Department
of Health &
Social Care

Department of Health and
Social Care

Annual Report and Accounts

2021-22

(For the period ended 31 March 2022)

Accounts presented to the House of Commons pursuant to Section 6(4) of the Government
Resources and Accounts Act 2000

Secretary of State’s annual report presented to Parliament pursuant to Section 247(D) of the
National Health Service Act 2006

Annual Report presented to the House of Commons by Command of His Majesty

Annual Report and Accounts presented to the House of Lords by Command of His Majesty

Ordered by the House of Commons to be printed on 26" January 2023

HC1043



Department
of Health &
Social Care

Department of Health and
Social Care

Annual Report and Accounts

2021-22

(For the period ended 31 March 2022)

Accounts presented to the House of Commons pursuant to Section 6(4) of the Government
Resources and Accounts Act 2000

Secretary of State’s annual report presented to Parliament pursuant to Section 247(D) of the
National Health Service Act 2006

Annual Report presented to the House of Commons by Command of His Majesty

Annual Report and Accounts presented to the House of Lords by Command of His Majesty

Ordered by the House of Commons to be printed on 26 January 2023



This is part of a series of departmental publications which - along with the Main Estimates
2021-22 and the document Public Expenditure: Statistical Analyses 2021 - present the
Government’s outturn for 2021-22 and planned expenditure for 2022-23.

OGL

© Crown copyright 2023

This publication is licensed under the terms of the Open Government Licence v3.0 except
where otherwise stated. To view this licence, visit www.nationalarchives.gov.uk/doc/open-
government-licence/version/3.

Where we have identified any third-party copyright information you will need to obtain
permission from the copyright holders concerned.

This publication is also available on our website at: www.gov.uk/official-documents

Any enquiries regarding this publication should be sent to us via our Customer Service
Centre using the web contact form at: https://contactus.dhsc.gov.uk/

ISBN: 978-1-5286-3492-2
E02761331 01/23

Printed on paper containing 40% recycled fibre content minimum

Printed in the UK by HH Associates Ltd. on behalf of the Controller of His Majesty’s
Stationery Office


http://www.nationalarchives.gov.uk/doc/open-government-licence/version/3/
http://www.nationalarchives.gov.uk/doc/open-government-licence/version/3/
https://www.gov.uk/government/publications
https://contactus.dhsc.gov.uk/

CORRECTION SLIP

Title: Department of Health and Social Care-Annual Report and Accounts 2021/2022
HC 1043

Session: 2022/2023

ISBN: 978-1-5286-3492-2

Date of laying: 26 January 2023

Correction:

Page 263

Paragraph 12 of the Report of the Comptroller and Audit General to the House of Commons

Text reads:

12. There was insufficient evidence to support the balances transferred to UKHSA by the
Department and PHE on 1 October 2021. The Department transferred £794 million of NHS Test and
Trace inventory to UKHSA but did not perform period-end stock counts over these assets. The
Department also transferred £1.5 billion of NHS Test and Trace accruals and UKHSA has not been
able to evidence the validity of the balances transferred due to weaknesses in the accruals controls
and record keeping. Public Health England (“PHE”) transferred £957 million of inventory and
stockpiled goods to UKHSA. Although PHE performed period-end stock counts over its vaccine
inventories of £761 million before transfer on 1 October 2021, it did not perform such stock counts
over stockpiled goods of £254 million transferred at the same date.

Text should read:

12. There was insufficient evidence to support the balances transferred to UKHSA by the
Department and PHE on 1 October 2021. The Department transferred £794 million of NHS Test and
Trace inventory to UKHSA but did not perform period-end stock counts over these assets. The
Department also transferred £1.5 billion of NHS Test and Trace accruals and UKHSA has not been
able to evidence the validity of the balances transferred due to weaknesses in the accruals controls
and record keeping. Public Health England (“PHE”) transferred £1,030 million of inventory and
stockpiled goods to UKHSA. Although PHE performed period-end stock counts over its vaccine
inventories of £767 million before transfer on 1 October 2021, it did not perform such stock counts
over stockpiled goods of £254 million transferred at the same date.

Date of correction: 9 February 2023
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Performance Report
Permanent Secretary’s Overview

The Department of Health and Social Care supports its
Ministers in leading the nation’s health and care system. Our
objectives are delivered in conjunction with our Arm’s Length
Bodies, to help people live more independent and healthier
lives, for longer, creating a safe and high-quality health and
care system that is financially sustainable.

In 2021-22, COVID-19 has continued to be the most significant challenge the country
and the public sector has met in a lifetime. The Department is not in the same position
as it was before COVID-19, and we have faced many competing demands. Our key
priorities for the reporting year were developed to help the Department manage this
and articulate our vision of how we enable everyone to live more independent,
healthier lives for longer.

Throughout the year, as well as responding to challenges such as the Omicron variant at
pace and pressures on the health and care system — in part due to the spike in flu and
ongoing high levels of COVID-19 - the Department has focused on returning to a
steadier state of work, delivering ministerial policies, publishing legislative reform, and
improving governance across the whole of the Department and its arm’s length bodies.

In 2021-22, we saw the UK Health Security Agency (UKHSA) and the Office for Health
Improvement and Disparities (OHID) become fully operational. The changes in the
Department’s structure have brought together expert advice and evidence to help
shape policy development and implementation, with the aim of supporting the UK
population as we adapt to new public health challenges.

Continuing to develop and improve our health and care system is key to addressing the
backlogs built up during the pandemic. To this end, the Department worked on
investments in the New Hospitals Programme, the Health and Care Act 2022, and the
Elective Recovery Plan during 2021-22. The establishment of Integrated Care Boards will
aim to strengthen partnerships between the NHS and local authorities and support a
change of culture towards greater collaboration and joint working. Together with the
‘Plan for Patients’ recently announced, the system is working hard to tackle the health
inequalities and challenges that we face.

We are acutely aware that the pandemic will continue to have lasting consequences. It
is still critical that we, and the wider health and care system, continue to reflect and
learn the lessons from the pandemic. The UK COVID-19 inquiry was set up in 2022 to
examine the UK’s preparedness and response to the COVID-19 performance, and to
learn lessons for the future.
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2021-22 continued to prove a challenging backdrop against which the Annual Report
and Accounts were produced. The Comptroller and Auditor General (C&AG) has
qualified his opinion in several respects, namely; inventory existence, UKHSA control
and governance, and an excess vote. These matters are discussed in more detail in the
Governance Statement and the C&AG’s certificate and Report on Account. These areas
also provide detail on where previous qualifications have been lifted, for instance in
regard to accruals, fraud risk and regularity. We will continue to work towards lifting the
remaining qualifications and believe the circumstances in which they have arisen to be
exceptional.

It remains a great privilege to lead the Department and | would like to take this
opportunity to thank all the staff both within the Department and across the health and
care system for their continued and dedicated hard work, passion, and commitment to
support the health and care system in such challenging times.

Sir Chris Wormald KCB
Permanent Secretary of the Department of Health and Social Care
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This section introduces the role and purpose of the Department and sets out how
funding flows from Parliament around the health and social care system.

The vision of the Department of Health and Social Care (DHSC) is to enable
everyone to live more independent, healthier lives, for longer. To achieve this
vision, the Department has four core roles:

e Provide world-class advice to ministers that is supported by expert research
and analysis. We are accountable to Parliament and to the public and we strive
to achieve the highest standards of good governance in everything we do.

e Drive transformation of the health and care system by setting the
strategy, shaping policy, securing the funding, and developing the legislation
that supports it.

e Work with our agencies and partners to deliver health and care services to
improve and protect everyone’s health and wellbeing. We think ahead to
ensure that services can respond to changing needs. We are there in the last
resort to take the action necessary to safeguard the nation’s health.

e Work with other Government Departments, our agencies, and partners locally,
regionally, nationally, and internationally to contribute to the Government’s
wider health, economic and social goals.

COVID-19 has made our objectives crucial, as we serve a nation that is more
passionate than ever about effective health and care systems. We have many
competing demands on us as a Department, whether that be COVID-19, health
and social care reforms, manifesto commitments and our long-term plans. That’s
why for 2021-22, we developed a set of key priorities to help us clearly articulate
our vision of how we enable everyone to live more independent, healthier lives
for longer. These priorities are set out in the Performance Summary section.

The Department works through its ALBs, which we support and hold to account in
carrying out their responsibilities. These are set out in further detail in the
Accountability Report and include:

e NHS England and NHS Improvement (NHSE and NHSI), who legally merged as a
result of the Health and Care Act 2022 following royal assent in April 2022, and
who collectively lead the NHS in England ensuring patients receive high-quality
care in local health systems that are financially sustainable;

e National Institute for Health and Care Excellence (NICE), which drives best
practice in the health and care system through the development of
recommendations and guidance, including on the clinical and cost-effective use
of medicines;

e UK Health Security Agency (UKHSA), which brought together functions from
Public Health England (PHE), NHS Test and Trace and the Joint Biosecurity
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Centre. The UKHSA is responsible for planning, preventing, and responding to
pandemics and external health threats, and providing intellectual, scientific,
and operational leadership at national and local level, as well as on the global
stage;

e The Care Quality Commission (CQC) which monitors, inspects, and regulates
health and social care services to make sure they meet fundamental standards
of quality and safety; and,

e Medicines and Healthcare products Regulatory Agency (MHRA) which protects
and improves public health through the effective regulation of medicines,
medical devices, and blood components for transfusion in the UK, underpinned
by science and research.

5. The Department prioritises building strong governance and boards in each of
these organisations and its other ALBs, and, where necessary, acting as a national
co-ordinating mechanism.

6. The Secretary of State for Health and Social Care and other Departmental
Ministers are accountable to Parliament for the provision of the comprehensive
health and care service in England. To enable the system to work flexibly, the
critical day-to-day operational decisions are made by the professionals working in
provider organisations, supported by the strategic and regulatory functions
carried out by our ALBs.

7.  We secure funds for health and care services and remain accountable for this
funding, which is allocated to the most appropriate local level. During the 2021-22
financial year, the Department had a revenue expenditure limit of £186.9 billion
and invested a further £10.4 billion to fund capital items such as new hospitals
and equipment, as detailed in Table 9 on page 66.

8. Figure 1 demonstrates how funding flows round the system, using agreed budget
totals for 2021-22 per the Supplementary Estimate.

9.  Separately, but not shown in Figure 1, the Department is responsible for securing
funds for adult social care through the Spending Review settlement, albeit the
Ministry of Housing, Communities and Local Government (MHCLG), now called
the Department for Levelling Up, Housing and Communities (DLUHC), remains
accountable for the allocation of those funds to local authorities.
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Figure 1: Funding flows in the health and care system, 2021-22 (per Supplementary
Estimate)

Funds voted by Parliament* '
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el
M
N
: |
—
«
Department of Health & Social Care |
| Department for Levelling
£151.1bn ‘ ResourFe DEL£186.9bn - Up, Housing and
Capital DEL £10.4bn; of which DHSC and System Administration Communities*
is £3.2bn
{(\
v 2
Y | 4
OtherArm.'s Health Education Public Health
NHS England Length Bodies England England & UK |
Health Security /
_ Agency |
H £115bn Clinical Commissioning Groups c Local Authorities
o 3
Lfi .
: ’ g |
Q
: |
Public Health Primary Care v
i NHS and other Providers
NHS England D|.rec.t i.e. Foundation Trusts, NHS Trusts, Public Health Services
AelfiEiEn Spec'lal'lse('i £20.7bn Independent Sector
Commissioning

*This includes funding from National Insurance Contributions that are not included in the parliamentary
vote on DHSC budget. This funding is received directly from HMRC via the National Insurance Fund which is
provided for in legislation.

Budgeted figures are used in this presentation with actual figures used by exception where allocations are
not included in budgets.

Dashed line indicates boundary of consolidation for DHSC and shows Local Authority funding to Health.
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Our 2021-22 Achievements - At a glance

Operationally

established — VvV Vv
OHID and O O O
UKHSA ( ﬁ ]

Launched the
Maternity
Disparities
Taskforce

Published, and
implemented,
the ‘Living with
COVID’ Strategy

Publication
of the
Elective
Recovery

Plan

Worked
towards the
introduction
of the Health
and Care Act
2022

Worked
towards the
publication of
the Draft
Mental Health
Bill 2022

v

Distributed 9.9
billion items of
PPE between
April 2021 and

March 2022

Vaccinated 91.8%
of the population
with their first
dose of COVID-19
vaccine (age 12

and over)
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2021-22 - Key Finance Facts

Resources and
cash contained
within all in-year
DEL and AME
budgets set by
Parliament

£15.8bn COVID-19
funding secured to
provide testing,
analysis and tracking
activities to help
prevent the spread
of COVID-19

£9.7bn
(gross)
investment
in capital

£5.9bn COVID-19
funding secured

to procure 179m
doses and deploy
89m vaccinations
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£40.4bn
COVID-19
funding secured
to deal with the
pandemic.

