and Social Care Act (HSCA) was passed through parliament. This act changed the practice of tendering, this was due to Section 75 which made tendering to Any Willing Provider (AWP) compulsory. This was quickly changed to Any Qualified Provider (AQP), meaning companies needed to have the relevant skills to provide the service. This new way of tendering services had impacts on the staff employed to deliver the service, as well as the patients involved in using the services that had been tendered. The quality of patient’s care has been questioned and the costs involved have been estimated. Patients did not know the service they were getting was not provided by the NHS any longer and that there could be implications for them. Private hospitals were getting contracts for surgical procedures for NHS patients, however, the patients were not to know that this could have some consequences on their health. Private hospitals were not equipped to provide lifesaving support in the event of surgical complications. 
General Practitioners (GP) were made the guardians of their budgets, as previously mentioned, something that by their own admission they have no skills to deal with effectively. Katie Gardner (2012) a GP at Marylebone practice in Liverpool assesses that many employees ‘do not fully understand the system’. Patients care has been questioned by the GPC. Lacobacci (2013) argues that whole person care is affected in stating:
The GPC has had serious concerns regarding the impact this has had on patient care, they argue that if too many organisations are involved in a patient’s care, ‘the harder it becomes to ensure good communication, adds greater amount of bureaucracy, and makes it more difficult to provide holistic care for patients’
Ham et al. (2015) stated In contrast though that Lord Howe would recommend that ‘such concerns were misplaced, as they would encourage greater innovation’ improve performance in the health service and drive up the quality of care’.
The NHS has now become one of the biggest businesses in the UK and one of the leading healthcare providers in the world. However, It was reported in the British Medical Journal (BMJ) by Kmietowicz (2013) that ‘redundancy payments were the single most expensive cost of implementing The Health and Social Care Act, accounting for 40% (435m) of the £11bn cost of the changes’. 
Tendering has three routes to offer. Any Qualified Provider (AQP) offers patients the choice of providers for the service they require but is more suited to planned care as opposed to emergency care. AQP needs to meet high-quality standards and meet the terms and conditions of NHS standards contract; competitive tendering is the most commonly used of the tendering. When AQP is not appropriate for the contract in question then the service can be elected to run a competitive tender. When there are many tenders that want to tender, then a multi stage process is utilised. If, however, there are contracts that are intricate or convoluted, then a tender will still be competitive but providers will be required to present evidence of proof that they can provide the service and has a set of stages; no competition tenders are tenders that do not require the use of being competitive, such as there may only be one provider. For this dissertation all forms of tender post HSCA 2012 will be used.
The 5 Year Forward View (5YFV) issued by NHS England in 2014 did not mention competition between organisations and instead focused on how organisations in the NHS need to cooperate with each other, and in fact at times merge to form larger organisations. The 5YFV has been seen by commentators as an important indication of future developments for organisational issues in the NHS. 
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The methods and methodology are the ways a researcher goes about researching a question to provide the very best possible answer based on the plethora of available evidence. Walshe and Smith (2014) imply that ‘research, in simple terms, involves a systematic attempt to study a problem and to advance human knowledge’. The importance of this in healthcare can be the difference between life and death. Making the change in healthcare needs to be backed up with carefully researched evidence. Akobeng (2005) states that professionals are increasingly required to base clinical decisions on the best available evidence (EBM) model by stating, ‘formulation of answerable clinical questions; searching for evidence; critical appraisal; applicability of evidence; evaluation of performance’. Questions arise in healthcare daily, to answer these questions Bryman (2012) asserts the researcher needs to conduct a systematic review to assess the ‘gaps in literature or an inconsistency’.
As discussed earlier, controversy has followed the NHS with every move they have made. The marketisation of it however, could be argued to be the most controversial to date. This has been owing to the competition being imposed on the tendering process. Tendering in the NHS evolved from the Thatcher years in the early 1980’s when it was introduced to form an internal market. This was changed when the HSCA 2012 introduced an element of tendering that incorporated competitiveness and made it fair within the EU. This being the case, only research that was conducted post HSCA will be permitted in the methodology. This is to make the research chosen safe and reliable to answer the initial question posed.  Research has been carried out regarding the marketisation and the impacts on the organisation but there seemed to be a gap in the research relating to the impacts on the staff and patients specifically. When conducting a systematic review of the literature there were many studies pertaining to the tendering process, however little relating to the specific impacts on the staff and patients. These two components could be the most important two factors relating to this process. Ultimately if the patients are having adverse reactions and the tendering process impacts then negatively then the research could become very important. To allow a better understanding of the organisational impacts this has on the NHS there will be a brief analysis of how it has impacted them as well. To begin the research a systematic review was conducted.
