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Recent years have seen great changes in the
accountability of different parts of the NHS as alternative
providers have become an increasingly visible part of the
healthcare landscape.

Social enterprise is the latest delivery model to be
championed by the government (and opposition parties)
as they look to extend diversity of provision and
competition within the NHS in general and within
primary care in particular.

This latest report from Durham University is therefore
very timely in its analysis of the wide variety of
organisations characterised as social enterprises and
their approaches to involving staff, public and patients.

Although the report was commissioned by UNISON, it
remains an independent study. It is striking therefore
that so many of the report’s conclusions are consistent
with the thinking of my union. 

For UNISON members, as social enterprises begin to
deliver health services traditionally covered by the NHS,
there are important issues to consider around pension
entitlements, Agenda for Change and terms and
conditions.

As the report makes clear there are concerns that the
traditional appeal of social enterprise – a focus on
innovation, sustainability and community empowerment
– may be undermined by a greater emphasis on a
business ethos and creating a diversity of providers.

Furthermore, it is possible that some social enterprises
may smooth the way for the involvement of the private
sector in primary care – whether intentionally or
otherwise.

There is little doubt that social enterprises are an issue
of growing importance for the NHS and those who work
in it, and this report signals the need to keep rapid
developments under close and constant scrutiny.

Dave Prentis

UNISON General Secretary



CHANGING PATTERNS OF OWNERSHIP AND ACCOUNTABILITY 3

Social Enterprises and the NHS
Executive Summary

This study is aimed at improving our
understanding of a rapidly changing public policy
landscape which has not so far been subject to
any proper or rigorous public debate or scrutiny. 
It focuses on social enterprises in primary care, with
particular emphasis on ownership and accountability
arrangements. National stakeholders were interviewed,
drawn from professional and trades unions, the
Department of Health, national policy advisors, national
voluntary organisations, and national organisations with
a specific interest in social enterprises. Interviews were
also carried out with local stakeholders involved in five
social enterprises reflecting a range of approaches,
including clinician-led initiatives, PCT-wide approaches,
and a healthy living centre.

Social enterprises have been heralded as a ‘third
way’ between private and state provision, combining
the innovation, entrepreneurship and flexibility
associated with the former with the public ethos and
public interest of the latter. For some the expansion of
social enterprise into mainstream services is an
important part of policies for moving away from the
state’s role in directly providing services and will help to
improve them. For others this leads to the fragmentation
of service provision, the incursion of private sector
providers, the undermining of unions and central
bargaining and a likely reduction in the public
accountability of those services.

A wide variety of organisations have been
characterised, or rebranded, as social enterprises,
despite quite different approaches to the involvement of
staff, the public and patients, to arrangements for
accountability and ownership, and to how social ethos
is defined and operationalised. The boundaries between
social enterprises, large charities, responsible
businesses, or indeed any kind of mutual association
with an interest in health or social care, are becoming
increasingly blurred. 

The use of the term social enterprise is changing:
from social regeneration and sustainability to
entrepreneurship, leadership and application of business
approaches to socially useful endeavour; from providing
care in disadvantaged neighbourhoods to providing
choice in mainstream services through diversity of
providers; from community empowerment to a spectrum
of involvement, including professionals, the public and
users of services.

A range of policies, sometimes pursued for other
purposes, has encouraged the development of
social enterprise in mainstream health care. These
include PCT contractual flexibilities, practice-based
commissioning, the reconfiguration of PCTs and support
for increased involvement of the third sector in the
delivery of public services. Uncertainty over the extent to
which PCTs will continue to directly provide services has

encouraged providers to consider social enterprise as
their preferred option in an increasingly competitive
market. Social enterprises were seen as being closer to
public service values than for-profit commercial
alternatives.  

Local stakeholders were attracted to social
enterprise for a variety of reasons. These included
staff and user empowerment through different
ownership arrangements, implementing governance
structures that were more responsive to users, or
increasing flexibility and innovation in the ways that
services were provided. Some saw them as a route for
preserving the public service ethos of the NHS, and for
maintaining a local focus, local partnerships and locally-
based general practice in the face of larger
organisations. 

Some stakeholders considered that social
enterprises in primary care offered an opportunity
for preserving patient and public accountability
which were not open to large multinational companies.
However, there were differences across the case studies
in the extent to which staff, patients and the public were
represented on boards, as well as in the balance of
representation across different groups and the
arrangements through which patients or the public
could influence decision-making. Stakeholders differ in
their views as to whether accountability can be achieved
through compliance with the conditions of the contracts
or whether direct accountability to the public was also
needed.

A number of anomalies arise from the attempt to
fit new organisations into an NHS framework. 
There are ambiguities over the extent to which social
enterprises were to be members of the ‘NHS family’ and
if so whether they would have NHS employer status and
so be able to provide NHS pensions. Under the
Alternative Provider Medical Services (APMS) contract
staff working for a company limited by guarantee rather
than by shares cannot participate in the NHS pension
scheme. Using Specialist Provider Medical Services
(SPMS) as a contracting route does allow NHS pensions
to be transferred but as the business model is a
company limited by shares, it does not pre-empt
possible future takeover. Complex subcontracting routes
were being used to allow social enterprises to employ
staff while at the same time preserving NHS terms and
conditions. Where GPs were involved, membership and
governance arrangements reflected the fact that they
operated as small businesses at the same time as
forming part of broader social enterprises.

The development and future prospects of social
enterprises have to be seen in the context of a
competitive environment in which they will fight to
survive. There are concerns about the capacity of small
organisations to act as mainstream employers and of
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the ability of social enterprises to compete with often
large, multinational private sector providers. The private
sector will be quick to capitalize on the promotion of
social enterprises, possibly entering into partnerships
with them or adopting some of their practices. The EU
procurement process is complex and could
disadvantage small organisations. Economies of scale
could work against a local focus and there are tensions
between commercial sensitivity, collaboration and
sharing good practice. Local accountability
arrangements could increase costs and affect the speed
of response, thereby affecting competitiveness.

The future shape of the primary care landscape
will depend on the decisions taken by
commissioners. Commissioners could draw up
contracts incorporating issues such as terms and
conditions through sustainability to user engagement
and public accountability, governance models and
organisational ethos, as well as clarifying how surpluses
are to be defined. PCTs could also commission services
in such a way as to benefit the local economy. But there
are fears that PCTs’ actions will be dictated by costs.

Commissioners could face a patchwork quilt of
providers, across or within PCTs. Co-ordinating the
various priorities and pathways of care, as well as public
health activity across different enterprises would be a
complex procedure, as would assessing the financial
risk of enterprises. A mixture of social enterprises and
commercial providers could lead to conflicts in ways of
working. It is not clear how commissioners could
balance support for social enterprise against the
importance of ensuring fair competition and how EU
procurement policies might impact on this.

In a period of uncertainty and change for the NHS,
it remains to be seen how far expectations of
social enterprise will be borne out in practice.
These moves carry major risks in terms of consistency
of purpose, sustainability, and appropriate public
accountability and regulation. The stakes and risks are
high and at a minimum it would seem only prudent that
rapid developments in such a fast-moving environment
are kept under careful and constant review. In addition,
if the much vaunted virtues of social enterprises are to
be realised, then the contradictions and tensions which
have been raised in this study will need to be confronted
and resolved.
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is to be further examined as part of the 2007
Comprehensive Spending Review. This commitment is
also reflected in Futurebuilders, the £125 million Home
Office backed investment, which aims to improve public
service delivery through investment in the voluntary and
community sector. 

At the same time, there has been an expansion in third
sector power and influence. The third sector already
plays an important part in plugging gaps in the provision
of state services for disadvantaged groups, homeless
and unemployed people, those with mental health
problems or people with learning disabilities, as well as
providing other social and environmental services.
Advocates for increasing the involvement of the third
sector in providing mainstream services point to a
strong user and community focus reflecting, in many
cases, their origins in the concerns of service users.
They are attributed with a more joined up approach than
that found in traditional public service bodies, a high
level of engagement, including with hard to reach
groups, an innovative approach, and the ability to
engage with donors and volunteers (Bubb 2006). An
example often cited is Sandwell Community Caring
Trust, created in 1997, which provides care and
supported living to people with disabilities (and which
came second in the 2006 Sunday Times 100 Best
Companies to work for). 

Historically, the voluntary sector in the UK has been
more prominent in providing social services than health
care services. The encouragement of more stable
contractual arrangements for the third sector in
providing health and social care services and legal
arrangements for the creation of Community Interest
Companies (see Box 3), a legal form tailored to social
enterprises, smooth the path for their playing a greater
role in providing health and social care, either alone or in
partnership with the private or public sectors. A study of
the expansion of the voluntary sector in providing
services is the subject of a forthcoming UNISON report
(Davies 2007, forthcoming). 

Box 2 summarises the range of policy initiatives relevant
to social enterprises over the last five years.

Policy Context

2001 The Social Enterprise Unit (SEnU) was set up by
the DTI under the then Secretary of State for Trade and
Industry, Patricia Hewitt. Its role was to champion social
enterprises across the economy and to coordinate
policy making in this area.

2002 Social Enterprise: a strategy for success. A three
year strategy was launched by the DTI. This strategy
was intended to remove barriers to the growth of social
enterprises.

2002 The Social Enterprise Coalition was formed, with
government funding for the first three years.

2003 The DTI launched Public Procurement: A Toolkit
for Social Enterprises. This aimed to distill good practice
for social enterprises in winning public sector business.

2003 The National Procurement Strategy for Local
Authorities advocated mixed service provision, to
include social enterprises, by 2006.

2004 Centres of Procurement Excellence were formed
to help councils implement the National Procurement
Strategy.

2004 NHS foundation trusts were established as
independent, not-for-profit public benefit corporations,
with accountability to their local communities rather
than central government.

2004 Futurebuilders was established. This is a £125
million Home Office backed investment fund that aims
to improve the capacity of the voluntary and community
sector to help deliver public services.

2005 The Labour Party Manifesto committed the
government to working with social enterprises as a
stimulus to the third sector.

2005 DEFRA and Social Enterprise: a position statement
was published. This explained how social enterprises
contributed to each of DEFRA’s five strategic priorities.

2005 NHS networks created a new social enterprise
network.

2005 A consultation on social enterprises was carried
out by DH.

2005 Community Interest Companies (CICs) were
introduced as a format (between charity and business)
that would help in establishing social enterprises. They
provide a new, legally defined and regulated form of
social enterprise (see Box 3 for more detail).

2005 The Third Sector Commissioning Task Force was
set up to encourage more third sector provision of  ➤
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primary and social care and partnerships between
health and social care service commissioners and third
sector providers.

2005 The Local Enterprise Growth Initiative (LEGI) was
announced in the 2005 Budget as a joint initiative
between the then Office of the Deputy Prime Minister
(ODPM), the Small Business Service (SBS) of the DTI
and HM Treasury. It aimed to support locally developed
and owned proposals that pursued new or proven ways
of stimulating economic activity and productivity
through enterprise development. SEnU subsequently
produced a guide and information resource for using
LEGI. (May 2006).

2005 The promotion of provider diversity in health care,
put forward in Commissioning a patient-led NHS (2005),
encouraged the development of credible alternatives to
PCT provision, including some that were PCT-led, where
services would be provided through not-for-profit social
enterprises. There was subsequent backtracking on the
part of the government on the issue of reducing direct
PCT provision of services.

2005 DH made available £3.8 million through the
Innovation in Primary Care Contracting Programme, to
encourage PCTs to make full use of existing contractual
mechanisms, such as APMS (see Box 1), to commission
additional new services from entrepreneurial GPs and
other primary care providers, including those from the
independent and voluntary sectors. This was intended
for areas where it has proved difficult to recruit GPs and
six (former) PCTs are involved in the programme.

2006 The English White Paper, Our Health, Our Care,
Our Say (2006) promoted social enterprises and
community interest companies.

2006 More for Your Money: a guide to procuring from
Social Enterprises for the NHS produced by the Social
Enterprise Coalition and supported by the NHS
Purchasing and Supply Agency, promoted the use of
social enterprises as offering better value for money in
certain areas and advised on ways of engaging with
social enterprises and the development of ‘social
enterprise friendly procurement’. It provided case
studies of how contracting with social enterprises had
benefited NHS organisations.

2006 The Office of the Third Sector was established
within the Cabinet Office, bringing together the Active
Communities Directorate (formerly Home Office) with
the Social Enterprise Unit (formerly DTI).

2006 The Social Enterprise Unit and a Director of Social
Enterprise were established at DH, working closely with
the Government Office for the Third Sector.

2006 (May to September) A consultation for Review of
the future role of the third sector in social and economic
regeneration, was carried out by the Cabinet Office and
the Treasury as part of HM Treasury Comprehensive
Spending Review, led by Ed Miliband MP, Minister for
the Third Sector.

2006 No excuses. Report of the Third Sector
Commissioning Task Force was published by DH. This
encouraged PCTs to consider local voluntary,
community and social enterprise organisations when
commissioning health and social care services.

2006 Partnership in public services. An action plan for
third sector involvement was published by the Office of
the Third Sector. This included proposals to overcome
barriers to developing the sector’s role in public service
delivery.

2006 A new commissioning framework (July 2006 (part
one)) encouraged new kinds of provider organisations.
The DH Social Enterprise Unit will spearhead this work
using ‘pathfinder’ social enterprises as demonstrator
projects.

2006 £1m was announced for pathfinder projects (in
addition to the social enterprise fund to be established
in April 2007).

2006 The Office of the Third Sector published: Social
Enterprise Action Plan: Scaling New Heights, aimed
at fostering ‘a culture of social enterprise’ in which
‘sustainable social enterprises’ would contribute ‘to a
stronger economy and a fairer society’.

2007 DH Social Enterprise Unit announced 25
successful pathfinder projects across health and health-
related services, which are eligible to apply for financial
support from the £1million available to help with start-
up costs and will have access to support, including
business advice and training. These range from
enterprises targeted at providing services for vulnerable
groups such as homeless people to PCT-wide provider
initiatives. Available at:
www.dh.gov.uk/assetRoot/04/14/23/41/04142341.pdf.

2007 Health Minister, Ivan Lewis MP, announces a fund
of £73m to support and encourage social enterprises in
health and social care.

BOX 2 continued
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To conclude this brief overview of the policy context,
social enterprises providing mainstream health care have
attracted an inordinate amount of publicity, especially
given the small numbers in existence. Indeed, private
companies currently play a greater role in APMS
schemes than does social enterprise, and private
suppliers of basic clinical services, commissioned
through this route, are widespread. However, the notion
of combining enterprise with fairness has taken on
increased policy significance and the use of the term
‘social enterprise’ has become more widespread. It is
now seen as a central plank of New Labour policies for
the reform of public services, including a less centralised
model of public ownership, diversification of provision,
the notion of increased choice as a route to service
improvement and the importance of engaging
communities in the shaping of services. 

Whatever the legitimacy of these claims, few if any are
based on sound evidence which, for a government once
committed to evidence based or informed policy and
practice, may beg the larger question of why it regards
social enterprises as a panacea for a raft of public
service delivery problems. Other reasons to consider
include growing impatience with the pace of public
service reform and a desire on the government’s part to
disturb, if not break, strong public sector professions
operating what are regarded as restrictive practices, or
displaying a reluctance to innovate and change the way
they do things. The government is also searching for
new ways of meeting demand by delivering services
which may be cheaper and at the same time more
effective just when the recent significant expansion of
public spending is expected to come to an abrupt end
in 2008. 

The next section describes the various definitions of
social enterprise and identifies a range of social
enterprises in primary care. 
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4.1 Defining social enterprises 
‘Social enterprise’ is characterised not by a particular
legal status or organisational arrangement but by a
social ethos. The definition adopted by the UK
government is as follows (DTI 2002):

Social enterprise is a business with primarily social
objectives whose surpluses are principally reinvested for
that purpose in the business or in the community, rather
than being driven by the need to maximise profit for
shareholders and owners. 

Social enterprises tackle a wide range of social and
environmental issues and operate in all parts of the
economy. By using business solutions to achieve public
good, the government believes that social enterprises
have a distinct and valuable role to play in helping
create a strong, sustainable and socially inclusive
economy. 

Many different types of organisation can be described
as social enterprises. Spear (2001) identifies four main
categories: 

• co-operatives and mutuals (worker cooperatives,
social care cooperatives and social employment
cooperatives, social firms and mutual organisations); 

• trading voluntary organisations; 

• intermediate labour market organisations; 

• and community businesses, particularly in the most
severely disadvantaged areas. 

One important difference between the various definitions
of social enterprise is the emphasis on ownership and
governance arrangements. Social ownership is not key
to the government’s definition cited above. In contrast,
for social enterprises in the cooperative tradition, social
ownership is a key dimension, and democratic member
control is the second of the seven cooperative
principles. Social enterprises may be owned by their
users, customers, employees, the wider community,
trustees, public bodies or a combination of different
stakeholder groups. 

4.2 Charting the field
Social enterprises in the UK provide a wide range of
services, including community transport, social care and
leisure services. They vary in size from the Co-operative
Group, with a turnover of nearly eight billion pounds, to
small-scale initiatives, often based in disadvantaged
communities, providing skills, training and employment
opportunities. Well publicised examples of successful
social enterprises include: ECT (community transport
and recycling services) which developed from a
voluntary organisation into a mutual industrial and
provident society; Greenwich Leisure, which was
converted from a local authority department to a co-

operative social enterprise, now replicated in 13 other
local authorities; the Eden Project; the ‘Big Issue’; Welsh
Water, a company limited by guarantee, formed in 2000
and modelled on BUPA; and the Future Health and
Social Care Association (turnover of 1.6 million) set up
by the Afro-Caribbean community in Birmingham. In
local authorities, the two areas where social enterprises
have been most successful are housing and leisure
services.

A range of national and regional organisations has been
set up with the specific purpose of supporting social
enterprise. For example, the Social Enterprise Coalition
– the UK’s national body for social enterprises – has a
membership of over 5,000 organisations, including
housing associations, development trusts, cooperatives
and other mutuals, credit unions, social firms and leisure
trusts. 

However, despite efforts by the Social Enterprise Unit,
and others, to chart this diverse sector, mapping social
enterprises, or demonstrating growth in the sector, has
proved a challenge given fluidity of definition, diversity of
size, and a variety of organisational objectives.
Estimates vary widely. A survey of social enterprises for
the Small Business Unit (IFF 2005) identified only 15,000
organisations, with over half located in the most
deprived areas. The typical social enterprise employed
10 people, and only 2% employed more than 250
employees. A report for the DTI (ECOTEC 2003) found
around 5,300 social enterprises. In its advice for
mapping the numbers of social enterprises (DTI 2004)
the DTI included three tests (although there is a large
degree of flexibility in each): organisations should be
registered with Companies House as Companies
Limited by Guarantee, and Industrial and Provident
Societies; they should be actively trading (defined as a
trading income of 50% and over); and have primarily
social objectives, reinvesting surpluses in the business
or in the community. 

Latest figures from the Annual Small Business Survey
suggest that 55,000 social enterprises in the UK meet
the government’s broader definition (quoted in 4.1
above), representing about 5% of all businesses with
employees, and with a combined turnover of about £27
billion (1.3% of the total turnover for all businesses with
employees) (Office of the Third Sector 2006). It has
proved difficult to measure their quality or impact and,
increasingly, the commercial sector is collaborating with
social enterprises. According to a review of the Social
Enterprise Strategy, carried out by independent
consultants (GHK 2005), there was limited evidence for
the widespread perception of a growth in social
enterprises. 
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4.3 Legal options
Social enterprises can adopt different legal options,
business models and ownership structures and there
are many permutations. For example, a mutual can be
an association of users, staff or of a broad range of
stakeholders.

Legal options include limited liability companies (which
include companies limited by guarantee or private
companies limited by shares); industrial and provident
societies which are also companies limited by
guarantee, but regulated by the FSA (and include
cooperative societies and community benefit societies
(BenComs)); Community Interest Companies (CICs) (see
Box 3); and, from autumn 2006, Charitable Incorporated
Organisations. The latter are closer to companies and
members will have no (or limited) liability. As in CICs,
there will be an asset lock.  However, only in the case of
CICs, charities, community benefit societies and, to
some extent, cooperatives under industrial and
provident society law, are there legal restrictions on the
ability to distribute profits to members. In other cases,
there is no legal basis for this, although commitments of
this kind may be made by individual organisations. 

Community Interest Companies (CICs)

From July 2005, social enterprises have been able to
register as CICs, a new form of limited liability company,
which provides a flexible business model particularly
suited for social enterprises, and which is in addition to
other options, such as industrial and provident societies.
CICs can be one of three company forms: private
company limited by shares; company limited by
guarantee; or a public limited company. Applicants have
to provide a community interest statement.

CICs have access to a range of financing options and
include the following characteristics (DTI 2004):

• a statutory ‘asset lock’ on the assets and profits; this
will ensure that assets and profits are used to benefit
the community;

• a ‘community interest test’, which companies must
pass in order to be registered. This will test that the
CIC will not serve ‘an unduly restricted group of
beneficiaries’; 

• an annual community interest report, on public
record, explaining how their activities have benefited
the community and how they are involving their
stakeholders;

• a CIC regulator (www.cicregulator.gov.uk) responsible
for ensuring that CICs comply with their legal
requirements; 

• CICs limited by shares have the option of issuing
shares that pay a dividend to investors, subject to 
a cap.

Organisational frameworks are complex. For example,
CICs are set up within company law and cannot also be
a charity (but a charity, and all other non-political
organisations, can set up a CIC as a subsidiary); CICs
can be a consortia of companies and a supporting
organisation as well as a provider organisation.
Directors of CICs may be paid, and commissioners of
public services can also be stakeholders. They are
distinct from mutuals, which refer to cooperative-style
enterprises with particular membership and governance
arrangements. Like CICs and community benefit
societies, Charitable Incorporated Organisations, which
allow charities to convert to companies, will have their
assets locked in for the benefit of the community. They
will not be able to distribute profits or assets to their
members.

At the time of writing there were 500 CICs.