37% spending
growth in real
terms over
2017-18

e

£13.7bn COVID-
19 funding to the
NHS to support
frontline
responseduring
2021-22

£1.1bninvested
on the
New Hospitals
Programme and
Hospital
Upgrades

/NS
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10.

11.

12.

13.

14.

15.

16.

This section provides a high-level performance summary against the Department
of Health and Social Care’s strategic priorities during 2021-22.

COVID-19 is the biggest challenge the country and our public sector have faced in
a lifetime. DHSC has been central to the Government’s response and, as a result,
the Department has continued to adapt in these unprecedented times. Although
the impact of the pandemic has changed in comparison to 2019-20 and 2020-21,
the response has remained the main priority for the Department of Health and
Social Care throughout the year. This was reflected following the emergence of
the Omicron strain of the virus, with the purchasing of additional vaccines and
antivirals, as well as further funding being provided to the NHS and Adult Social
Care to support the overall response. More widely, COVID-19 has led to both
specific and more general impacts on the operations of the Department and the
Government.

Focus throughout 2021-22 has also moved to one of living with COVID-19 as well
recovery from the pandemic, wider priorities, and manifesto commitments. There
has also been the development of work on a broad range of other key priorities
and policies, including the progress of the Heath and Care Bill (now Act) through
Parliament, the establishment of the Office of Health Improvement and Disparities
and the UK Health Security Agency, as well as important work within Social Care
reform.

The latter stages of 2021-22 also saw the Department working closely with health
sector colleagues, the Devolved Administrations and across Government to
contribute to the UK Government’s support to Ukraine.

The Performance sections within this document provide an overview of
performance from areas within the Department’s five priority outcomes for 2021-
22, along with other topical areas of note from across the year. The five priority
outcomes for 2021-22 are outlined in the following paragraph. The Performance
Summary is also supported by the Performance Analysis section of the Annual
Report and Accounts, which begins on page 9.

The Department’s Qutcome Delivery Plan 2021-22 set out the five priority
outcomes that contribute to our delivery plan, how success will be measured and
how the Department will ensure continuous improvement. The analysis section is
structured according to these priority outcomes.

As a Department of State our strategic priorities in 2021-22 were to:
e Protect the public’s health through the health and social care system’s
response to COVID-19.


https://www.legislation.gov.uk/ukpga/2022/31/contents/enacted
https://www.gov.uk/government/publications/department-of-health-and-social-care-outcome-delivery-plan/department-of-health-and-social-care-outcome-delivery-plan-2021-to-2022#c-priority-outcomes-delivery-plans

17.
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e Improve healthcare outcomes by providing high-quality and sustainable care at
the right time in the right place and by improving infrastructure and
transforming technology.

e Improve healthcare outcomes through a well-supported workforce.

e Improve, protect and level up the nation’s health, including reducing health
disparities.

e Improve social care outcomes through an affordable, high-quality, and
sustainable adult social care system.

As a result of the pandemic, the role and purpose of the Department changed
significantly, moving from that of a policy-focused department to one much more
involved in operational delivery and front-line response to the pandemic.
Progressively, as we move forward with the Living with COVID strategy the
Department is returning to steady state ways of working.

Performance Analysis

Introduction

18.

19.

20.

The performance analysis section aims to provide an evidence-based, analytical
overview of how the Department has performed against its key objectives during
2021-22.

Due to the minimum financial reporting requirements that were developed during
the 2019-20 Annual Report and Accounts (ARA) process in response to the COVID-
19 outbreak, which remained in place for the 2020-21 financial year, the
Performance Analysis section has not been included in the last two ARAs.

The analysis covers the key areas that can be measured within each of the five
priority outcomes, as outlined earlier in the Performance Overview. Whereas
certain priority and sub outcomes, such as the Department’s response to the
COVID-19 pandemic and urgent and emergency care, allow a more immediate
overview of performance, other areas including cancer outcomes and the
reduction of health disparities have much longer lead times. As such, there aren’t
regular data publications from these areas. Where relevant, this has been
reflected in the following paragraphs.

Priority Outcome 1 - Protect the public’s health through the health and social care

system’s response to COVID-19

21.

22.

The response to the Coronavirus pandemic remained the key strategic priority for
the Department in 2021-22.

Over the reporting year the Department continued to act flexibly, being guided by
scientific evidence and advice, and adapted to new challenges such as the
emergence of the Omicron variant in November 2021. By the end of 2021-22,
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23.

work on the response to COVID-19 continued to remain one of the Department’s
key strategic priorities, however the success of our national vaccination
programme has enabled the United Kingdom to implement its ‘Living with Covid’
Strategy with an emphasis on continued cautious behaviours.

The prevalence of COVID-19 infection amongst the population is measured by the
Office for National Statistics through their COVID-19 infection survey. Published
weekly, this data shows the percentage of people who have tested positive for
COVID-19 on a polymerase chain reaction (PCR) test at a point in time. As shown
in Figure 2, during the winter Omicron peak and at the beginning of Q4, 6.85% of
the population in England were estimated to be positive for COVID-19. Also shown
in Figure 2, infection peaked on 31 March 2022 when 7.6% of the population were
estimated to be positive for COVID-19. On 22 February 2022, the Government
published the ‘Living with COVID-19’ strategy. The strategy outlined key principles
to be able to manage COVID-19 like other respiratory ilinesses, which were:

e Removing domestic restrictions while encouraging safer behaviours through
public health advice, in common with longstanding ways of managing most
other respiratory illnesses;

e Protecting people most vulnerable to COVID-19: vaccination guided by Joint
Committee on Vaccination and Immunisation (JCVI) advice, and deploying
targeted testing;

e Maintaining resilience: ongoing surveillance, contingency planning and the
ability to reintroduce key capabilities such as mass vaccination and testing in an
emergency; and

e Securing innovations and opportunities from the COVID-19 response, including
investment in life sciences.

Figure 2: Office for National Statistics COVID-19 Infection Survey
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Estimated average % of the population testing positive for COVID-19 / Updated: 6 May 2022 / Source: ONS
Source: ONS

The success of the vaccine strategy has been key to enabling the ‘Living with
COVID-19’ strategy. Figure 3 shows percentages (as of 31 March 2022) of the
English population (12+) who had received a vaccination.


https://www.gov.uk/government/publications/covid-19-response-living-with-covid-19
https://www.gov.uk/government/publications/covid-19-response-living-with-covid-19
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/conditionsanddiseases/bulletins/coronaviruscovid19infectionsurveypilot/previousReleases
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Figure 3: Vaccination uptake by dosage and age

Uptake by Dose and Age
Data from 13 September 2021 to 26 March 2022

Note: Vaccinations in those aged 5-11 have been added to this chart.
Booster / 3rd dose vaccination uptake in England
2021-09-13 to 2022-03-26

25.

26.

27.

Percentage of population
- >

Source: NIMS population dataset. Produced: UKHSA.
Updated every Tuesday and Friday

The number of patients in hospital with COVID-19 was relatively low at the
beginning of 2021-22 when compared to other stages of the pandemic, with a
seven-day average of 287 admissions at the end of Q1 (30 June 2021). As
expected, this figure increased over Autumn and Winter, reaching a seven-day
average of over 2,000 admissions a day by the end of Q3. At the end of 2021-22,
this was at over 2,100 admissions a day, however, has since steadily declined
during the first part of 2022-23. At the peak of infection on 31 March 2022, 6,214
(43%) of the 14,428 confirmed COVID-19 patients occupying beds in England were
being treated primarily for COVID-19.

The number of deaths within 28 days of a positive COVID-19 test also followed a
similar trend. As expected, this peaked during the winter period and during the
first month of Q4, when a seven-day average of over 250 deaths per-day was
reached. By the end of 2021-22, over 146,000 people had died within 28 days of a
positive COVID-19 test during the COVID-19 pandemic, up from 112,200 at the
end of 2020-21.

The work of the Department in tackling the virus covers eight areas which are
regularly reviewed: NHS Resilience (covered throughout this section of the
report); Social Care Resilience (also covered from paragraph 28 onwards); Supply
and Distribution of Key Products (covered in the broader PPE section, paragraph
202 onwards); UKHSA; Vaccines; Antivirals and Treatments; Non-pharmaceutical
Action; and International. The Department’s response aligns with the
Government’s ‘Living with COVID-19’ Strategy.

Department of Health and Social Care Annual Report and Accounts 2021-22 11
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28.

29.

30.

31.

32.

33.

34.

The Department continued to support care providers in protecting people in adult
social care from COVID-19 transmission by extending funding for infection
prevention control measures and rapid testing to March 2022. This was followed
by an additional £60 million to local authorities to support the adult social care
response to Omicron in January 2022.

The ‘Living with COVID Strategy’ set out a range of measures designed to maintain
the balance of keeping vulnerable service users safe, whilst maintaining as many
freedoms as possible, such as, care home visiting. Other measures included free
PPE (until March 2023), vaccination in line with the JCVI advice, and targeted
testing. The strategy is supported by updated Infection, Prevention, and Control
guidance which provides specific advice on managing COVID-19. For instance, the
Spring Booster programme began on Monday 21 March 2022 inviting people aged
75 years and over and residents in care homes for older adults to get an additional
COVID-19 booster jab to help maintain a high level of protection against serious
illness.

Rapidly implementing testing and tracing capability and capacity from a standing
start was key to limiting the spread of the virus during the early stages of the
pandemic. This included building capacity and distribution channels to ensure
universal testing could be offered as soon as possible and managing demand to
ensure testing was available for the most clinically vulnerable at the first
opportunity.

By the end of March 2022, the Test & Trace service had enabled nearly 500 million
tests to be taken, including over 200 million PRC tests, assisting with clinical
decision making and enabling the public to take protective behaviours.

Following the announcement of ‘Living with COVID-19’, UKHSA is now re-
prioritising providing testing for vulnerable individuals in high-risk settings such as
hospitals and care homes.

UKHSA will also maintain sufficient resilience to respond to future surges with
ongoing surveillance, contingency planning, and the ability to reintroduce key
capabilities such as mass testing in an emergency.

The Department’s work on vaccines and treatments started early on in the
pandemic, with the Department coordinating and launching, via the National
Institute for Health Research (NIHR) and in partnership with UK Research and
Innovation (UKRI), a rapid response research call, which funded the Oxford
University/AstraZeneca vaccine and the RECOVERY trial in Spring 2020.


https://www.gov.uk/government/publications/covid-19-vaccination-spring-booster-resources/a-guide-to-the-spring-booster-for-those-aged-75-years-and-older-residents-in-care-homes

35.

36.

37.

38.

39.

40.

41.
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Through NIHR, the Department used the UK’s research infrastructure to fund and
run studies in vaccine and treatments that changed the global approach. UK trial
results proved the Oxford University/AstraZeneca and Novavax vaccines worked,
and the RECOVERY trial proved the first treatment, dexamethasone, reduced
COVID-19 mortality.

The Vaccine Taskforcel, led by the Department for Business, Energy and Industrial
Strategy (BEIS), was established to accelerate progress on the development of
COVID-19 vaccines. Following the development of various vaccines, the
Government authorised the wuse of the Pfizer/BioNTech, the Oxford
University/AstraZeneca, and the Moderna vaccines.

Significant work, led by the NHS, was undertaken on vaccination deployment. As
of 31 March 2022, 91.8% of the population had had their first dose, 86% of the
population had had their second dose of the vaccine and 67.5% of the population
have had their booster or third dose of the vaccine. The population reflects
individuals aged 12 and over who had received a vaccination.

The Department also worked to ensure vaccine supply could meet demand,
ensuring vaccination deployment was initially focused on those at greatest risk:
residents in a care home for older adults and their carers, those over 80 years old,
frontline health and social care workers and the at-risk population. There were
also targeted communications to tackle vaccine hesitancy, particularly amongst
high-risk groups.

The Antivirals Taskforce was launched in April 2021, with the aim of developing
and procuring effective and novel antivirals for treatment against COVID-19 at the
earliest stage of infection.