A systematic review was conducted only using primary studies. Greenhalgh (1997) states that a systematic review is ‘an overview of primary studies which contains an explicit statement of objectives, materials, and methods and has been conducted according to explicit and reputable methodology’. Ackoberg (2013) does not fully support that all systematic reviews should be assumed valid, this is down to the ‘validity of the methodology’.  To resolve these implications, the systematic review was rigorous and thorough. Empirical studies were sought, this is due to the scientific and clear methods that had to be used to conduct them. 
The search strategy used incorporated a few techniques. The first technique was to do an electronic search. Only words relating to the question were used. Due to the HSCA dating 2012, it was also important to use only data post this date. Scholarly articles were searched and were narrowed down to any that specified the impact on staff and patients. Only English and UK research has been used this was executed by the very nature that this research question only relates tom the NHS in the UK. The next step was to search a library database and again only use date appropriate material. The Cochrane Library was used, this supports Akobeng (2005) who addresses that evidence of ‘single electronic database searches lack sensitivity and relevant articles may be missed if only one database is searched’. Systematic reviews therefore are strategies that are evidence based and reliable. Online journals offered important material as they are peer reviewed which meant they were of importance. If quantitative research was used clear answers to any questions were sought and not just a yes or no reply. The dissertation question was very specific in asking what the impacts on patients and staff were and these needed to be answered with a philosophical answer to fully answer this question. Saunders et al. (2012) referred to the use of the research onion (Appendix one) which shows;
When thinking about philosophies it would be easy to fall in to the trap of thinking that one research philosophy is ‘better’ than the other. This would miss the point. They are ‘suited’ to achieving different things. As always, this depends on the research questions you are seeking to answer. Of course, the practically reality is that a research question can rarely be answered only with one philosophical domain, as suggested in the onion.
For this reason, there are mainly qualitative research used however there are a few research methods that are quantitative, this is mainly in relation to the cost implications of the impacts on the NHS and the need for these to be quantified.
Due to the vast amount of information in the systematic review being brought up in the electronic searches, a Boolean approach was then used. A Boolean operator to a systematic review will identify articles that contain several terms. When the search came back with thousands of sources, two words were then inputted into the search. Instead of searching ‘the impacts of competitive tendering’ NHS and HSCA 2012 were also inputted. This narrowed down the responses. To narrow it down even more words such as ‘patient’ ‘staff’ and ‘Brexit’ were also used. 
To allow the identification of people’s feelings in relation to the impacts on them, a philosophical approach was required. Martin Heidegger was a leading expert in phenomenology which is interpreted by Horrigan-Kelly, et al (2016) as providing ‘methodological guidance for qualitative research to explicate the lived experience’. Akobeng (2005) also endorses It saying it exposes the ‘everyday ordinary human existence as part of conducting interpretive phenomenological research’. Cerbone (2009) state that;
Heidegger is viewed as ‘intellectual pillar’ in the phenomenological movement. ‘His publication being, and time challenged existing Husserlian phenomenological ideals, arguing that it was predominantly descriptive, espousing the essential structures of consciousness. Heidegger thus advocated the ideals of his own phenomenology as one of interpretation of experience and explication of ‘the meaning of being.
Heidegger posed the question ‘what does it mean ‘. Natanson (1973) suggests that philosophy ’provides a fundamental perspective in terms of which pieces of work of the social scientist can be put together in a coherent unity’ (p.310).
The next step was to appraise the research. The use of CASP was used for this (see appendix 2). The data was inputted using a Mindview tool. Ten questions that are devised by the CASP methodology were posed and answered to ensure that the review was appropriate. Akobeng (2005) supports this by stating that critical appraisal ‘provides a structured but simple’ method. CASP is easy to use and Taylor, et al (2004) states the use of CASP ‘in the UK and abroad, the critical Appraisal Skills Programme (CASP) has become one of the most widely disseminated forms of CAS training’. CASP has eight different types of questionnaires, for the purpose of this systematic review the researcher used a qualitative CASP method to allow for the spoken word to be identified and it was used due to the qualitative nature of the research. Newton (2011) explained the CASP methodology as ‘The first two questions (which concern the statement of aims and the appropriateness of a qualitative methodology) act as screening questions. The reviewer can then choose whether to continue with the remaining questions’. Newton also suggests that;
The priority of these two questions suggests they are important and integral to qualitative research, though we would question whether omitting an article on the basis of unclear research aims would be appropriate. In terms of completing the CASP, the first two screening questions invite a yes or no response.