BOX 3
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4.4 Varieties of social enterprise in primary care
There is a clear commitment on the part of the
government to develop social enterprise in health care
and, in January 2007, DH announced 25 pathfinder
projects. These reflected a broad range of services,
including alcohol and drug misuse programmes, support
for people with learning disabilities, services for disabled
people and for homeless people, and in services based
in disadvantaged areas.

Also included are social enterprises providing mainstream
primary care services, reflecting government interest in
this area. For example, in a pamphlet entitled Social
enterprise in primary and community care (2006a)
Patricia Hewitt MP, Secretary of State for Health,
emphasised ‘the important role social enterprises could
play in unleashing the potential of staff within the NHS
to deliver better services for patients’. 

Earlier in 2006, at the launch of the Social Enterprise
Unit, Jonathan Bland, Chief Executive of the Social
Enterprise Coalition, commented: 

The coalition is delighted that DH has set up its Social
Enterprise Unit to give doctors, nurses and other care
professionals a helping hand in making the transition
into social enterprise… We are committed to working
closely with DH together to maximise the opportunities
for social enterprise in the health care market. 

Despite its relevance to current policy intentions, and a
great deal of media coverage, there is little mapping or
analysis of social enterprises in the health sector.
Commissioning of social enterprises by PCTs has not
been mapped or monitored through DH or through
strategic health authorities (SHAs). To some extent, the
reconfiguration of PCTs and SHAs, in October 2006,
has added to the difficulties of coordinating information.
Local initiatives are being developed in relative isolation,
although this is likely to change, with the intention that
SHAs support the development of social enterprises.

In order to scope this field, we identified social enterprises
in primary care through networks, contacts and
documentary research. Enterprises can be commissioned
through the APMS route (see Box 1, above). However,
SPMS is a popular and flexible option, which allows GPs
and other professionals, to develop health services in a
private, business model, while remaining within the NHS
family. Examples include Epsom Downs Integrated Care
Service (EDICS), which is a limited company operating
within the NHS with GPs and practice staff members as
shareholders (Stott and Hollings 2006) , and North
Bradford PCT (for services including drug abuse, long-
term conditions, community care teams and mental
health services). Healthy Living Centres are generally
funded through grants and through service level
agreements with PCTs, although some are now
repositioning themselves as social enterprises.

We identified a number of different approaches relevant
to health and health care. Many are still in the process
of development, some are running in shadow form.
Others reflect the ‘rebadging’ of existing services within
a social enterprise model. These different approaches
are briefly described below, and in greater detail in
Appendix 3. 

4.4.1 Social enterprises led by nursing and other
community-based-staff 
There is growing interest from community-based staff 
in providing services through social enterprise, and this
has been encouraged by DH. For example, a number of
grants were provided (for a limited period) for nurses to
attend the Skoll Centre for Social Entrepreneurship at
Said Business School, Oxford University. The RCN
Policy Unit has produced a summary of nursing models
in primary care (RCN 2006a), and has advocated a
principle-based approach to social enterprise, including
ten criteria for social enterprises under the headings of
nursing, value for money, public/patient involvement and
human resource management (RCN 2006b). It has also
carried out a survey of its members on this topic (RCN
2006c). This showed that a majority supported social
enterprises in primary and community services, but only
if they were given legal, financial and business support.
86% of those surveyed claimed that they needed terms
and conditions equivalent, or better than those offered
by the NHS, if they were to participate in social
enterprises. A commitment to staff development was
essential. There was uncertainty about who would
employ community staff in the future and an impetus to
preserve good working relationships and a local focus in
the face of PCT reorganisation. Examples of enterprises
established by nurses and community-based staff
include Central Surrey Health (CSH), the first large scale
transfer of key services to an employee-owned
organisation within the NHS, and Cuckoo Lane Health
Centre, in West London.

4.4.2 Social enterprises developed from out-of-hours
care and practice-based commissioning
Social enterprises have emerged from cooperatives set
up to provide out-of-hours care, and more recently, from
practice-based commissioners, such as East London
Integrated Care (ELIC). There are over 20 mutual
providers of out-of-hours services, and while some of
these are run as cooperatives, for example, South East
London Doctors Cooperative (SELDOC), many such
services are also provided through private enterprises,
such as Primecare. Local Care Direct, established in
2004, is one of the largest providers of out-of-hours
services in the country, with a turnover of £17.5 million,
and serves over 2 million people in West Yorkshire.
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4.4.3 PCT-wide
There are a number of initiatives which bring together
the new, reconfigured PCTs or seek to retain the local
focus of former PCTs, now merged into larger
organisations. Principia: Partners in Health Limited
(formerly known as Rushcliffe Mutual, South
Nottinghamshire) will be a vehicle for a collaborative
approach to practice-based commissioning, for
developing a new relationship with directly employed
community staff, and for fostering greater accountability
to the local population. It also provides a local focus in a
reconfigured PCT. Surrey Community Provider Services,
a provider arm of Surrey PCT (where CSH now provides
services for one of the localities) aims to set up a
discrete provider business unit, reflecting the whole of
the PCT, with the aim of independent status by April
2008. There will be a mix of locality and PCT-wide
services. Both these initiatives achieved DH pathfinder
status in January 2007.

4.4.4 Dental initiatives
Genesis Dental Care, East Midlands Community Dental
Association (EMCDA), www.genesisdentalcare.org. is a
social enterprise based in Derbyshire which seeks to
provide NHS dentistry in areas identified as having acute
dental need. A social enterprise providing dental
services in Gnosall, Staffordshire, was suggested by a
patient’s forum to meet a shortage of local dentists.
Residents from the village bought shares in a patient-
owned limited liability company, with a maximum of one
share worth £100.00 (personal communication).

4.4.5 Voluntary and community sector
PCTs already hold numerous contracts and service level
agreements with voluntary organisations, such as the
Alzheimer’s Society and Age Concern (although the bulk
of such contracts are held with social services and are
the subject of a separate study (Davies 2007,
forthcoming), as well as with a range of community
organisations. For example, the Terrence Higgins Trust
works with over 100 PCTs (pre PCT-reconfiguration),
providing services such as sexual health promotion,
community-based testing, HIV self-management and
HIV social care and community services. A community-
based approach to health and well-being has been
revived through the lottery funded Healthy Living
Centres programme and the focus on community
involvement and disadvantaged areas has been
reflected in successful community-based initiatives, such
as West End Health Resource Centre, in Newcastle, and
the Kath Locke Community Health and Resource
Centre, Hulme and Moss Side, in Manchester.

4.4.6 Expansion of existing social enterprises 
There are a number of social enterprises which are
expanding into health care services. For example, 
SCA Community Care Services is a not-for-profit 
social business that delivers community care services 
in central southern England. In 2005, it set up SCA
Healthcare, which worked with PCTs in Hampshire to
create social enterprise dental practices to address the
shortage of dentists on the south coast. It has achieved
DH pathfinder status for its proposal to provide a range
of community services including a long-term condition
resource centre and support to carers.

4.4.7 Community hospitals and care homes 
There are a number of different ownership models for
community hospitals and care homes. The Care Service
Improvement Partnership (2006) has outlined available
options. Although not social enterprises, they include
examples of community ownership and management, 
a feature which is shared by many social enterprises.
For example, Cooperative Care Homes are mutual
organisations, owned and  controlled by families 
and residents. The principles of decentralisation and
mutuality which they represent have been put forward
as examples for other care providers. A number of
community hospitals are charitable trusts set up by local
people.

4.4.8 National initiatives
The Expert Patients Programme
(www.expertpatients.nhs.uk) is the first national CIC to
be established in England, and is concerned with
improving the lives of people with long-term health
conditions. It will provide services to a wide range of
commissioners for health and social care, as well as
independent organisations. 
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This research study focuses on social enterprises to
illustrate changing patterns of accountability and
ownership in the NHS. To explore this particular issue, it
was necessary to scope the ways in which interviewees
defined social enterprises and, in particular, the extent to
which specific ownership arrangements were
fundamental to the notion of social enterprise. 

There is limited information about how social enterprises
are viewed by those developing them, or how
distinctions are being drawn between different kinds of
social enterprise. There is some evidence (HSMC 2005)
that they are viewed as a potential source of
professional empowerment, as a means of developing
better working partnerships with the voluntary sector
and a source of community governance with a greater
role for the community in running public services. In this
project, we explored how social enterprises were
understood and defined, and in particular, the extent to
which they were defined by their governance
arrangements. This section considers the views of
national stakeholders. Section 6 explores a range of
perspectives from local stakeholders. 

5.1 Introduction 
Twelve national stakeholders were included in this part
of the project. They comprised professional and trades
unions (4), Department of Health representatives (2),
national policy advisors (3), national voluntary
organisations (1), national organisations with a specific
interest in social enterprises (2). We conducted a series
of 10 semi-structured interviews of roughly one hour in
length between September and October 2006. Two
interviewees opted to provide a written response. A
further six national stakeholders either refused to be
interviewed or proved difficult to contact. This is a small
sample, and the intention is to air a range of views on
social enterprises from those with specialised
knowledge and interest in the field. A national interview
schedule is attached as Appendix 1. 

The research took place at a time when policy interest in
social enterprises in healthcare was in inverse proportion
to the amount of activity in the field. There are few
established examples of social enterprises in primary
care, and most are small in operation. There is,
therefore, no evidence base on their effectiveness or on
how far different kinds of organisational forms are likely
to achieve their purpose. Some interviewees
commented on the dangers of shifting policies so
rapidly and on such a significant scale in this direction,
given a lack of evidence about what works in social
enterprise in primary care and uncertainties over
viability.I think we have to wait until such time as we
have a cohort to study, which is consistent in terms of
economic grouping, size and scale and scope of
enterprise in a number of different areas, social areas.

Then I think we could get some worthy data. Until that
time, I don’t think its effectiveness can be judged in any
way other than what it can produce through the balance
sheet (Professional representative).

There was a wide range of views, and the following
section reflects the often conflicting approaches to the
definition and purpose of social enterprises and the
potential impact of their expansion within the field of
primary care. 

5.2 Definitions and approaches 
As a first step, interviewees were asked to define social
enterprises. As expected, they reflected the generally
accepted baseline definition of social enterprises as third
sector organisations with a social ethos, deploying
business strategies and techniques for social or
environmental aims and where surpluses were
reinvested to further these aims. Other aspects
considered important by some interviewees were that
that they should be based on communities of interest 
or communities of place, they should be small scale,
identify gaps in mainstream services at grass roots level
and provide flexible and responsive services to meet
these gaps, and derive from groups with particular
knowledge of the services they were providing. 
Social enterprise was a broad term described by one
commentator as a ‘rebranding exercise for a lot of
things which have been going on for quite some time
(National Voluntary Organisation (NVO) representative).

While social enterprises were distinguished by their
social aims and objectives, they could adopt a wide
range of legal forms and governance arrangements to
reflect the purpose of the organisation. Social
enterprises should therefore be considered as a means
to an end.

They could be initiated by a range of organisations (such
as the trading arms of charities, new provider initiatives
within the NHS, or other organisations already delivering
health or social care), developed as a result of
partnerships, or set up from scratch to meet specific
needs. According to one commentator, they could also
be charities.

And of course good old-fashioned registered charities, 
I think, you know, no reason at all why a new social
enterprise shouldn’t be set up as a charity, get the
relevant tax breaks and deliver services that benefit the
public (NVO representative).

While all could agree on a baseline definition, different
views were expressed about other defining
characteristics of social enterprises. These are
considered below.
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5.2.1 Accountability and ownership
The significance of accountability and ownership in
social enterprises was apparent. For some of our
interviewees accountability, whether to the local
community, users, employees (or all three) was regarded
as a fundamental feature of social enterprises. One
interviewee described a social enterprise as: 

an organisation which has a great accountability to its
local community and to its staff that work in it, as well
as other local stakeholders. And actually, when it makes
savings or generates money, the outcome is not to send
that to shareholders, whoever they may be, but to
reinvest that in more services for the local community,
so really a sort of self-generating community
organisation (Policy commentator). 

Some went further, arguing that accountability
arrangements should be enshrined in the ways that the
organisation was governed. For example, a representative
of a professional organisation commented: 

I think the ownership issue and the governance issue is
absolutely crucial. I think these have to be seen and
have to operate as democratic organisations which build
upon the partnership between the management function
and the employee function in a way that I think gives
direction to the everyday operation of the organisation. If
it doesn’t do that, and if it doesn’t have a strong sense
of engaging with the users and client group that it
serves, and the communities that it serves, then for me
it doesn’t constitute a social enterprise. 

Finally, a representative from a national organisation
concerned with social enterprise commented that: 

A social enterprise has to be owned by a community of
interests, which is either a community of users of the
service, or a community of providers, or a mixture of both. 

However, this view was not shared by all interviewees,
some of whom considered specific ownership
arrangements to be neither a key nor a necessary
condition of a social enterprise. A variety of other issues
was highlighted. For one interviewee, one of the most
important aspects was that a social enterprise was an
organisation that could neither be bought nor sold on.
This was described as a key benefit of the community
interest company (see Box 3 above), which had been
modelled on US public benefit corporations. However,
others felt that the ‘selling on’ issue had not been
satisfactorily resolved.

While some interviewees favoured mutual models of
organisation, there was less agreement over mutual
ownership in an NHS context. One interviewee noted: 

I’m not sure about complete mutual ownership where
you use your community as sort of shareholders almost,
I’m not sure about that. I think you’d be more likely to

get this sort of slightly fudged model where there was
very good consultation, very good engagement, but not
particularly going for mutual ownership (Policy
commentator). 

5.2.2 Fuzzy boundaries
A second issue was the dividing line between social
enterprises and other kinds of business. According to
one interviewee, it was important to be clear about the
differences between ‘what’s just a private company that
behaves well… and what’s genuinely a business with
social aims’. A cap on the level of dividends awarded to
shareholders was not considered an adequate means of
distinguishing between the private sector and social
enterprise. Some interviewees considered that
stakeholders in social enterprises could not be
shareholders; others that shareholders could be involved
although it would depend on the kind of shareholder
and the purpose of the organisation. There were also
differences of view about staff bonuses. One interviewee
considered that: 

It’s probable even that people setting up say a social
enterprise, who have previously been working in the
NHS, would be more comfortable with a structure that
doesn’t distribute profits. But, you know, if you were
going for a more John Lewis style structure where
employees were able to benefit from the success of the
company; that again would fall within our definition of
social enterprise (Representative from a national
organisation concerned with social enterprise).

An opposing view was presented by a professional
representative who considered that social enterprises
should not provide bonuses for their staff.

If we’re talking about health and social care provider
organisations, (the SE) should use the benchmark of
existing terms and conditions of employment, and … it
should operate within a framework of a non-bonus
arrangement, and the surplus that it generates must be
clearly identified, and it should be strategically invested
in the future direction of services. Obviously, these
organisations must set targets for surplus to be able to
set their own strategic agenda for the future, but what
we don’t want to see is a kind of alternative ‘fat cat’
arrangement with executive employees taking excessive
amounts of income out of these organisations through
the process of bonus payments.

It was pointed out by a union representative that unless
ownership was clarified it was unclear what would
happen if a social enterprise failed, how the risk would
be managed, and how core services would be provided. 

And I think that is one of the big questions. If a social
enterprise fails, for whatever reason, what happens to
it? What is its ownership status? 
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5.2.3 Differences between mutuals and social
enterprises 
Differences in the ways that social enterprises were
defined were crystallised when interviewees were asked
whether or not they considered NHS foundation trusts
(FTs) and BUPA to be social enterprises.

Some interviewees had no hesitation in considering FTs
to be social enterprises, arguing that, as public benefit
corporations, they were a form of mutual, surpluses
were reinvested into providing healthcare, the local
community could become members and they could
elect representatives to a board. Others were equally
adamant that FTs could not be considered as social
enterprises. Some fell in between, considering that
whether or not they were social enterprises depended
on the ethos of the individual organisations, on how
seriously FTs took community engagement and the
mutual model, and how far they reflected a public
interest ethos.  One interviewee described them as
social enterprises ‘but only just’.

Reasons for rejecting the notion of FTs as social
enterprises included the fact that they were too large,
were not independent enough from the state (and, it
was pointed out, this was in contrast to the original
proposals), and that many were being modelled on large
businesses. Moreover, the board of governors, with
representatives from different constituencies, was
separate from the executive and the decision-making
team responsible for the operating strategy and for
investing surpluses. A professional representative
commented that there were examples of FTs where
previous systems of joint representation were being
ignored, with a failure to consult and ‘a lack of true
engagement in the process of management’. Another
was sceptical of the extent to which FTs had a ‘social
enterprise relationship’ with their staff. 

An equally wide range of views was evident over the
status of BUPA. A representative from a national
voluntary organisation commented:

I guess with BUPA it’s hard to argue against BUPA as a
social enterprise. I mean it, if I understand it, has no
shareholders, it gives out no dividends. Its primary
objective is to improve people’s health. I guess the
objection might be that it’s too exclusive; it’s not
affordable to the majority of people. But whether that’s
enough to prove that it doesn’t have social aims, I think
it would be hard to argue that. 

Taking a different view, another national stakeholder
concerned with social enterprise commented that BUPA
could not be considered a social enterprise, because
there was a lack of openness and transparency. 

The real difference is openness and transparency. And
there is no transparency in BUPA at all, no one in the

health sector could name any of the directors of BUPA,
and certainly we don’t know about how they operate the
organisation. The people who join BUPA, do not join it
at all, they just become policy holders, so they’re not
members in it at all. In a true social enterprise, then you
would have all the different stakeholders represented,
like you do in a foundation trust. 

Most felt that its purpose was not the same as a social
enterprise, because of its corporate ethos of providing
an alternative to the NHS. Its hospitals could be bought
and it was a closed community.

In no way, shape or form can they (BUPA) be construed
as a social enterprise; it’s a community defined by
membership, whereas we would hope a social
enterprise would be a community defined by usage and
participation (Professional representative).

This variation in definition is not of purely semantic
interest. While some interviewees welcomed diversity of
approach and definition, which was regarded as inevitable
if not positively desirable when new organisational forms
were emerging, lack of clarity over what is meant by
social enterprises was considered problematic by
others. One interviewee commented that it was
important to be clear about ‘what kinds of organisations
are actually being encouraged under the name of social
enterprise’, not least for the benefit of commissioners. In
the same vein, another commented that: 

I think there needs to be clarity because if we don’t
understand what we mean by social enterprise, we will
have, particularly around transfers of staff and the HR
element but also I think expectations of what the
organisations will deliver, we will have more and more
mistakes arising… we’re talking huge potential liabilities
for organisations that can’t handle them, you know
(Union representative).

5.3 Drivers and drawbacks
Interviewees highlighted a number of drivers for the
current focus on social enterprises, including a renewed
emphasis on community-based care, the development
of practice-based commissioning, the development of
tailor-made legal forms for social enterprises in the form
of CICs; and a simplified standard contract for health
and social care. Also important were the activities of
specific lobbying organisations in promoting social
enterprises and the activities of social entrepreneurs.
Moreover, the government was keen to increase the
access of the third sector to the health care market and
parts of the voluntary sector were keen to seize
opportunities offered by new commissioning
arrangements to play a larger part in providing
mainstream services and also to support commissioners
in their role. 
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I don’t think it’s the case of their being sort of dragged
unwilling into the NHS; it’s really that they’ve been trying
to make the links and win contracts for quite a long
time, and it’s never really been given much priority at
any level (NVO representative).

Some saw the forte of social enterprises as straddling
the divide between health and social care, an area in
which social enterprises were described as having a
great deal of experience; others saw their particular
contribution as forging strong relationships with their
clients and occupying small niches -  the latter being of
less interest to the private sector. It was also argued
that their specificity could lead to a much better
relationship with diverse communities. 

But I think anything where people need a personalised
service that’s close to them and focuses on their needs,
rather than just needing a procedure, like an operation,
would be a natural fit for a lot of social enterprises (NVO
representative). 

Of particular interest was the development of social
enterprises in under-doctored areas, especially where
services were being developed jointly across primary
and social care or for specific health improvement
services. 

One interviewee considered that social enterprises
offered the greatest potential in services which had
suffered a historical lack of investment, such as support
and day care services, and care in people’s homes for
people with long-term conditions as there were 

‘greater opportunities for governance and a much
greater opportunity for ownership on the part of the
user’ (Professional representative). 

While there was broad agreement over the role of social
enterprises in niche markets, or in identifying and
responding to gaps in mainstream provision, drivers for
the expansion of social enterprises into areas of
mainstream healthcare provision raised different and
polarised views in relation to three main areas: (1) the
impact of contestability and of a market model; (2)
degree of ownership of the organisation; and (3)
whether social enterprises would encourage innovation
in public services. These are discussed in turn.

5.3.1 A lust for plurality?
A major policy driver was the commitment of New
Labour to create a competitive market and a range of
new providers with the aim of improving the
performance of the NHS. For interviewees who
supported a decline in the role of the state in providing
services, social enterprises represented a welcome
challenge to the ‘monopoly organisational forms’ in the
NHS and to the ‘dead hand of the state sector stopping
people flourish’. One interviewee commented:

I don’t think any organisation, whatever sector it’s from,
has a right to deliver services simply by virtue of its
organisational form, and I think too often that’s the way
the debate runs. And I think social enterprises might be
a good way of showing that, you know, the core role of
the state has to be managing the system, rather than
necessarily providing everything (NVO representative).

A number of interviewees emphasised the fact that the
NHS already worked with small businesses in the form
of GP practices.

Many considered social enterprises more acceptable
than the private sector, given their social ethos and the
fact that any surplus was reinvested in services rather
than in private companies or going straight into
shareholders’ pockets. In this way, social enterprises
were seen as providing a ‘counterweight’ to the
privatisation agenda, combining independence with
public benefit. 

One interviewee commented: 

It does play into something which is not about privatising
the Health Service, but about sticking to the sort of
social delivery norms, and being able to reinvest that
money back into social good for the local community, or
health for the local community. And I think that fits in
very well with the ethos of a lot of people working within
the NHS (National policy commentator).

And another: 

I’d rather see social enterprises taking over from the
NHS than profit making companies, because I do think
in the end that’s going to be better for people (National
policy advisor). 

