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Introduction

In February 1928, George Orwell – or Eric Blair as he was then still 
known – arrived in Paris. He was not alone in yielding to the allures of 
the city of lights. It was then home to a number of his literary contem-
poraries – Gertrude Stein, T.S. Eliot, Jean Rhys, Ernest Hemingway and 
Ezra Pound all among them.

For many, the draw of Paris was the hedonistic ‘café culture’ of the 
inter-war period – an appropriate environment for the cultivation of 
literary bohemianism and high-minded modernist prose. This was not 
to be Orwell’s experience. Instead, his stay in the city would be defined 
by the shock of a sudden and severe illness.

This experience of ill health would stay with Orwell throughout his 
life. In the immediate aftermath, the experience informed the semi-
fictional Down and Out in Paris and London (1933).1 Twenty years later, 
he returned to the period, this time in the non-fiction essay How the Poor 
Die (1946). The latter stands as a definitive, blow-by-blow account of the 
treatment he received during his two-week spell at L’Hôpital Cochin.2 

how the poor die

L’Hôpital Cochin offered Orwell nothing short of torture. Upon arrival, 
he was met with an aggressive and unpleasant interrogation by the hos-
pital’s receptionist – lasting a full twenty minutes and which, given his 
feverish temperature of ‘around about’ 103 degrees Fahrenheit,3 tested 
his ability to stay conscious.4 Next, Orwell was given a hot bath: ‘a com-
pulsory routine for all newcomers, apparently, just as in prison or the 
workhouse’.5 

His clothes were stowed and replaced with the hospital’s uniform of a 
linen nightshirt and blue dressing gown. In this scanty clothing, he was 
led barefoot through the open air – on a brisk February evening, and 
with suspected pneumonia – to the main hospital building. Inside, dim 
light illuminated rows of beds, each just a few inches, and a ‘foul smell, 
faecal and yet sweetish’ filled his nose.
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Orwell was humiliated, disgusted and frightened on the ward. The 
experience led him to conclude that there is a substantial difference 
between how the poor and the rich die:

In the public wards of a hospital you see horrors that you don’t seem 
to meet with among people who manage to die in their own homes, as 
though certain diseases only attack people at the lower income levels.6

The most affluent of Orwell’s contemporaries could expect to expire in 
relative comfort. Most of them would pay for a doctor to deliver care in 
their own home. If they did need to visit hospital, they would book a 
private room – with better care, nicer food, more focused attention, in 
short: more dignity. The poor could expect a far more brutal, undigni-
fied and painful experience in tightly packed wards. The institution of 
the hospital, for them, was of the same genre as the prison block or the 
torture chamber.

Orwell’s story is not just about France. It’s not pure travel writing, 
nor is it designed to simply make his British readers grateful for what 
they have by comparison. Rather, it’s a story that epitomises the growing 
demands in the 1940s for major improvements to the country’s health 
system, and which captures the growing public distaste for the health 
inequalities present in mid-twentieth century Britain.7 

It was within this context that the country elected the radical Attlee 
government, promising a system of universal healthcare. After a long 
and contested legislative process, the National Health Service was born 
on 5 July 1948 – with the explicit objective of providing everyone with 
the healthcare they needed: regardless of class status, income, religion, 
home address, or place of birth. It was meant, once and for all, to solve 
the kind of injustices about which Orwell had written. 

the great equaliser

The sheer existence of the NHS gives rise to a pervasive idea today that 
we are all equal in the face of disease. This was certainly an idea that 
commentators looked to push in the early stages of Covid-19. 

The Sunday Express published an official leader to this effect on March 
15 2020.8 In the same month, John Harris wrote in the Guardian that 
‘Coronavirus means we really are, finally, all in this together’.9 In between 
the two, the Evening Standard declared that ‘London Stands Together’.10 
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Madonna, broadcasting from a marble bathtub sprinkled with rose 
petals, recorded a video message calling the virus ‘the great equaliser’.11 

The actual experience of Covid couldn’t be in starker contrast to these 
early proclamations. The disparities became clear from the moment we 
first learned the identities of the people dying from the disease. The 
national media took particular interest in the fate of NHS workers. And 
as they began to contract the virus, and tragically began to die, it was not 
uncommon to see their faces lined up on the front pages of the morning 
papers. Displayed in this way, something became clear: very few of the 
faces were white. 