Qualitative and quantitative research has been used. To answer the question fully that the dissertation proposed, it needed to be divided into parts. As explored earlier the use of qualitative research were used mainly in relation to the impacts on the staff and patients. To fully explore how the impacts on the NHS had affected it, the use of a quantitative approach was needed. To answer the question on the cost implications studies relating to figures were needed. All the research will be secondary research from appraised sources. All research has been found that has been carried out post HSCA 2012 to answer the founding question fully. Lader (1993) suggest that the difference between qualitative and quantitative research is ‘ambiguous’ however Bryman (2012) feels there is no evidence to support this. The emphasis on the spoken word is imperative to the research question being answered and it is due to this that the use of a qualitative approach has been used as well as a quantitative approach. Greenhalgh & Taylor (1997) identified that epidemiologist Nick Black suggests that ‘a finding or a result is more likely to be accepted as a fact if it is quantified than if it is not’, he suggests this only about people would tend to accept statements that contain numbers. The research needed to make sense of the phenomena that people feel but also it needed to understand the enormous impact on the organisation and this involved facts and figures.
Ethical considerations needed to be address however, ethically there was no harm to participants; consent was not needed (secondary research); no invasion of privacy and no deception involved in the research. 
The question posed was a little ambiguous. It has a raft of connotations that could be interpreted in many ways. The impact on the NHS brought a plethora of information and many themes were initially seen. Using the top four themes has impacted the results of this study, there has been too many impacts that have been considered to provide the best possible result. 
If this research was to be conducted again, the use of a very specific and carefully thought through question would ensure this doesn’t happen. The researcher felt that having broken down the evidence into four categories of how it impacts the NHS, them being; impacts on the patients; staff; NHS and Brexit, the research may not have concluded on as much evidence as it was initially anticipated, therefore whilst the research has been conducted in a thorough and peer reviewed way, it may not be as effective as it could have been if it had have just concentrated on the one impact. 
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[bookmark: _Hlk509435030]The research revealed very strong emotions from the staff during the initial years of its inception. Descriptive words were expressed. Staff described the process of competitive tendering as complicated; time consuming and deskilling ’Wilkinson (2015) found that staff felt tendering was seen as expensive for everyone involved and the study concluded that it ‘destabilises services’ and its was not shown to improve care’. Another study by Porter, et, al (2013) found that the competitive tendering process is ‘time consuming’. They felt that they have not found that the regulatory authorities have provided adequate guidance’. Porter, et, al (2013) also deduced that ‘the current regulatory framework contained in the HSCA 2012, particularly since the publication of the 5YFV, is not clear. Better guidance should be issued by the regulatory authorities’. Wilkinson (2015) also;
Recorded findings of uncertainty around contracts and tendering decisions, that worked within the commission capacity voiced concerns about its complex nature. The research also found that there was a lack of understanding around ‘building good clinical teams’. Having appropriate clinical space requires both time and investment and that both need to be maintained. Uncertainty leads to loss of staff and lack of investment in services, especially in the year before a tendering process.
Porter, et, al (2013) debated that ‘Commissioners regarded the use of competition and cooperation as appropriate for the NHS currently, although collaborative strategies appear more helpful in respect of large scale changes’.
Speed & Gabe (2013) reported on the changes to the staff when moving from an NHS contract to a private one;
Changes have resulted in the private companies becoming the principle providers of these services such that NHS employees are required to move from NHS contracts n to private sector company contracts (in a process known as the Transfer of Undertakings (protection of employment) or TUPE. What is new post legislation, is that the changes have resulted in private companies becoming the principle providers of these services such that NHS employees are required to move from NHS contracts on to private sector company contracts. 


Speed & Gabe (2013 ) argued that the deregulation of NHS provision through AQPs also creates ‘greater possibilities for non-physician clinicians to provide statutory care, for example extending the possibilities for nurse led primary care that were introduced under the previous labour government’ this allowed for a greater community coverage of services’. In contrast Allen, et, al (2016) disagreed and their research identified verbal opinion from staff stating that attempting to tender was like;
Trawling through treacle and they found that the current policy confusing. A commissioner from CCG1 cited a case of a ‘private provider offering maternity services in the region and expecting to be paid by the local CCGs despite not being commissioned by the CCG. ‘vagueness’ ‘complexity’ ‘the lack of sufficiently specific guidance about the HSCA 2012 resulted in commissioners having to consult sector regulators.