In December 2021, the Taskforce procured an additional 4.25 million doses of
antivirals to supplement the 730,000 initially secured. As of March 2022, 17,429
patients have now accessed treatments through COVID-19 medicines delivery
units (CMDUs) and the PANORAMIC trial has recruited over 20,000 patients. The
Government continue to identify and supply other treatments, alongside the
vaccination programme, to enable the long-term management of COVID-19 and
its clinical impacts.

In addition, throughout the pandemic, the Medical Healthcare products
Regulatory Agency (MHRA) provided guidance for industry on flexible approaches
to regulation. This guidance covered a wide range of areas including; Clinical trials,
Marketing authorisations, Pharmacovigilance, Inspections and good practice, and
medical devices, as well as blood components for transfusion. The Department

" The Vaccine Taskforce transferred to the Department on 1 August 2021.
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42.

43,

44.

45.

46.

worked rapidly with MHRA and other healthcare partners and stakeholders to
rapidly identify where flexibilities in the regulation of medicines and medical
devices was possible. By doing so the Department supported the healthcare
products supply chain and wider response to the COVID-19 outbreak in the UK.

On 8 December 2021, the Prime Minister announced a move to ‘Plan B’ following
the rapid spread of the Omicron variant. Face masks became compulsory in most
public indoor venues and NHS Covid Passes became mandatory in specific
settings. The measures introduced helped to control the spread of COVID-19,
bought time to assess the variant and allowed the NHS to rapidly expand the
booster programme to strengthen defences. England fully returned to ‘Plan A’ on
27 January 2022, thanks to the success of the booster programme.

The Living with COVID Strategy set out the Government’s plan for removing the
remaining legal restrictions while protecting people most vulnerable to COVID-19
and maintaining resilience. The Department’s objective in the next phase of the
COVID-19 response is to enable the country to manage COVID-19 like other
respiratory illnesses, while minimising mortality and retaining the ability to
respond if a new variant emerges or during periods of waning immunity, that
could again threaten to place the NHS under unsustainable pressure.

The shielding programme introduced at the height of the pandemic supported
almost 3.8 million people identified as clinically extremely vulnerable, providing
them with advice to minimise their risk of infection and support to enable people
to stay at home. The shielding advice and support were paused in April 2021 and
ended in September 2021 following the success of the COVID-19 vaccination
programme and the emergence of proven treatments, for which the clinically
extremely vulnerable were a high priority.

In February 2021, the Department announced a new predictive risk model
(QCOVID) to help clinicians identify other adults with risk factors that make them
more vulnerable to COVID-19. Over 1.5 million people were identified and
prioritised for vaccination because of this work. The QCOVID model was updated
in July 2021.

The Department continued to respond to global threats and worked
collaboratively with the World Health Organization, industry and other
philanthropic foundations on genomics and surveillance of COVID-19 variants. The
Department undertook steps to inform, build and implement border health policy
with the aim of protecting the nations’ health and limiting impact to the economy.
The operational aspects of the Borders & Managed Quarantine Service (MQS)
Programme were closed in March 2022 after final border controls were removed



https://www.gov.uk/government/news/prime-minister-confirms-move-to-plan-b-in-england
https://www.gov.uk/government/speeches/prime-ministers-statement-to-the-house-of-commons-on-coronavirus-27-january-2021
https://www.gov.uk/government/publications/covid-19-response-living-with-covid-19
https://digital.nhs.uk/coronavirus/risk-assessment
https://publications.parliament.uk/pa/cm5803/cmselect/cmpubacc/29/report.html
https://publications.parliament.uk/pa/cm5803/cmselect/cmpubacc/29/report.html
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by agreeing to remove the distinction by vaccination status at the border and
associated testing measures.

The Government’s Living with Covid publication set out the plan for removing the
remaining legal restrictions while protecting those people most vulnerable to
COVID-19. Domestic certification was removed as a requirement in England from
1 April 2022. The COVID-19 pass will be needed for international travel to
countries continuing to require evidence of vaccination status.

Priority Outcome 2 - Improve healthcare outcomes by providing high-quality and

sustainable care at the right time in the right place and by improving infrastructure

and transforming technology.

48.

49.

50.

Vi.

Vii.

Due to its broad nature, Priority Outcome 2 is assessed via multiple different
component parts. This helps to provide a broader analysis across the different
contributing factors which make up this OQutcome.

DHSC’s ambition was to manage the immediate pressures of COVID-19 while
supporting the NHS to deliver long term transformation. This required investment
in the NHS and acute services first, in order to then address the strategic
challenges of an aging population, multi-morbidities and the need to support
health and wellbeing across the whole life course, in line with the NHS Long Term
Plan (LTP).

The component parts of this priority outcome include, but are not limited to:
Supporting people with mental health conditions, learning disabilities and
autism. (paragraph 94 onwards)

Levelling up to tackle health disparities and socio-economic inequalities across
the country.

Improving the quality of NHS services and health outcomes.

Improving uptake of bowel, breast and cancer screening to enable the earlier
detection and treatment of disease. (paragraph 61 onwards)

Reducing the number of stillbirths, maternal and neonatal deaths and neonatal
brain injuries to improve safety outcomes for mothers and babies. (paragraph
111 onwards)

Continue to push increased primary and community care access in areas where
provision has historically been more limited and improve access for vulnerable
groups. (paragraph 67 onwards, and paragraph 83 onwards)

Increase the number of children supported by mental health support teams in
schools and provide more children and young people with access to community
mental health services. (paragraph 94 onwards)
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viii.  Progress the Health and Care Bill that will implement reforms to meet policy
ambitions of the Secretary of State, DHSC, NHS England and NHS Improvement.
ix. Work with NHSX? to help manage increasing demand to restore elective care,
including setting up new ‘care at home’ models. (paragraph 52 onwards)

51. We also recognise the impact that these individual areas can have on performance
across the system as a whole. For example, we know that general practices have
been incredibly busy, and that some patients have struggled to access care in a
timely way. Demand is high and includes patients who have delayed contacting
their practice during the pandemic and those who need care in the community
while they are on long waiting lists for elective care. The latest GP Patient Survey
results (2022) suggest that around 1 in 10 patients who did not take or were not
offered an appointment by their GP practice when they contacted them went to
A&E (11%) or called a helpline such as NHS111 (10.9%). Of patients who had tried
to contact an NHS service while their GP practice was closed, 30.1% had gone to
A&E and 56.5% had called a helpline such as NHS111. Action is underway to take
the pressure of general practice, for example, by expanding the range of services
available from community pharmacies, expanding the general practice workforce
through the Additional Roles Reimbursement Scheme, and reducing unnecessary
bureaucracy for GPs. However, if patients go to emergency services because they
are unable to get care from their general practice, this puts further pressure on
other parts of the health system. Similarly, the key driver of long A&E waits is
consistently high levels of bed occupancy in hospitals, including from COVID-19
pressures and difficulties in discharging patients to community services once they
are medically fit to leave hospital. This reduction in the flow of patients through
hospital increases crowding in A&E and drives long waits for admission.

52. The COVID-19 pandemic placed considerable strain on the delivery of elective
care, meaning that many patients are now waiting longer for treatment than they
were before the pandemic began.

53. In the two years since the pandemic began, the elective waiting list in England
grew from 4.4 million to a record high of 6.5 million patients in March 2022.

54. The Government will tackle this elective backlog in the biggest catch-up
programme in the NHS's history. The Government plans to spend up to £8 billion
in the following three years, from 2022-23 to 2024-25, which could deliver the
equivalent of around nine million more checks, scans, and procedures. In addition,
a further £5.9 billion will be provided by the Spending Review for capital
investment to support diagnostics, technology, and elective recovery.

2To note — as of 2022 NHSX is now referred to as the Digital Transformation Directorate.
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56.

57.

58.

59.

60.
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In addition to those already on the waiting lists, it is estimated that over 10 million
patients who might otherwise have come forward for treatment did not, including
a small proportion of these for cancer diagnosis and treatment. There is still
enormous uncertainty around whether and when these people will seek
treatment, making it very difficult to estimate the impact this will have on both
their outcomes and the overall waiting list.

This funding will also mean the NHS in England can aim to deliver around 30%
more elective activity by 2024-25 compared to 2019-20.

In February 2022, the NHS published the Delivery Plan for Tackling the COVID-19
Backlog of Elective Care. This plan sets out a clear vision for how the NHS will
recover and expand elective services over the next three years.

The number of patients waiting longer than two years for elective treatment
stood at over 22,000 in January 2022. In line with the ambitions of the Delivery
Plan, the Government has made great strides in reducing this by over 60%. As of
July 2022, the Government had virtually eliminated two-year waits (aside from
some highly specialised complex procedures in fields such as Trauma and
Orthopaedic and Neurosurgical and Gynaecology, and in a very small number of
specific, highly specialised areas that may need tailored plans to tackle the
backlog, or where patient choice has been applied). In July 2022, the number of
patients waiting over 104 weeks for treatment stood at 2,885.

The COVID-19 pandemic placed considerable strain on the delivery of elective
care, meaning that many patients are now waiting longer for treatment than they
were before it began. In March 2022, 306,000 patients were waiting a year or
more for treatment compared to 1,600 in February 2020 before the pandemic.

As shown in Figure 4, in England, current per working day activity levels in March
2022 are over 91% of pre-pandemic levels, from 71% at the peak of pressures in
January/February 2021.


https://www.england.nhs.uk/coronavirus/publication/delivery-plan-for-tackling-the-covid-19-backlog-of-elective-care/
https://www.england.nhs.uk/coronavirus/publication/delivery-plan-for-tackling-the-covid-19-backlog-of-elective-care/
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Figure 4: Per working day activity (total completed pathways) and RTT performance —
Standard 92%
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Diagnostic Overview

61.

62.

63.

64.

65.

66.

At the 2021 Spending Review, the Department announced £2.3 billion of capital
investment to increase the volume of diagnostic activity and to roll out up to 160
Community Diagnostic Centres (CDCs) by March 2025 to help clear the backlog of
people waiting for clinical tests, such as MRI, ultrasound, and CT scans. CDCs
increase diagnostic capacity, supporting faster, earlier diagnosis and reduced
waiting times for better patient outcomes.

The funding for diagnostics transformation is projected to deliver 17 million more
diagnostic tests over the next three years and will increase our annual capacity by
9 million tests by March 2025 — this would be a 39% increase in the number of
scans the NHS can deliver every year relative to those delivered in 2021-2022.

By taking action to keep non-COVID services going, the NHS has delivered nearly
28 million planned operations and procedures, and over 42 million key diagnostic
tests, during the pandemic (i.e., between March 2020 and March 2022).

During the 2021-22 financial year, nearly 23 million diagnostic tests and over 15
million operations and procedures were delivered by the NHS in England. This
compares to 18 million diagnostics tests and 11.5 million operations and
procedures during the 2020-21 financial year, increases of 28% and 33%
respectively.

In March 2022, NHS staff began treatment for over 1.4 million patients and
completed over 2 million diagnostic tests.

NHSE have made an assessment of what may be driving demand in both planned
and unplanned diagnostic activity. These include:
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e Clinician behaviour (lower thresholds for requesting tests, testing to reduce the
need to admit patients for observation, increased delegation to more junior
staff);

e Patients who have delayed presentation during the pandemic needing more
testing;

e The rise in virtual consultations meaning that diagnostic tests have replaced
physical examinations;

e Patients who are not able to access primary care using urgent and emergent
care (UEC) services instead;

e New therapies, policies and pathways e.g., genomics, cancer, driving increased
testing;

e The length of elective waiting lists means that more patients are receiving
multiple re-tests while waiting for treatment.

Community Diagnostic Centres (CDCs)

67. In 2021-22, local systems have focussed on launching the new CDCs, with patients
who would otherwise have required tests in acute hospitals being diverted to
CDCs. This has supported the system given the high volumes of urgent and
emergency patients requiring diagnostics on acute sites and the need to provide
COVID secure facilities for elective diagnostics wherever possible. The expansion
in capacity is to support our ambition, set out in the Delivery Plan, that that 95%
of patients needing a diagnostic test receive it within six weeks by March 2025.
Further detail on performance against this 95% target is set out in Figure 5.

68. CDCs have already delivered over 785,000 additional tests and scans of which over
450,000 have been imaging tests and 33,000 endoscopies, both directly relevant
to cancer, since July 2021. In 2022-23, an additional 3 million tests are anticipated.