On 2 June 2020, anecdote was backed by evidence when Public 
Health England (PHE) published data on the pandemic’s inequali-
ties.12 Compared to previous years, excess deaths among white men had 
doubled. But among Asian men, they had tripled. And among Black 
men, they had quadrupled.13 The report found similar patterns of mor-
tality by ethnicity among women as well. 

The same PHE report also implicated class in Covid’s injustices, and 
subsequent data has revealed this relationship yet more clearly. Official 
statistics now show the occupations with the highest Covid-19 mortal-
ity rates in 2020 were, in descending order: bakers, publicans, butchers, 
police officers, vehicle valets and cleaners, restaurant managers, hair-
dressers, care workers and home carers, metal working machine 
operatives, bank clerks, food and drink process operatives, chefs, taxi 
drivers and chauffeurs, security guards, roofers, waiters, ambulance staff, 
nursing assistants, catering and bar managers, hospital porters, caterers, 
and nurses.14 Every occupation on this list had a Covid mortality rate at 
least double the average (and as much as twenty times larger).15 And the 
clear pattern is that these most vulnerable professional groups predomi-
nantly fill jobs that are low paid and unable to offer work from home, but 
which are vital to maintaining the country.

‘Long Covid’ – a particularly serious form of the virus, with as many as 
200 symptoms according to researchers at University College London16 
– has a similar epidemiology. According to estimates from the Office for 
National Statistics (ONS), about a million people in the UK had long 
Covid as of July 2021.17 Of that million, health and care workers, people 
aged 35 to 69, women and those with a disability made up a dispropor-
tionate number of cases.18 Moreover, people living in the most deprived 
parts of the country – a measure obviously related to class and occupa-
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tion – were also more likely to report having long Covid at the time of 
the analysis. 

So strong is the link between job, class and long Covid, that there have 
been calls for the illness to be categorised as an ‘occupational disease’ – to 
ensure sufferers are eligible for Industrial Injuries Disablement Benefit 
(IIDB) payments.19 Despite this, there has been little in terms of recogni-
tion, support, or compensation.

injustice at scale

Severe health disparities are not unique to the pandemic. In fact, the 
inequalities observed run along the same lines as health injustice before 
it. Recent estimates put life expectancy for men in the most deprived 
parts of the country at nearly ten years less than those in the least 
deprived. Among women, the gap is 7.6 years. The inequality in healthy 
life expectancy20 was twice as high – 19.0 years for men and 19.3 years for 
women.21 Compared to people in the least deprived parts of the country, 
those living in the most deprived communities are two times more likely 
to be diagnosed with lung cancer, and 1.5 times more likely to be diag-
nosed with prostate cancer.22 Similar figures can be found for almost 
every major physical and mental health condition.

That means that while Covid-19 was defined by inequality, and 
enacted injustice at massive scale, it was not the pandemic that put 
the conditions in place for this injustice. Covid simply exposed and 
exploited the existing structural vulnerabilities in the country’s health 
system. The conclusion we must level with is that despite the landmark 
democratic socialist achievement of a National Health Service in 1948 – 
and the work done since to solidify and protect those gains – we still have 
a public health system that disproportionately distributes good health to 
the wealthy and the powerful, and poor health to the poorest and most 
marginalised. 

It is the same status quo that Orwell and others were railing against, 
and which was seen to justify radical change, over seven decades ago.

* * *

Injustice wasn’t the only metric through which the Covid pandemic 
exposed that something isn’t quite right with our public health system’s 
status quo. The UK’s overall pandemic outcomes also testify to that fact. 
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In February 2021, as our vaccine programme began to pick up pace, the 
UK had experienced 1 in every 25 Covid deaths globally, despite being 
home to just 1 in every 100 people alive on Earth.23 Even then, the Covid 
death count was only suppressed by the withdrawal of universal care 
elsewhere in the health system. Millions of appointments were cancelled, 
from routine operations to cancer treatments. 