Porter et al. (2013) supports this evidence buy stating that ‘The Secretary of State for Health (Jeremy Hunt) has indicated that patient choice may not be the best way to improve many services’. Allen et al 2016 however, reported that:
Monitor argued competition still had an important role in the NHS, despite the 5YFV. Research also suggest that commissioners regarded the use of competitive tendering as appropriate even though commissioners felt that in finding help and support from Monitor regarding the commissioning process was a very wishy washy and intervention were not effective or timely. 
CCGs were developed to allow commissioning capacity to GPs and it was envisaged that they would tender services closer to home. The GP played an important role in this, it offered a new model to work with where a CCG will have a dominant role in their proximity. In effect the GPs role is extended to include the governance of private sector providers. NHS workers went from NHS contracts to private contracts this involved a process called Transfer of Undertakings (protection of employment) or TUPE. This is being used more and more as private companies are winning tenders to provide services under the umbrella of being an NHS service. Staff are transferred to these private contracts using the TUPE process. This caused some anxiety to the staff as they were no longer employed by the NHS but instead they were employed by a private company
The research did conclude that in 2015 when the commissioners were re interviewed that the mood had changed, and it found that the ‘commissioner did not exclude the possibility of competitive tendering being used in future commissioning’. OSTROM points out, actors need to ‘understand’ the rules of the game to know how to relate to each other, and these rules are vital in setting the context and limits within which local actors can operate’. This suggests that the complex nature that was imposed during the early years had subsided somewhat, this was in relation to a better understanding f the rules and scope that competitive tendering brought with it. This was echoed by another commissioner that was interviewed who stated they had found the competitive approach ‘useful’ in this case as it injected new ideas into a very conservative local landscape’ Allen et al. (2016). 




















The impacts on the patients

[bookmark: _Hlk509436448][bookmark: _Hlk509437085]Glover-Thomas (2013) reported on figures on mental health stating, ‘mental health conditions account for 23% of the total burden of disease; but in terms of NHS expenditure, only 13% of health expenditure is currently directed towards psychiatric and related services’. Primary Care Trust’s (PCTs) under the NHS Act of 2006 was an act to improve the quality of healthcare services, implies the Glover-Thomas, (2013) the HSCA in comparison explicitly recognises the need to consider treatment and care outcomes and the patient experiences’. CCGs promote the involvement of the patients and this is achieved through shared decision making. Glover (2013) supports this suggestion that this issued an ‘avenue for improvements in quality of life’. This is particularly important for those who need support for an extended time however she also argues that there is ‘no health without mental health’, which would suggest that for mental health to be good for patient’s, a holistic approach to their health should be a priority and they felt that tendering may impact this. 
Competitive tendering brought about the opportunity for the third sector to bid for contracts however Glover-Thomas (2013) also feels that the third sector may have a struggle to win bids, also they may not have the knowledge and money to apply. She argues that;
If the third sector organisations do struggle in this provider landscape, the mentally ill will inevitably suffer as the tailored, personal provision currently offered by mall organisations and charities is likely to be curtailed as they battle to compete. 
Glover-Thomas (2013) felt that tendering of patient services;
Offers an avenue for improvements in quality of life, particularly for those who need longer term support in the community. For mentally vulnerable, effective integration of services is often particularly important, improving the implementation of treatment plans, medication compliance and on-going community-based support. 
Glover-Thomas (2013) concluded their research stating that ‘The restructuring of the NHS and the changes created by the HSCA 2012 to the commissioning process will take time to grow accustomed to’. This has been supported by OSTROM. Glover-Thomas (2013) continued by stating that; 
From mental health perspective, the HSCA 2012 offers real potential to see mental health brought from the margins of provision to feature much more prominently. There are concerns that mental health needs may continue to be overlooked by CCGs when pressure to commission services effectively whilst also increasing patient choice presents significant tensions for CCGs to overcome.
Glover-Thomas (2013) went on to suggest that;
Whilst parity of mental and physical is a clear commitment within the HSCA 2012. The introduction of competition principles will also facilitate efficiency savings. Mental health needs are often complex, requiring the input of a variety of different agencies and service providers. Both the cost and complexity of provision in mental health has been a persistent source of difficulty in the past and where tragic failures in care have occurred; investigations have often presented a catalogue of challenges surrounding the coordination and adequate funding of care.