Figure 5: Waiting times for diagnostic tests and procedures less than 6 weeks —
Standard 95%

Diagnostic waiting times <6 weeks

10026
=10
80
T0%%

(=10

Apr-19 lul-19 Oct-19 lan-20  Apr-20 Jul-20 Oct-20 Jan-21 Apr-21 Jul-21 Oct-21 Jan-22

Source: https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/

Department of Health and Social Care Annual Report and Accounts 2021-22 19


https://www.england.nhs.uk/statistics/statistical-work-areas/cancer-waiting-times/

Performance Report

Cancer

69. Cancer performance across the various standards, measured by NHSE, is
illustrated in Figures 6 to 9. Performance remains negatively impacted by the
pandemic and the increased number of referrals that we are seeing coming
through the system.

70. The success of the national ‘Help Us, Help You’ communications campaign has
however resulted in a significant rise in the number of people coming forward for
cancer treatment — with referral levels now consistently above pre-pandemic
levels - for example, referrals were at 138% of pre-pandemic (March 2020) levels
in March 2022.

71. Cancer remains a top priority as services recover. The Elective Recovery Delivery
Plan committed the NHSE to reducing the 62-day cancer backlog back down to
pre-pandemic levels by March 2023; and to meeting the 75% Faster Diagnosis
Standard by March 2024.

72. Figures 6 to 9 demonstrate performance against some of the key cancer metrics
used as measures of success against DHSC’'s stated ambition of improving
healthcare outcomes. Not all metrics have been reported for the same length of
time, hence why not all graphs are shown over the same time period — for those
graphs going back to early 2020 dips in performance associated to the COVID-19
pandemic limiting access to or otherwise putting pressure on services can be seen,
with some improvement more recently as services begin to recover from the
impact of the pandemic, returning to a more steady business as usual state.

Figure 6: Cancer waiting time: Two Week Wait From GP Urgent Referral to First
Consultant Appointment — Standard 93%
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Source: National Cancer Waiting Times data
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Figure 7: Cancer waiting time: Two Month Wait from GP Urgent Referral to a First
Treatment for Cancer — Standard 85%
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Source: National Cancer Waiting Times data

Figure 8: Cancer waiting time: One Month Wait from a Decision to Treat to a First
Treatment for Cancer — Standard 96%
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Figure 9: Cancer waiting time: Four Week (28 days) Wait from Urgent Referral to
Patient Told they have Cancer, or Cancer is Definitively Excluded — Standard 75%
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Urgent and Emergency care

73.

74.

75.

76.

COVID-19 had a significant impact on urgent and emergency care performance in
2021-22, including by reducing available bed capacity, and lowering productivity
through the need of infection prevention and control and social distancing
measures, and the impact on the NHS workforce.

These impacts are reflected in performance statistics. National performance for
A&E waiting times in 2021-22 was 76.7%, against the standard that 95.0% of
patients should be admitted, transferred, or discharged within four hours of
arrival in an A&E department. The average performance was lower than 2019-20
and 2020-21, where performance was 84.2% and 86.8% respectively.

In March 2022, 22,500 patients were waiting over 12 hours for admission
following decision to admit (DTA). This was an increase on March 2021, when the
figure was 688. In addition to this, 136,000 were waiting over four hours following
DTA in March 2022, up from 50,900 in the same month in 2021. However, there
was a considerable increase in attendances to A&E during 2021-22, with 2.1
million attendees in March 2022 compared to 1.7 million in March 2021, an
increase of 29%.

Whilst there was more A&E activity in 2021-22 compared to 2020-21, activity in
2021-22 remained just below the levels seen prior to the beginning of the COVID-
19 pandemic. Figure 10 displays 2021-22 A&E attendance levels along with
performance across the year against the four-hour standard.
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Figure 10: A&E attendance and performance 2021-22
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77. Ambulance response time performance reflected the wider challenges we saw
across the emergency care pathway — none of the six national ambulance
standards were met over the year, with average Category 1 response times at 8m
39s (against the target of 7m), and Category 2 mean responses at 41m 18s
(against the target of 18m). By month, the Category 1 mean standard was met
once (April 2021), whilst Category 1 90th centile (i.e., the response time for 90%
of these incidents) was met three times. The Category 2 mean, and Category 2, 3
and 4 90th centile standards were never met. A range of factors have contributed
to this, including the return of near pre-pandemic levels of demand, the need for
infection prevention and control measures which reduce productivity, and
significant ambulance resource lost to delays in handing patients over to hospital.

78. Figures 11 to 13 show more related information.
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Figure 11: C1 and C2 Mean Ambulance Response Time 2021-22
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Figure 12: C1 and C2 90th Percentile Ambulance Response Time 2021-22
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Figure 13: C3 and C4 90th Percentile Ambulance Response Time 2021-22
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79. However, the NHS made significant progress on safely reducing patient
conveyance to A&E by ambulance services, helping patients to be treated closer
to home and reducing pressures on emergency departments. In particular, rates
of 'hear and treat' (closing incidents with advice over the phone) increased from
8.6% in April 2021 to 13% by March 2022, and overall conveyance of ambulance
patients to A&E for further treatment, fell from 54% in April 2021 to 50.7% in

March 2022.

80. As shown in Figure 14, in April 2022, calls answered per day by NHS111 were

almost 50,000, over 12% higher than April 2019 (pre pandemic).

Figure 14: NHS 111 calls per day 2016 — 2022

NHS111 calls per day

Source: Statistics » Integrated Urgent Care Aggregate Data Collection (IUCADC including NHS111) Statistics Apr 2021-Mar 2022

(england.nhs.uk)
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81.

As shown in Figure 15, General and Acute (G&A) bed occupancy levels remained
high but at a steady level throughout 2021-22, reaching a maximum occupancy of
€.93% in November 2021, February 2022, and March 2022 (Type 1 acute trusts
only). Overall, bed occupancy in 2021-22 was higher than 2020-21, this should be
seen in the context of the continued COVID-19 pandemic alongside an increase in
demand for non-elective services and A&E attendances returning to nearly pre-
pandemic levels after lockdown restrictions were lifted.

Figure 15: G&A Occupancy, Type 1 Trusts only
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82.

In September 2021, the NHS set out its Urgent and Emergency Care Recovery 10
Point Action Plan, which incorporated actions across urgent, primary, and
community care to better manage emergency care demand and capacity and
improve performance. This included building the capacity of NHS 111 to act as the
‘front door’ to the emergency care system, and £98 million was invested in NHS
111 over 2021-22. In July 2021, £55 million was also invested in ambulance
services for winter 2021-22 to increase call handling and operational response
capacity. This was alongside a £4.4 million capital investment to keep an
additional 154 ambulances on the road over winter 2021-22.

General Practice

83.

The Department’s aim for 2021-22 was to support general practice to recover
services and continue to make progress towards delivering 50 million more
appointments a year. It was important to balance this with maximising the
continued safe delivery of general practice services and ensuring general practice
teams were able to contribute to the NHS response to COVID-19, including
supporting the delivery of the COVID-19 vaccination programme and continuing to
help practices respond to demand and existing pressures.
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The General Practice Patient Survey 2021 showed that in England, despite the
disruption caused by the pandemic, when people were able to access the care
they needed they were often positive about that care. In 2021, 83% of patients
described their overall experience of their GP practice as good. This was a 1.2%
increase from the previous year (81.8% in 2020).

At the start of 2021, general practice appointment numbers were recovering, and
by May 2021, had returned to pre-pandemic levels. Excluding COVID-19
vaccination appointments, an estimated 319.8 million appointments were booked
across general practice in England in the twelve months up to March 2022.

This was supported by the NHS England and Improvement (NHSE and NHSI) Access
Improvement Programme (AIP) which, over the course of 2021-22, supported
over 900 practices whose patients were experiencing the greatest access
challenges — some of which had been exacerbated by the pandemic — including
long waiting times or poor patient experience and outcomes.

In addition, GP contract arrangements during 2021-22 provided stability and
assurance to general practice by allowing practices to focus on the COVID-19
response (including the vaccination programme) via contractual easements, and
subsequent clinical priorities relating to pandemic recovery. This included a
phased approach to contractual arrangements, with interim arrangements
announced in April 2021, and further arrangements announced in June 2021 and
August 2021. Additional funding was made available for long COVID and weight
management enhanced services.

Alongside this, in October 2021, the Government and NHSE and NHSI published a
package of measures and made £250 million available for a Winter Access Fund to
support practices and increase capacity over the winter. This included expanding
the NHSE and NHSI AIP to support a further 200 practices through a new intensive
form of the programme. The Government alongside NHSE and NHSI, and NHSX
also rapidly developed a short-term telephony solution to help practices manage
demand and capacity on their phone systems by enabling use of Microsoft Teams
for outbound calls, which freed up incoming call lines. This was at no additional
cost to practices and will run until April 2023, while a longer-term strategic
solution is developed.

During 2021-22, general practice devoted significant resources to rolling out the
COVID-19 vaccine programme and, in response to the Omicron variant, general
practices and their teams continued their incredible contribution to help deliver
the booster programme while still providing care for their patients. As of March
2022, a total of 61.2 million COVID-19 vaccinations had been delivered by general
practice and Primary Care Networks (PCNs) since December 2020 when the
vaccine programme began.


https://www.england.nhs.uk/statistics/2021/07/08/gp-patient-survey-2021/
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90. In both the initial vaccine roll-out and the booster programme, practices were
asked to prioritise vaccinations. To support this, in response to Joint Committee
on Vaccination and Immunisation (JCVI) advice following the emergence of the
Omicron variant, NHSE and NHSI announced a set of time-limited measures to
release GP practice capacity in December 2021.

91. These measures aimed to support practices to deliver an accelerated COVID-19
vaccination programme, while ensuring they continued to provide services to
patients who needed them and proactively target their most vulnerable patients.
These included part-income protecting the Quality and Outcomes Framework
(QOF) and Investment and Impact Fund (IIF) until 31 March 2022, as well as
several time limited easements around requirements for the provision of medical
evidence. Examples include suspension of requests for medical evidence for DVLA
licensing decisions and (in cooperation with DWP) extending the self-certification
period for sickness from 7 to 28 days for statutory sick pay (to reduce the volume
of fit note requests that practices needed to respond to during this period).

92. As shown in Figure 16, in the twelve months up to March 2022 (and comparing to
March 2019 because March 2020 data was impacted by the first lockdown and
March 2021 was heavily affected by the vaccination campaign):

e Including COVID-19 vaccination appointments, an estimated 361.1 million
appointments were booked across all general practices in England in the twelve
months up to March 2022. Compared to the twelve months up to March 2019
(307.3 million as published in April 2019), this is an increase of 53.8 million.

e Excluding COVID-19 vaccination appointments, an estimated 319.8 million
appointments were booked across all general practices in England in the twelve
months up to March 2022. Compared to the twelve months up to March 2019
(307.3 million as published in April 2019), this is an increase of 12.5 million.

Figure 16: Appointments in General Practice
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93. Results from the General Practice Patient Survey showed that the percentage of
people reporting a ‘good’ overall experience of general practice have remained
relatively consistent since 2018, with 83% of patients reporting a ‘good’ overall
experience in 2021. This is shown in Figure 17.

Figure 17: Percentage ‘good’ in overall experience of GP practice, England, 2021.

Percentage good in overall experience of GP practice, England, 2021

Percentage 'Good’ (%)

Source: General Practice Patient Survey data published by NHS England https://gp-patient.co.uk/

Mental Health

94. In March 2021, the Department published the COVID-19 Mental Health and
Wellbeing Recovery Action Plan, backed by additional funding of £500 million for
2021-22. This funding was targeted at those groups whose mental health and
wellbeing was most affected by the COVID-19 pandemic, including those with a
severe mental illness, young people, and frontline staff. It was used to provide
additional capacity for mental health services, following the rise in referrals and
longer waiting times as COVID-19 restrictions eased, and give more people the
mental health support they need.