A key issue in relation to the provision of mainstream
services was the extent to which the NHS could
become a ‘brand’, a commissioning organisation,
overseeing a range of providers of health and
community care, including perhaps ‘federations of social
enterprises’ in order to overcome the piecemeal nature
of the sector. This was described by one interviewee as
offering ‘huge opportunities to convert public sector
bodies into social enterprises’.

As the private sector was unlikely to be interested in
providing the whole range of services, it was important
that support was given to a range of alternatives in order
to provide options for PCTs. However, there needed to
be clarity about how the market would be managed and
whether or not social enterprises were going to be
supported or protected in a competitive market.  

On the other hand, those who supported the state as
the main provider of services, were concerned about 
the fragmentation of the NHS, about market forces
influencing the delivery of clinical care and the likelihood
of increased transaction costs.
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So the NHS, I don’t know why they just don’t franchise
it quite frankly, rather than talk about social enterprise,
and be honest and transparent about what they mean
to do, because it is privatisation in my view, why not just
do it as a franchise and have done with it, and people
buy the brand (Professional representative).

Moreover, support given by DH to CSH was criticised by
one of the interviewees.

So the NHS has, in effect, paid, in my view, for the
setting up of a private company, be that a social
enterprise or any other model, and I think that’s morally
wrong. (Professional representative).

5.3.2 Involvement
Also cited as important drivers for social enterprise were
the encouragement of organisations where staff and
users could exert more control over service delivery, in
contrast to the NHS, which had not ‘constructed a very
rich experience of staff involvement’. For example,
nurses were getting few opportunities to participate in
practice-based commissioning, as opposed to GPs and
practice managers. The point was also made that
professional control was more likely to be a driving
factor than local patient needs or public demand and
that there were dangers in a narrow discipline-based
approach.

Social enterprises have a sort of good track record in
terms of being empowering organisations that are keen
to basically involve staff or even users in the way that
the organisation is run (National organisation with an
interest in social enterprises). 

This meant that professionals could find it easier to
innovate. Indeed, the main driver for local social
enterprises in the health field was described as
professionally-led. This was described by a professional
representative as due to

a feeling of frustration, and a constant cycle of change,
and marginalisation I think, in particular of the clinical
view, a lack of opportunity to participate in the genuine
management and governance of the services that
people work in. And I think a feeling that people could
probably do the job better if they had more control.

On the other hand, there were also dangers that social
enterprises in the NHS would be professionally and
discipline-based and this could lead to the dangers of
‘producer capture… which might not be good for
patients, but might be good for them’.  

Some professions were described as feeling
disenfranchised by the reorganisation of PCTs following
the publication of Commissioning a Patient-led NHS
which had also led to a loss of local identity and focus.

Let’s take someone who was on a PEC, who’s now no
longer on a PEC because there’s only one PEC for the
much larger PCT. And they suddenly feel voiceless I
think, all the work that they may have been doing and
the relationships that they have been building are under
threat, or have just disappeared because frankly the
organisation is much bigger and that… local focus has
been lost (Union representative). 

In this context, social enterprise could become a viable
means of keeping a local focus and building on
successful partnerships. 

On the other hand, there could be tensions between
different dimensions of social enterprise. For those 
who defined social enterprises as accountable to the
community, decision-making could be slowed down 
and this could act against speed of decision- making.
One interviewee commented:

So some of the speed of change that might be
necessary within the market, might be more difficult to
deliver within a social enterprise model, where you’ve
had to have a lot of democracy about how things were
agreed, you had to link in with all the stakeholders, you
had to link in with your local community. (How can you)
compete on a fair basis with independent sector
providers who may be very quick at taking some of
those decisions because they’re doing it on a purely
financial basis? (National policy commentator).

5.3.3 Leading to innovation?
Social enterprises were described as small organisations,
more amenable to influence by staff and users, and free
to innovate. Some argued that social enterprises would
get away from the ‘lack of imagination’ in public service
delivery. On the one hand, it was argued that, as a
‘limited organisational form’, the NHS stifled innovation
and that a wide range of potential competitors – or even
the fear of them  – could be a lever for improving
services. It was argued that the ability of social
enterprises to plough surpluses back into services
would itself act as a strong motivation to innovate, that
more providers and increased competition would
themselves generate innovation ‘because people will
want to come up with new and better ideas to win the
business’ and that professionals would be motivated to
redesign and reconfigure services. 

Others were sceptical about the argument that social
enterprises would lead to innovation in public service
delivery, instead arguing that these were just ‘excuses’
and pointing to a concern with value for money and the
lure of cheaper alternatives to mainstream provision, or
of terms and conditions that were less favourable to
employees, but which could make enterprises more
competitive. Arguments in support of this were that
there seemed to be little provision for the further
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development of services within budgets, raising
questions about the potential for service development
and improvement within the contract. In the same vein,
another interviewee considered that the scope for
manouevre in ‘heavily contractualised relationships’
would be more limited than in the current system, and
this would make it more difficult to innovate or engage
with staff. 

I hear people at the Department of Health talking about
contracts as if everything in life could be contractualised,
and that the best healthcare systems are based on that
contractual model. Well, they’re not (Union
representative).

Social enterprises might find it difficult to demonstrate
innovation and ‘added value’ in the context of current
performance management frameworks, which might
need to adapt in line with changes in the ways that
services were delivered.

Finally, it was argued that PCTs should be able to
innovate without setting up a social enterprise in order
to do so, and that the scope and potential of
contracting arrangements and flexibilities, including
Section 31 agreements on partnerships (Health Act,
1999) had not been sufficiently exploited. More could
have been done to promote innovation through SPMS
contracts and to exploit their potential as an alternative
to social enterprise. There were also opportunities to
incorporate aspects of social enterprises into mainstream
services, for example on the investment of surpluses. 

Where do we stand at this moment in time on the 6%
return that has to be established each year by an
operating NHS trust? That goes back into the Treasury.
Why not think in terms of re-investing that within the
service against a framework of governance that’s more
inclusive? Not beyond the wit of man, I don’t think
(Professional representative). 

It could be more difficult to respond quickly to changes
in policy by changing contracts with independent
providers than if everything was organised ‘in house’. 

5.3.4 What will happen to collaboration and sharing
good practice?
Interviewees commented on the likely impact of a
growth in social enterprises in primary care on
collaboration and the spread of good practice within the
NHS. Some considered that a competitive environment
would militate against the sharing of good practice and
collaborative working. Others considered that the
market could create incentives to learn about good
practice, as could the implementation of patient choice.
It was in the interests of organisations to find areas over
which to cooperate, as well as areas in which they could
compete. ‘Benchmarking clubs’ could help assimilate

good practice into business planning. It was also argued
that if social enterprises were funded through the NHS,
then sharing of good practice across organisations
could be stipulated in the contract and orchestrated by
DH, even though this would be more difficult to organise
in a fragmented system. One interviewee considered
that social enterprises would be more open than private
businesses, as they had more in common with the
voluntary and community sectors. 

Others saw dangers in the adoption of a competitive
culture, one interviewee drawing comparisons with the
internal market in health care. It was argued that a
contractual environment could lead to less openness
and ‘closed cultures’.

If you get a load of contracts which imply penalties for
mistakes and all the rest of it, then you’ve got
automatically an adversarial set of relationships, you
know, you are not going to want to admit a mistake
that’s going to cost you money on your contract, so it’s
going to influence the culture straightaway (Union
representative).

Collaborative working and partnerships would become
more difficult. One interviewee commented:

Because ultimately, you see, if you’re starting to split off
contracts and bits and pieces left, right and centre, you
might actually get very good care out of it, but you
might lose the coordination in doing that. And that’s
something that needs to be carefully addressed,
because one of the good things about the existing
system is there is at least coordination, even if it doesn’t
work. There’s a mechanism for coordination, although it
doesn’t work, but there is a mechanism for it (National
organisation with an interest in social enterprises).

This could be particularly relevant for acting on the
public health agenda as ‘small social enterprises
working unilaterally are not going to achieve the positive
outcomes we need in public health’ (Union
representative). 

5.4 Factors inhibiting the development of social
enterprises
While policy drivers in favour of social enterprises were
clear enough, though contested by some interviewees,
there were a number of factors which could inhibit the
development of social enterprises, ranging from the
behaviour of commissioners to the attitudes of staff.
These are discussed in turn.

5.4.1 Fear of the unknown
Interviewees from the third sector considered that the
lack of understanding of social enterprise, of what a
‘mature competitive market’ might look like and a lack
of appreciation by DH of what was needed to support
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their development in order to enter this market in the
first place, were all factors inhibiting the development of
social enterprises. As new organisations, they required
support with business planning:

Well, I mean I think that there’s enormous potential for a
lot of social enterprises to be set up and to deliver, yes
to secure a greater role in delivering NHS services, but I
think it’s contingent on the right level of support from
government (National organisation with an interest in
social enterprise).

Problems also derived from lack of familiarity and trust
of social enterprises on the part of risk averse
commissioners and the inability of the public sector to
‘let go’ of its services, which meant that social enterprises
might not have a great deal of freedom in practice. 

There were criticisms of commissioning as unimaginative
and tied to a historical approach rather than starting
from first principles in terms of what was needed; a
‘new profession of commissioning’ was called for.

So there needs to be good understanding of how these
organisations work, what motivates them, and what
their objectives are, because I think, in many cases, it
would be better for a local health economy than some
other corporate (National organisation with an interest in
social enterprise). 

And I would imagine that quite a lot of hospital trusts
and primary care trusts would be very wary about staff
leaving and forming social enterprises that are genuinely
independent and external from the statutory
organisation. So there’s a practical issue now, how
much freedom are any social enterprises really going to
have? (NVO representative).

It might also be difficult to get large numbers of staff to
take the risk of migrating to social enterprises.

5.4.2 Inability to compete? 
Inability to compete with private sector providers was
signalled as a major inhibiting factor in the development
of social enterprises. The implications were that social
enterprises would thrive in areas where the private sector
had little interest in competing for business. It was
argued that the private sector was largely interested in
profit-generating areas, such as integrated primary care,
although they were currently hampered by only being
able to tender for vacant GP lists. Without the
involvement of GPs and a more integrated approach to
primary care services, it was felt that social enterprises
would be unable to compete with the private sector.
GPs were described in this part of the study as not
involved, or not cooperating enough with social
enterprises and lack of GP involvement was also seen
as a failing in the way that social enterprises were being
encouraged and promoted at national policy level. 

5.4.3 Who’s taking the risk?
A major issue, common to all businesses, was that of
the management of financial risk. This would be easier
to resolve if the direction of government policy was
clear. One interviewee commented that what was
needed was:

a kind of clear direction in terms of where the
government perceives the market to be. Where it sees
the market going is useful for any business plan I think
(National organisation with an interest in social
enterprise).

However, concerns were not limited to the capacity of
organisations to manage financial risk, but with where
the risks for these new development were to fall. It was
argued that the expansion of social enterprise into main-
stream health provision was a high risk strategy with the
risk primarily borne by members of social enterprises,
and not by commissioners who had a fixed price.

In other words, the risk is not being taken by the
Department of Health. It’s, to a degree, not being taken
by the politicians. And it’s not necessarily being taken by
the commissioners either. It’s cascading down to those
people who are working in the operation and the people
that it serves. And I don’t think that that is ethical or
acceptable, and that’s certainly the view that’s held by
our members at this moment in time (Professional
representative). 

Moreover, others commented on the potential risk to the
public purse.

If you look at primary care you’re going to require a
whole new range of skill sets that you just don’t need in
the public sector, and managing a budget is totally
different from managing a business where you have a
balance sheet, it’s a completely different approach and
a completely different mindset. And, of course, if you’re
no good at that, then the risk to the public purse is
enormous, because you’re pouring money into
businesses that can’t do it. Hence the need to have
regulators, to make sure that doesn’t happen, because
at least in the public sector, you make sure the money
doesn’t go anywhere (National organisation with an
interest in social enterprises). 

However, the same commentator noted that one of the
most difficult things to do was to convince the regulator
of sound financial systems. This could be difficult to
achieve within primary care, which could inhibit the
development of social enterprise.  

5.4.4 Are they good employers?
Social enterprises were stand-alone organisations, and
all interviewees recognised that a  crucial issue was
whether they would be able to match NHS terms and
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conditions for staff, both in the short-term and in the
longer term if national level negotiations no longer
applied. This had already proved a major issue in the
few initiatives being developed and was clearly one of
the fundamental objections raised by professional
organisations and unions to their deployment in
mainstream services. This was the major factor inhibiting
their development.

It was feared that social enterprises could be cheaper,
providing a way of ‘getting around union rules’ (National
policy commentator) with surpluses achieved by driving
down unit labour costs. It would be difficult for the third
sector to compete with NHS terms and conditions. This
would make it difficult to attract and retain staff.

There’s also the pensions issue, where our members
simply cannot afford to match the pension commitments
of the NHS, for instance. I think it’s perhaps an open
question whether the NHS can afford its pension
commitments, but certainly that’s a challenge for us in
terms of recruiting staff (NVO representative).

Some interviewees commented on SPMS contracts
being used to maintain NHS terms and conditions in
social enterprises. A professional representative
commented:

We think that SPMS is being used as a kind of a
bridging model to be able to cover aspects of terms and
conditions of employment in a way that it was probably
never intended to in the first instance, and therefore… I
would have to suggest that a social enterprise is a
standalone organisation, and therefore the SPMS
contract and the nature of its application, it seems in all
honesty to be fairly incongruous.

However, it was argued that even within SPMS there
were issues which did not transfer out easily, including
long-term injury benefit and the right to early retirement,
(although at an additional cost, separate insurances
could be taken out for these). One interviewee considered
that SPMS contracts were being used to pave the way
for social enterprises, establishing the principle ‘and
even to create a sense of its viability’ and there could
well be problems over claiming equivalence in the future.
The same interviewee suspected, however, that SPMS
contracts would not continue to be used for this purpose. 

Our suspicion is this: that the underlying trend is to try
and shift cost from the Treasury budget. SPMS doesn’t
allow you to do that. Moving into a social enterprise on
a longer term might well do (Professional representative).

There were also anomalies and grey areas, so that, for
example, staff working under an APMS contract for a
company limited by guarantee could not participate in
the NHS pension scheme, while certain companies with
an APMS contract, but limited by shares were able to
do so. 

It was pointed out that social enterprises could end up
with complex workforces, in the sense that staff could
have a range of different terms and conditions from
different organisations, a situation which needed to be
simplified. One interviewee argued that a broader
approach should be taken to ‘career and remuneration
packages in the round’ commenting: 

Where I think that a trade union could do a really good
job is saying well okay let’s have a look at the reality of
this, are these better employers, what are the terms and
conditions, what are they like, and they’d ... have a
positive impact on that debate. I think that would be
really good, but they won’t do it (National organisation
with an interest in social enterprise). 

Some thought it likely that terms and conditions in social
enterprises would be resolved over time. However, most
interviewees saw the lack of comparable terms and
conditions as a major stumbling block to their
development. 

A further issue was the capacity of small organisations
to act as mainstream employers and some considered
that small organisations would find it difficult to provide
specialist advice on finance, human resources or clinical
governance and that skills in running a business and in
managing financial risk were often lacking in the public
sector and would therefore have to be separately
provided. How would new services be pump primed,
especially where capital costs were concerned, unless
partnerships were formed with the private sector? In
contrast, GP co-operatives had their own practice
infrastructure on which to draw. 

A related issue was that of continuous professional
development. Interviewees raised questions over how
staff training and development, HR strategies, equality
and diversity strategies and implementing the
knowledge and skills framework could be sustained and
encouraged in small organisations. If these were not
maintained, there would be an impact on the quality of
services in the longer term. 

If you think about the huge investment in training,
development and pay that has gone into the NHS, I
mean these are not organisations that immediately
suggest that they’ve got any kind of capacity to deal
with that and keep that investment in people going… a
small social enterprise is not going to have the
organisational development capacity that even a small
PCT has, let alone a much bigger provider. So how’s
that training and development side going to work?
(Union representative).

From a different standpoint, the point was made in
relation to training and development that there should
be increased working across different sectors.
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We need to move in the direction of workforce
development across the sectors, and some
collaboration between state, private sector and third
sector, and a shared commitment to developing all the
staff in the health and social care field, rather than that
being so patchy and unco-ordinated and up to
individual organisations (NVO representative). 

5.4.5 Lack of leaders?
Finally, some interviewees questioned whether the aim
of establishing social enterprise would be stymied by a
lack of leaders.  A professional representative
commented: 

How you develop those people who are going to take
on the social enterprise ethic and the future
management and leadership in these kind of
organisations… If the Department of Health and
government, in general, is serious about wanting to
develop social enterprise, then it has to invest in
preparing the next generation of individuals to come
through onto that.

In summary, therefore, not all were convinced that social
enterprises were a safe way forward for mainstream
NHS services, either politically or culturally. This view
was particularly reflected by professional organisations
and those committed to the NHS as a provider as well
as a commissioner of services. Indeed, the potential
transfer of mainstream provision to social enterprises
was a cause for alarm for some of our interviewees. One
argued that the more they were mainstreamed ‘the
more critical failure will become’. These were therefore
important inhibiting factors to the successful
development of social enterprises. 

5.5 Accountability, governance and regulation
The interviews explored views over arrangements for
accountability, governance and regulation in social
enterprises. These are described below.

5.5.1 Accountability
There were differences of opinion over the accountability
arrangements considered suitable for social enterprises.
These depended on a number of factors: (1) the nature
of the social enterprise, and particularly if mainstream
provision was involved; (2) how far interviewees
considered current systems of NHS accountability to be
effective; (3) the extent to which the public should have
a say in who was to deliver public services; and (4) the
extent to which providers of services should be directly
accountable to the public, as opposed to indirectly
accountable through the contract with the commissioner.

Questions of accountability had to be considered in the
context of different kinds of social enterprise. It was

argued that social enterprises were not always local
organisations which needed to be accountable to local
communities; they could represent different communities
of interest or communities of service users and this
would be reflected in different accountability (and
governance) arrangements. However, shifting
mainstream services into social enterprises had clear
accountability implications. For example, NHS board
meetings were held in public and it was questioned
whether this would also be the case for social
enterprises. In foundation trusts, accountability to the
Secretary of State for Health was replaced by a
governing body with elected representatives. However,
this form of public accountability had a cost attached
and it was argued that foundation trusts, which had to
be accountable, should not be competing with those
with less developed (and less expensive) forms of
accountability. 

For some, these developments reflected unwelcome
changes in accountability and one interviewee stated.

I believe that all clinical services should be provided by
NHS trusts that are accountable to an elected
government (Union representative). 

Some were more sanguine, given inadequate
accountability arrangements in the NHS. 

People that are representatives of it are not elected,
they are from all over the place, and off the
Appointments Commission lists. So there isn’t any
accountability whatsoever at the moment. So, again, the
relevant level of accountability is probably the Secretary
of State again, so it’s tortuous, it’s distant (National
organisation with an interest in social enterprise). 

However, the main areas of disagreement concerned
the extent to which accountability could be achieved
through compliance with the conditions of the contract,
as set out by the commissioners of the services, and
indirectly through the PCT to the Secretary of State for
Health. A number of interviewees took the view that this
was the main route for accountability.

I think a lot of criticisms or a lot of the nervousness
about the third sector is that it’s not accountable in
quite the same way as the public sector. You can’t
eventually trace it back to a democratic mandate. But
it’s not actually the sort of accountability that people
should be looking for from social enterprises; they
should be looking for performance and compliance, I
think, and effective delivery of the contracts should be
the last word in terms of their accountability to the
public (NVO representative). 

This view was not universally shared. It was argued, for
example, that all health care organisations should be
involving users. Moreover,  a contractual approach to
liability was criticised as minimalist by one interviewee,
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and there was a danger of providers becoming closed
organisations. Questions were raised whether social
enterprises and other independent providers could hide
from public accountability behind a contract and the
PCT, if there were problems. Would social enterprises
and private sector companies take responsibility in the
ways that FTs did, where there was a dual
accountability? 

I don’t think local people would understand that if a
relative of theirs was to be harmed by a social enterprise
company, and that company just said we’ve got nothing
to do with dealing with you as a user or a stakeholder,
you’ve got to deal with the PCT, I don’t think that would
give local people the confidence these are responsive
services that are open with them (Union representative). 

A number of interviewees considered that much
depended on the extent to which contracts with social
enterprises specified arrangements for accountability
and for user engagement which in turn ‘has to be at a
level where people can engage and feel that it’s
relevant’. For service users, there should be involvement
in planning and design of services and there were many
avenues for achieving this. 

It probably has to be one of the contract’s requirements,
one of the commissioning requirements, so that they
have to have an engagement with end users. In a
mutual, it’s dead easy because they become members.
They make them members, and then they get to elect
their representatives, you don’t get more direct
accountability than that (National organisation with an
interest in social enterprise). 

Although not a mechanism for accountability, the
proposed Local Involvement Networks (LINks) could be
used as a sounding board by social enterprises. However,
with larger PCTs, there was still the question of how the
relevance of services to local communities was to be
achieved. There were inevitable tensions between
economies of scale and achieving local relevance.

A key difference was the importance attributed to the
ways that accountability arrangements were reflected in
ownership arrangements. For some, ownership by staff,
users or members was not the defining issue, nor even
a necessary condition for a social enterprise. For others,
ownership was crucial in order to safeguard the
principles of the organisation.

5.5.2 Governance
The full spectrum of governance approaches is used in
social enterprises (NVO representative).

There was a wide range of organisations which could be
described as social enterprises and different governance
models were being adopted to suit the purpose of
different organisations. One interviewee considered that

the implications of the governance arrangements of FTs
had not been fully realised.

I just don’t think anyone’s thought it through properly …
You probably need a foundation trust to go wrong,
horribly, before anybody gets what’s actually been
ceded to the public, which is genuine power (National
organisation with an interest in social enterprise). 

Views over the governance of social enterprises
reflected those on ownership. Social and environmental
aims could be built into the constitution or the
governance structure.

Some interviewees saw self determination as crucial,
including representation in the top governance
arrangements, if social enterprises were to have any
benefits for staff. 

I think the ability for the whole organisation to feel that it
is leading its development and future and everything
rather than a handful of either external board members
or a handful of managers/leaders. Because you can see
the sort of the cult of the social entrepreneur growing up
where actually you’ve got one or two people with a
vision, and they’re just dragging, you know, 2,000 not
very well paid people along with them (Union
representative). 