Glover-Thomas (2013) also ascertain;
Two separate issues in the commissioning process for mental health services exist; First, the level of clinical expertise that exists and second, whether CCGs have sufficient management experience to meet the need for equal distribution and coverage of costs. Its predicted that CCGs may have inadequate management expertise and from this, optimal commissioning decisions will be less likely to occur. Given the sheer scale of care and social support needs that patients with mental health conditions often need, if CCGs lack membership that reflects the level of experience needed to recognise this, adequate mental health care provision is likely to be inadequate. 

Glover Thomas (2013) also found evidence to suggest that;
[bookmark: _Hlk509453108]If pockets of poor provision do emerge, then mental health provision may be adversely affected’. ‘The HSCA 2012 represents a significant departure from a culture of public service provision that we have become accustomed to, but does it fail the vulnerable, notedly those with mental health care needs.
Glover-Thomas (2013) saw CCGs as a dominant entity stating;
The creation of CCGs prioritises a very specific form of team models of care, with the general practitioner (GP) playing a key role. The emphasis on local provision, brokered by and through CCGs, presents a new model of working whereby the CCGs take a dominant role in any given locality.
Speed & Gabe (2013) saw a greater possibility for non-clinician provision;
The deregulation of NHS provision through AQPs also creates greater possibilities for non-physician clinicians to provide statutory care, for example extending the possibilities for nurse led primary care that were introduced under the previous Labour government.
Porter et al. (2013) in their research stated ‘The theory is that competition between suppliers of care will lead to more responsive effective and efficient services than would occur if NHS services remained local monopolies’ Bartlett & Le Grand (1993) felt that ‘having a single market with single purchaser and providers leads to ‘too intimate’ relationships hampering bargaining processes. They also concluded that ‘commissioners and providers need access to cheap, accurate and independent information on cost and quality. This allows providers to set an appropriate price and purchasers to check that they are getting a good service’. 
Bastola & Nyame-Asiamah (2016) found that ‘the privatisation concept of transferring service provision ownership from state owned enterprises to private enterprises to improve efficiency has failed to bring quality for service users’. Bastola & Nyame-Asiamah (2016) also argue that;
Privatisation is seen as a better way to distribute improved efficiency benefits among different classes in society. The focus of privatisation has relied on profit maximisation with little emphasis on service users. In situations where quality is upheld, privatised service providers charge high prices which discourage poor and privileged individual access essential services. 
Glynos, et al. (2014) believe ‘Integrated care is vital, and competition can and should be used by commissioners as a powerful tool to drive this for patients’ Wilkinson (2015) suggested however that tendering was ‘the fragmentation of commissioning responsibilities leads to poorly coordinated decisions that impact on services and patient care’. This feeling was concluded by Bastola & Nyame-Asiamah (2016) stating that ‘the privatisation concept of transferring service provision ownership from state owned enterprises to private enterprises to improve efficiency has failed to bring quality for service users’.




[bookmark: _Toc509577900]
The impacts on the NHS


The impacts on the NHS as an organisation could be debated for eternity, this was indeed the case with the number of research available. It seems that everyone wants their say. Katikireddi, et al  (2014)  felt that the latest change to the English NHS has been described as ‘so large you could probably see it from space but despite this we may never know its true impact on population health’. The vast amounts of money involved may never be known but within the research there were some stark figures. Lord Carter (2016) quantified the measure of the products that are procured;
The sheer amount of variation in products used across the NHS makes it almost impossible to make meaningful comparison. For example, a sample of 22 trusts covering approximately 16% of NHS spending revealed that in one year they used 30,000 suppliers, 20,000 different product brands, more than 400,000 manufacturer product codes with more than 7,000 people are able to place orders. There are a vast number of suppliers for NHS England. Carter quantified his findings on how much money has been involved thus far, £72 billion contracts tendered; £31 billion by private sector 43%; £2.55 billion by NHS trusts 35%; £1.53 billion by not for profit 21%. 
These figures are also evidence that the not for profit or voluntary sectors are missing out on contracts. There is no evidence however to show the rationale of this. The private sector is achieving the most success in winning the contracts.
Katikireddi, et al (2014) called for a whole new set of research be done after; 
the Department of Health (DH) called for research to evaluate the HSCA’s impact, issuing a second call when DH found submitted bid’s left ‘significant gaps’ and would not allow ‘an assessment of impact across the whole suite of reforms.
Lord Carter (2016) saw the costs of waste being questioned when he found ‘supplier catalogues changing at a rate of 30% per year. Furthermore, product variety is the root cause of hospital supply chain waste such as high inventories, expiration and obsolescence, and low value orders and delivery charges’. 