95. Amongst other things, this funding delivered:

e more adults and children and young people being able to access community
mental health services as a result of an additional £110 million for adult
services and £79 million for children and young people’s services. This included
urgent mental health helplines for people in crisis being established and
maintained in all areas of the country, around 22,500 more children and young
people accessing community health services, 2,000 more accessing children
and young people’s eating disorder services and mental health support teams
operating in schools and colleges covering 26% of pupils (achieving the NHS
Long Term Plan target of 20-25% a year early).

e an increased provision of physical health checks to people with serious mental
illness with 227,000 health checks delivered with the support of the additional
£14 million invested.


https://gp-patient.co.uk/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973936/covid-19-mental-health-and-wellbeing-recovery-action-plan.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973936/covid-19-mental-health-and-wellbeing-recovery-action-plan.pdf
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e an improved inpatient environment covering 941 beds in 40 sensory-friendly
ward projects as part of the £31 million invested in improvements for people
with learning disabilities and autistic people.

e strengthening resilience among 113 voluntary, community and social
enterprise organisations offering help to people struggling with their mental
health or thoughts of suicide through the £5.4 million Suicide Prevention Grant
Fund. 97% of recipients reported that the Fund had helped them cope with
increased demand and provide services such as signposting, crisis lines,
outreach, and treatment.

e funding over 250 local projects promoting better mental health and wellbeing
in 40 of the most deprived local authority areas in England through the £15
million Prevention and Promotion for Better Mental Health Fund.

We also invested a further £15 million in the Prevention and Promotion for Better
Mental Health Fund to help level up mental health and wellbeing across the
country. This saw funding provided to over 250 local projects promoting better
mental health and wellbeing in 40 of the most deprived local authority areas in
England.

As well as continuing to bring all parts of Government together to support
people’s mental health, the Department continues to support the delivery of the
NHS’s ambitious plans set out in the NHS Long Term Plan to expand and transform
mental health services in England. This is despite the challenges and increased
demand placed on services during the pandemic and as we have moved towards
living with COVID-19. This includes, for example, the establishment of 33 new
maternal mental health services, bringing together psychological therapy,
maternity services and reproductive health for women who have mental health
needs following trauma or loss related to their maternity experience. These
services will be available across the whole of England by March 2024.

In addition, the Department has published its response to the public consultation
on Reforming the Mental Health Act in July 2021 as part of the development of
the draft Mental Health Bill which was published on 27 June 2022.

The Mental Health Units (Use of Force) Act, also known as Seni’s Law, commenced
in December 2021 and was accompanied by publication of the statutory guidance
on the use of force in mental health settings and the Government’s response to
the consultation on the guidance. The majority of the provisions within the Act
were brought into force on 31 March 2022 and 18 August 2022, with the rest
expected to be brought into force as soon as possible.

The children and young people with an eating disorder waiting time standard
states that children and young people (up to the age of 19) referred for
assessment or treatment for an eating disorder should receive NICE-approved
treatment with a designated healthcare professional within one week, for urgent
cases, and four weeks, for routine cases.


https://nhsproviders.org/media/691758/next-day-briefing-reforming-the-mental-health-act-white-paper-government-response-to-consultation.pdf
https://nhsproviders.org/media/691758/next-day-briefing-reforming-the-mental-health-act-white-paper-government-response-to-consultation.pdf
https://www.gov.uk/government/publications/draft-mental-health-bill-2022
https://www.gov.uk/government/publications/mental-health-units-use-of-force-act-2018
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Figure 18: Children and young people with an eating disorder waiting times in England
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As shown in Figure 18, for completed pathways, 61.9% of young people (365 out
of 590) started treatment for an urgent case within 1 week and 64.1% (1,536 out
of 2,396) started treatment for a routine case within 4 weeks, between January
and March 2022.

For incomplete pathways, at the end of Quarter 4 (January to March 2022), 249
young people were waiting to start treatment for an urgent case and 1,697 were
waiting to start treatment for a routine case.

The ability to meet this waiting time standard was affected by the rise in demand
as a result of the pandemic with more children and young people being treated
than ever before. Those entering urgent treatment for an eating disorder
increased by 11% in 2021-22 compared to 2020-21. This was on top of a rise of
73% in 2020-21 compared to 2019-20. This impacted how long children and young
people were waiting for treatment. The Department continues to work closely
with the NHS to recover performance.

NHS talking and psychological therapies delivered through the Improving Access
to Psychological Therapies (IAPT) programme are expanding with the aim as set
out in the NHS Long Term Plan that at least 1.9 million adults can access care each
year by 2023-24.

Quarterly data shows that in 2021-22, there were 1.81 million referrals to talking
therapies in England, with 1.25 million referrals starting a course of treatment. As
shown in Figure 19, in March 2022, 113,423 referrals entered treatment, which
was a 20.3% increase compared with pre-pandemic levels.
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Figure 19: Number of referrals entering IAPT treatment (ages 16+) in England
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106. The waiting time target of the IAPT programme is that for referrals completing a

107.

108.

109.

110.

course of treatment in the month, 75% enter treatment within 6 weeks, and 95%
within 18 weeks. This is based on the waiting time between the referral date and
the first attended treatment appointment.

In March 2022, 88.8% of people completing treatment waited less than 6 weeks
against the target of 75% and 98.4% of people completing treatment waited less
than 18 weeks for their treatment to start against a target of 95%.

The recovery target stating that at least 50% of people who complete treatment
should move to recovery, was met in March 2022 where the rate was 51%. In
August 2021, it fell below 50% for six months but recovered in February 2022.

The Early Intervention in Psychosis waiting time standard is that at least 60% of
people with first episode psychosis to have started treatment with a NICE-
recommended package of care with a specialist service within two weeks of
referral .3

As seen in Figure 20, in the period January to March 2022, 68.2% of referrals
(2,354 out of 3,452) started treatment within two weeks, remaining above the
60% target. This waiting time standard has been met since it was introduced.

3 NHS England. Implementing the Five Year Forward View for Mental Health. Accessed here.


https://digital.nhs.uk/data-and-information/publications/statistical/psychological-therapies-annual-reports-on-the-use-of-iapt-services/annual-report-2021-22
https://www.england.nhs.uk/mental-health/taskforce/
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Figure 20: Early intervention in Psychosis (EIP) proportion of referrals with suspected
First Episode of Psychosis waiting less than two weeks to enter treatment in England.
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Source: NHS Digital - https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-services-monthly-statistics

Maternity
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The government is committed to making the NHS the best place in the world to
give birth through the provision of personalised, safe, high-quality care. The
National Maternity Safety Ambition is to halve the 2010 rates of stillbirths,
neonatal and maternal deaths and neonatal brain injuries occurring during or
soon after birth by 2025, with an interim ambition of a 20% reduction in these
rates by 2020 (between 2010 and 2020, there was a 25% reduction in the stillbirth
rate). An additional ambition to reduce the pre-term birth rate from 8% to 6% was
also introduced in 2017.

Good progress has been made against several elements of the ambition. Since
2010, stillbirth rate has reduced by 19.3%, rate of neonatal mortality has reduced
by 36%, and maternal mortality has reduced by 17%. The overall rate of brain
injuries occurring during or soon after birth has fallen to 4.2 per 1,000 births in
2019, 2% lower than the 2010 baseline, and the proportion of babies born
preterm (with gestational age under 37 weeks) has reduced from around 8% of all
births in 2017, to 7.5% in 2020.

Investment of £95.6 million, announced in 2021, has been made in maternity
services to fund an additional 1,200 midwives and 100 consultant obstetricians
backed up international recruitment. An additional £127 million, announced in

March 2022, will further boost the workforce and help improve the culture in

maternity units. To help hospitals plan their workforce needs almost £450,000 has
been provided to the Royal College of Obstetricians and Gynaecologists (RCOG) to
develop a new workforce planning tool.

In addition, a new NHSE perinatal clinical quality surveillance model was
introduced to structure the oversight of perinatal clinical quality, governance,
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https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-services-monthly-statistics
https://www.england.nhs.uk/wp-content/uploads/2021/03/agenda-item-9.1.1-national-response-first-ockenden-report.pdf
https://www.england.nhs.uk/2022/03/nhs-announces-127m-maternity-boost-for-patients-and-families/
https://www.england.nhs.uk/2022/03/nhs-announces-127m-maternity-boost-for-patients-and-families/
https://www.england.nhs.uk/wp-content/uploads/2020/12/implementing-a-revised-perinatal-quality-surveillance-model.pdf
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training and workforce. As a result, trusts where there are safety concerns can be
identified and supported early. The model is integrated into the integrated care
system (ICS) structures that were established across England on a statutory basis
on 1 July 2022. ICSs will have clear lines of accountability for addressing quality
concerns at each level of the system early and thus avoid deaths and injuries
caused by insufficiencies in care.

Disparities in maternal and neonatal outcomes are being addressed through use
of Continuity of Carer, where a pregnant person has one team of midwives from
booking to postnatal care.

Work to understand and how to remove disparities in outcomes and experiences
of care is being overseen by the newly established Maternity Disparities Taskforce.
The taskforce will tackle disparities for mothers and babies and reduce maternal
and neonatal deaths by improving access to effective preconception and
maternity care for women from ethnic minorities and those living in the most
deprived areas. The Taskforce is seeking to improve timely monitoring data,
research, and delivery of existing interventions, support the spread of ‘what works
well’, identify new challenges, and influence system partners to continuously
improve and holding them to account for agreed actions. All of this supports the
actions that form the work of the Maternity Transformation Programme.

The Department provided £5 million to the ‘Avoiding Brain Injury in Childbirth’
(ABC) collaboration in 2021-22 for a programme focused on improving the
identification, escalation, and action on fetal deterioration in labour; as well as the
management of an impacted fetal head during caesarean section. The Programme
has developed protocols, clinical tools and training approaches targeting these
clinical areas. Planning for the introduction of these across all maternity services is
in progress. These two areas for improvement were identified through the NHS
Resolution Early Notification Scheme.

The final report of the Independent Review of maternity services at the
Shrewsbury and Telford Hospital NHS Trust, led by Donna Ockenden, was
published on 30 March 2022. It contains 84 actions. Of these 66 are for the local
trust, 15 for the wider NHS and 3 for the Secretary of State. All of these have been
accepted. Details of a further, separate Review can be found in the Accountability
Report at paragraph 892.

The Department will also receive the findings and recommendations from a
further independent review into failings in maternity services at East Kent
Hospitals University NHS Foundation Trust. The final Report ‘Maternity and
neonatal services in East Kent: 'Reading the signals' report’ was published on 19
October 2022, and the Department will consider the report and respond in due
course. Separately, NHSE confirmed that Donna Ockenden has been appointed as
Chair of the new independent review into maternity services at Nottingham
University Hospitals Trust, with the review expected to conclude in 2024. The



https://www.england.nhs.uk/mat-transformation/implementing-better-births/continuity-of-carer/#:~:text=The%20continuity%20of%20carer%20model,midwifery%20team%20throughout%20their%20pregnancy.
https://www.gov.uk/government/news/maternity-disparities-taskforce-explores-womens-health-before-and-during-pregnancy#:~:text=The%20Maternity%20Disparities%20Taskforce%20was,in%20the%20most%20deprived%20areas.
https://www.england.nhs.uk/mat-transformation/
https://www.thisinstitute.cam.ac.uk/research-projects/avoiding-brain-injury-in-childbirth-collaboration/#:~:text=ABC%20is%20a%20unique%20collaboration,to%20fetal%20wellbeing%20during%20labour.
https://www.thisinstitute.cam.ac.uk/research-projects/avoiding-brain-injury-in-childbirth-collaboration/#:~:text=ABC%20is%20a%20unique%20collaboration,to%20fetal%20wellbeing%20during%20labour.
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/early-notification-scheme/
https://resolution.nhs.uk/services/claims-management/clinical-schemes/clinical-negligence-scheme-for-trusts/early-notification-scheme/
https://www.ockendenmaternityreview.org.uk/
https://www.ockendenmaternityreview.org.uk/
https://www.gov.uk/government/publications/maternity-and-neonatal-services-in-east-kent-reading-the-signals-report
https://www.gov.uk/government/publications/maternity-and-neonatal-services-in-east-kent-reading-the-signals-report
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Department and NHSE are committed to ensuring that necessary changes
highlighted by these reports, are implemented as soon as possible, and has
established a working group to take forward the actions arising from the
Ockenden and East Kent Reports.

The impact of the COVID-19 pandemic on NHS dentistry continued in the 2021-22
financial year, with the activity of dentists supressed because of the Infection
Prevention and Control measures needed to keep patients, dentists, and their
teams safe.

The Government continued to provide unprecedented support to the sector
through reduced threshold requirements for activity, meaning NHS dentists would
be paid in full provided they reached the threshold. Dentists were encouraged to
undertake as much activity as they safely could to assist access for patients.