Mutual models could be suitable for a locality-based
primary care service, and were a possible model for
community foundation trusts; co-operative forms of
governance could be developed in CICs, and multi-
stakeholder mutuals could also be developed, where all
the stakeholders in the provision of a service would be
represented.

However, there needed to be ways of involving service
users in governance, and of using non executives to
provide checks and balances. For social enterprises
operating within a primary care structure, the local
population would need to be represented. This would
also mean additional costs. Some interviewees
emphasised the importance of community involvement
in local services and of evidence of engagement not just
within PCTs but also within the provider organisations so
that people were involved not only in deciding which
services were needed but also in evaluating the ways in
which they were provided. Use could be made of
neighbourhood structures and community networks, so
that health issues became an integral part of local
citizens’ juries and consultations carried out through
local authorities and elsewhere. 

Some interviewees argued against making governance
of social enterprises more like public sector governance:

But usually the process they take is to try to make
governance more like public sector governance which is
of course very different, and I would say considerably
less robust often than the government’s independent
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organisations, because the non-executives and other
board members in the public sector often don’t in fact
have ultimate responsibility for the organisations they’re
supposed to be governing, it’s the minister who does
(NVO representative). 

5.5.3 Regulation
It was considered that social enterprises would be
subject to the same regulatory framework and have to
deliver on the same core standards as other providers of
health care, but should not be subjected to greater
scrutiny than other providers. The Healthcare
Commission would monitor quality and Monitor would
regulate community foundation trusts, if they were to
develop. Overview and Scrutiny Committees (OSC)
would oversee commissioning decisions and the
configuration of services rather than the actual
performance of the providers. As part of their role
however, ‘they could give very strong practical advice
about how you commission for involvement’ (National
commentator). 

However, it was also pointed out that OSCs could not
request information from social enterprises within
existing legislation. One interviewee commented that
OSCs were weak, that they did not have the capacity to
scrutinise these new structures and were, in any event
too ‘arms length’ to assess governance and
accountability arrangements suitable for primary care.
Moreover, the drive towards more self reporting and
peer review, that is, trust-based systems of regulation,
did not sit comfortably within a market-driven culture. 

In summary, much depended on the criteria and quality
of commissioning. Commissioners could draw up
contracts to insist on a range of issues from terms and
conditions of staff through sustainability to user
engagement and public accountability as well as
clarifying how surpluses were to be defined. They could
assess whether the governance model was appropriate
to the aims of the organisation and attempt to assess
the ethos of the organisation. PCTs (and NHS trusts)
could further develop their roles as regeneration agents
and commission ‘from construction to catering’ in such
a way as to benefit the local economy. Many social
enterprises were committed to local employment and
training. However, would PCTs be governed by costs,
and choose cheaper options, without taking account of
the terms and conditions of staff employed through
social enterprises or the sustainability of the
organisations?

One interviewee commented: 

I think where it gets interesting, is whether GPs or PCTs
are allowed to take into account the sort of extra
benefits that might derive from a social enterprise being
involved. So rather than getting perhaps a multi-national

healthcare provider to do something, there might be
benefits in terms of local employment or regeneration or
patient ownership of services of using a more locally
focused social enterprise which tries to involve patients
in its governance. And that might be quite incidental to
the quality of what’s actually being bought, it might be
extra. And I would like to see more thought given to
how those sorts of benefits could be taken into account
in commissioning (NVO representative). 

Interviewees adopted different views over accountability
and governance arrangements, and questions remain
over how governance of social enterprise is to be
assessed or specified and the governance criteria
commissioners should be looking for in specific kinds 
of social enterprise. 

5.4 Future and likely impact
And what I think Patricia Hewitt’s done…is link the
health and the DTI social enterprise idea (National
commentator).

The delivery of mainstream primary care services through
social enterprise is minimal and it is not yet clear whether
or not this will develop further. Interviewees were asked
for their views about potential developments within the
primary care sector and about the impact of social
enterprise development on the shape of the third sector.

5.4.1 Wait and see
There was some optimism about the future of social
enterprises in primary care given the drivers for change,
described in sub-section 5.1 above. One interviewee
described the future of social enterprise as ‘increasingly
rosy’, given the extent of government commitment and
its role in driving up plurality and contestability in the
provision of secondary care and community services.
For those who considered FTs to be social enterprises
(a definition with which many interviewees disagreed, as
discussed earlier), then clearly an expansion was already
underway. Many interviewees considered it important to
have a mix of providers. It was important to provide
clear guidance, financial support and business skills,
resolve pension issues and also, once businesses were
underway, to address the fact that finance was not as
easily accessible to social enterprises as it was to
mainstream businesses.

Inevitably, much would depend on how social
enterprises developed. The wrong ethos could give the
sector a bad name, as could failure to engage
communities where they were bidding for business.
Examples of success, or of health and social gain, in
areas where there had been failures in the past, or of
using surpluses to good effect, would all serve to
encourage further initiatives.
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Government support was needed so that a critical mass
of social enterprises could get to a stage at which they
could compete. However, the provision of mainstream
services through social enterprises was relatively recent
and it was difficult to know how they would develop or
whether they would be viable. Indeed some interviewees
hoped for a lull after an initial burst of different social
enterprise models, so that there was time for evaluation. 

And this is going to take quite a while, because there’ll
need to be evidence built up over time of how the
organisations behave, what it’s like to work in them, and
at the moment, all you can do is point to other public
sector environments where this has already happened
and say well that’s the sort of thing that you could be
looking at (National organisation with an interest in social
enterprise). 

Much depended on whether the difficulties previously
described in sub-sections 5.3 and 5.4 could be
overcome.  

5.4.2 Social enterprises: impact on the shape of the
third sector
The expansion of social enterprise was likely to be
contingent on developments in the third sector,
described as becoming less reliant on grants and more
focused on social enterprise. There was a difference of
opinion over whether the third sector was keen to
provide mainstream services. 

Many interviewees considered that third sector
organisations would need to band together into social
enterprise networks before they could launch
themselves as social enterprises outside traditional
niche markets. There needed to be ‘networks of small
organisations in primary care’, in order to provide more
care in community settings. Social enterprises could
also network with the private sector, with GP-based
services, or with secondary care. As things stood,
however, there was little involvement in providing
mainstream primary care services and little evidence on
which to base views on whether or not they would be
successful in this field. Although the general view was
that social enterprises would maintain their advocacy
role, interviewees differed in their views about the likely
direction of the third sector, the effects of a growth in
social enterprise on the ethos and balance of
organisations, and on the permeability of barriers
between private companies and social enterprises.

Some thought that the majority of charitable
organisations did not want to diversify into mainstream
public services. There was concern about the effects of
competition across the third sector and a concern that
small social enterprises providing niche services should

not be driven out by larger organisations. At the same
time, it was important for all third sector organisations to
develop sensible business strategies in order to survive.
While there could be tensions between large
organisations and preserving a local focus, it was also
argued that innovation was not the sole province of
small and poorly funded organisations.

We sometimes do ourselves a disservice on this by
talking as though we have to be kept on the knife edge
of existence if we’re going to carry on being innovative
and imaginative, and I’ve heard ministers argue that,
you know, very, very short-term funding is the only way
of keeping charities on their toes (NVO representative). 

Social enterprises would inevitably become caught up in
competing for tenders against large organisations and
there was therefore a risk that successful social
enterprises would mirror the organisations they sought
to replace, become victims of their own success and
less able to perform their ‘gap spotting’ role. 

If you’re really successful as a social enterprise, you will
grow, you will become more corporate, you become
certainly more bureaucratic, you become less nimble
(Union representative). 

Others considered that the constitution of social
enterprises and the incorporation of social aims into
governance arrangements would help maintain focus
and that social enterprises would maintain their integrity,
notwithstanding possible growth and development.

The thing that drives businesses to be the way they are
is because they’re making profits for shareholders. If 
you don’t have that element of motivation, then you
inevitably will not be like other businesses, you’ll always
be different, and you’ll always be true to the reason 
why you’re in the business in the first place (National
organisation with an interest in social enterprise). 

However, others saw fluid boundaries between social
enterprises and the private sector, with successful social
enterprises treading a path from the third to the first
sector. 

I would hope to see local organisations, especially in the
area we’re talking about, primary care, because I think
they’d be close to where people are. I would expect
some of them to be successful and with their success
to migrate into large successful private sector
organisations (National commentator).

The private sector would not be a passive bystander to
these developments but would be quick to capitalize on
the promotion of social enterprises, and possibly enter
into partnerships with them, a point made by a number
of interviewees. 

I think there’s a very clear core of social enterprise from
people who understand social enterprise who protect
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and police the concept. But I think, you know, we have
to acknowledge that professional marketeers in the
private sector are pretty good at their job, and that if
social enterprise is the future, then a huge amount of
private companies are going to become social
enterprises, so they’re part of the future. And I am
concerned that the concept is so flimsy that there’s no
way of keeping out the imposters as it were (NVO
representative). 

5.4.3 Criteria for commissioning
Commissioning provided the key to many of the
concerns voiced by interviewees. 

How would commissioners balance support for social
enterprise against the importance of ensuring fair
competition? If commissioning organisations were
directed to favour social enterprises, questions would be
raised about a fair playing field. A number of
interviewees were unclear about the implications of EU
procurement policies; others thought they were more
flexible than was currently assumed.

It could be difficult to define commissioning criteria for
social enterprises when there was a lack of clarity about
the term. While there were no limits on services that
could be provided through social enterprises, a number
of interviewees commented on the importance of
clarifying what were ‘genuine’ social enterprises, being
aware of the ‘rebranding’ of organisations, prompted by
policy encouragement of social enterprises, and the
potential for private organisations to capitalise on this.

5.4.4 But a limited role is likely
While most interviewees thought that social enterprises
would increase in number, there was little evidence for
believing that they would be involved in more than a
small slice of primary care provision. A number of
reasons for this were put forward.

First and foremost, while social enterprises were
described as being able to compete locally, and on a
small scale, without extensive support they would
struggle to compete against large multi-national
healthcare companies, although their ability to compete
would be enhanced by entering into alliances with other
primary care providers.

Do they stand any kind of chance of competing for work
within a tendering process when they’re up against
organisations that have track records, that have big
financial bases, that know how to tender, and know how
to win tenders, and to possibly compete very
aggressively with them on cost (Union representative).

A related point was the policy mismatch between
contestability on the one hand and the promotion of
social enterprises on the other. One interviewee

considered that, while social enterprises helped meet
the government’s ambition for contestability, once
established, social enterprises would find it hard to
compete. 

Social enterprise would have to compete in really a dog-
eat-dog world, and I’m not sure that that is in keeping
either with their philosophy, or with the kind of systems
and structures that they’re likely to establish. How can a
social enterprise justify establishing a large marketing
budget, for instance, and how can it enter into a
competitive, tendering exercise on a level footing with a
private sector organisation that’s probably got a war
chest for acquiring new services. That doesn’t make
sense to us (Professional representative).

Second, some considered there was a mismatch
between the kinds of social enterprise being promoted
for mainstream services and those most likely to
succeed. One interviewee thought that the private
sector was largely interested in bidding for integrated
services, providing all primary care in a whole area in
order to make efficiency savings, an area which was not
currently prioritised in professionally-led social
enterprises, that had been supported by DH. The entry
of the private sector into primary care was currently
limited because they did not have patient lists and could
only bid for vacant ones. Patient lists were described by
one interviewee as ‘the key to the future of all this’. 

There’s an opportunity to provide bits and pieces 
of primary care services, yes fine, there will be
opportunities to do that, particularly where you’ve got
specialist staff in a particular area where there is a real
need. But that is not the same as providing competition
with the private sector, because the private sector isn’t
even competing with that. There isn’t a private sector
competitor for that, the competitor for that is the public
sector (National organisation with an interest in social
enterprise).

On balance, therefore, the development of social
enterprises had to seen in the context of the new and
growing competitive environment emerging in the NHS
in which they would have to fight for a place and
ultimately their survival. 
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6.1 Introduction
Our five case studies selected for this study illustrate a
range of local initiatives: practice-based commissioning;
out-of-hours cooperatives; potential changes in PCTs’
role in direct provision; and healthy living centres. Three
of the initiatives were of relatively recent origin.

Each of the case study locations is confidential, as are
the identities of interviewees. The history of each of our
case study enterprises is of intrinsic interest, developed
in response to different policy initiatives in the light of
different local concerns and opportunities. However, in
this report, we do not cover these local histories in
detail, but focus on the ways in which the case studies
illustrate how the various dimensions of social
enterprises are being understood and operationalised at
a local level. We carried out a maximum of four
interviews in each location (a total of 15 interviews). Ten
interviews were carried out face to face; all were
recorded with the permission of interviewees and
transcribed.  In the first instance, we explored whether
interviewees thought of their organisations as social
enterprises, what led to their development, the choice of
models and approaches to accountability and
ownership. These are discussed in turn. 

6.2 The social enterprise bandwagon?
I’m not sure I do understand what (social enterprise)
actually means.

People are jumping on the social enterprise bandwagon.  

Interviewees had not set out to develop ‘social
enterprises’. Without exception, case studies had
adopted business models and organisational structures
that seemed suited to their purposes and to local
circumstances.

The first thing you need to do is understand the needs
of the population that you’re to serve, what then you
need to understand is the model of services that best
meet that need, and then you look at the organisational
form that’s under that (Clinical Director). 

As the term had gained currency, so organisations had
become identified as social enterprises, or at least as
reflecting key elements of social enterprises. 

I think we’ve chosen the organisational form that was
right for what the organisation wanted to do and its
philosophy and I think that by default that has become a
social enterprise. So we didn’t set out to say we wanted
to be a social enterprise, no it sort of came by the other
way round (Project manager). 

And another:

Social enterprise only came into the picture about a year
into the life of the organisation, when people told us that
that’s what we were, and then we realised actually that

that is partly why we were being successful, because
the sort of thinking of social enterprises, we were doing
it instinctively without understanding that that’s what we
were doing (Clinical Director). 

The organisational form was considered less important
than culture and leadership. However, when considering
whether their organisation was a social enterprise,
different dimensions of social enterprises were
highlighted, often within the same organisation. The not-
for-profit element was key, providing services that were
in the social interest and using any surpluses for a social
purpose. The fact that companies were providing
health-related services could mean that they
automatically fell into this category.

Well, it depends how you define social objectives. Our
objective in the Memorandum of Association is to
improve the health of people that we serve, so is that a
social objective or isn’t it? (Chair of the Board). 

And another interviewee, also a board chair,
commented: 

Yes, I think it’s a business that is primarily concerned
with delivering benefit to the community. And, clearly,
the profit issue then comes into play because obviously
for a business to be viable it has to be in surplus but it
doesn’t necessarily have to make massive profits, and
by ploughing any surpluses back into the community, I
think we deliver on that social enterprise agenda. 

Interviewees from the healthy living centre emphasised
that the main driver was addressing needs of the local
population, rather than making a profit. 

However, other factors which were important in deciding
whether the organisation was a social enterprise were:
equality among members of the company, with no single
group being in charge; the fact that staff could vote for
their representatives who could then participate in policy
making; the extent to which patient and public
involvement was enshrined in the constitution and ways
of working of the company; and the extent to which
members were part of governance arrangements,
influencing the ways that service were developed and
delivered. Also important was being part of the same
geographical community, linked with patients and the
public within that community, and strengthening the
‘local feel of healthcare provision’. 

So the fact that it’s not-for-profit, and there is equality
among the people who work for it, that’s really
important (Clinical Director).

Interviewees from the healthy living centre emphasised
the importance of providing quality services for a group
of patients who otherwise would not receive them. The
combination of altruism and community involvement ‘in
directing and steering the work’ were key in considering
it to be a social enterprise and a lay representative
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emphasised that ‘one of the main points has been that
it’s not top down’.

However, some felt that in a large social enterprise
patient involvement was difficult to achieve.

Some interviewees recognised that, while their
organisations shared some of the principles of social
enterprises, there were also important differences, and
interviewees even within the same projects adopted
different approaches to this question. First there was the
extent to which clinicians predominated, the question of
how surpluses were allocated, and, for enterprises
arising from practice-based commissioning, the extent
to which the practice or the cooperative would benefit. 

Second was the nature of ownership. One interviewee
from the most community-orientated of the case
studies, where there were community members and
community directors, nevertheless contrasted their
model with credit unions which were run on cooperative
principles. 

Well I think a social enterprise would be owned by the
members, and this won’t technically be owned by the
members (Chair).

Other important factors were the extent of influence
actually exerted by staff, even if they were technically
co-owners, and how this was reflected in procedures for
election for governing bodies, the realities of involvement
of patients or the public, and transparency over whether
surpluses would be invested in line with the philosophy
of social enterprise. There were also contractual
aspects, and one interviewee considered that initiatives
being carried out within an SPMS contract could not be
social enterprises – otherwise much primary care,
including GP businesses, was simply being
recategorised. 

6.3 Developing the initiatives

6.3.1 The main protagonists
Most of the five case studies owed their initial
development to the enthusiasm of professionals, but
varied in the extent to which other professional groups,
patients and the public were subsequently involved. For
example, an enterprise which initially emerged in
response to tenders for out-of-hours contracts had
originally had less time or less incentive to set up
arrangements for involving the public. Most enterprises
were still developing their procedures for wider
involvement. 

In one case, although instigated by general practitioners,
there were active patient forums and a practice manager
group, and this enterprise adopted an inclusive and
integrated approach from the outset:

So GPs, practice managers, and then community staff,
either nurses, health visitors or the managers of those
services, and members of the public… there was
already, within this PCT, a patient forum... and some
managers from the PCT to help us actually run the
structure (GP and Board Director).

For three of our case studies, previous involvement in
out-of-hours care, fundholding or locality commissioning
meant that there was a history of cooperative endeavour
and experience of commissioning services. In each of
our examples, there was current support (for example,
management support and/or encouragement) from the
PCT. The healthy living centre, which had benefited from
urban regeneration policies combined with a
redevelopment programme, drew on support from local
professionals and the community from the outset to
provide a facility that met local needs. It depended on a
combination of grants and service level agreements from
the PCT. 

6.3.2 The main drivers
Many reasons for pursuing social enterprise were put
forward by our local interviewees. These were typically
in response to specific contractual and policy changes,
but shaped by the local context. Reasons included
developing social enterprise as a route for preserving
the ideals of the NHS, creating a bulwark against
encroachment of the private sector, preserving a local
focus and local accountability and enabling professional
empowerment and public involvement. 

The healthy living centre was established to tackle
health needs in disadvantaged communities, with an
emphasis on health and well-being. Issues of flexibility,
innovation and value for money figured prominently,
although the particular blend of motivating factors
differed according to the local initiative. There were nine
main drivers: (1) maintaining the ethos of the NHS; (2)
preserving a cooperative approach; (3) developing new
approaches to commissioning; (4) providing joined up
care; (5) maintaining a local focus; (6) increasing patient
and public involvement; (7) the empowerment of
professionals; (8) addressing gaps in NHS services; and
(9) flexibility and innovation. These are described in more
detail below.

(i) Maintaining the ethos of the NHS

A major difference between national and local
interviewees was the emphasis in the latter on the ways
in which not-for-profit social enterprises could be
developed in the spirit of the NHS, thus helping to
prevent an influx of private contractors, where profits
would accrue to shareholders and which would mean a
loss of local accountability and ownership.
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But those who established the organisation in the first
place, wanted to make sure that we kept public sector
values and ethos, and did not want to make profit going
to private individuals, but wanted profit that would
actually benefit the patient, if we make any, and to invest
it back into patient care. So it was very much a value-
driven decision from that perspective (Clinical Director). 

In another of the case studies, the point was made that
the main reason for adopting a social enterprise was in
response to the threat from the private sector. 

We felt that we wanted to defend the NHS’s not-for-
profit values, therefore we thought the best way to do it
is to band together as practices, and we started to look
around for a model to keep control of our local practices
and to keep them in doctor control, rather than private
sector profit- making shareholders control (GP and
Chair). 

By working together, practices could put a strong case
to commissioners. They could help to prevent the
private sector from ‘picking off’ local surgeries if they
became vacant, or cherry picking discrete services such
as ‘flu vaccinations. Practices could cooperate to
provide integrated services, improve access in the
evenings and on weekends, thus responding to
concerns over access to GP services. It was argued
that the involvement of the private sector would make
integrated care more difficult to achieve. If a private
provider took over a vacant practice, they would need
to carry out some practice-based commissioning and it
would be difficult for them to do this in isolation from
local social enterprises, unless they espoused the same
principles.

While social enterprises needed to be competitive and
offer value for money, they could also offer the additional
benefit of a local focus, with patients being involved in
the development of local services. Links were made
between accountability arrangements, preserving a local
focus and maintaining the ethos of the NHS. Improving
quality while keeping patients ‘knitted in to what we do’
would make it difficult for outside companies to
compete. Where local staff had made practice-based
commissioning work well, it was argued that it would be
difficult for PCTs to abandon their expertise in favour of
the private sector.

We would want open accountability for everything, and I
suspect they (the private sector) probably wouldn’t...
How will they manage in an area where everybody else
works in a collaborative way, rather than an unpleasantly
competitive way? So that’s unlikely to work (GP and
Board Director). 

Moreover, some felt that a not-for-profit aspect was
more attractive for commissioners. 

They (the PCT) would have been highly suspicious of an
organisation that was working for profit, because they
would automatically make the assumption that, well,
they’re going to reduce numbers of staff and take all the
money, and give us a poor service. Whereas the primary
driver was to give good service, and so one of the
easiest ways to do that was through an open-book
accounting style, where when a PCT says you want
how much money to do our out-of-hours, we can
actually say well look here’s the breakdown of how we
spend it. And it made for an easier negotiation (Advisory
Council Member). 

Some interviewees considered themselves as operating
within the NHS despite being a social enterprise. 

We’re individual businesses, we’ll carry on generating a
reasonable income for ourselves through our practices,
but cooperatively we will work for the benefit of the local
NHS as a social enterprise, as a not-for-profit social
enterprise (GP and Chair). 