One of the names that were highlighted frequently was Richard Branson who is the founder of Virgin Healthcare. Campbell (2017) summarises that ‘private firms scooped almost 70% of the 386 clinical contracts that were put out to tender in England in 20016-17’. The NHS bases itself on their values, however, if 70% of their contracts are tendered out then these values will not be translated into the private sector. Campbell (2017) reported on a cost implication involved in the tendering process when it goes wrong;
Richard Branson’s company also sued six CCGs in Surrey after losing an £82 million contract for children’s services, in a statement Virgin said that they were ‘concerned’ about serious flaws in the tendering process and that it had no choice but to launch the proceedings. 
Private companies are abandoning services due to the cost of recruitment, sometimes due to serious complaints about quality of service. Circle was the first private company in the UK to run a hospital, this hospital was Hinchingbroke Hospital in Cambridgeshire. It pulled out due to it not being profitable and they had heavy criticism from the CQC. This is backed up with evidence by Bastola & Nyame-Asiamah (2016) that ‘The focus of privatisation has relied on profit maximisation with little emphasis on service quality and customer satisfaction’ Jethwa (2015) supports this evidence by stating that ‘new providers seeking to enter the system ( largely from the private sector) often cherry pick profitable services’. For a reform that was introduced to ensure competitiveness and fairness, this does not seem very fair. Fairness also came into the equation when evidence suggested that the voluntary sector was getting harmed due to the complexity of the process. Wilkinson (2015) states that ‘It is also difficult for some voluntary sector providers to respond to calls to tender and their significant expertise and skills may therefore be lost’.
[bookmark: _Hlk509436582]Bastola & Nyame-Asiamah (2016) found that ‘In situations where quality is upheld, privatised service providers charge high prices which discourage poor and underprivileged individuals to access essential services’.  Lord Carter (2016) found more negative findings stating;
The growth in service sector privatisation has, however, brought about some negative impacts on society with failed quality service provisions for service users which is very prevalent in privatised healthcare delivery in developing countries. From which the current NHS procurement strategy is derived, are inadequate for today’s challenges. Businesses tell me that selling to the NHS is a nightmare. Even when a product is approved, is on a purchasing agreement and the savings and patient benefits are huge, they still have to attempt to persuade each hospital, one by one, to adopt it. Small- to medium-sized businesses cannot afford to do this. Several have told me that they are giving up on the NHS and are looking to the growing market in south-east Asia. 
Jethwa (2015) also found negative findings in their research saying;
The only evidence on quality of outcomes shows no significant differences for three types of routine day case surgery, after adjusting for case mix. New providers seeking to enter the system (largely from the private sector) often cherry pick profitable services. The focus on cost reduction led to under bidding and resulted in services which did not meet the required clinical standard. The separation of the service from out of hours providers has also introduced an artificial split within NHS services, making coordinated working harder for NHS staff.












[bookmark: _Toc509577901]





Brexit, what next?
McKenna (2017) In their article in the Kings Fund, found;
Brexit and the NHS are the two main factors impacting the public in a poll carried out in 2018 so there is a suggestion that Brexit may be as influential on the NHS as the HSCA was in 2012. Brexit appears to already be having an impact, especially on the recruitment and retention of EU nationals in some parts of the workforce which is contributing to shortages of key staff. 
This has the potential to be translated in any event to the procurement process the number of nurses and midwives from Europe leaving the Nursing and Midwifery Council’s register between October 2016 and September 2017 increased by 67 per cent. 
Cram (2016) suggests that ‘the NHS will be particularly badly hit because many of its purchases are from overseas businesses. Essex Chambers (2018), a leading law firm estimates the impact of Brexit is still largely unknown;
Once the UK has left the EU, it seems unlikely that the UK government will abolish the domestic procurement legislation. This is primarily because there are so many powerful domestic public policy reasons for the regulation of procurement: it protects against the risk of corruption; promotes choice; and supports central and local government in achieving value for money.
Essex chambers (2018) summarises the way they envisage Brexit;
The greatest scope for change comes with a bilateral trade agreement or a hard Brexit, resulting in a retreat to WTO rules. In these circumstances, the government will have greater scope for reform but, as we have explained, is unlikely to take up the opportunity for wholescale reform. A well-regulated procurement market has advantages at home in terms of encouraging competition and best value, and abroad by keeping the UK open to foreign investment. In any event, while the detail of the Procurement Regulations could be trimmed down, domestic principles of fairness, transparency and rationality mean that procurement litigation, at least, is here to stay.