NHSE and NHSI and the Office of the Chief Dental Officer led work, with support
from the Department, on setting contractual arrangements for the first half of the
2021-22 financial year. The Department, the then Parliamentary Under-Secretary
of State for Primary Care (Jo Churchill), NHSE and NHSI and the Chief Dental
Officer jointly issued a letter to NHS dental practices on 29 March 2021 setting
revised thresholds for delivery of NHS dental services for Q1 and Q2 of 2021-22.
These thresholds were reviewed and revised, increasing throughout 2021-22,
informed by increasing knowledge about COVID-19 transmission and practice
delivery levels.

An exemptions process remained in place to support practices with extenuating
circumstances such as staff self-isolation. These arrangements were put in place
for 6 months to provide increased stability for practices.

The IPC dental appendix was updated in late 2021, in line with the revision of the
IPC guidance for health and social care, and removed the need for post-aerosol
generating procedures (AGP) ‘fallow time’ for the majority of patients, with fallow
time needed only for higher risk patients and procedures.

At the beginning of 2022, the Government and NHSE&I secured agreement to
make available an additional £50 million to help address the backlog in dental care
which arose as a result of the impact of the pandemic, recognising that in some
areas of the country, some people were finding it difficult to access dental care.
From later in January, regions were given access to this additional funding, to
secure extra activity outside of core contracted hours for the remainder of 2021-
22 and provide additional care to patients. NHSE regional teams worked with
commissioning dental teams to understand where additional activity was possible,
and this was delivered up to the end of March 2022. As a result, an additional
64,456 people received care, 67% of which were for urgent care. Of the 4,138


https://www.england.nhs.uk/transmission-based-precautions-tbps/aerosol-generating-procedures/#:~:text=Aerosol%20generating%20procedures%20(AGPs)%20are,known%20or%20suspected%20respiratory%20infection).
https://www.england.nhs.uk/transmission-based-precautions-tbps/aerosol-generating-procedures/#:~:text=Aerosol%20generating%20procedures%20(AGPs)%20are,known%20or%20suspected%20respiratory%20infection).
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additional patients who received care from community dental services (CDS), 55%
were children.

Government announced a package of improvements to the NHS dental system in
July 2022, detailed in Our Plan for Patients, published on 22 September 2022.
These changes will improve dental access for patients, better target care to
patients with higher oral health needs and make NHS work more attractive to
dentists and the wider dental team.

More information on access to dental services can be found at paragraph 370
within the Secretary of State’s Report section.

On eyecare, NHS England has continued to commission the NHS sight testing
services. This service provided over 12 million NHS sight tests during 2021-22 to
eligible groups including children, people aged 60 and over, people on income
related benefits, and certain groups at particularly risk of eye disease.

The Department continues to support NHSE in taking forward the long term plan
commitment to bring eyesight checks to children with a learning disability, autism,
or both in special residential schools; and transforming hospital eye services to
support the NHS to meet future predicted demand for services.

For the final quarter of the 2021-22 financial year practices were required to
deliver 85% of contracted dental activity and 90% orthodontic activity. NHSE&I’s
performance data indicated that performance against the Q4 threshold of 85%
was lower than expected, probably due to the Omicron variant wave. NHSE and
NHSI subsequently proposed a retrospective lower dental activity threshold of
75% for Q4 and a minimum threshold level of 95% was determined for Q1 and
communicated by NHSEI on 5 April 2022, to ensure the sustainability by limiting
penalties on dental practices.

Throughout 2021-22, provision for Long COVID was expanded and the one-year
GP Enhanced Service was established to improve the identification and
management of long COVID in primary care. An additional £100 million was
invested in these services during 2021-22.

Data available for the COVID-19 Post-COVID Assessment Service covers dates from

5 July 2021 to 10 April 2022. During this period:

e 49,159 referrals were accepted, 88% of referrals were accepted as clinically
appropriate, and

e 41,589 initial specialist assessments and 77,054 follow-up appointments took
place.

Initial specialist assessment waiting time data is available for the period 25
October 2021 to 10 April 2022, during which time 37% seen within 6 weeks of


https://www.gov.uk/government/publications/our-plan-for-patients/our-plan-for-patients
https://www.england.nhs.uk/statistics/statistical-work-areas/covid-19-post-covid-assessment-service/
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referral, 47% seen within 8 weeks of referral and 35% waited longer than 15
weeks to be seen.

The number of deaths registered in England in the financial year 2020-21 was
607,098. Of these, 28% were at home, 23% in a care home, 43% in hospital, 4% in
a hospice and 3% elsewhere (including communal establishments). In the financial
year 2021-22 there were 527,795 deaths, a decrease of 13% from the previous 12
months. The proportion of deaths at home increased by 2 percentage points (pp)
from 28% to 30%, deaths in a care home decreased by 3pp from 23% to 20%,
deaths in hospital remained stable at 43%, deaths in hospices increased by 1pp
from 4% to 5% and deaths elsewhere (including communal establishments)
remained stable at 3%. (Source: Office for National Statistics (ONS).

The national hospice grant fund was reinstated in December 2021, with £148
million made available to hospices to increase discharge capacity and alleviate
pressure on the acute sector. The grant provided 178,571 inpatient bed days and
435,997 hospice at home bed days, equating to 614,568 total bed days. It also
provided 4.5 million community contacts which enabled hospices to adapt their
resource to meet the shift in numbers of people dying at home.

Social prescribing is a means of enabling health professionals to refer people to
range of non-clinical, local services. These are voluntary and community resources
and statutory services that can provide practical and emotional support, taking a
holistic approach to people's health and wellbeing. The referrals generally, but not
exclusively, come from professionals working in primary care settings, for
example, GPs or practice nurses.*

NHSE and NHSI social prescribing leads provided the following quarterly data (See
Table 1) on social prescribing referrals from NHS Digital’s General Practice
Extraction Service (GPES) data. There may be further social prescribing referrals
not captured in the GPES system.

In addition, as of March 2022 the number of social prescribing link workers
recruited was 2,526 FTE, since the beginning of the national roll out in 2019.

4https://www.kingsfund.org.uk/publications/sociaI—

prescribing#:~:text=Social%20prescribing%2C%20also%20sometimes%20known,example%2C%20GPs%200r%20practice%20nurses.



https://digital.nhs.uk/services/general-practice-extraction-service
https://digital.nhs.uk/services/general-practice-extraction-service
https://www.kingsfund.org.uk/publications/social-prescribing#:~:text=Social%20prescribing%2C%20also%20sometimes%20known,example%2C%20GPs%20or%20practice%20nurses
https://www.kingsfund.org.uk/publications/social-prescribing#:~:text=Social%20prescribing%2C%20also%20sometimes%20known,example%2C%20GPs%20or%20practice%20nurses
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Table 1: Cumulative number of social prescribing referrals.

Cumulative number of social prescribing referrals

Ql 2021-22 532,429
Q2 2021-22 660,218
Q3 2021-22 826,636
Q4 2021-22 993,231

Community Pharmacy
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In line with the strategic direction set out in the Community Pharmacy Contractual
Framework (CPCF) 2019 to 2024, 5-year deal, further new clinical services have

been commissioned to relieve pressure on general practice and other parts of the
NHS and to make better use of the skill set in community pharmacies.

Under the Community Pharmacist Consultation Service (CPCS), NHS111 and GPs
can refer patients to community pharmacies for advice and treatment for minor
illnesses. NHS111 can also refer for urgent medicines supply. In 2020-21 NHSE
have commissioned support for general practices to implement the CPCS referral
pathway and the use of CPCS is being incentivised through the GP contract. CPCS
referrals divert patients with minor illnesses to a community pharmacist and free
up time for GPs to deal with more serious cases, ensuring patients get help
quicker.

NHSE and NHSI also signalled that it would continue to incentivise referrals to
community pharmacy from other parts of the NHS by announcing in Autumn 2021
that, from April 2022, referrals from general practice to the CPCS would be
incentivised through an Investment and Impact Fund (IIF) target. In January 2022,
NHSE announced that the Commissioning for Quality and Innovation (CQUIN)
scheme would also include an indicator incentivising referrals into the community
pharmacy NHS discharge medicines service (DMS) from acute trusts. The DMS
aims to reduce avoidable patient harm and readmissions caused by medicines by
supporting medicines reconciliation for patients discharged from hospital.

In September 2021, the New Medicine Service (NMS) was expanded to more
therapeutic areas resulting in more patients benefitting from extra support from a
community pharmacist with their newly prescribed medication. Additionally, a
catch-up NMS was introduced between 1 September 2021 and 31 March 2022 for
patients who were prescribed a new medicine during the COVID-19 pandemic, but
who did not receive the NMS at that time. As a result, between April 2021 and
March 2022 community pharmacies provided over 2 million NMS consultations.

In October 2021, the Blood Pressure Checks Service (BPCS) was introduced,
enabling community pharmacist to identify patients with undiagnosed
hypertension. By March 2022, 6,900 community pharmacies had registered to
provide the service.
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In March 2022, the Smoking Cessation Service was introduced, enabling NHS
trusts to refer patients discharged from hospital to a community pharmacy of
their choice to continue their smoking cessation treatment. By March 2022, some
1,313 pharmacies had registered to deliver this advanced service.

In 2021-22 a record number of flu vaccinations were delivered in community
pharmacy - 4.85 million flu vaccines were administered in a pharmacy rather than
their GP practice. At the height of the COVID-19 vaccination programme, there
were over 1,500 community pharmacist-led COVID-19 vaccination sites.

We continue to make progress on the Government’s priority commitment to
health infrastructure through the delivery of 40 new hospitals. This is in addition
to the 8 previously announced; this will mean 48 hospitals delivered by the end of
the decade. These hospitals are part of our wider plans to invest in buildings and
equipment across the NHS to ensure our world-class healthcare system and staff
have the facilities they need for the future.

A national programme across DHSC and NHSE has been established to support this
Government Commitment, as a central team to collaborate with the Trusts to
deliver. We recognise that Trusts will always be best placed to understand and
define local clinical requirements, however individual scheme-level delivery
cannot utilise economies of scale and exert the required level of influence to build
a market capable of delivering 48 hospitals by 2030. This approach enables
delivery that demonstrates improved value for money, reduced whole of lifecycle
costs through a consistent national delivery approach, and builds capability for
modern, rapid hospital design and construction.

We are embedding expertise from specialists in all areas of hospital design, build
and operation into the programme, working closely to develop revised national
policies and standards to deliver new facilities for both staff and patients that will
be at the cutting edge of modern technology, innovation, sustainability, and will
drive excellent patient care. We also continue to consult key local and regional
stakeholders on key aspects of the New Hospital Programme such as for a clinical
strategy and creating a supplier guide for the construction industry.

A package of support is being provided to all the hospital schemes in the
programme to support business case development and streamline approvals. We
are working closely with all trusts within the programme to plan how and when
new hospitals will be built across the decade. The NHP has a large portfolio of
enabling works on-going throughout the programme which will support the
construction of the Trust's main schemes, including demolition works and car park
construction.
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As of October 2022, two of the forty-eight hospitals have now opened for

patients:

e Northern Centre for Cancer Care — North Cumbria Integrated Care NHS
Foundation Trust.

e Royal Liverpool Hospital — Liverpool University Hospitals NHS Foundation
Trust.

Five further hospitals are under currently under construction:

e Midlands Metropolitan Hospital — Sandwell and West Birmingham Hospitals
NHS Trust.

e Northgate Hospital — Cumbria, Northumberland, Tyne and Wear NHS
Foundation Trust.

e Greater Manchester Major Trauma Hospital — Northern Care Alliance NHS
Foundation Trust.

e 3Ts Hospital — Brighton & Sussex University Hospitals NHS Trust.

e Bath Cancer Hospital - Royal United Hospital Bath NHS Foundation Trust.

Under the national programme, a new hospital is defined as:

e A whole new hospital site on a new site or current NHS land (either a single
service or consolidation of services on a new site)

e A major new clinical building on an existing site or a new wing of an existing
hospital (provided it contains a whole clinical service, such as maternity or
children’s services)

e A major refurbishment and alternation of all but the building frame or main
structure delivering a significant extension to useful life which includes major
or visible changes to the external structure.

All schemes that are part of the programme will be consistent with at least one of
these criteria.

The process to select the final eight hospitals to conclude the 40 was launched in
the summer of 2021. The selection process is ongoing, and the government aims
to make an announcement as soon as possible.