Research published in the spring of 2021 by the Institute for Public 
Policy Research (IPPR) showed both the extent of this disruption, and 
the consequences it could have on healthcare in years to come. England 
lost a decade of progress on cardiovascular disease outcomes, thanks to 
5,500 ‘excess’ deaths in 2020. It can expect a further 12,000 cases of heart 
and attack and stroke over the next five years because of the pandemic.24 
As much as a decade of progress on five-year cancer survival was lost, 
too, with thousands of extra deaths from cancer now expected from 
disruptions to screening, referrals and treatment.25 Elsewhere, checks 
on people with the most severe mental illnesses fell a third below their 
target level. Eating disorder referrals amongst children doubled, while 
treatment waiting lists reached new, five-year highs in 2020/1.26 Overall, 
and at the time of writing, the pandemic is expected to create an extra 1.8 
million mental health referrals, piling pressure on an already stretched 
part of the system.27

The blame doesn’t lie with the individual people of this country. News 
pages have been filled by pictures of panic buying, empty shelves, packed 
tube carriages and overflowing beaches. But harder evidence often tells 
a different story – a British people who were often remarkable for their 
pandemic solidarity. Most did stay home. The University College London 
Covid-19 Social Study, which followed 70,000 participants over a sus-
tained period, found consistently high compliance with Covid-19 rules 
– including levels of up to 90 per cent in December 2020 and 96 per cent 
in January 2021.28 Mutual aid groups also sprung up across the country.29 
Solidarity funds were set up to help people get through tough times. 
People made protective gear for NHS workers and came out to clap on 
Thursday evenings. 

The failure is not about individual responsibility. Rather, it’s entirely 
about flaws with our public health system and institutions. Just as in 
the 1940s, it is evident that massive disruption and destruction must be 
followed by radical thinking and a bold vision for change. 
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crisis and change

Crisis is perhaps the key enabler of change. In the Communist Manifesto, 
Karl Marx and Fredrich Engels describe how: 

a society that has conjured up such gigantic means of production and 
of exchange is like the sorcerer who is no longer able to control the 
powers of the nether world whom he has called up by his spells.30

Here, the authors refer to a predilection to crisis innate in capitalism. It 
is an observation often paraphrased as the ‘boom and bust cycle’ today – 
a flaw which no capitalist economy has ever been able to resolve. Their 
final argument is that production will push capitalism into ever greater 
crises – any one of which could lead to its ultimate destruction.

Milton Friedman agrees on the political significance of crises:

Only a crisis – actual or perceived – produces real change. When that 
crisis occurs, the actions that are taken depend on the ideas that are 
lying around. That, I believe, is our basic function: to develop alter-
natives to existing policies, to keep them alive and available until the 
politically impossible becomes politically inevitable.31

For Friedman, a crisis makes change possible, but the definition of 
that change will depend on who wins the subsequent battle of ideas. 
Elsewhere, various writers, politicians and policy thinkers – William 
Beveridge, Barack Obama, John Kingdon, Winston Churchill and Rosa 
Luxemburg among them – have subscribed to the idea of crisis as an 
engine of radical change.

As crises go, the pandemic is evidently big enough to lead to funda-
mental change. Covid has had the economic impact of a credit crunch, 
the human impact of a world war and the societal impact of an industrial 
revolution. As of March 2021, in the UK, it had killed 125,000 people,32 
caused GDP to decline by 10 per cent33 and closed schools and work-
places, forcing many to go more than a year without seeing their loved 
ones. Its magnitude cannot be overstated.

The question is who is best prepared to steer the direction of change 
when it comes. The thinkers I’ve referenced, who see crisis as a vehicle 
for change, subscribe to very different politics. That means the change 
springing forth from Covid will not be uncontested. Instead, it will come 
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down to a competition of different viewpoints from across the political 
spectrum – with each looking to define the form our society will take in 
the aftermath of this epoch-defining event.

We only need to look at 2008 and the aftermath of the global finan-
cial crash to see that this is true. As much as the left were emboldened in 
the subsequent decade, often in bolder and decentralised activism and 
campaigns, so too were the right. Many countries experienced a signifi-
cant shift to the right, including dangerous and ongoing lurches towards 
fascism.34 Jobbik entered government in Hungary, as did the Lega Nord 
in Italy. Austria’s Freedom Party, Switzerland’s People’s Party, Denmark’s 
People’s Party, Belgium’s New Flemish Alliance, Poland’s PiS (Law and 
Justice) and France’s National Front35 are all populist or far-right parties 
that recorded vote shares of 20 per cent or more at a national election 
within the last decade. 