The development of social enterprises within the NHS
also led to a number of contradictions and
inconsistencies. It was becoming increasingly unclear
where the NHS began and where it ended.

The NHS is all mixed up about who’s inside the NHS
and who’s outside the NHS, and technically if you want
to be precise, GPs are outside the NHS. GPs are
individual sole traders or partners, usually partners, or
limited companies providing services to the NHS, yet
nobody ever thinks of them as being outside the NHS
(Chair of Board).

This point was also reflected in debates over terms and
conditions (see sub-section 6.8 below). 

(ii) Preserving a cooperative approach

Preserving a cooperative approach, developed through
out-of-hours cooperatives, was a key motivator for one
of the social enterprises. Following changes to the GP
contract, extra funding had been provided for setting up
GP cooperatives. Subsequently, the option for GPs to
withdraw from out-of-hours care provided a stimulus for
new and larger organisations, incorporating smaller
cooperatives and now providing services commissioned
by the PCT. Interviewees spoke of their commitment to
retaining the quality of care provided through the local
GP co-operatives, preserving their ethos and the
contact with local GPs. 

But if you had a very poor out-of-hours organisation that
handled your cases badly, so that every morning you
spent the first three or four hours mopping up the
disasters of the night before, it would be a disaster,
whereas if you’ve actually got very good out-of-hours
provision, then you can be confident that you can come
in, do your day’s work, and you’re not having to pick up
the problems (Advisory Council Member).
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(iii) New approaches to commissioning

A number of interviewees expressed dissatisfaction with
ways that PCTs had carried out commissioning, citing
the lack of involvement of practices, community staff
and the community, and slow progress in reshaping
services. 

It (the PCT) never really quite seemed to engage all of
the practices locally, or provide a mechanism whereby
we felt our views would be listened to and acted upon,
or a mechanism by which we could be enticed in to be
interested, maybe even rewarded for our hard work, that
was one of the issues (GP and Board Director). 

Indicative budgets for practice-based commissioning
covered everything except core General Medical
Services and one of the interviewees described how the
social enterprise intended to commission additional
services.

It doesn’t interfere with how they provide primary
medical services, GMS and PMS goes on the same, this
company, this social enterprise is nothing to do with
providing those services, it’s providing new things. So
practices will have to decide whether they wish to take
on some of the activities that the company may want to
commission, so if they want to provide some particular
service in their area that’s not what GPs normally do,
normally is done in secondary care … we will have to
compete in the same way as anybody else would (GP
and Board Director).

Practice-based commissioning, a key instigator for two
of the case studies, was seen by some as a lever to
keep out the private sector. It was argued that practice-
based commissioners were in a relatively strong
position, as PCTs were not allowed to tender for
services if they received good proposals from them.
Unlike the previous system of GP fundholding, any
savings had to be ploughed back into services for
patients, making it particularly attractive for a social
enterprise approach, especially as some kind of
organisational structure was required if GPs were to
become effectively involved in practice-based
commissioning. 

One interviewee attributed the interest in social
enterprise to a confluence of events – practice-based
commissioning, the emphasis on PCTs as
commissioners rather than providers of services, and
the encouragement of social enterprises at national
policy level. These influences seemed ‘to come together
at roughly the same time’. In the same vein, another
interviewee considered that practice-based
commissioning was a mechanism that ‘fell on fertile
ground’, and was a lever for collaborative working. 

From this perspective, therefore, social enterprises
provided a convenient 

umbrella under which practice-based commissioning
could operate in an innovative and enterprising way,
without too many restrictions. They could also
commission services from social enterprises concerned
with health and well-being.

(iv) Providing joined up care and service integration

We’ve got an opportunity to provide really joined up
healthcare in a different way than we ever have done
before, and this is our chance to do it (Practice
manager). 

Policies for community-based care in the White Paper,
Our Health, Our Care, Our Say provided a further
impetus to audit existing services, develop clinical
pathways of care, and business plans for alternative
services. In one of the case studies, it was considered
essential to develop an integrated approach, joining up
practices, community staff, patients and the public. For
example, although district nurses were part of a
hierarchical structure, it was important to ‘knit them
together’ at practice level. Linked to this was the aim of
adopting a more flexible approach to nursing roles and
of encouraging health visitors, school nurses, practice
nurses and midwives to develop multi-professional ways
of working.

It tends to be district nurses who visit the housebound,
well that’s fine, but actually a practice nurse could do
that, why not? (Practice manager). 

An interviewee from a different case study also
emphasised the importance of an integrated approach,
and the dangers of tendering for services in a
fragmented way.

The idea… that healthcare works likes Sainsbury’s does
strike me as being a little naïve. If you want to buy a
hernia operation, as long as the surgeon is good and it’s
not too difficult to get to it, it probably doesn’t matter
desperately where you go, and maybe you can have a
market in that. But trying to manage the fact that Mrs so
and so is expecting her fourth child, and her husband’s
just left her, and she’s behind with the council rent, and
she’s depressed, and her second son’s in trouble with
the police, and their housing, you know, you only have
to create some of that scenario and you realise that if
you tender out bits of that to lots of different people, the
idea that it’s actually going to work for that family and
do anything is unlikely to succeed (Clinical director). 

(v) Maintaining a local focus 

The publication of Commissioning a patient-led NHS
was an important lever for change; discussions for one
of the enterprises had started soon after its publication
in July 2005. The merging of PCTs provided a stimulus
for those who wanted to preserve a local focus, local
partnerships and local ownership in the face of
becoming subsumed within much larger organisations. 
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That was one of the other reasons for doing this, was to
try and keep the local responsiveness that we’ve got
in... We’ve performed well for the last two or three
years, and when you’re doing well, you don’t want to
have to drop back to the lowest person and drag them
along with you, it’s not a good feeling is it? (Practice
manager).

(vi) Increasing patient and public involvement

There were many criticisms of a lack of accountability
and of meaningful public involvement in primary care. It
was now accepted across the political spectrum that
local people should be involved in health care decisions
in the local area. One of the early protagonists in one of
the case studies emphasised the importance of the
public becoming closer to decision-making in primary
care, being involved in developing new pathways of
care, and that organisations should demonstrate their
accountability to the public. 

From my point of view, I was hoping to achieve
something that has been out of our grasp so far, and
that is real and meaningful public involvement in policy
developments in primary care (Lay member of Board). 

There was concern among a number of interviewees
that health care should be kept local and linked in with
local communities, rather than contracted out to multi-
national corporations with their headquarters a long way
from where services were being provided. 

Well I mean a private company does not have this public
involvement aspect, does it? I think the public
involvement aspect is crucial, you know, it’s like listening
to your customers, or the customers having a real say in
what services they’re receiving (Lay member of Board). 

A clinician from the same case study emphasised the
importance of the public being involved in the
organisation from the beginning, being part of the
board, agreeing over priorities and the reinvestment of
savings, ‘being signed up to the whole ethos of the
organisation’. Practice-based commissioners needed to
carry the public with them. 

I think they will come up with ideas, I think they will help
implement those ideas, and I think they’ll help sell those
ideas. I think they will be quite useful in the sometimes
difficult discussions we may have with hospitals, say
where we want to do something different from how we
did it before, and were removing some service. I think
the public may have a very key role to play within that,
as I say. I would hope that if this works, maybe even the
public helps us to some extent with the responsibilities
(GP and Board Director). 

It was recognised that the involvement of local patients
would be more difficult to achieve in inner city areas and
this would be reflected in the different organisational
models for social enterprises in primary care.

(vii) Empowerment of professionals

The theme of empowerment of professionals, the public
– and sometimes both – ran through the local case
studies. As one interviewee commented:

Well that, I think, is something that the executive team
at… were past masters at. One of their greatest goals
was to empower people to… make sure people were
informed and so on. Now you’d have to ask the staff
whether they succeeded in this, but certainly the early
ethos of the executive group was one of empowerment
and inclusion (Advisory Council Member).

A democratic structure should result in greater clinical
engagement in the development and implementation of
pathways of care and a further impetus to improve
practice. 

If they develop a particular pathway or policy, it’s much
more likely to get embedded in local practice and affect
patient care, because it’s been agreed as a priority, and
the implementation has been by peers (GP and Chair). 

It was also pointed out that staff involvement was, in
any event, the basis of good management practice and
of a successful business.

(viii) Addressing gaps in NHS services

The failure of the NHS in tackling inequalities in health
and meeting the needs of marginalised groups was
particularly emphasised by the healthy living centre. One
interviewee commented that: 

The traditional statutory services have always had
difficulties in structuring themselves to reach out like
that, to marginalised groups, whereas a centre like
this… we’ve got much more flexibility so that we can
work closely on the ground with local community groups
and local people to identify what they want, and provide
what they want, rather than a much more kind of
restrictive or standardised kind of thing that you would
traditionally get through the Health Service (Finance
Director).

The healthy living centre had been developed to create
an environment in which local people were better able to
take responsibility for their own health. There was a gym
which was also used as a pilot for community-based
coronary rehabilitation (subsequently more widely
adopted in the area) and for people with mental health
problems. 

(ix) Flexibility and innovation

A concern with flexibility and being able to innovate was
important to interviewees, although it was also
recognised that there were already many flexibilities
available to the NHS which were not exploited. It was
argued that decisions could be made and implemented
quickly outside of the NHS bureaucracy and that the
executive teams had a greater degree of freedom than
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that enjoyed within the NHS. There was more scope to
meet the needs of local people. A number of
interviewees were keen to have control of their budget
and were critical of the fact that if organisations
performed well financially, the money could be diverted
elsewhere.

To my mind, coming from a commercial background, it
makes the whole thing unmanageable, it destroys the
morale of staff, because why should they worry about
trying to break even? (Chair).

6.4 Obstacles
The major stumbling block in setting up social
enterprises from within primary care, namely terms and
conditions of staff, is discussed separately (see sub-
section 6.8). There were also other obstacles, which
arose out of the model or approach adopted, from local
circumstances or from generic difficulties in setting up
new businesses. Where there was a lack of integration,
then excluded groups could fear a decline in influence.
From a commissioning perspective, PCTs could be
concerned about appearing to favour some clusters of
commissioners over others. PCTs often failed to
appreciate difficulties facing small organisations. For
example, short-term contracts were not practical for
new organisations as many of the start-up costs took
place in the first year. One interviewee described the
difficulties of the lack of start-up funds. 

When you’re starting off, you didn’t have any time to
have staff in place, train them, get ready to prepare for
people using the building, we had to literally open the
door on day one and take risks, and quickly develop a
project. And especially for the health and fitness facility,
we had to just open the door and get it used and get
busy, generate some income, you know, without too
much thinking about it (General Manager). 

Many PCTs were concerned about the risks of
contracting with new organisations or of ‘letting go’.

And what we have to do is convince the PCT that they
should let us run this, and not them run this. We have to
convince the PCT that the people that they second to
us are our staff, whoever pays them… they’re our staff,
and they will do what we want. Because if they don’t do
that, then it won’t work (GP and Director).

Some interviewees described the hesitation of
community-based staff when faced with uncertainties
about their future employers. Other staff were described
as not understanding the potential benefits of the model
or its relevance to their current situation. Some GPs
were slow to change. 

I think a lot of people didn’t understand what a social
enterprise meant, what it was they were trying to
achieve (Practice manager). 

There were difficulties in dealing with the new larger
PCTs which had other priorities particularly as PCT
reconfiguration, in October 2006, overlapped with efforts
to develop social enterprises in three of the initiatives.
Delays could then sap enthusiasm and momentum and
one of the social enterprises was described by an
interviewee as ‘almost like a ship that’s been built and is
stuck on the slipway’ (Lay member of Board).

Other obstacles derived from a fear of creating large
impersonal organisations which would make it difficult to
‘sustain the local flavours of health provision’. 

6.5 Social enterprise models: advantages and
disadvantages
There were different dimensions to the choice of model.
First was the business model adopted; second was the
organisational model and, related to this, the degree of
integration across different professions. The business
model was separate from the organisational form and
from the contractual arrangements with the PCT (for
example, through APMS or SPMS).

There was a range of business models in the case
studies. A sine qua non, given the nature of these
organisations was the fact that they were not concerned
with making profits for shareholders. This had important
implications for decision-making and the ethos of the
company.

When we sit around the board table and make decisions
about how we’re doing business, we are not constantly
thinking about ‘we have to make the bottom line pay
off’, we are constantly thinking about ‘how do we do
this better for the patient’, and that makes a very big
difference to how we go about doing business, and I
think that is a result of being a social enterprise (Clinical
Director). 

One of the case studies was a not-for-profit company,
limited by guarantee, and with a three year APMS
contract to provide practice-based commissioning. 
This was considered preferable to a company limited by
shares, partly because of issues connected with staff
supply agreements with the PCT. 

Two of the case studies were community benefit
societies and one of these had explicitly rejected a
company limited by guarantee because of the problems
of raising capital. One of these was a mutual model and
owned by the community. A further example was a
company limited by shares, where all employees were
co-owners. The healthy living centre was both a
registered charity and company limited by guarantee,
and run as a social enterprise. In this example, new
initiatives could be seen as divisions of the company. 



CHANGING PATTERNS OF OWNERSHIP AND ACCOUNTABILITY 37

Social Enterprises and the NHS
6 Social enterprises: views from the field (2) local stakeholders

Another interviewee emphasised the benefits of an
organisation which allowed for ‘open accounting
systems’ with year on year accounts, thereby avoiding
any suspicions on the part of commissioners that profits
were built in, and that provided commissioners with
‘clarity of contracting, clarity of costs and the ability to
influence standards and delivery models’. In this
example, the PCT was also on the Advisory Board. 

While interviewees had chosen an organisational model
that suited their local circumstances, it was simply a
means to an end and some interviewees stressed the
role of entrepreneurs in setting up the enterprises and
the importance of being outside the NHS.

I can’t attribute anything particularly to the model. I think
it’s much more about having entrepreneurs, innovative
people involved, people with enthusiasm and
commitment. I think you can probably make lots of
organisational models work, but I do believe that being
outside of the NHS is critical to be able to avoid the
bureaucracy of decision- making that goes on within
PCTs, for example. And that I think you get that by
being outside the NHS. Whether being a social
enterprise has allowed us to do that better than being a
private sector organisation, I don’t know (Clinical
Director). 

One of the case studies presented an inclusive and
integrated model, bridging the gap between doctors,
nurses and the public. Premised on team working, it
was argued that a flat management structure would
promote better relationships between general practice
and community services, in preference to centralised
services covering several PCTs. 

You don’t make the GP more practices more responsive
to the community if their interaction with the community
is via the PCT; you do if they’re within the company ….
You don’t make them more interested, and more
knowledgeable about what the nurses are doing, you
don’t make them work more closely with the nurses, if
their relationship with the nurses is always via the PCT.
You do if they’re in the same organisation (Chair of
Board of Directors).

Two of the mainstream enterprises were clinician-led.
Benefits were described as a concentration on core
services and staff involvement, but also on being able to
maintain ‘flexibility and fairly instant decision making’. 

There was also an issue of the degree of independence
from the PCT and this differed across the case studies.
Two of the organisations were completely separate from
the PCT. One interviewee described their enterprise as
follows:

We’ve always regarded ourselves in the broader sense
as being a social enterprise, in that we’re run for our
members, for our population, not-for-profit or any

personal gain. We’re run outside the formal NHS
structures, we’re also outside the formal private
corporation type structures, and we see ourselves
providing social benefit, social good, to the populations
we serve, but not seeking to profit from that (Non
Executive Director). 

Another was in a state of limbo, with staff still funded by
the PCT, exploring different models for secondment, but
anticipating that nurses would eventually be employed
by the new company. 

It should be emphasised that this study took place
when some of these initiatives were being developed,
occupying a grey area between NHS and non-NHS
provision, which led to a number of anomalies. For
example, one of the case studies was described as a
company without assets:

A fascinating company because it doesn’t have any
assets, and it doesn’t have any income, so it’s a
fascinating thing. So the only money that… itself 
directly has is that GPs, if they do practice-based
commissioning, and they can show that they are actively
doing something, and producing something, and
managing something, and advising the PCT, if they do
that, then they can receive what is called a Directed
Enhanced Service (GP and Director).

It was explained that, instead of returning to individual
GPs and practices, this payment would be invested in
the company by practices which had signed up for it.

A further anomaly was that staff could not be directly
employed by the enterprise, as the budget for practice-
based commissioning was indicative. Ingenious ways
were being found of getting around this. One possibility
was for the PCT to second staff to the social enterprise
under a staff supply agreement. At the time of the
interviews, staff could therefore describe themselves as
working for the PCT, but doing so by working with (the
enterprise). 

It was argued that the government would have to
recognise that working for social enterprise
organisations of a particular kind implied that staff
should be eligible for an NHS pension. 

Otherwise, we’ll have to contract with other NHS
providers to do it, so we might then have to contract
with the PCT and say people won’t work directly for us,
but we’ll pay you the money to supply our nurses, and
because you employ them and you are the NHS, that’s
how they get it (GP and Director).

In another of the case studies, it was anticipated that
the board of governors would be chosen by the
membership, but as it had taken time to recruit
members, governors had been appointed by the NHS
appointments commission. 



38

In the long term, that board of governors will be elected,
selected, appointed by the membership, but as it takes
a while to recruit a membership, we’re not yet at that
point, and we have a board of governors that were
appointed by the NHS Appointments Commission. We
didn’t have to do that, we could have appointed it any
way we wanted to, but we wanted to emphasise our
partnership with the NHS, and our membership as part
of the extended NHS family, so we used that route to
appoint our governors (Clinical Director). 

Whatever the pros and cons of specific models, it was
the case that the market was likely to become
fragmented and more difficult to manage. There might
also be less potential for economies of scale. Some
interviewees felt that there could be dangers of creating
organisations that resembled PCTs, who could
themselves form social enterprises by ‘floating off their
provider arms’ as a strategy against PCT mergers.

Different models were also judged in relation to how
social enterprises were defined and some considered
that they should be focused on specialist services in
areas of deprivation and need. However, many
expressed enthusiasm over the potential of social
enterprise in public services, as a source of staff
involvement, competitiveness and flexibility of response. 

6.6 Membership and accountability arrangements
As noted at the outset, this study is particularly
concerned with membership and accountability
arrangements, and it was in this area that variation was
most evident in respect of our case studies. There were
differences in the extent to which staff, patients and the
public were represented on boards, as well as on the
balance of representation across different groups and
the arrangements through which patients or the public
could influence decision-making in the new
organisations.

Membership arrangements reflected both the
organisational model and the degree of integration.
Thus, one of the professionally-led enterprises excluded
other clinicians and the public from their board, while
the integrated model included all kinds of staff as well as
the public. Models of ownership meant that all members
(or co-owners in the case of companies limited by
shares) could vote at AGMs. The different structures are
described in more detail below. Given that three of the
enterprises were at an early stage, some boards were
still in the process of filling key posts and many were still
taking advice on their constitutions and on contractual
matters. 

Example A
The business was formally established as a community
benefit company and it was owned by its members.
Governance arrangements were clinician-led and GPs

formed the majority. It would be run by a members’
council that would include GPs, practice managers, a
practice nurse and a patient representative. The council
had been set up and would meet quarterly. There was a
small clinical executive responsible for operational issues
and for implementing council decisions. The council
consisted of seven GPs (each representing a consortium
of practice-based commissioners), two practice managers
and one practice nurse. The practice managers forum
and practice nurse forum were consulted and there was
a formal process of appointing from each. There was
also a place for a public representative (with an interim
appointment of one of the non executive directors of the
PCT). It would be possible to have a staff representative
and three further people could be co-opted. These
would probably be the PEC chair and two executive
GPs, when appointed. The council elected the chair of
the clinical executive, (a GP) and further posts would be
advertised and appointed by the council. There were
however no lay members in the executive ‘partly because
we’re still to debate the nature and purpose of lay
membership’. Lay membership of the council was yet to
be confirmed as were the procedures for electing them. 

GPs, practice managers and practice nurses were all
members (almost 200 at this time), which meant that
they could vote for their representatives on the council
and also vote at the AGM. Members received a monthly
newsletter. 

In this example, it was anticipated that patients, who
would need to be registered with one of the practices,
would be involved through the council. However, there
had been little enthusiasm from patients in participating
in patient groups.

One of the things that one’s always aware of with lay
membership in an area like this, is that you can… have
some fairly active interest groups, who can then sort of
present a rather one-sided view. So that’s the nature of
the debate we need to have, is how to make sure we
get a genuine lay view that’s not skewed by the odd
person who’s prepared to come along (GP and Chair). 

It was noted that PCTs had also struggled to engage
the public and one interviewee considered that
accountability was more difficult when patients were
spread over a large area. It was considered that the
most effective form of engagement would be practice-
based groups. 

There were partnership arrangements through PCT
commissioning arrangements and this would be the
main route for involvement of the wider public. Although
the PCT was supportive, this initiative was separate
from the PCT, and its project manager was employed
through a practice. It was not recognised as an NHS
employer and therefore not a member of the NHS
pension scheme. 
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Example B
This enterprise, set up as a not-for-profit community
benefit society, with an APMS contract with the PCT,
had embedded accountability to the public in its
membership arrangements and throughout the whole
process of decision-making. In this case, there was a
board of directors, a management executive and a
clinical reference group. The board of directors (13-15
members) included three practice directors (who could
be GPs or practice managers), three provider service
directors, six community directors (members of the
public) and two co-opted members and a chief
executive (seconded). All needed to apply, and if there
were more applicants than places there would be a vote
by members of the groups they represented. While all
registered patients were automatically beneficiaries,
there were different layers of representation, drawing on
well-developed forums for patient involvement and wider
locality groups (though the membership of the latter was
still being decided). Locality groups could then nominate
members for the board. 

People who signed up to the memorandum and
became members guaranteed the company (at one
pound each). Members with a vote at annual general
meetings included all participating GPs (one half of all
members, as they were financially responsible for
practice-based commissioning); one quarter of the
members would be representatives of community staff;
and one quarter would be public members who would
be elected from those involved in practice and locality
structures. Members could influence the AGM, which
had the power to dismiss the Board. 

The public will be voting as to who their members are,
and then who their directors are, those directors will be
directly accountable to the voters, to their electorate,
and you can’t get much more directly accountable than
that, and that’s so much better than we’ve ever had
before. And certainly, when you come to an AGM, and
all members can come along, we will be exposed to
what everybody thinks and wants to say (GP and
Director).