The BMA (2018) however asserts a different view and also suggest that changes have already occurred by commissioners even before Brexit is fully implemented; 
Simon Stevens, Chief Executive of NHS England, has argued that the implementation of STPs (Sustainability and Transformation Partnerships) could end the purchaser-provider split in England. There have also been recent cases of NHS organisations in England choosing to award contracts to providers without going through the procurement process. For example, in July 2017, Coventry and Rugby CCG and Warwickshire North CCG awarded a £57 million contract for community services to South Warwickshire Foundation Trust, without a competitive tender. 
The BMA advocate the need to leave the EU in the full sense of the words by saying;
It is therefore crucial that: – The UK government ends the application of EU competition and procurement law to the commissioning of NHS services in England – Access to NHS markets should not be used as a bargaining chip in relation to any future trade deals with the EU – The NHS should be exempted from any future international trade deals, such as those with the USA – Post-Brexit, all regulations and rules requiring competitive tendering for NHS, or HSCNI, services should be removed, allowing clinicians and commissioners to focus on care and not competition.
The BMA (2018) asserts that the ‘competition within health systems leads to fragmentation and undermines the NHS’s own founding principle of publicly delivered healthcare’. 
They end a very powerful argument stating that;
While the extent to which Brexit could facilitate an immediate change in competition within the UK’s health systems, and most notably in the NHS in England, is debateable, the fact that it presents an opportunity for reform is not. UK government must therefore end the application of EU competition and procurement law as soon as possible, reform domestic regulations requiring competitive tendering and not open the NHS up to competition as part of future trade deals. The NHS should be the preferred provider of NHS services and the BMA has long-standing concerns about the increasing role of the independent sector in the provision of publicly funded healthcare. 
There is a real opportunity to change the way procurement in the UK is delivered and bring it closer to home. The way competition onto commissioners has been imposed in 2012 by the HSCA is concluded by the BMA (2018) by suggesting that;
Fragmentation, distracts from the primary goal of providing the best quality care, and presents a barrier to integration and cooperation. Commissioners should be given full autonomy to choose the most appropriate procurement process for the services that they wish to put in place, including the ability to appoint a specific provider or group of providers without competition, something which EU law and current UK law does not allow in England.
In summary, Brexit has the potential to be the rule breaker, Brexit offers hope of a reform of procurement closer to home and the need to not offer competition on NHS healthcare needs. Brexit can change everything. Unfortunately, the details are unclear and there is still time before the UK will know what direction they are headed but the evidence is clear, NHS tendering and the compulsory tendering aspect could be changing in the best way possible.
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The results suggest that for the staff that the tendering process that was imposed during the HSCA of 2012 were complicated, time consuming, they eroded professional boundaries, deskilling, reduced willingness to practice and the vision was not translated into practice for the staff working to fulfil its requirements. During the past six years since the act was imposed, the evidence shows that feelings may be changing and that the process may be appropriate within the NHS now. The time since its inception may be a factor in this. The staff now feel more aware of the requirements of the process and what is expected of them. The reform however did impose the competitive process on GPs who are part of the CCGs. Evidence suggests this is not the best use of their time and could have a negative impact not just on them but also on the quality of the service they provide as a GP. 
Patients were impacted by the tendering process too albeit indirectly. Every service was tendered which included abortions and HIV care. Ethically this is questionable and indirectly impacts the patients. Patients were not aware of the risks involved if a private hospital was commissioned to take over their care. Private hospitals are not equipped to deal with emergencies and therefore patients would be sent via ambulance back to a NHS hospital. The research suggested that patient choice, may not be the best way to improve services. In contrast Monitor argued that competition still had an important role in the UK. Patients are still unaware largely at how the marketisation impacts them. The research however has suggested that it is neither a negative impact or a positive one and there was not a full understanding of its direct impacts which leads to suggest that more research is needed to specify the impact on the patient as a person.
The cost implications on the NHS has gauged a huge amount of money involved in the costs of the tendering process. Lord Carter (2016) provided figures that provided a view of the cost implications and also offered a synopsis of how much money is wasted on the tendering process. Lord Carter supplied evidence that the majority of the contracts are being won by the private sector which suggests that the voluntary sector has had a negative impact. The evidence suggests that the voluntary sector is not as knowledgeable about the process as its private sector counterparts and that in a process that imposes competitive tendering for fairness reasons, this does not suggest the process is very fair on them.
Finally, Brexit was observed to potentially be the rule breaker. Brexit could change everything that commissioners now have learnt about the tendering process. Not being in the EU allows the UK to not have to compulsory tender. The evidence showed that the UK doesn’t yet know the true analysis of the deals on procurement, but the BMA have supplied compelling evidence that if Brexit meant a full break from the current laws imposed on the NHS, then Brexit could be the best option for not only the NHS as an organisation but also the staff and patients requiring the service. A compulsory competition game changer.