This is not unique to the financial crash. A 2016 study showed that 
political polarisation regularly follows crises of this type and severity.36 
In terms of pandemics, analysis has linked major infectious disease 
episodes to shifts to right-wing populism – including links between 
Spanish Flu mortality and support for the Nazi party in Germany37 – 
but also to revolutions by workers and other marginalised groups: the 
peasant revolt (fourteenth century England),38 the 1830 and 1848 upris-
ings (France),39 and the riots in Russia that pre-empted and supported 
the Russian Revolution.40

The change coming out of Covid could be radical and just. It could 
create a better public health system, that distributes good health, more 
justly, to the people who need it. But we must also take seriously the 
threat that it could be regressive, or simply magnify the problems that 
exist within the current status quo. We stand then at a crossroads: in 
need of ideas, strategy and momentum.

can the left win? 

Contemporary health movements and activism have remarkable energy. 
In 2018, I joined a march to Downing Street called ‘March for the NHS’. 
The atmosphere was eclectic. Tens of thousands of people had taken 
to the streets, to journey through central London and demand better 
health. The calls were simple: more money in the NHS, better treat-
ment for health workers and – most of all – private providers kicked out 
from the system. The march was a demonstration of the sheer passion 
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and energy health inspires. Hours before the set start time, there were 
impromptu platforms with speakers addressing small crowds of activists. 
‘Who’s NHS? Our NHS!’, rang out through the crowd. 

There is a reason that health inspires passion on a scale few other 
agendas do. People care about it for its own sake, and as a site of wider 
social justice. It is seen as integral to the society we’ve built, a canary 
in the coal mine for fairness in our country. The idea of people dying 
because they didn’t have the means to pay for treatment is one of the 
most abhorrent to our collective imagination.

I admire this. It’s one of the reasons I work in health. Nonetheless, 
there are grounds for stepping back to take a constructive look at the 
strategy through which the left’s movement – the thinkers, politicians, 
researchers, campaigners, journalists, commentators, filmmakers, social 
media activists and diversity of people who subscribe to its values – 
approach the agenda.

There is one analogy that particularly helps us to understand its 
general nature. The aggregate approach to health in the left movement 
is reminiscent of how Troy approached its city defences. The NHS has 
become the citadel of democratic socialism, built in 1948 and standing 
ever since. The left’s role has become defined explicitly by strengthening 
those defences and fortifying the perimeter, in anticipation of ideological 
assault. We are stuck in a rear-guard action.

That is to say, when it comes to health, our movements, politicians, 
journalists, thinkers and activists often embody what I define as a funda-
mentally defensive approach. In simple terms, the logic works as follows. 
We believe in 1948 as an ultimate victory for the left on the health agenda. 
The National Health Service, formed by Bevan, is proof that democratic 
socialist principles can work and that they do make people’s lives better. 
The leftist strategy in health has therefore become defined by maintain-
ing the status quo. If the NHS is democratic socialism in action, then our 
mission is to protect that from annihilation. 

Perhaps it is easiest to define it in terms of what we defend it against. 
There are a number of perceived threats to ‘our NHS’: pay cuts, funding 
cuts and local hospital closures among them. But by far the most oft-cited 
threat to is the idea of the sell-off. Whether in a quick shock-and-awe 
victory (e.g., an American trade deal) or a more gradual process, the 
defensive approach is preoccupied with a perpetual threat of the NHS’s 
imminent destruction though some form of mass privatisation. Other 



introduction . 9

issues, from funding cuts to pay-for-service reconfiguration, are often 
themselves brought back to this primary focal point.