Information would also be sent to all patients of
practices that were signed up, explaining the details of
the organisations and how they could get involved. 

However, this model was structured so that GPs were in
the majority and held the deciding vote at the AGM. 

We didn’t think we’d sign up all the GPs, if ultimately the
community had the say, so the final backstop is there,
but we hope it’s never going to get used. The idea is,
it’s to give comfort to the GPs that ultimately they have
the final say. And there are restrictions on the Board
making decisions that affect the economic welfare of
individual practices. So the power of the Board of the
Directors is not as open-ended as it might be in, for

example, a company limited by shares would normally
be (Chair). 

Under the board was a management executive and a
clinical reference group. The chief executive would be
co-opted to the board as a non-voting member.
However, at the time of the interviewees the
management executive had not yet been set up. There
would need to be a staff supply agreement with the PCT
in order for this to take place, and in the short-term,
members were likely to be on secondment from the PCT.

The clinical reference group would work on proposals
for services and would include doctors, community staff
and lay people, but the structure and balance was not
yet finalised and there was a debate over whether there
should be community members on this group. 

Although the public was not in the majority as far as
membership was concerned, there was commitment to
public representation and public accountability
throughout the process. The public would need to be
included in the planning stage, on the board and at
practice level, not just with individual practices but also
in forums which spanned practices across a local area
and which could send representatives to the board.
While there were difficulties in getting patients involved
from ‘all round the patch’, it was suggested that there
was already a good level of interest and that if the public
saw that they could influence services, then the
structure was likely to succeed. Moreover, this would
lead to greater patient satisfaction. 

If you take the public, we expect them to have
discussions with their local practices, we expect them to
have discussions at the locality level, and we expect
them, through their directors, to be informing the
company of, you know, what they think should be
happening, coming up with ideas, commenting on the
proposals that people make, so that there’s a two-way
flow (GP and Director).

Interviewees expected that the vast majority of members
would attend the AGMs – unlike the shareholders of
private companies. However, community members were
not yet in place, and there would be co-opted members
in the interim. 

This illustrated the potential complexities in a
community-owned social enterprise within primary care
in relation to where financial risks were being taken. In
this case, although practices had a consortium agreement
with the company, they were still independent practices. 

Well I think the problem is that you have to think who’s
going to take the ultimate risk, and who loses out if
things go wrong, and the problem here is that GPs’
livelihoods are at stake… (Chair of Board of Directors).
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Example C
This enterprise (C) had gone through a number of
iterations. The original model, an employee benefit trust,
did not fit the contract needed, which was SPMS, which
was only available for partnerships and companies
limited by shares. 

And as we couldn’t be a partnership, then we had no
option but to be a company limited by shares, and that
did create a number of issues in terms of the structuring
of the business…when the legislation was drafted and
enacted, nobody had thought about this kind of
situation, so I mean they hadn’t even thought about the
company limited by guarantee, by way of example,
they’d only thought about the obvious structures that
existed at the time (Chair).

With a company limited by shares, all members were
shareholders and co-owners. In this example, there
were no lay members and no GPs. Members could vote
for staff representatives and at the AGM. Staff were
consulted at quarterly briefings and could vote for local
members. 

Co-owners can influence decision-making through the
briefing sessions, and can voice opinions to the formal
staff forum. They vote for representatives who meet the
board every three months to discuss the strategy issues
(Chair). 

The board was embryonic, but was likely to include
equal number of executives and non executives and
would be two thirds to one third in favor of clinicians.
The executive team consisted of senior managers and
there would be no lay members. 

The adoption of this model had some drawbacks. Unlike
companies limited by guarantee and employee benefit
trusts, where trustees made decisions, it was possible
for all the shareholders to decide in favour of a takeover,
just as they could in any mutual organisation. 

Example D
This enterprise was a community benefit society. It
provided a range of services including out-of-hours care,
prison services, palliative care, dental services and drug
support advice lines. Any patient who applied could
become a member and could vote at AGMs. Members
could feed their views into the Advisory Council (a fluid
membership, including representatives from the
professional bodies, PCTs as the commissioners, 
plus lay members). There was a governance board
responsible for running the organisation. It consisted 
of a chair, three executive directors and five non
executives, appointed by the NHS appointments
commission, although the board of governors would
eventually be appointed by members. Members could
influence the board of the organisation by calling it to
account, by requesting investigations or by suggesting

changes. The management committee reported to the
board.

It was argued that social enterprises with a mutual
model kept health care locally accountable and created
an effective interface with the public. This enterprise was
still in the process of establishing its rules of
engagement and how best to involve members in the
work of the organisation. Membership was currently
being encouraged and a person had been employed to
develop engagement with the public. Presentations
were given to invited audiences, local community forums
and neighbourhood associations and via existing local
authority and health-related forums in order to boost
membership and get feedback.

Getting more members, we’d be able to set up some
sort of structure that enabled us to meet with members
in local groups, or local areas, and we’d have a range of
views (Non executive director). 

Monthly surveys of service users, and site visits were
carried out and there was a comprehensive reporting
policy, ‘well used by staff and by commissioners’. 

The point was emphasised by a number of interviewees
that accountability was through the commissioner. 

Our accountability is fairly clear, it goes to our
commissioners, so our commissioners commission our
service… And it’s up to them to make sure that we’re
delivering what they have commissioned. And they are
accountable to the local authorities and Scrutiny
Committees, etc, for what they have commissioned on
behalf of the public (Clinical Director).

However, it was also emphasised that there were
different kinds of accountability, and it was not enough
to rely on public views as filtered through the PCT and
that a first hand view from a strong and active
membership was best.

Example E
The final case study, a healthy living centre, had a board
of company directors and trustees (the same six people,
one of whom was a local resident), a management
committee and an executive group. There were monthly
meetings of the trust board, made up of trustees and
various advisors, the latter consisting of local people,
those with specific expertise and representatives from
the PCT and local authority, and of the management
committee. There was no hierarchy and decisions were
generally made by consensus. Public involvement was
through a community group for the centre which
advised the Trust Board, networks of community groups
outside the centre and the involvement of community
activists. The community group nominated members for
the management committee and the Board. There was
an ethos of ‘constant listening and talking to users’.
There was also an annual survey of users of the centre.
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Users were encouraged to become members of the
Board. 

Even though these five organisations were set up for
different purposes, there are clear differences of
perspective over an optimal balance of professionals
and the public and approaches to this issue can
influence both the choice of business model and the
organisational structure. It is recognised that formal
accountability is through the PCT as commissioner and
through lay representation on the PCT Board, but there
are differences in how adequate this is considered to
be. As one interviewee put it: 

I don’t think we’ve been very good at engaging the
public in the decisions about how healthcare is
provided, and what it is and where it is, because on the
whole we’ve tended to only go and ask certain people,
or people who’ve volunteered themselves, and we tend
to be patronising about how we ask them. So they’re
not actually quite integrated right into the system, so
they need to be in it at all levels.

Interviewees were also asked about systems for
complaints, the stages of which seemed largely
unchanged in the new organisations. In one case,
mechanisms for dealing with complaints were bought
back from the PCT: in another there was a complaints
manager. 

6.7 Concerns over viability
No contracts, no organisation 

One of the major concerns was the financial viability of
social enterprises. This could be affected by changes in
government policy, commissioner tactics (such as how
services were grouped), commissioning priorities or
budgets (which could lead to contracts not being
renewed or changes in the budget for practice-based
commissioning), or whether the national tariff would be
applied to primary care (which would mean that services
could not be provided more cheaply). It could also
derive from factors internal to social enterprise such as
inadequate business planning, or underestimation of
income, training or start-up costs. Those with contracts
could not assume that their contracts would be
renewed or that PCT support would continue. For
example, the healthy living centre which had developed
best practice in a specific area was no longer a niche
provider as others had ‘started delivering what we have
piloted’. The change from service level agreements to
provider contracts meant that the healthy living centre
would need to be able to deliver on government
priorities, often at short notice, and stay alert for
commissioning opportunities. They would need to be 

much more businesslike in terms of the way that we
deliver services, the way we build up a track record of
what we’re doing, how we monitor our activities, how

we’re running, much more like a traditional business
really in terms of having clear targets and clear
objectives, and clearly managing those in a tight way
(Finance Director).

Moreover, as the period of growth in NHS funding came
to an end, there would be more competition for funds
and there was a fear that the charities would suffer. With
a growth of independent organisations ‘the difficulty is
duplication and fighting for the same bone’. 

It was noted that education and training were areas that
were often not properly factored in to health care costs.
Last but not least, social enterprises could be
threatened by a range of potential competitors, including
PCT provider arms, out-of-hours commercial providers
and large multi-nationals. The latter could not only afford
dedicated tendering teams, but could also afford to
undercut their competitors in the shorter term. Social
enterprises would be unable to raise the capital required
to compete in this environment. There were also risks of
merger and takeover. The fact of being a social
enterprise was not necessarily seen as an advantage, as
some thought the questions of cost would always
predominate. 

Think very hard, because it isn’t a cushy number at all,
because it’s real money and real risk. I just think people
are walking into this without realising at all the risks
they’re taking (Clinical Director).

The point was made that specialist support, such as
finance and human resources, required a certain critical
mass, which would be difficult for small concerns to
provide. Neither were funders keen to fund infrastructure
issues of this kind. In the case of the healthy living
centre, much depended on the general manager, or on
sharing resources with other organisations, although
there were also support networks for charities in these
areas and the scale of the centre meant that it was easy
to communicate. 

Good business sense was also required.

And it’s a real business, and just because somebody
can deliver good healthcare, you can’t assume they can
run a business at all, and you actually need really good
business sense (Clinical Director).

While a number of the enterprises were independent of
PCTs, and would not be required to use surpluses to
reduce any deficits the PCT might have, it was pointed
out that the financial health of the whole health economy
was linked and they could easily be affected by any
reduction in PCT budgets. This was particularly the case
for practice-based commissioners working with
indicative budgets. If enterprises were then to fail, the
question was raised about what would happen to the
staff and patients.
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The healthy living centre shared similar problems to
other voluntary sector organisations in having to fit their
plans to objectives and targets of funders. While
medium-sized organisations could be too big to receive
charitable funds, they were also too small to bid for
large contracts. It was important that full cost recovery
was implemented if an organisation was to be
sustainable, but there were concerns that
commissioners expected the voluntary sector to provide
services more cheaply.

Others took a more optimistic view, considering that
social enterprise could prove as viable as commercial
organisations. Moreover, they did not have to pay
shareholders.  

As social enterprises in mainstream health care were
embryonic, one interviewee considered there was a
degree of wishful thinking in the claims being made.

All the stuff about you devolve authority, devolve power,
devolve budgets, that’s all a little bit airy fairy when you
don’t have any money (Clinical Director).

6.8 Innovation and good practice in a competitive
market 
There were clear tensions between commercial
sensitivity, sharing of good practice and maintaining a
commercial advantage. In one case study, the
competitive approach was already perceived as a
potential problem.

Well, we believe we’ve got a lot of good intellectual
property, and people are nicking it left, right and centre,
and that’s part of our commercial advantage, but in the
spirit of the NHS we’re asked to share what we’ve
done. And we think, well that’s fine, we’ll share what
we’ve done, but then it means our competitors, then
they take on board our excellent clinical governance
framework, for example, and then we’ve lost our
competitive edge. So actually I think that is an
increasing problem (Clinical Director). 

In the same way, as mentioned earlier, some of the
innovative practices initiated in the healthy living centre
were now being developed by others, who were
potentially in competition as providers. This meant that
new niche areas would have to be developed. There
was also a danger that with contracts, activities would
be more controlled by commissioners and there would
be less freedom to innovate than under a system of
grants. There was also expansion in health improvement
activities in the private sector. 

Others considered that benchmarking could be
developed as part of social enterprises and that sharing
of good practice was also an area of concern for the
NHS. 

A further question revolved around surpluses, necessary
simply to stay viable and to cover variations in service.
One interviewee questioned where surpluses were likely
to come from, as they would depend on being able to
cut costs from the money awarded to run a contract.
Others argued that surpluses could derive from
efficiencies in services, or from generating different
sources of income. Practice-based commissioning could
expect to generate extra income for investment due to
service reconfiguration, given that services in the
community could be provided at a lower cost than the
standard tariff. Although none of the enterprises in this
study currently had any surpluses to reinvest,
interviewees described plans for service developments,
equipment and training, or for taking services closer to
patients. 

For the healthy living centre, there were additional issues
about contracts being framed around outcomes, and
being explicit about target outcomes when many health
improvement outcomes were long term.

6.9 Pensions, terms and conditions of staff
Issues concerning pensions, terms and conditions of
staff were the major obstacle to creating social
enterprises within mainstream provision, a major source
of delay in getting such enterprises off the ground where
community-based staff were involved, and reflected
confusion about the boundaries of the NHS family given
a plethora of different organisations. 

Well they will want (NHS pensions) I think, that’s the
problem, we’ll have difficulty persuading people to
transfer voluntarily and willingly to… if they lose their
NHS pension as a result of it (Chair of Board of
Directors).

It was recognised that being able to offer NHS terms
and conditions conferred a huge advantage in terms of
recruiting and retaining staff.

The situation differed in each of our case studies. In
relation to the initiative developed from out-of-hours
care, NHS pensions had been maintained, as agreed by
the government when changes were made to the GP
contract, and consistent with the fact that the NHS
pension scheme provided for admitting other
organisations into the pension scheme on the basis of
their constitution. For this organisation, this applied not
only to staff who had transferred but also to new
starters. However, out-of-hours schemes could also
expand their services, presumably under the same
conditions, and with the same pension arrangements.
Terms and conditions, unlike pensions, were set by the
company. As it was outside the NHS, it did not have to
adhere to Agenda for Change, although this was taken
into account for market-testing salary levels. Pay rates
were negotiated directly with staff.
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In another of the enterprises, staff were currently working
for the PCT but on secondment to the new organisation.
Negotiations were under way to establish a staff supply
agreement although the extent to which this would
incorporate NHS pensions and terms and conditions
was unclear. This situation needed to be resolved.

That is where we need the centre, Department of
Health, ministers, strategic health authority, to say yes,
we want this to happen, and clearly you’re going to
have to have people working for you, if we’re not going
to give you the money, we’ll have to give you the bodies,
so please sort out the technical bit of how that works
(GP and Director).

One of the clinician-led models was not currently
recognised as an NHS employer, although they had
applied to be an NHS body (and approval was still
awaited at the time of writing). 

What everyone seems to say is the NHS Pensions
Agency decides on each case on an individual basis so
other than writing to them with a set of our rules, you
feel like you’re in the hands of the gods, to be quite
honest (Project manager). 

Where new organisations employed staff through SPMS
contracts, they maintained their rights to the basic NHS
pension scheme, although there were some changes in
terms and conditions, as they no longer received
payments for permanent injury benefit beyond
retirement. Also, although staff could keep continuity of
service if they transferred into the new organisation, if
they left and then returned to work with a PCT they
would have lost continuity of service (for holiday sick
pay and employment rights). The Agenda for Change
package was unchanged. As non-NHS employers they
were not obliged to honour national pay awards for new
staff, although the situation was different for those
transferring under TUPE. 

It was recognised that small companies could not offer
final salary schemes, only a fixed payment pension.
While this could be worse in the short-term, one
interviewee argued that returns over the longer term
would depend on how that money was invested.

Enterprises were finding different ways to overcome
difficulties of not being an NHS employer - through
systems of secondment from the PCT in one case or
sub-contracting through practices in another. This
meant that in one case the company was, theoretically
at least, managing staff that it did not directly employ,
and in another the company was employing staff but
through the auspices of a practice, which meant that
NHS terms and conditions were maintained.

A related issue was that of training and development.
There was some concern that small organisations would
not have the economy of scale to offer NHS levels of

staff development. It was suggested by one of the social
enterprises that resources for training and development
ought to be included in the original contract, as they
were currently having to be met through contract
income and therefore through efficiency savings.

6.10 The future for local initiatives
Interviewees discussed their plans for the future
development of their organisations, as well as likely
impacts on the NHS as a direct provider of services.

Interviewees were generally enthusiastic about the future
of their social enterprises. Social enterprise was ‘flavour
of the month’; they could provide the best of the private
and public sectors; there was the potential to make
alliances across social enterprises and to offer different
models of care. As local people, GPs and community
staff ‘always have this pull towards providing services
for their patients’, unlike private companies. For those
offering mainstream services, it was felt that there would
be the opportunity to establish a track record before
2008, when it was considered that there would be open
competition for provider services. 

It was felt that the values of social enterprises would
resonate with the values of commissioners, although
value for money would always be important and there
were likely to be tensions between values and
affordability.

Much would depend on the PCT as a commissioning
organisation, the extent to which GPs retained control of
commissioning and the PCTs’ capacity to take risks and
appreciate the added value that social enterprises could
supply. It was important that the procurement processes
and performance management arrangements did not
become too restrictive and controlling. It was also
important to develop effective partnerships between
statutory and voluntary organisations. 

Commissioners who see they have a need to change,
who are prepared to take a risk on an organisation that
isn’t within the NHS, and isn’t a big multi-national with
tons of money behind them, and who are prepared to
be creative in how they put their tendering processes
together, and who recognise that it does actually cost a
bit of money to develop high quality services, and you
can’t do it on the cheap (Clinical Director). 

The new organisations had the advantage of being on a
legal footing and therefore potentially able to develop,
expand and compete. However, not all had reached a
stage where they were able to do so. Whatever the
origins and drivers of the new organisations, once
established they would develop their own momentum in
terms of the kinds of services they could provide. 
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One interviewee noted: 

And very early on we were saying things like, well
actually we could do in hours work, we could take over
failing practices, we could assist with chronic disease
management in areas where you’ve got concerns about
chronic disease management, we could do telephone
answering for dentists, we could do dental provision as
well, we could help with prison medical services, and all
the other things that actually PCTs find really difficult to
do sometimes, we were in a very good position to offer
support for (Advisory Council Member).              

In this example, there were ambitions to coordinate care
across different agencies. Others emphasised the future
in terms of successful relocation of services into the
community.

I would like to see it fostering excellent standards of
primary care, having managed to make some shift from
acute hospital care to more primary and preventative
work, because that’s what will benefit patients. I’d like to
see a thriving public membership with lively debate, I’d
like to see it employing some staff, but I don’t think it
has to be big in terms of its employment (GP and Chair). 

Social enterprise was seen as a suitable model for GPs,
even though it had been slow to expand amongst them. 

I don’t think social enterprise has really taken off
amongst GPs yet, and I think it would be great if it did
(GP and Chair). 

One of the fully fledged social enterprises was also keen
to provide general medical services with the ethos of
social enterprise, as partnerships were already in place,
demonstrating that there could also be competition
between social enterprises in primary care.

It was considered by an interviewee from the healthy
living centre that social enterprises were better placed to
deliver health improvement and well-being services
which adopted a social model of health and it was
possible that the NHS would increasingly restrict its
activities to more traditional aspects of health care. The
healthy living centre would need to develop best
practice in areas that were not currently provided for, be
opportunistic and develop ideas in a number of different
areas so that it could move quickly if funding became
available, and continue to build capacity in local
communities. Better understanding by commissioners of
the nature of social enterprises was important.

I think it would be great if they did some placements in
voluntary organisations, or in social enterprises, so they
understood them. And vice versa, I think it would be
really good to get some sort of exchange, so the
commissioners and the providers have got a better
understanding of each other (General manager).

In particular, interviewees saw an alignment of values
between the NHS and most social enterprises as the
latter were committed to member accountability rather
than value for shareholders. In relation to the healthy
living centre, it was felt that they would be able to
deliver services in a way that was consistent with
community development principles, ‘continually
identifying and addressing local need’, while still
providing what commissioners wanted to buy. It was
important for grant-based organisations to have data to
support bids and to adopt a full cost recovery model. 

Some interviewees did not see the need to expand, or
to ‘grow a commercial organisation’. Although size was
important, there was a balance to be struck between
size and the ability to be flexible enough to react quickly
and retain the engagement of clinicians. It was also
important not to replicate the PCT, but to maintain a flat
management structure and avoid excess management
at the top. 

I think the fundamentals that make it work here are that
there are clinicians involved, there are expert business
people involved and that it’s not-for-profit, and I think
those are the three key issues (Chair). 

In other cases, the dangers of large organisations could
be counteracted by having quasi- independent
companies within an overall board structure. This would
ensure common values, but avoid large bureaucracies.
The healthy living centre saw advantages in working
with similar organisations to expand geographical
coverage, as this was more attractive to commissioners,
who did not want to deal with many small organisations.
Social enterprises could be developed as trading arms
of the charity, which would generate the ideas and
provide support. Furthermore, franchise models could
be developed where the ownership was vested in the
local franchise rather than the national organisation. This
was particularly important in health promotion which had
to be locally sensitive. 

It was also the case that existing organisational models
were evolving and new ones being discussed. One of
the initiatives had already developed a mutual model
and was developing its procedures for involving patients
and the public. Another considered that a primary care
foundation trust ‘sitting slightly outside the PCT’ would
be the favoured model. All interviewees recognised that
the future shape of the primary care market was
uncertain, and that organisations would need to adapt
to changing circumstances. On a practical level, longer
contracts - of between three to five years - were
needed. There was the issue, however, of whether the
economies of scale required to increase the
competitiveness of provider organisation would work
against the ethos of social enterprises. Some
considered that the ethos would be maintained.
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In relation to the NHS, interviewees saw its provider role
withering away, but some considered that healthcare
would improve, as gaining contracts would focus the
mind and providers would take more care to deliver
services that were ‘attuned to what people want’. It was
also felt, by one interviewee, in relation to health
promotion services, that the NHS was ‘over
professionalised’, and over specialised and did not
adequately address the needs of disadvantaged
communities. Innovative approaches being developed in
smaller organisations were better able to address the
needs of marginalised groups. 

However, as PCT health promotion budgets were
squeezed, health promotion-related social enterprises
could be seen as a competitor to PCT-employed staff. 