The Health and Care Bill was introduced in July 2021 and promoted local
collaboration through the creation of statutory bodies for Integrated Care
Systems, bringing together NHS, local government, and wider system partners to
put collaboration and partnership at the heart of healthcare planning. The Bill also
included measures to reduce bureaucracy by improving the arrangement of
healthcare services and to improve accountability and enhance public confidence
in the health and care system. This was alongside a range of targeted measures to
support people at all stages of life, including through improvements to the social
care system, enhanced patient safety and measures to address health inequalities
- from improving oral health to tackling obesity.
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During the passage of the BillL the government worked closely with
parliamentarians and external stakeholders. Over 500 amendments were tabled
during Lords’ Committee, to which the Government responded. Amendments
made during the passage of the Bill saw important new provisions introduced, for
example banning virginity testing and hymenoplasty, allowing longer storage of
embryos, and emphasising the importance of addressing health inequalities. The
final Health and Care Act 2022, which received Royal Assent in April 2022, marked
a landmark for the health and care system.

Priority Outcome 3: Improve healthcare outcomes through a well-supported

workforce

NHS Workforce
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As stated in the Long-Term Plan, there is a need to tackle pressures on staff,
increasing inequalities and pressures from a growing and ageing population.
DHSC’s ambition was also to ensure that the NHS has the capacity, capability, and
flexibility to deliver the services required during the pandemic and beyond,
supporting the recovery towards previous levels of elective activity, and then
going further and faster as we move into the future.

NHS Staff Survey results have indicated that some staff are struggling with
burnout following the challenges of the pandemic. As we work to re-establish
services, we are mindful of protecting the workforce, recognising the challenges
staff have faced over the last two years.

A central priority set out in the NHS People Plan, published in 2020, is staff health
and wellbeing, which has been taken forward through the NHS national planning
guidance in 2021-22 and 2022-23. Trust boards, leaders, and managers across the
NHS have been asked to consider the health and wellbeing of all staff as a
strategic priority, so that it is a consideration in every decision and organisation.

This commitment was further bolstered in October 2021 when the then Secretary
of State commissioned the Health and Social Care Leadership Review. The review
was published in June 2022 with seven recommendations aimed at fostering and
replicating the best examples of leadership and management and improving
workforce culture in health and care. All recommendations have been accepted in
full by the Government, and publication of the report will be followed by a plan
committing to implementing the recommendations.

Through the 50,000 nurse manifesto commitment, we are addressing nurse
vacancies via retention of the existing workforce, boosting training and education
routes into nursing, and using international recruitment to supply the NHS with a
long-term sustainable nursing workforce.



https://www.england.nhs.uk/ournhspeople/
https://www.gov.uk/government/publications/health-and-social-care-review-leadership-for-a-collaborative-and-inclusive-future
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As of April 2022, there are over 29,000 more full time equivalent (FTE) nurses
working in the NHS than in September 2019, giving a total of 329,975. This places
the programme well on the way to meeting the target.

NHSE and NHSI vacancy data shows that, as at March 2022, the overall number of
full-time equivalent (FTE) vacancies had increased over the previous year. The
increase is in part a return to pre-covid levels, COVID-19 artificially suppressed
vacancy numbers in 2020 and early 2021.

As outlined in the following bullets, and in the subsequent table at Table 2, as at

March 2022, there were:

e Over 105,800 vacancies overall (7.9% of the workforce) — an increase of over
29,700 since the previous year but a smaller increase of over 9,400 compared
to March 2019 (pre-pandemic) when the vacancy rate was 8.1%

e Over 38,900 nursing and midwifery vacancies (10.0% of the workforce). There
are almost 4,300 more nursing and midwifery vacancies, but the rate of
vacancies is still lower than pre-pandemic (11.1%)

e Over 8,000 doctor vacancies (5.6% of the workforce). There are almost 1,400
more doctor vacancies than the previous year. The rate of vacancies remains
below that seen pre-pandemic (7.2%).

Table 2: Q4 NHSE and NHSI vacancy data

2018-19Q4 2019-20Q4 2020-21 Q4 2021-22 Q4
(Mar-19) (Mar-20) (Mar-21) (Mar-22)

Nursing Vacancy rate 11.1% 9.9% 9.2% 10.0%

WTE Vacancies 39,524 36,083 34,678 38,972

Medical Vacancy rate 7.2% 6.3% 4.8% 5.6%

WTE Vacancies 9,181 8,338 6,634 8,016

Total Vacancy rate 8.1% 7.2% 5.9% 7.9%
workforce

WTE Vacancies 96,361 88,347 76,082 105,855

Source: NHS Vacancy Statistics England April 2015 — September 2022 Experimental Statistics
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There are also record numbers of medical students in training and in response to
the pandemic, we temporarily lifted the cap on medical and dental school places
for students who completed A levels in 2020 and 2021 and who had an offer from
a university in England to study medicine or dentistry, subject to grades. There
were 8,460 entrants to undergraduate medical courses in England in 2021.

Health Education England (HEE) has invested in courses and continuing
professional development initiatives for all staff directly employed to support in
their learning and development goals and to improve their skillset to deliver the
best possible patient care. In September 2019, the Government announced a
£210 million funding boost for frontline NHS staff which included a £1,000
personal development budget for every nurse, midwife, and allied health
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professional working in the NHS to support their continuing professional
development.

In July 2021, the Department commissioned HEE to work with partners and review
the long-term strategic trends for the health and regulated social care workforce.
This work has looked at the key drivers of workforce demand and supply over the
longer term and sets out the impact upon the required shape of the future
workforce. It will set out a series of planning assumptions and actions. This work is
nearing its final stages.

The Department has also recently commissioned NHS England to develop a Long-
term Workforce Plan.

General Practice Workforce

169.

The numbers of doctors working in general practice are highly seasonal,
affected in particular bythe new trainees who typically begin their general
practice speciality training in August and September. The number of FTE doctors
in general practice is increasing. As outlined in Figure 21, as of March 2022, there
were over 1,400 FTE more doctors working in general practice compared to March
2019.

Figure 21: All doctors in general practice — FTE and headcount (September 2017 -
March 2022).

FTE / Headcount

All doctors in general practice - FTE and headcount
September 2017 - March 2022

45,280

45,041
42,891 43212

35,988

35,315
) 34,526 34,359

Date

Metric =~ FTE == Headcount

Source: Primary Care Workforce Quarterly Update, 31st March 2022, Experimental Statistics - NHS Digital
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As shown in Figure 22, the numbers of direct patient care staff are consistently
increasing with 18,221 FTE more staff having been recruited as of March 2022,
compared to March 2019. We are ahead of schedule to deliver the 26,000 more
primary care professionals manifesto commitment by March 2024.
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Direct patient care staff can be employed directly by practices, though the roles
are only eligible for Additional Roles Reimbursement Scheme (ARRS) funding if
recruited through Primary Care Networks (PCNs). As a result, most of the growth
in Direct Patient Care (DPC) numbers is in PCNs.

Figure 22: Patient care staff working in primary care compared to March 2019

baseline.
Increase in full time equivalent direct patient care staff working in primary care
compared to March 2019 baseline, collated figure
September 2021 - March 2022
20,0001
15,337
w
= 12,890

10.000 1

Sep 2021 Dec 2021 Mar 2022
Date

Source: General Practice Workforce, 31 March 2022 - NHS Digital

Community Health Services (CHS) Workforce
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It is difficult to estimate CHS workforce due to data gaps for the independent
sector. However, it is estimated that the CHS clinical workforce across both NHS
and non-NHS organisations is around 100,000 FTE - including Community Health
Nurses, community-based Allied Health Professionals (AHPs) and support staff.

Within the NHS, Community nursing accounts for 12% of the qualified nursing
workforce, of which district nurses account for 13% of community nurses.

Data for NHS Trust providers in March 2022 shows:

e 36,000 FTE Community Health Nurses plus 17,000 FTE support staff.

e 4,100 FTE District Nurses

e 24,800 FTE AHP’s (inc. 4,700 FTE support staff), working primarily in a
community setting.

Data for the independent sector is incomplete, so do not represent the full

coverage of the sector, but as an indication, figures from Sept 2020 showed an

additional 4,600 FTE community health nurses plus 3,000 FTE support staff

e Community nursing vacancy rates in March 2022 were at 10.1%. Vacancy rates
vary regionally, with London having the highest vacancy rate (15.2%) and the
East of England having the lowest vacancy rate (4.8%).
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e As well as community nursing rates being higher than in adult hospital nursing,
there is additional cause for concern as Community Health Nurses are older on
average. According to ESR in 2021 55% of community health nurses could
choose to retire in the next decade once they reach 55 years.

Mental Health Workforce
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As of March 2022, there were 133,391 full time equivalent (FTE) people in the
mental health workforce. This includes only those people who work directly on
mental health, across NHS hospital trusts and commissioning bodies. There was an
increase of almost 6,500 (5.1% increase) FTE staff in the mental health workforce
in March 2022 compared to March 2021.

As part of our £500 million additional funding to support the delivery of our
COVID-19 Mental Health and Wellbeing Recovery Action Plan, we provided an
additional £111 million in 2021-22 to support the NHS mental health workforce.
This funding has helped grow the workforce by training and upskilling 202 clinical
psychologists, 17 child and adolescent psychotherapists, 667 children’s wellbeing
practitioner trainees and 1,241 peer support workers (exceeding the original
target).

Priority Outcome 4: Improve, protect and level up the nation’s health, including

through reducing health disparities

Office for Health Improvements and Disparities (OHID)

178.
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OHID became fully operational on 1 October 2021. It sits in the heart of the
Department and brings together expert advice and evidence to shape policy
development and implementation, driving health improvement and reducing
health disparities. OHID is outward facing, and works with the whole of
Government, the NHS, local government, industry, and wider partners to deliver
change.

OHID’s mission is to minimise preventable ill health so that everyone can expect
to live more of life in good health; and to level up health disparities so that we
break the link between people’s background and prospects for a healthy
life. Further narrative covering health disparities can be found from paragraph
470 in the Secretary of State’s Report section of this report.

Recognising the importance of cross-Government action to tackle the causes of ill
health, health disparities and to address the biggest risk factors, the Health
Promotion Taskforce (HPTF) Cabinet Committee was established to drive a cross-
government effort to improve the nation’s health. The Committee is chaired by
the Secretary of State for Health and Social Care and attended by Secretaries of
State from across Government who hold responsibility for areas that underpin
good health. Its terms of reference are to improve the nation’s health, supporting



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/973936/covid-19-mental-health-and-wellbeing-recovery-action-plan.pdf
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economic recovery and levelling up, and it takes collective decisions that are
binding across Government.

To effect a long-term change, the Levelling Up White Paper (LUWP) set out 12
missions to 2030. The Department’s mission for health is to narrow the gap in
Healthy Life Expectancy (HLE) between local areas where it is highest and lowest
by 2030, and to increase HLE overall by reaffirming the Government’s existing
commitment for 5 extra years of healthy life by 2035.

The Department has committed to improve the nation’s health and tackle
disparities in the LUWP, through action on prevention and improving health
service provision. This includes commitments to the ‘Smokefree 2030" ambition,
tackle obesity, invest in treatment and recovery services to tackle substance
misuse (as set out in the 10 Year Drug Strategy), transform ‘Start for Life’ services
for parents and babies, and establish new Community Diagnostic Centres.

Funding for local government’s health responsibilities is an essential element of
our commitment to invest in preventing ill health, promoting healthier lives, and
addressing health disparities and an important complement to our plans to invest
strongly in both the NHS and social care.

As part of the 2021 Spending Review, the Government confirmed that the Public
Health Grant for local authorities will increase in each of the next three years. In
2022-23 each local authority will receive a 2.81% increase, taking total funding to
£3.417 billion. The SR21 settlement increases the value of the public health grant
from £3.324 billion in 2021-22 to £3.553 billion in 2024-25, investing £489 million
cash growth over the SR period.

In addition to the Public Health Grant, the Department is funding a wider package
of investment in improving the public’s health. This includes additional targeted
DHSC investment over the Spending Review period of £170 million to improve the
Start for Life offer available to families, including breastfeeding support and infant
and parent mental health, and £560 million over the same period to support
improvements in the quality and capacity of drug and alcohol treatment
announced with the Government’s Drugs Strategy.