There is, of course, merit in opposing privatisation. Arguments that 
it is a) not really a risk at all, or that b) it would somehow improve the 
NHS, are incoherent with the evidence. The former argument has been 
challenged by the pandemic, which will almost certainly increase the 
role of the private sector in UK healthcare. As Covid-19 shocked the 
NHS and stretched its capacity in 2020, the private sector seemed to 
offer an initial hand of comfort. For example, at the peak of the crisis, 
independent sector capacity was offered to the NHS at cost price. Yet, 
we must question the purity of motives when a leaked email from the 
chief executive of Serco – Rupert Soames – talked of collaboration as 
little more than a way to ‘cement the position of the private sector’ in the 
NHS’s supply chain.41 The message recasts ‘generosity’ as an attempt to 
build dependency, with an intention to then exploit. 

The latter argument, meanwhile, has been put to bed by system-
atic review: for example, as published in the British Medical Journal by 
Neena Modi and her colleagues in 2018.42 Their work shows, first, that 
private healthcare provision is not efficient: normally, a key argument in 
its favour. Instead, public hospitals tend to demonstrate either equal or 
greater efficiency than their private counterparts.43 Second, they high-
light a private sector tendency towards ‘cherry picking’ their patients 
– essentially, when allowed to be part of a mixed-economy healthcare 
model, it scoops up the simplest, richest (i.e. most profitable) patients 
and leaves the public sector with the most complicated, chronic cases.44 
Finally, they highlight that private companies tend to avoid scrutiny: 
in the search for a good reputation, few private providers are willing to 
undertake quite the level of auditing that public bodies undergo.

Despite this, the government has indicated that they are happy to allow 
the private sector a greater role in the supply chain in the years to come. 
Rather than provide significant public capacity to get through the post-
Covid backlog, the NHS is being forced to procure significant amounts 
of private capacity. As the Health Service Journal, one of the sector’s most 
respected media outlets, discovered in October 2020, private providers 
have been asked to apply to provide £10bn worth of NHS services over 
the next four years.45 This represents a one-off shift to the private sector 
worth around 0.2 per cent of the annual NHS budget – and though that 
might not sound like a lot, it is not hard for these kinds of increments to 
make up a large proportion of the whole. 
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Even so, a slight increase remains more likely than a wholescale 
takeover by the private sector. Analysis by the Nuffield Trust indicates 
there have been two big jumps in the proportion of NHS spend going to 
the private sector this century. The first was due to New Labour’s intro-
duction of independent sector treatment providers and the second came 
after the market-orientated Health and Social Care Act in 2012.46 But 
it is equally true that 70 per cent of the NHS private spend are things 
that are not often politically contested. The fact is that GPs, dentists and 
optometrists are private sector remains by far the greatest source of pri-
vatisation in the NHS – suggesting the left has been broadly successful in 
preventing further, major source of privatisation from emerging in the 
last seven decades. 

the problem with defence

Evidently there is some danger ahead, but my critique isn’t about our 
opposition to privatisation per se. Rather, it is that the left’s movement 
has focused on defence far too exclusively. In our rear-guard action 
against the wrecking ball of privatisation, we have arguably forgotten 
about the other things that matter. And should we find ourselves unable 
to rectify that, to balance defending what is good about the NHS with a 
transformative imagination about what a radically better public health 
system could look like, we will both fail to solve the defining challenges 
in health today and leave ourselves vulnerable to major problems in the 
future.

The problem with a rear-guard action is that, by definition, it is 
interested in protecting the status quo. This leads us to two, critical over-
sights. The first is an existential threat that could equally destroy the 
NHS, within decades, should it simply remain in stasis: the spectre of the 
buyout. As much as privatisation and a ‘sell-off ’ would prove destructive, 
there is equal risk posed by people abandoning the NHS for insurance 
schemes or direct payment options. If we spend too much time protect-
ing the way things are, and not enough time developing a vision for a 
genuinely brilliant NHS, we will allow this to happen without adequate 
scrutiny or opposition.

The second oversight is the limit on how effective and fair a public 
health and care system we can achieve while only focusing on the NHS. 
Good health, just health, sustainable health: all rely on the totality of our 
public health system, in which the NHS is just one part. But a defensive 
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approach predisposes us to overly focus on the NHS (‘NHS-centrism’). 
If the NHS remains the limit of our health horizons, alongside perhaps 
some limited local authority-run health services, we will miss the oppor-
tunity to put forward a genuinely holistic and transformative vision for 
what good health really means. 

the buyout

Public ownership was a key founding principle of the NHS. But the 
biggest threat to the health service today isn’t an end to public owner-
ship.47 It is an all-out assault of the extent of its universality. 