Much would depend on the ability of PCTs to hold
different providers to account for delivering services to
the same standard. However, it would be difficult for
PCTs to co-ordinate providers with different pathways
into secondary care, to coordinate many different kinds
of organisations and to bring people together who might
be suspicious of each other. This was also likely to
shape the balance and number of social enterprises
being commissioned.
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7.1 Clarity of definition
This study has demonstrated the variety of organisations
characterised as social enterprises, despite quite
different approaches to the involvement of staff, public
and of patients, to accountability, and to how social
ethos is defined. Social enterprises are not defined by
specific legal forms or by organisational structures, but
by their ethos and purpose - they are nothing if not
diverse, set up to meet particular aims and shaped by
local contexts. Enterprises could present an integrated
model or be discipline-based; they could build in
accountability systems or conform to minimal approaches
to public accountability; they could emphasise the
importance of business skills in governance
arrangements or the involvement of the public. 

Collectively, national and local interviewees attributed
the following positive and beneficial characteristics to
social enterprises:

• business skills for public benefit as part of public
sector reform;

• innovative, and change orientated, providing
imaginative and flexible solutions to social problems
and to service delivery; 

• regenerating deprived areas, overcoming social
injustice and exclusion; 

• staff and/or user empowerment and involvement,
reflecting mutualist principles of the cooperative
movement;

• a strong relationship with clients, hard to reach
groups and local communities;

• straddling the health and social care divide; 

• sustainable development;

• a means for reducing grant dependency of the
voluntary sectors 

Such claims go far in explaining their wide appeal but
also underline the extent to which social enterprises
provide a convenient hanger for dissatisfaction with
current services and their perceived failings.

Clearly, not all the above characteristics can be attributed
to any specific project or organisation. For example,
many voluntary organisations have little local community
focus but operate on a national or international scale.
Not all use volunteers. For example, in his study of third
sector provision of employment-related services Davies
(2006: 6) comments that ‘it is a mistake to conflate
locally- based membership-led community groups with
large multi-million pound charities that operate at a
national or even at an international level. Regardless of
the good work done by both they are not the same,
either in terms of their relationship with the local
community or closeness to their client group’ .

ECT, often cited as one of the most successful social
enterprises, is the largest not-for- profit waste organisation
in the UK with a turnover of £45 million. However, it is
not employee-owned and is not particularly focused on
providing employment for disadvantaged groups. 

Indeed, tensions and contradictions can emerge
between these different characteristics of social
enterprise. For example, local accountability can work
against speed of response, heavily contractualised
relationships may limit the scope for innovation and
economies of scale can work against a local focus.
Most interviewees were aware of the dangers of
replicating the management and organisational structures
of PCTs, as well as of the importance of achieving a
balance between local relevance and critical mass in
terms of being able to compete. Too large an organisation
could work against flexible and innovative working. 

It is therefore important where commissioners intend to
commission services from social enterprises that they
are clear about which specific aspects of social
enterprise they are seeking to prioritise. 

PCTs are already encouraged to learn about the social
enterprises in their area and there are many examples of
local social enterprises being commissioned by PCTs to
provide services - from catering to landscaping (Social
Enterprise Coalition and the NHS Purchasing and
Supply Agency, 2004). Many health improvement
activities particularly lend themselves to social enterprise
solutions and commissioners could therefore expand
their use of community-based health promotion. 

7.2 Direction of travel
The boundaries between social enterprises, large
charities, responsible businesses which incorporate
social aims, or indeed any kind of mutual association
with an interest in health or social care, are becoming
increasingly blurred. Some interviewees raised questions
over salary levels in social enterprises and how these
related to surpluses ploughed back into the community.
Over time, there is likely to be a two way
accommodation between business and social enterprise
in order to maximise benefit in the current policy climate.
Some of our interviewees saw successful social
enterprises developing into mainstream private sector
providers. Commissioners will need to operationalise
and assess social ethos if they intend this to be
reflected in their commissioning decisions and will also
need to assess the extent to which the organisation
builds in elements of a social enterprise ethos into its
constitution.

7.3 Holding social enterprises to account
The cooperative movement has been hailed as the
inspiration for social enterprises, a point emphasised by

7 Emerging issues and themes: 
implications for policy and practice



CHANGING PATTERNS OF OWNERSHIP AND ACCOUNTABILITY 47

Social Enterprises and the NHS
7 Emerging issues and themes: implications for policy and practice

Patricia Hewitt MP, while Secretary of State for DTI.
Subsequently, as Secretary of State for Health, she has
argued that social enterprises can play a crucial role in
giving ‘local communities a stronger voice in how local
health and social services are developed’ (2006a).
Despite these earlier comparisons with cooperative
principles, a ‘pick and mix’ approach is being adopted.
Different assumptions about ownership, public
involvement and accountability arrangements in social
enterprises are reflected in interviews with both national
and local stakeholders in this study. It should be
emphasised that interviewees in the local case studies
were enthusiastic about their enterprises and most saw
then as having the potential to encourage greater local
engagement, reshape local services and protect the
ethos of the NHS.

7.3.1 Mutual ownership?
It has been argued that both a consumer approach
(where patients exercise choice as a driver for quality
rather than become involved to improve existing
services) and a citizenship model based on local
ownership and accountability (where involvement is a
drive to improve quality) are being developed concurrently
in the NHS (Mills 2005). Foundation trusts, where
ownership has been transferred to local communities,
are an example of the latter. Lewis at al. (2006) discuss
the benefits that public ownership may offer in the
health sector, arguing that mutuals offer a vehicle for
offering stakeholders a ‘voice’ in the running of health
services, allowing service users to play an important
governance role and that this model is ‘particularly
pertinent to primary and community care’. Those who
favour mutualism in health care have suggested a range
of options including ‘combined’ foundation trusts
bringing primary and secondary care together into a
cooperative local health economy, and community
health foundation trusts.

Our interviewees showed marked variance in the extent
to which mutual ownership was considered a defining
feature of social enterprises, and this was reflected in
different structures within the organisations. There was
also an awareness of potential tensions for a model of
mutual ownership within a centralised NHS structure
and in relation to independent contractors. It was clear
from our case studies that consultations with the public
on the business models for providing services were not
routinely carried out.

7.3.2 Scrutiny?
Interviewees also differed over the relative importance of
contractual versus user accountability. A number
emphasised that their accountability was largely via the
contract specification and the regulation of activities

through the local Overview and Scrutiny Committee
(OSC) which is designed to make NHS bodies more
responsive to the public. 

However, in a study of the implementation of local
authority scrutiny on health (2002-2005), focusing on
issues of governance, accountability and partnership,
Coleman and Harrison (2006) point out that direct
involvement of patients and the public is ‘at best
sporadic’ and that Health OSCs have found it difficult to
forge links with patient and public involvement
structures. They describe more emphasis on scrutiny-
as-integration (partnership and joined up working,
solutions to cross-cutting problems) rather than on
scrutiny-as-democracy (increasing public involvement in
health) via elected councillors. They make the important
point that while non-NHS providers can be questioned
by OSCs, they are under no obligation to cooperate,
being held to account simply by commissioners of the
service. As their role expands, this relationship is likely
to become more difficult to manage and has important
implications for the accountability of services.  Moreover,
while NHS board meetings take place in public, this may
not be the case for all social enterprises. 

Commissioners will therefore need to take into account
how patient and public involvement is to be achieved
within social enterprises and how this relates to wider
arrangements for scrutiny. 

7.3.3 Public involvement over commissioning
decisions and choice of service providers?
An important question arises over the responsibility of
PCTs to involve the public in making decisions over the
ways in which services are commissioned and provided.
The commissioning function has been devolved to PCTs
in conjunction with practice-based commissioners.
However, following an advertisement in an EU official
journal inviting private companies to bid for purchasing
health care for NHS patients (subsequently withdrawn
by ministers), it appears that there are intentions to
contract out elements of the commissioning function on
the basis that this would avoid time-consuming local
tenders and fill gaps in commissioning expertise. This
raises further questions over public accountability in the
commissioning process and may lead to conflicts of
interest between the commissioning and the provision of
services, particularly where the private sector may be
involved in both activities. 

The question of public involvement in decisions over
who is to provide local services is fraught. This was
exposed in the judicial review of the decision to offer
UnitedHealth Europe a contract to provide primary care
services in East Derbyshire. The review upheld the
contention that there was inadequate public
consultation and objected to the claim by the PCT and
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the DH that a ‘reprovision’ of existing services obviated
the need to consult. 

Moreover, while the government believes that public
services can increasingly be delivered through social
enterprises, this has to be consistent with EU
procurement principles, where all public procurement
has to be conducted within the framework of the EC
Treaty. There was some confusion among interviewees
whether tendering and procurement processes would
reflect the size of the contract and whether all contracts
would need to be advertised in the official journal of the
EU. They considered that the tendering process was
complex, that only big companies would have the
resources to carry them through and companies needed
three years of audited accounts which would make it
difficult for newly formed companies to compete. The
procurement process could disadvantage small
organisations, which would constantly have to prove
themselves in the market, despite successful track
records. 

Commissioners will therefore have to consider the
implications of EU procurement policies, both in the
short and the longer term, especially if mainstream
services are no longer to be directly provided but
reshaped into mutual organisations.

7.3.4 Getting people involved? 
Some interviewees emphasised that their membership
arrangements provided more direct accountability than
current arrangements for public accountability within the
NHS. However, various studies have demonstrated
difficulties in achieving meaningful public involvement in
the NHS. Foundation Trusts, although regulated by the
state, reflect a mutualist tradition as opposed to
centralised control. However reviews of accountability
(Day and Klein 2005) show that very few members are
involved in FTs, there are few attempts to reach the
traditionally under-represented and members were not
clear whether they acted as representatives or
delegates. Moreover, the argument that staff
empowerment is automatically improved through a more
decentralised system is not entirely backed by evidence.
Allen’s (2006) review of the evidence suggests that
relationships between decentralisation, staff morale and
technical efficiency of public services cannot be
assumed. Although there are few studies focused on
this aspect of Foundation Trusts, a survey of first wave
FTs (2005) carried out by the RCN, showed that RCN
representatives reported concerns about the status of
partnership working in a number of these. The
Healthcare Commission (2005) also found low levels of
staff engagement levels. 

While the mutualist tradition is evident in many of the
social enterprises under development, arrangements for

public accountability differed within each of our case
studies and was recognised as a challenge.

Commissioners will need to decide on the weight to be
attached to the quality of public involvement and
accountability arrangements, as well as to service cost
and quality and reach a view on the extent to which
these will need to be specified in the contract. 

7.4 Where do social enterprises fit in the NHS?
Apart from divergent views about the overall direction of
policy, discussed earlier, there are also specific internal
tensions which arise through creating autonomous and
semi-autonomous organisations within an NHS
framework. This is particularly evident in the ambiguities
over which social enterprises are to be members of the
NHS family (and on what basis they would cease to be
eligible), and how far ‘belonging to the NHS family’
extends to having NHS employer status and therefore
being able to provide NHS pensions. This raises a
number of questions. What about organisations in
transition? What would be the status of social
enterprises providing out-of-hours care, and currently
able to offer their staff NHS pensions, if they were to
expand into other services? As reflected in one of our
case studies, using SPMS as a contracting route does
allow NHS pensions to be transferred. However, as the
business model in this example is a company limited by
shares, it does not pre-empt possible future takeover,
which works against the spirit of social enterprises, and
is supposedly one of its distinguishing features.
Complex sub-contracting routes are being used to allow
social enterprises to employ staff while at the same time
preserving NHS terms and conditions. 

A related issue is ambiguity arising from overlaps
between social enterprises and mainstream NHS
services. For example, if a social enterprise was set up
to provide its members with specific primary care
services, what tariff should be paid to non members
within the same PCT area, given that there were no
differential prices in the NHS? Would PCTs insist on the
same tariff being applied across the PCT area, which
could then detract from the profits of the social
enterprise?  Would tensions emerge over what
happened to savings in social enterprises linked to
practice-based commissioning and over the balance
between individual practice benefit and the social
enterprise, established for the benefit of the community?
GPs could be operating as small businesses, at the
same time as also being part of a broader social
enterprise and this could also affect the balance of
membership and governance arrangements. If the
public were to hold a decisive role in decision-making,
this could affect the livelihood of practices. 
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7.5 Viability of social enterprises in a competitive
environment
The viability of social enterprises in the market remains a
contested issue and many commented on the need for
government support for setting up social enterprises.
Interviewees thought that the private sector would soon
adopt aspects of social enterprise if it was in their
interests to do so, and over time they would be able to
undercut small and locally developed organisations. This
meant that the risk would ultimately fall on staff and
patients if a social enterprise were to fail or be taken
over. Moreover, there were uncertainties in terms of
commissioners’ budgets, both in relation to practice-
based commissioning and overall PCT budgets. Would
savings made out of the indicative budgets for practice-
based commissioning lead to downward re-estimates? 

EU procurement procedures make no special provision
for social enterprises and non compliance with EU
principles could be challenged in court. However, some
interviewees emphasised that the private sector would
only be interested in certain aspects of primary care
services, notably the commissioning budget, which
meant that general practice could, and should, play a
key role in developing an integrated approach to social
enterprise in primary care. There were dangers in
encouraging a discipline-specific approach which could
more easily be ‘picked off’. Despite comments of some
of our national interviewees that general practice was
not generally involved, in two of our case studies
general practices provided the driving force for the
creation of a social enterprise. 

Moreover, the development of mutually owned
organisations which brought together the spectrum of
primary care services, local patients and the public
provided opportunities for developing patient and public
accountability which were not open to large multi-
nationals.  It was also argued that having shareholders
as their main priority, and as the recipients of company
profits worked against a public sector ethos and could
make the private sector less competitive. While many
argued that the ethos of social enterprise and a not-for-
profit approach would resonate with PCTs as
commissioners, it was also recognised that PCTs would
exercise caution in commissioning services from
untested organisations and would have to balance the
benefits of innovation with the dangers of instability.

7.6 Commissioners and social enterprises
The future shape of the primary care landscape will
depend on the decisions taken by commissioners.
Throughout this project, we have emphasised that social
enterprises are diverse and it is important to clarify the
nature of the enterprise and which dimensions of social
enterprises PCTs and others are seeking to exploit.

In relation to the role of social enterprises in mainstream
healthcare services, the commissioning decisions are
more complex. We have already described issues
related to accountability and governance. Other
potential difficulties include coordinating a patchwork
quilt of providers, practices forming social enterprises
across different PCTs, or a number of different social
enterprises within one PCT, each with different priorities.
Co-ordinating the various priorities and pathways of care
as well as coordinating public health activity across
different enterprises will be a complex procedure. What
will happen to services if social enterprises run into
financial difficulties? In the same way, a mix of both
social enterprise and private providers could lead to
conflicts in ways of working and different provider
accountability arrangements across the same PCT area. 

It remains an open question how far specific dimensions
of social enterprises will influence commissioner choice.
Will the involvement of staff and service users influence
the choice of provider and how much importance will be
given to training and development opportunities in the
commissioning process? How far will PCTs be
influenced by cost rather than social ethos and how is
social aim to be defined? It is likely that reorganised
PCTs, some with populations of over one million and
many with large deficits will favour large for profit
companies rather than nurture small social enterprises. 

7.7 Effects on the third sector
It has been pointed out that the charity sector is
polarised, with over half of the UK’s 169,000 registered
charities having incomes of under £10,000 and in
contrast to a small group of supercharities (Kelly 2006) -
and the gap is widening. Likewise, the creation of social
enterprise millionaires further widens the gap between
different elements of the third sector.

Large national charities are being encouraged to tender
for public services. However, it appears that this is not
universally welcomed across the sector as it may force
medium sized charities out of business, while leaving the
smaller grant-based organisations unaffected. Debate
within the voluntary and community sector about their
proper relationship with government is possibly reflected
within government, where there are signs of a political
backtracking on transferring large swathes of public
services to not-for-profit organisations. A more selective
process is being suggested, combined with partnership
working across sectors, better partnership
arrangements between public and third sectors, and the
exchange of skills and information with the statutory
sector (Guardian September 20 interview with Ed
Miliband MP, Minister for the Third Sector). To this end,
an intelligence bank of third sector good practice has
been set up in the Office of the Third Sector.
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The history of social enterprises is linked to that of the
social economy, defined by Amin, Cameron and Hudson
(2002) as:

non-profit activities designed to combat social exclusion
through socially useful goods sold in the market and
which are not provided for by the state or the private
sector. The social economy generates jobs and
entrepreneurship by meeting social needs and very
often by deploying the socially excluded.  

The contemporary use of the term ‘social enterprise’,
especially in respect of developments in public service
reform under New Labour, is becoming disconnected
from its roots in the cooperative movement, community-
focused businesses and local regeneration activities. It
has expanded to cover a wide variety of third sector
businesses to the extent that, depending on definition, it
can encompass organisations as diverse as BUPA (a
provident association), and small community-owned
development trusts. Should, therefore, any non-profit-
making organisation which reinvests surpluses into
health-related services be described as a social
enterprise? At the same time, the discourse has
broadened from an original emphasis on social
regeneration and sustainability to entrepreneurship,
leadership, and applying business approaches to
socially useful endeavour, broadly defined (see for
example, Shaw, Shaw and Wilson (undated)); from
providing care in disadvantaged neighbourhoods to
providing choice through diversity; and from community
empowerment to a spectrum of involvement, including
that of professional groups. 

Concurrently, a range of health policies, often developed
for different purposes, have promoted the involvement
of social enterprises in providing mainstream services.
Increased interest in this area is partly fuelled by policy
ambiguities over how health care services will be
commissioned, whether PCTs will continue to
commission and provide services and the role of the
commercial sector in providing health care over the
longer term.  As there is a widespread assumption that
NHS provider organisations will change their shape by
2008, many are considering which legal forms and
organisational models best suit their aims, despite the
fact that key issues of risk, pensions and terms and
conditions of employment remain unresolved.  Providers
are urgently seeking to position themselves at an
advantage in what many see as an increasingly
competitive market in primary care services. 

Much is expected of social enterprises as a solution for
many of the perceived ills of public services including
the NHS.  Innovation, nimbleness of response, services
more attuned to what people want, and flexibility all
figure prominently.  However, a number of contradictions
emerge. Some of our interviewees emphasised that not
enough had been done to promote in the NHS the

qualities associated with social enterprise, and that
flexibilities already existed to be able to achieve this. It
was also claimed that the dominance of contractual
relationships could work against innovation and service
development, the very point often of establishing social
enterprises in the first place. 

Moreover, collaboration and sharing of good practice
could prove difficult in an increasingly commercial and
contractual environment; decision-making could be
slowed down by the introduction of rigorous
arrangements for accountability; and a responsiveness
to the local community could be lost in the search for
viability in a competitive market or through services
being provided by multi-nationals without a local
presence. Why, it is argued, should companies with, for
example, headquarters elsewhere in Europe, the US or
Australia worry about the state of public services,
regeneration or probity?

The incursion of social enterprise into mainstream public
services has aroused hostility from those who do not
agree with wholesale changes in the ownership and
provision of public services,  who consider that social
enterprise may in fact smooth the path for greater
involvement of the private sector in providing these
services, and who point to long-term consequences of
greater involvement of commercial companies leading to
a potential fragmentation of care and a greater
emphasis on contractual accountability as opposed to
local involvement.  

At the same time, it cannot be denied that local
interviewees were enthusiastic about the potential of
social enterprise.  For some, its creation is all about
strengthening a social ethos and a public service
orientation amounting to a robust defence against the
very incursion of the private sector into NHS services
and locally-based general practice which many fear.  For
others, it provides a route for better involvement of staff
and patients and the opportunity for greater local
accountability. And for some large third sector
organisations social enterprise represents a major
opportunity to expand into providing mainstream
services, especially in relation to services which span
different organisations. 

Looking outside the UK, Borzaga and Defourny (2001)
in their study of social enterprises across Europe point
to a number of potential weaknesses. One is the
tendency for social enterprises to evolve into new
organisational forms which serve to limit the original
innovative characteristics which constitute their appeal.
Another is the high governance costs which derive from
their character as ‘organisations without well defined
owners’ and their limited size, given links with local
communities, (although this may be less of an issue
where social enterprises are well developed and where
they can group together). They also point to a number

8 Conclusion
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of barriers, including the fact that contracting out
practices tend to favour large companies.  

In our study, local stakeholders were enthusiastic about
the potential of local social enterprises to make a
difference and their views bear witness to some of the
difficulties experienced by professionals in the NHS in
developing new ways of working.  In a period of
uncertainty and change for the NHS, it remains to be
seen how far social enterprise will enable these
expectations to be borne out in practice. The stakes
and risks are high and at a minimum it would seem only
prudent that rapid developments in such a fast-moving
environment are kept under careful and constant review
in order to avoid the breakdown in public services that
many foresee as a consequence of the unseemly and
unnecessary rush to spawn new social enterprises.  In
addition, if the much vaunted virtues of social
enterprises are to be realised, then the contradictions
and tensions which have been raised by our study and
described in preceding sections will need at some point
to be confronted and resolved.
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Changing patterns of Ownership and
Accountabilitty in the NHS
Interview schedule for national stakeholders

• This study is concerned with accountability and
ownership in the NHS.

• We are focusing on the use of social enterprises in
primary care – their potential and limits.

• We are interviewing national policy makers and
studying some local examples.

• Interviews will be recorded, if permission is granted.

• All information will be non-attributable.

1 Question one is in two parts and is concerned
with how social enterprises are understood and
defined.

What do you understand by the term ‘social enterprises’?
What do you consider to be their defining or key
characteristics?

Prompts:

• Ownership and involvement by
employees/users/clients? 

• Lack of shareholders?

• Social objectives? 

• Use of surpluses for community benefit?

What proportion of surpluses would need to be
used for community benefit?

How should surpluses be assessed in relation to 
salaries and other benefits?

• Any other dimensions considered important? 

2 Question two concerns policy and other drivers
for increased interest in social enterprises in
health.

What do you consider the main drivers for the increased
interest in the role of social enterprises in delivering
health care and health improvement?

Prompts:

• Public sector reform? 

• Reconfiguration of services?  

• Innovation?

• Policies on competition and diversity?

• Third sector involvement?