The research provided a better understanding on the impacts on four groups. Staff and patients were shown to be impacted both negatively and positively and have brought up the need for more research to be done to better understand its impacts, however it has provided a much better understanding of how the impacts relate to them. The costs involved are high and some would argue unnecessary. Finally Brexit is a game changer and could break the rules on compulsory tendering as it is known currently.
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Recommendations

The evidence suggests that tendering is a complicated business to follow and implement. This has also now been shown to have eased dramatically, therefore the status quo needs to be maintained. Brexit, as suggested earlier, could have a positive impact for competitive tendering in the NHS therefore maintaining competitive tendering within the UK would be endorsed. For commissioners to change the way they tender again could have a negative impact so removing the need to tender within the EU but leaving the UK market as is could promote better procurement outcomes for everyone. 
GP’s are under pressure to do the job they trained to do, treat patients, that is where their skill set is. They have voiced their concerns regarding how time consuming and complex the tendering process is to them and giving them, this added pressure when their main aim is to promote the health of their patients could be unethical. GPs are integral to the commissioning process as they are in the heart of their community, there is a need to review this in 2018 and explicitly research the impact on GPs currently. The research aim would be to identify the time scales and impacts that the tendering processes have on GPs currently in view that there has been over five years since the HSCA was instated. The research in this study would suggest that GPs are finding the process a lot easier however there is also an argument that imposing this on GPs when their main purpose is the health of their patients is not the most effective use of their time. This needs to be reviewed.
It seems that the patient has been impacted, however the research doesn’t provide a conclusion on if this is still the case. Public opinion however has been high in relation to the tendering process as many saw it as a waste of money. A better understanding of who is providing the services they use can only be of benefit. Simply Prudent Health endorsed the need for patients to have a say in and an understanding of their own health but also what the options were in relation to the care they need. No decision about me without me has not been transferred to the wider workings of the NHS. If the patients do not understand where and who their care comes from then they will have no understanding on how they could help themselves. It seems that the NHS and the tendering component is ever changing which leads to confusion for the patient. Patients can not help themselves or indeed the NHS if they are not privy to the goings on within it. No decision about me without me, should be endorsed to every aspect of the NHS as it has shown to impact the patient.
Sustainability should feature high on the future of competitive tendering. Currently there are hundreds of choices for one item, generally a trust will buy the cheapest item even if this item came from Germany. The impact on the environment if post Brexit doesn’t provide a reprieve from such a wide tendering area could be negative. For the argument of sustainability and the impact this has on our environment and therefore the patient needs to be addressed. The carbon footprint of procuring gloves for the NHS from such a far-reaching area needs a better understanding of the impact it has on the UK environment but also how it could negatively impact the health of the public.
There are many groups involved in the tendering process and this represents a very complicated hierarchy and a top down approach which costs money to run. There are groups to monitor quality, groups to monitor costs, groups to monitor efficiency ad so on. If there was instead one group that provided this service costs could be reduced. The cost savings could then be used for public health in the future. To run all the various groups costs money not just on the service itself but also on the employment of staff. There seems too much bureaucracy involved, and a simplified version could be less complex and save money which ultimately is the rationale for tendering.
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The results alone suggest that competitive tendering does have a place in the NHS. There was a demanding and confusing start for the staff, time has been the perfect solution. Staff suggest that they endorse competitive tendering now and no longer find it confusing. Patients were not aware on the impacts to them and this is still the case although no adverse impacts have been reported in the studies used. The NHS has had huge cost implications not in just the processes involved but also in the time commissioners are spending on the complexities on the process. 
The objective was to analyse the impacts on the NHS, during systematic review themes were distinguished. These themes were split up into four sections to answer them fully. The objectives were to identify how these themes were impacted by using qualitative and quantitative measures. This was achieved in part. The research became too complicated with so many themes to analyse and this will have ultimately impacted the results. Regardless of this most secondary research did overlap with the evidence and therefore this research paper is still of importance. Profiting from healthcare alone may be considered unethical especially when those services are abortions and for the care of patients with HIV. 
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NHS National Health Service
NICE National Institute for Health and Care Excellence
HSCA Health and Social Care Act
BMA British Medical Association
BMJ British Medical Journal
PCT Primary Care Trusts
LARC Long acting reversible contraception
TUPE Transfer of Undertakings Protection of Employment
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