Nye Bevan understood that the viability of the NHS relied, first and 
foremost, on keeping performance at the ‘frontier’ of what is possible. As 
such, ‘Universalising the Best’ was integral to his vision, as he told the 
House of Commons at the second reading of his NHS Bill: 

[. . .] our intention [is] that we should universalise the best, [so] that 
we shall promise every citizen in this country the same standard of 
service.48

It is a less well-remembered and less oft-cited phrase today, but it is 
crucial. 

What Bevan recognised was that anything less than the most compre-
hensive health service provides those who can afford it with an incentive 
to ‘buy-out’. That is, it gives them a reason to supplement or replace their 
public entitlement to healthcare with private health services and insur-
ance – to skip long waiting lists, access novel treatments, receive better 
technology and digital tools, become eligible for clinical trials, or even 
to travel to other countries to receive their treatment.49 The bigger the 
gap between what the NHS could provide and what it does provide, the 
stronger the incentive to buy-out – and the larger the group that is incen-
tivised to do so. 

The data shows that this is happening. The number of people using 
private insurance to avoid waiting times is on the rise. In January 2021, 
market analysts LaingBuisson released a study showing that the total 
amount spent on private hospital surgery had reached £1.1 billion in 
value, according to the latest data.50 That’s a 7.4 per cent increase in the 
self-paying market. A further edition of the research, released in April 
2021, showed confidence that there would be further growth in the years 
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to come – with the 4.5 million patients waiting for planned NHS care (as 
of December 2020) a key driver.51

This follows 2017 research by Intuition Communications, which 
found that profit-driven hospital firms were experiencing a 15 to 25 per 
cent rise in ‘self-payers’ funding their own care.52 And in 2020, Compare 
the Market – the insurance price comparison website – reported a 40 
per cent increase in health insurance sales, compared to 2019, as people 
looked to insulate themselves against the waiting time increases being 
brought about by Covid-19.53

This fits as part of a longer-term shift. In the 1970s, the UK was the 
country that used general taxation to fund the greatest proportion of 
its health services.54 Yet by 1996, the UK was the advanced economy 
with the fastest growing shift to ‘out of pocket’ payments. Where this 
had accounted for just a tiny proportion of total health spend in 1980 – 
equal to 0.46 per cent of GDP (value of around $2.5 billion), by 1997 it 
was equivalent to almost 1.3 per cent of UK GDP (value of around $20 
billion).55 After a small relative drop between 2002 and 2006, the use 
of out-of-pocket payments to fund health continued its rise – reaching 
nearly 1.8 per cent of GDP in 2020 (value of around $50 billion). Overall, 
that’s a massive increase in healthcare spend coming from individual, 
private bank accounts over the last four decades.56 

A crucial difference between the buy-out and the sell-off is that the 
former does not need the NHS to be sold, or its budget to be cut. It simply 
needs public health investment to lag behind the sum of growing need 
and advancing innovation – that is, to remain in stasis. It is a method of 
transitioning from comprehensive service to a string-bare safety net that 
requires little to no expenditure of political capital by the right.

The state of dentistry serves as a warning of the risks this kind of long-
term trend poses. In Bevan’s original conception, dentistry was within 
the NHS. The use of charges was introduced in 195157 (for dentures) 
and expanded in 1952.58 Slowly, over time, charges have risen – with 
a particularly major acceleration in 1992. As a result, a crisis of access 
has emerged, and the number of people going to the dentist has steadily 
dropped.59 In the place of professional dentistry home dentistry returned. 
Gut-wrenching stories have become common – of people using pliers 
to extract teeth or people filling their teeth with Polyfilla and other 
hardware store products.60 It’s a micro-example of what can happen when 
we acclimatise ourselves to topping-up our care and allowing the NHS to 
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become an ever-more limited safety net – rather than a method through 
which we collectively buy the best possible healthcare for everyone.