3 Question three concerns the potential of social
enterprises to soften market-driven reform and
offer a ‘third way’ between traditional public
service providers on the one hand and commercial
providers on the other.

It has been claimed that social enterprises can offer a
potential ‘third way’ between publicly provided services
and the private sector within the health field. Do you
agree with this view? 

4 Question four explores models of social
enterprise within health.

4.1 Are there any examples of social enterprises in the
health field that you would like to highlight? 

4.2 Why have you chosen these examples? 

4.3 Are there any models of social enterprise you think
ought to be promoted in primary care? Are there models
which you consider inappropriate for expansion?  

Prompts:

• NHS Foundation Trust expansion to include primary
care? 

• PCT wide models? 

• Community Interest Companies?

• Community NHS Foundation Trust status?

• Other? 

4.4 Both NHS Foundation Trusts and BUPA have been
described as social enterprises. Would you agree with
this description?

5 Question five considers the development impact
of social enterprises in the health field. 

5.1 Do you consider that the encouragement of social
enterprises in health and health care raises specific
issues?

Prompts:

• Terms and conditions of staff (benefits and
disbenefits)?

• Partnership issues?

• Sharing good practice in service delivery within a
competitive environment? 

• Sustainability issues?

• Management of financial risk?

• Other?

5.2 Which factors are likely to promote the development
of social enterprise within the health field over the next
few years?
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5.3 Which factors could inhibit their development?

Prompts:

• EU procurement procedures? 

• Local views over models of delivery?

• Other forms of provision gaining prominence?

• Capacity of the sector?

• Other? 

5.4 What could be the impact on end users?

6 Question six concerns accountability and
governance arrangements in more detail.

6.1 There is currently a range of governance
arrangements in social enterprises.

Are there particular governance arrangements you
would like to see in place for social enterprises providing
primary care services?

Prompts: 

• User involvement?

• Employee involvement?

• Mutual ownership?

6.2 How will accountability to the local community be
achieved?

Prompts:

• Impact of LINks?

6.3 What forms of governance arrangements are likely
to predominate within social enterprises?

6.4 How will scrutiny of non NHS providers be carried
out? 

Prompts:

• Overview and Scrutiny Committees?

• Monitor?

• Healthcare Commission?

• Audit Commission?

7 Question seven concerns PCT commissioning
and procurement arrangements.

7.1 Are there areas of PCT commissioning where you
see social enterprises as particularly relevant?

7.2 Do you think practice-based commissioning will
encourage or discourage the use of social enterprises?

Prompts:

• As a model for commissioners themselves? 

• For the commissioning of other services?

7.3 How can potential conflicts of interest be addressed
in practitioners acting as both commissioners and
providers of services?

7.4 Would you like to see specific criteria applied in
commissioning health care services from social
enterprises?

Prompts:

• Terms and conditions of staff?

• Governance issues?

• Developing the role of the NHS as a corporate
citizen?

7.5 Would you like to see specific criteria applied in
commissioning services for health improvement?

7.6 Are there any advantages/disadvantages in
choosing SPMS or APMS?

8 Question eight concerns views about the future.

8.1 How do you see the role of social enterprises
developing over the next five years in relation to other
potential providers of NHS services?

8.2 How do you think expansion of social enterprises
could affect

• The nature of social enterprises and their capacity to
innovate

• The NHS as a public provider of services

• The third sector?

Prompts: 

• Large business models versus local relevance?

• Loss of mid-range voluntary organisations?

• Ability to innovate, campaign, advocate?

• Will social enterprises just be another form of
business?

• Is there a threshold above which the nature of Social 
Enterprises will change?

8.3 Anything further to add or any aspect you would like
to discuss further?
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Changing patterns of Ownership and
Accountabilitty in the NHS
Interview schedule for local stakeholders

• This study is concerned with accountability and
ownership in the NHS.

• We are focusing on the use of social enterprises in
primary care - their potential and limits.

• We are interviewing national policy makers and
studying some local examples.

• Interviews will be recorded, if permission is granted.

• All information will be non-attributable.

1 Question one concerns the history of ….

1.1 How did … become established?

Prompts:

• When was it first mooted? 

• Who were the main protagonists?

• What were they hoping to achieve?

• Which categories of staff were involved in its
development?

• What role, if any, was played by the PCT?

• What role was played by patients/the public?

• What were the consultation procedures

For practice staff?

For PCT-employed staff?

• Current status?

1.2 Did you have to overcome any obstacles or
opposition in order to set up this enterprise?

1.3 What were the main drivers for developing this new
model?

Prompts:

• Perceived problems with the current model of 

provision? 

• Response to Commissioning a Patient-led NHS?

• Response to Our Health, Our Care, Our Say?

• More competitive environment?

• PCT reconfiguration?

• Ability to innovate? 

• Developments in practice- based commissioning?

• Demand management?

• Empowerment of staff?

1.4 Which would you consider to be the most important
driver?

2 Question two concerns the scope of…

2.1 Do you consider yourselves to be a social enterprise?

Prompt:

• If yes, which aspects of social enterprises do they
reflect

- Mutual ownership

- Social objectives? 

-Use of surpluses for community benefit? 

- Any other dimensions considered important?

2.2 There is a range of social enterprises in primary care
from PCT- wide models to those limited to nursing and
therapy staff. What do you see as the advantages and
disadvantages of your model?

Prompts:

• Impact on integration across primary care staff?

• Partnership arrangements? 

• Sustainability?

• Consistency of service?

2.3 Will the new model make it easier to work across
different groups to develop new pathways of care?

2.4 Is the viability of … as a social enterprise likely to
affected by the financial health or otherwise of the PCT?

2.5 Questions are often raised about the viability of
social enterprises in an increasingly competitive market.
How would you want to respond to this?

Prompts:

• Effects of EU procurement policies

• Competition from other providers

2.6 How do you anticipate surpluses may be
generated?

2.7 How will decisions be reached over the distribution
of surpluses?

Prompt:

• Could they be used to reduce PCT deficits now or in
the future?

3 Question three concerns membership,
management structures and accountability issues.

3.1 Could you describe the current membership of (the
enterprise)?

Prompts:

• What proportion of eligible staff has joined?

• What does it mean to become a member/co owner?  

• What role will members play in the development of …?

Appendix two
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3.2 Could you describe the Board and management
structure?

Prompts:     

• Composition of the Board of Governors? 

• Composition of the Management Executive?

• Proportion of lay members on the Board of Governors

• Proportion of lay members on the Executive Team?

• Are there links with the Professional Executive
Committee of the PCT?

3.3 Are there patient representatives on the Board?

3.4 How will decisions be reached in the Board?

Prompt:

• Voting arrangements? 

3.5 How will co owners be able to influence decision
–making?

3.6 What are the mechanisms for making complaints?

Prompts:

• Via the PCT as commissioner?

• Through (the enterprise)?

3.7 Are there plans to link with the wider community?

Prompt:  

• Links with existing structures and networks for
community engagement?

3.8 How confident are you that the community will
become involved?

3.9 How far will the public be able to influence the ways
in which services are developed or prioritised?

3.10 How will accountability to the wider public be
achieved?

Prompts:

• Through the commissioner?

• Overview and Scrutiny Committees

• Other?

4 Question four concerns the business model
adopted.

4.1 There are a number of different business models
available for social enterprises. What were the reasons
for choosing a Community Benefit Company over other
alternatives?

4.2 Would you recommend this business model for
others, and if so why? 

4.3 What does this model allow you to achieve that you
are unable to achieve through existing routes?

4.4 Are you contracted through the APMS or the SPMS
route?

Prompt: 

• If APMS, then what are the benefits or disadvantages
compared with SPMS? 

• If SPMS, should it be considered a social enterprise?

4.5 How will issues of financial risk and indemnity be
managed within the business?

4.6 Has the enterprise any obligations to reduce the
PCT deficit?

4.7 Are there any changes in terms and conditions of
staff through becoming members of …?

Prompts: 

• Cover for injury 

• Any changes in terms and conditions in the longer
term?

4.8 Does Agenda for Change still apply?

4.9 How will training and development be funded?

4.10 How is allowance being made for HR and other
organisation-wide functions?  

5 Question five concerns the added value of the
social enterprise model.

5.1 What do you think this model allows you to achieve
that was difficult under the previous arrangements?

5.2 What do you see as the advantages and
disadvantages to the health care system of a social
enterprise model of provision? 

Prompts:

• Innovation  

• Empowerment

• Flexibility 

• Is the issue of commercial sensitivity a barrier to
spreading good practice? 

• Effects on the NHS as a public provider of services?  

6 Question six is about the future.

6.1 What would you like... to achieve over the next five
years? 

Prompts:

• Development of services?

• Development of the organisation?

• Other?

6.2 What needs to be in place for these changes to
happen?

7 Anything further to add or any aspect you would
like to discuss further?
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Examples of social enterprises in primary and
community care

1 Social enterprises led by nurses and other
community-based staff 
Examples, including those under development at the
time of writing, include:

• Central Surrey Health Perhaps the most prominent
and controversial example of social enterprise led by
community staff is Central Surrey Health which
emerged from the former East Elmbridge and Mid
Surrey PCT and encompasses nurse and therapy
staff. It is a private not-for-profit limited liability
company, described as supported by almost 800
nurses and therapists, and the first large-scale
transfer of key services to an employee-owned
organisation within the NHS. It is a company limited
by shares and has been organised through SPMS;
some argue that for this reason, it is not strictly a
social enterprise. CSH has a £22 million contract to
supply speech and occupational therapy services to
stroke victims, those suffering back pain and people
with disabilities. Non Executive Directors are mainly
non clinicians. NHS terms and conditions are used as
standard, and employees continue to be eligible for
the NHS pension scheme. Contract length is a
minimum of three years. Joint Trades Unions drew
attention to failures in management, unclear
management structures, poor contractual and
financial planning and a lack of clarity from the PCT
about the services it wanted CSH to provide and at
what cost. Staff were concerned about the pensions
issue and security of staff employment. Private
companies complained, however, that it was unfair
that services provided by CSH were not put out to
tender.

• Cuckoo Lane Health Care, Hanwell, West London:
This social enterprise won an APMS contract from
Ealing PCT. It has three nurse directors, was set up in
conjunction with ECT, an environmental social
enterprise (www.ectgroup.co.uk), which pioneered
kerbside recycling. It provided financial and
infrastructure support for Cuckoo Lane. There are two
salaried GPs. 

• Surrey Heath and Woking: A group of nurses
planned to set up a Community Interest Company
reflecting principles of mutuality, to provide nursing
services within the catchment of the former Surrey
Heath and Woking PCT. This would enable local
partnerships to be retained. It also planned to run the
local community hospital if the contract was won from
the PCT. All staff and would be members in the
company, as would representatives of patients and
local stakeholders. 

• A nurse-led social enterprise for people with multiple
sclerosis operating via a phone helpline and tele
health system for monitoring patients is under
discussion 

2 Social enterprises developed from out-of-hours
care and practice-based commissioning

• South East London Doctors Cooperative (SELDOC)
(www.seldoc.co.uk) refers to 500 local GPs in a limited
company, set up in 1996. It is owned, managed and
financed by GPs and now represents 90 per cent of
GPs in the boroughs of Lambeth, Lewisham and
Southwark. This is a members cooperative (owned by
members with surpluses reinvested in the community).
It is largely, though not exclusively, an out-of-hours
service.  There is a Council, and Board of Directors. 

• Local Care Direct, established in 2004, is one of the
largest providers of out-of-hours services in the
country, with a turnover of £17.5 million, and is a
community mutual benefit society serving over 2
million people in West Yorkshire. Services include
dental services, night caring services, out-of-hours
cover for prisons, on call pharmacy and palliative care
in addition to standard out-of-hours care. There is a
Governance Board, with four executive and five non
executive directors; an Advisory Council; and anyone
over 16 can become a member and attend Annual
General Meetings.  

• East London Integrated Care (ELIC): ELIC was set
up as a non profit making mutual company (an
industrial and provident society) in July 2006. It is an
umbrella organisation for practice-based
commissioning for 37 of the 49 practices in Hackney.
It is hoped to provide a range of services, aimed at
reducing hospital referrals and rates of admission,
develop new clinical pathways to speed up patient
care, improve access and quality and generate
savings that can be reinvested in capacity building
and modernisation. There are plans to extend to
Newham and Tower Hamlets.  It is not adopting a
cooperative or CIC route but a form of Industrial and
Provident Society called a ‘A Society for the Benefit of
the Community’. It has begun by offering community-
based ear, nose and throat services for patients from
across the City of London and Hackney. There has
been extensive media coverage via the King’s Fund
and others. Its aims are to protect NHS services from
being ‘picked off’ by the independent sector. 

At the time of writing, companies or consortia formed by
doctors to target APMS contracts were being considered
in Leeds (LeeDrs, across 19 practices); Staffordshire (50
GPs),  North Tyneside, and Doncaster. Commissioning
consortia are widespread. Other schemes were being
developed to provide community hospital services under
a social enterprise model. 

Appendix three
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3 PCT-wide

• Principia: Partners in Health Limited (formerly known
as Rushcliffe Mutual, South Nottinghamshire) serves a
population of 118,000 and is a former PCT. It has
been set up as a community benefit company (a
company limited by guarantee) and is accountable to
the PCT through an APMS contract. It holds the
indicative practice-based commissioning budget of its
constituent practices. It will be a vehicle for a
collaborative approach to practice-based
commissioning; for developing a new relationship with
directly employed community staff, and for fostering
greater accountability for the local population. It also
provides a local focus in a reconfigured PCT. There is
a mutual governance structure, involving patients and
the public, community staff and GPs. All patients
registered with the constituent practices are
members. There will be lay members on the
governing board, and this is considered a key aspect.
The proposal was supported by the Nottinghamshire
County Council Overview and Scrutiny Committee
(October 2006). Principia achieved pathfinder status
in January 2007.

• Surrey Community Provider Services, a provider arm
of Surrey PCT (and where CSH now provides services
for one of the localities) aims to set up a discrete
provider business unit reflecting the whole of the PCT
with the aim of independent status by April 2008.
There will be a mix of locality and PCT wide services.
This proposal achieved pathfinder status in January
2007. 

4 Dental initiatives

• Genesis Dental Care, East Midlands Community
Dental Association (EMCDA),
www.genesisdentalcare.org is a social enterprise
based in Derbyshire. It overcame legal difficulties to
get a license to practice dentistry as a ‘dental body
corporate ‘from the General Dental Council. This not-
for-profit, charitable Industrial and Provident Society,
has sought contracts with primary care trusts within
the East Midlands and throughout England to provide
NHS Dentistry in areas identified as having acute
dental need. Negotiations have proceeded with
various PCTs to open new NHS Dental Practices in
2006 throughout the country

• Gnosall. A social enterprise providing dental services
in Gnosall, Staffordshire arose from a patients’ forum
when it proved difficult to get a dentist in the village.
Residents from the village bought shares in a patient
owned limited liability company, with a maximum of
one share worth £100.00 (personal communication).

5 Healthy Living Centre/Community Resource
Centres

Developed in the 1930s, the Pioneer Health Centre in
Peckham, was a successful experiment in developing a
‘healthy living centre’, based on preventing ill health.
This did not, however, survive the advent of the NHS.
This community-based approach to health and well-
being has been revived through the lottery funded
Healthy Living Centres programme (with 350 centres)
and its focus on community involvement and
disadvantaged areas has been reflected in other
successful community-based initiatives. 

• Bromley by Bow Centre is the best established of
the healthy living centres. It was set up in 1984, and
has a turnover of £2.5 million. The centre is co-
owned by local people and professional partners. As
well as providing a wide range of activities, it has also
has helped establish a range of other local
enterprises, including a regeneration company and a
housing company.

• West End Health Resource Centre is a registered
charity and limited company, run by a voluntary
management committee. It was established in 1996,
and has been funded through the New Opportunities
Fund, New Deal for Communities, SRB 5 and SRB 6
and the European Regional Development Fund. It
provides a wide range of accessible services and
activities and for the local community, including a
health and fitness suite, and community-based
cardiac rehabilitation. It is the accountable body for
the healthy living network. It has a three year service
level agreement with the PCT to deliver health trainers
across Newcastle.

• Kath Locke Community Health and Resource
Centre, Hulme and Moss Side Manchester was
established in 1996, and is the first NHS primary care
and research centre to be run by a non statutory
organisation. The Big Life Company, a group of social
businesses and charities,  competed with four NHS
trusts to run the centre. It provides a range of
services for the local primary care trust, mental health
and social care trust, and local authority. It focuses on
socially excluded groups and provides training, drop
in centres and a wide range of services and therapies
including complementary therapies. It has been
contracted by the PCT to encourage community
involvement in the NHS. Its niche is to ‘develop
solutions where the NHS is not currently working’. 

• In Salford, two Healthy Living Centres are establishing
local mutual organisations to own and operate assets
for the benefit of the local community. 

• The DH pathfinder projects include a number of
Healthy Living Centres which are becoming social
enterprises. For example, in Southend, a Healthy
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Living Centre is developing a social enterprise
providing a range of services including primary care,
children’s services and adult mental health services.
In Salford, two Healthy Living Centres are establishing
local mutual organisations to own and operate assets
for the benefit of the local community. 

Other community-based social enterprises 
Social enterprise provides an attractive model for some
community-based organisations. For example, RISE
Community Development, Southampton, is a social
enterprise, which takes profits of the RISE business
services to help fund community development projects
for the residents of the Outer Shirley Area (OSA) of
Southampton. Another community-based project
‘Delivering connected care in Hartlepool’, which delivers
integrated and responsive services in a deprived estate
in Hartlepool has evolved into a into a community-run
enterprise embedded in local governance arrangements,
and combining the local council's social services,
primary care from the NHS and voluntary organisations
(Wistow 2006). This achieved pathfinder status in
January 2007. DH pathfinders also include enterprises
providing services for people with dementia, vulnerable
adults, people with learning disabilities and services for
rural areas.

6 Social enterprises providing health-related
services

There are a number of social enterprises which are
expanding into health care services. For example, SCA
Community Care Services is a not-for-profit social
business that delivers community care services in
central southern England. It has a turnover of six million
and earns its money through contracts held with local
government. It provides day care, transport, care in the
home and support in the community. Annual turnover is
£6m. It set up SCA Healthcare in 2005 which worked
with PCTs in Hampshire to address the shortage of
dentists on the south coast through creating social
enterprise dental practices. It has achieved pathfinder
status for its proposal to provide a range of community
services including a long-term condition resource centre
and support to carers.

Birmingham-based Future Health and Social Care
Association (FHSCA) is a company working mainly for
black and minority ethnic communities. FHSCA supports
vulnerable members of the community by providing
supported accommodation for people with mental ill
health, ex offenders, older people and people seeking
asylum. It was one of the Inner City 100 (2004), the
annual index of the fastest-growing inner city enterprises
in the UK. 

Sunderland Home Care Associates is an award winning
cooperative that has provided personal care and
domestic services across Wearside, in North East

England, since 1994, and became employee-owned in
2000. They launched a new umbrella association CASA
(Care and Share Associates) to replicate their business
model across the region. The care cooperatives are
democratically run. There is a share incentive plan and
surplus profits will be distributed to their members.

A range of social enterprise proposals including
providing alcohol and drug misuse programmes,
support for people with learning disabilities (Pulborough,
Sussex) services for disabled people and for homeless
people have been accorder pathfinder status by the DH.

7 Community hospitals and care homes 

There are a number of different ownership models for
community hospitals and care homes. The Care Service
Improvement Partnership (2006) has outlined different
options available. Although not social enterprises, they
reflect dimensions of community ownership and
management, a feature which is also fundamental to
many social enterprises. For example, Cooperative Care
Homes are mutual organisations, owned and  controlled
by families and residents. The principles of
decentralisation and mutuality which they represent have
been put forward as examples for other care providers;
a number of community hospitals are charitable trusts
set up by local people

8 National initiatives

The Expert Patients Programme
(www.expertpatients.nhs.uk) is the first national CIC to
be established in England and is concerned with
improving the lives of people with long-term health
conditions. It will provide services to a wide range of
commissioners including health and social care, and
other independent organisations. 

Despite the level of interest and extensive media
coverage of social enterprises in primary health care,
there are at present few established examples although
a wide range of planned social enterprises are now
being encouraged through the DH pathfinder
programme. These include initiatives designed for
disadvantaged groups or disadvantaged areas, for
vulnerable adults or those with learning disabilities, or
for providing specific services, such as those for alcohol
and drug misuse. They also include the wholesale
provision of PCT-wide services. Often they are a
rebadged version of existing services.

There is, however, already extensive involvement of the
private sector in providing primary care services (see
Box 4).
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• Commuter walk-in clinics (General Medical
Services (Liverpool St Station), Atos Origin
(Manchester Piccadilly)). Other walk in centre
contracts are in the offing.

• Chilvers-McCrea Healthcare was the first
company to be paid to provide full NHS family
doctor services when it took control of a GP
surgery in Hackney in 2005 through an APMS
contract. It also has an APMS contract to run
prison services. Chilvers McCrae can work under
GMS, PMS or APMS. They also have five
contracts for Brighton and Hove PCT and
numerous others. 

• IntraHealth Ltd (founded in 1999) manages four
GP practices in County Durham.

• Care UK, a company specialising in the delivery of
community and primary care run a 7,000-patient
GP practice and 100-patient-per-day walk-in
centre in Essex under a contract with the PCT. It
also runs an out-of-hours service. They describe
themselves as working with PCTs and GP
Practices ‘to develop service solutions based on
the newly legislated APMS framework and
through practice-based commissioning’. This
contract was awarded as part of the Innovation in
Primary Care Contracting programme on the
basis that it was an under-doctored area.

• Mercury Health. Operations include a GP practice
in Hackney.

• BK Healthcare (Oxford) are providing innovative
primary care services for a new estate with
planned population growth, under a PMS contract.

• Clinovia provides high tech clinical care at home.

• Mercury health (high dependency beds and
diagnostic services and walk-in centres). 

• Pfizer Health Solutions is involved in a pilot
project in north London's Haringey teaching PCT
around enhanced chronic-disease management
services, which is funded through PMS but,
theoretically, could be rolled out through APMS. 

• ‘Liftcos’, were expected by the government to
also provide some clinical services. 
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