The existential threat would come in the form of weakened electoral 
support. There has always been strong public consensus against cuts to 
the NHS – a service that has provided the best for 95 per cent of the 
population at a lower cost in tax than they would pay in a market-based 
private model. This popularity contrasts with the fragility of public 
support for state benefits – particularly cash benefits for the unem-
ployed. Since the British Social Attitudes survey first began in the 1980s, 
support for higher welfare payments has oscillated significantly – includ-
ing sustained periods of support for cutting provision, and more recent 
support for increasing provision.61 That instability is markedly different 
to the consistency of support shown for our NHS – support that sustains 
its existence. 

In the end, it might seem like the buy-out and the sell-off aren’t that 
different. They both end with a conditional NHS, run for profit and unfit 
for purpose. But we should be far more worried about the buy-out, for 
three key reasons. First, it is stealthier, and far less costly for the right to 
implement. Second, it is even more brutally unequal. And lastly, it is a 
route to reversing the humanising achievements of the NHS – and one 
for which the left is fundamentally unprepared. 

We also need to recognise that reacting to the buy-out requires a very 
different movement. A rear-guard action makes sense if the threat is a ‘big 
bang’-style sale of the NHS, through either a Thatcher-esque denational-
isation process or an American trade deal. But defensive approaches are 
implicitly about maintaining stasis and supporting the status quo, and 
that just won’t work against the sell-off. Instead, we will need to avoid 
the space between what health and care the state could theoretically 
provide, and what health and care it does provide, from growing. That 
means having a compelling, radical and transformative health vision for 
the future – which is not something defensive activism can provide. As 
such, it is critical to the future of our health and our health institutions 
that we’re able to move onto the offensive, and to articulate a conception 
of universalising the best fit for the twenty-first century.

nhs centrism: looking beyond ‘our nhs’

Even then, a vision that only focuses on the NHS will not be nearly 
enough to secure and sustain health justice. NHS-centrism is implicit in 
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any conception of ‘defending the NHS’. Yet, the biggest emerging heath 
and care challenges demand that we look beyond our beloved National 
Health Service.

In the last 75 years, we have seen a fundamental shift in the coun-
try’s health needs. The transition can be shown by comparing the big 
causes of mortality in the two periods. In the 1940s, heart disease and 
strokes killed 4 in 10 people – often suddenly. Tuberculosis still killed 1 
in 20. Infant mortality was nearly ten times higher than it is today.62 Polio 
and diphtheria remained prevalent. It was a period when coronary heart 
disease killed 166,000 in Britain – more than twice as many as the circa 
60,000 today (despite substantial population growth since then).63

The change since has been defined by three main trends. First, there 
has been the rise in the age of the UK population, from around 5 million 
people aged 65 and older in 1948, to 12.5 million people aged 65 or older 
in 2020. This means the average individual now has more ill-health. 
Second, a significant rise in long-term chronic health conditions – Type 
II diabetes, asthma, arthritis and some forms of dementia. Third, the 
fact that many diseases that presented as acute in the 1940s are taking on 
a more chronic profile. In 1970, someone could expect to live one year 
from the point of receiving their cancer diagnosis: today they can expect 
to live up to six years.64 

If a rise in chronic conditions has defined the change in health needs 
over the last fifty years, health in the first half of the twenty-first century 
will be defined by the challenges posed by ‘multiple conditions’.65 Today, 
around one in four adults have two or more health conditions – equating 
to around 14.2 million people in England.66 People with multiple con-
ditions make up 55 per cent of NHS costs for hospital admissions and 
outpatient visits. And in the most deprived parts of the country, the 
average age of someone with multiple conditions is 61 – but lower life 
expectancy means that they can also expect to live with them for 12 to 
17 years.67

These statistics all feed into one of the greatest health and care chal-
lenges we face: the growing gap between how long we can expect to live 
overall, and how long we can expect to live with a ‘reasonable’ level of 
health. While healthy life expectancy has risen in the last century, it has 
not risen nearly as fast as life expectancy. On average, someone can now 
expect to live as much as 15 to 20 years of their life in below ‘reasonable’ 
quality health.68 That means we are spending an ever-greater proportion 
of our lives in poor health – on average, the entirety of our retirement. 