The Start for Life Unit was established in April 2021 after ‘The Best Start for Life: A
Vision for the 1,001 Critical Days’ review was published in March 2021. The review
looked at ways to reduce inequalities and improve health and development
outcomes in young children from conception to age two, with the aim of ensuring
every baby in England is given the best possible start in life, regardless of
background. The Start for Life Unit works across Government and with the wider
sector to implement this vision and transform the support for families during the
1,001 critical days. In the 2021 Spending Review, the Chancellor of the Exchequer
announced £500 million investment over the next three years to transform Start



https://www.gov.uk/government/publications/levelling-up-the-united-kingdom
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https://www.gov.uk/government/publications/the-best-start-for-life-a-vision-for-the-1001-critical-days
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for Life and family help services. This includes £200 million for the Supporting
Families programme.

Progress has been made in implementing the Department’s Obesity Strategy. We
invested £100 million in 2021-22 financial year in healthy weight programmes,
including the expansion of weight management services and incentives to help
people to eat better and move more. Regulations on out-of-home calorie labelling
in large businesses, including restaurants, cafes, and takeaways, were made on 13
May 2021 and came into force on 6 April 2022. The location restrictions which
require medium and large business to restrict less healthy products from being
featured in key locations such as checkouts, store entrances, aisle ends, and their
online equivalent were made on 2 December 2021 and came into effect on 1
October 2022. The volume price promotions restrictions have been delayed by 12
months due to the unprecedented global economic situation and will come into
force on 1 October 2023. We have also announced a 12 month delay to the
introduction of further restrictions of advertising HFSS products on TV and online.

The Department has also begun work to give local authorities their allocations,
planning tools and grant agreements under the new 10 year Drugs Strategy, to cut
crime and save lives by reducing the supply and demand for drugs and delivering a
high-quality treatment and recovery system.

In December 2021, we published Towards Zero: the HIV Action Plan for England -
2022 to 2025. The plan sets out how we will achieve the 2030 goal of no new HIV
transmission and the 2025 target of an 80% reduction in new HIV infections.

Since OHID was established, the Department launched four national Better Health
campaigns, Every Mind Matters in October 2021, to help people with their mental
wellbeing. A campaign on Smoking in December 2021 which is a new film to
discuss how adult smokers can influence younger people. Adult Weight loss
campaign which encourages adults across the nation to lose excess weight, eat
more healthily and get active during the summer. The Food Scanner Families
Campaign in January 2022 was launched to help parents improve children’s diet.

In 2018-20, HLE at birth for England was 63.9 years for females and 63.1 years for
males. Between 2011-13 and 2018-19, there was no significant change in HLE at
birth for either males or females in England — See Figure 23. Comparing 2018-20
to 2015-17 (the most recent non-overlapping time period), there were no
statistically significant changes in HLE at birth for males and females. The 2018-20
data is inclusive of mortality and health state prevalence data collected in 2020
during the COVID-19 pandemic.


https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Ftackling-obesity-government-strategy&data=05%7C01%7CJacqueline.Sheldon%40dhsc.gov.uk%7C372da34282884b1c53b608da389db72b%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637884547269215334%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=Ri74xukO7zY5Xc7gq6mPvAx7afAoRHIF%2FtbgsG9aQlA%3D&reserved=0
https://www.gov.uk/government/publications/from-harm-to-hope-a-10-year-drugs-plan-to-cut-crime-and-save-lives/from-harm-to-hope-a-10-year-drugs-plan-to-cut-crime-and-save-lives
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https://www.gov.uk/government/news/children-whose-parents-smoke-are-four-times-as-likely-to-take-up-smoking-themselves
https://www.gov.uk/government/news/campaign-launched-to-help-public-get-healthy-this-summer
https://www.gov.uk/government/news/new-campaign-launched-to-help-parents-improve-childrens-diet
https://www.gov.uk/government/news/new-campaign-launched-to-help-parents-improve-childrens-diet
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Figure 23: Healthy life expectancy at birth, England, for males and females, from 2011-
13 to 2018-20.
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Source: ONS, Health State Life Expectancies, Health state life expectancy, all ages, UK - Office for National Statistics (ons.gov.uk)

Smoking prevalence

192. In 2019, smoking was the risk factor accounting for the greatest attributable
burden of death, and the third leading risk factor attributable to Years Lived with
Disability (YLD) in England®. Between 2011 and 2019, adult smoking prevalence in
England has decreased by almost a third (28.4%) (Figure 24). In 2011, 19.4% of
adults smoked, compared to 13.9% in 2019. In 2019, smoking prevalence was
almost twice as high in the most deprived decile of local authorities® compared to
the least (16.9% compared to 9.1% respectively).

193. Due to a change in data collection methods during the COVID-19 pandemic,
smoking prevalence data from 2020 Q2-Q4 is not currently comparable with
previous years however there is ongoing work at ONS to adjust the data to make it
comparable.

5 Global Burden of Disease (2019).

6 Deprivation deciles defined by grouping lower-tier local authorities according to their 2019 Index of Multiple Deprivation score.
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Figure 24: Adult smoking prevalence (18+ years) in England, 2011 to 2019.
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Under-75 mortality rate from cardiovascular diseases considered preventable

194. In 2019, cardiovascular disease was the health condition accounting for the
second greatest number of deaths in England (after cancer)’. Between 2007-09
and 2017-19, the under-75 mortality rate from cardiovascular diseases considered
preventable in England decreased from 39.3 to 28.0 per 100,000 (Figure 25). The
rate has remained higher for males than females (40.8 compared to 15.9 in 2017-
19 respectively), however both males and females have also observed a decrease
in rates over the course of the time-series.

7 Global Burden of Disease (2019).
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Figure 25: Under-75 mortality rate from cardiovascular disease considered

preventable (rate per 100,000 population).
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Obesity prevalence (adults)

195. In 2019, a high body mass index (BMI) was the leading risk factor attributed to
Years of healthy life lost due to disability (YLDs) in England®. Between 2009 and
2019, adult obesity prevalence increased from 23.0% to 28.0%; a 21% increase
(Figure 26). In 2019, prevalence was higher among females (29.0%) compared to

males (27.0%), however this difference is not statistically significant®.

Figure 26: Adult (16+) obesity prevalence in England, 2009 to 2019.
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Source: NHS Digital, Health Survey for England (2019). Health Survey for England 2019 [NS] - NHS Digital

8 Global Burden of Disease (2019).
9 HSE 2019 Overweight and obesity in adult and child (digital.nhs.uk)
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Obesity prevalence (Children — aged 2 to 15)

196. Between 2009 and 2019, childhood obesity prevalence increased from 15.7% to
16.3% (Figure 27). In 2019, an estimated 1.6 million children aged between 2 and
15 were obesel®. Prevalence in 2019 was statistically significantly higher among
males (19.9%) compared to females (12.6%).

197. The National child Measurement Programme (NCMP) records children's height
and weight at the first and last years of primary school. During the 2020-21%!
school year, obesity prevalence in Reception increased by 4.5 percentage points
(from 9.9% to 14.4%), and 4.5 percentage points (from 21.0% to 25.5%) in Year 6
when compared to the 2018-19 school year®?.

Figure 27: Childhood (age 2-15) obesity prevalence in England, 2009 to 2019.
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Source: NHS Digital, Health Survey for England (2019). Health Survey for England 2019 [NS] - NHS Digital

Physical activity

198. Regular physical activity'®> among adults acts as a protective factor for conditions
such as coronary heart disease, obesity and type 2 diabetes, and mental health
problems, as well as social isolation'* %>, Regular physical activity among children is

10 HSE 2019 Overweight and obesity in adult and child (digital.nhs.uk)

11 NCMP data collection was impacted due to the COVID-19 pandemic. Data is inclusive of upper-tier local authorities who submitted 75+% of child measurements
compared to previous years; 25 UTLAs in total. The sampling approach enables estimates of prevalence at national level.

12 National Child Measurement Programme, England 2020/21 School Year - NHS Digital

13 'Active levels' of physical activity are defined in the Chief Medical Officer's guidelines for physical activity, as achieving an average of 150+ minutes a week of
physical activity for adults, and an average of 60 minutes per day for children and young people.

14 PHE. Health matters: physical activity - prevention and management of long-term conditions (2020). Health matters: physical activity - prevention

and management of long-term conditions - GOV.UK (www.gov.uk)

15 DHSC. UK Chief Medical Officers' physical activity guidelines (2020). Physical activity guidelines: UK Chief Medical Officers' report - GOV.UK (www.gov.uk
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199.

associated with improved mental health and cardiovascular fitness and
contributes to a healthy weight status®?'’,

Adult physical activity levels have decreased since a peak of 63.27% in the period
November 2018 to November 2020, with males remaining more likely to be
physically active than women (Figure 28). Disruption due to the COVID-19
pandemic has likely impacted activity levels between 2019-20 and 2020-2118,

Figure 28: Physically active adults in England (%), 2015-16 to 2020-21.
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Source: Active Lives Survey, Sport England Active Lives | Sport England

200.

Levels of physical activity among children and young people have increased from
43.3% in 2017-18 to 44.6% in 2020-21, peaking at 46.8% in 2018-19 (Figure 29).
Activity levels have fallen among boys since 2017-18, and for the first time in
2020-21, boys and girls were equally likely to be active. School closures and
disruption to sporting activities due to the COVID-19 pandemic are likely to have
impacted physical activity levels in 2019-20 and 2020-21%° 20,

16 PHE. Health matters: physical activity - prevention and management of long-term conditions (2020). Health matters: physical activity - prevention and

management of long-term conditions - GOV.UK (www.gov.uk)

17 DHSC. UK Chief Medical Officers' physical activity guidelines (2020). Physical activity guidelines: UK Chief Medical Officers' report - GOV.UK (www.gov.uk)

18 Sport England. Active Lives Adult Survey: November 2020-21 report. Active Lives | Sport England

19 Sport England. Active Lives Children and Young People Survey: Academic year 2020-21. Active Lives | Sport England
20 Sport England. Active Lives Children and Young People Survey: Academic year 2019-20. Active Lives | Sport England
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Figure 29: Physical activity in children (%), England, 2017-18 to 2020-21.
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Deaths from drug misuse (age-standardised mortality rate per 100,000)

201. See Figure 30. In 2019, drug use was the 10th leading risk factor attributed to YLDs
in England?l. The rate of deaths from drug misuse in 2020 was 1.9 times higher
the rate is 2012 (the year with the lowest rate in the time series); 52.1 deaths per
100,000 compared to 28.0 respectively. Drug-related deaths are driven by deaths
related to opiates however, there has been an increase in deaths related to other
substances. Across Europe, the number of new heroin and morphine users has
fallen, whilst deaths involving the same substances have increased; this suggests
that there is an ageing cohort of drug users who are more vulnerable to
overdosing and the health impact of long-term usage??.

21 Global Burden of Disease (2019).
22 ONS. Deaths related to drug poisoning in England and Wales: 2020 registrations. Deaths related to drug poisoning in England and Wales - Office for National
Statistics (ons.gov.uk
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Figure 30: Deaths from drug misuse (rate per 100,000), England 2010 to 2020.
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Source: ONS, Deaths related to drug poisoning, England and Wales. Deaths related to drug poisoning, England and Wales - Office for
National Statistics (ons.gov.uk)

Personal Protective Equipment (PPE)

202.

203.

204.

To note, PPE is covered in several areas of this Report, most notably: ‘Funding’
from paragraph 283; Stock issues (from paragraph 206), Contracts (from
paragraph 677 and Fraud (from paragraph 746) in the Accountability Report
sections; and, within the Notes to the Accounts section.

As shown in Figure 31, during 2021-22, the Department successfully provided an
uninterrupted supply of free COVID-19 PPE to the health and social care sector;
between April 2021 and March 2022 we distributed 9.9 billion items. In January
2022, the Department announced that the commitment to provide free PPE
would be extended to March 2023.

Having taken on the responsibility for the supply and distribution of COVID-19 PPE
in the crisis, that responsibility remained with the Department throughout the
reporting year. The Department retained responsibility during the financial year,
but responsibility for distribution transferred to NHS Supply Chain from April
2022. The NHS Supply Chain is working to integrate the provision of PPE to acute
settings through the existing infrastructure to remove any duplication from the
operation and operate the PPE portal and associated distribution network for
other settings.
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Figure 31: Number of PPE items distributed each week during the 2021-22
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Source: PPE distribution statistics (England) - GOV.UK (www.gov.uk)

205

206.

207.

. The Department will continue to work with NHS Supply Chain to deliver a PPE

supply chain for the NHS which the wider health and care sector can access,
including primary care (general practice, community pharmacy, dental and
optometry); adult social care (support to adults with physical or learning
disabilities, or physical or mental illnesses); and non-acute settings such as
palliative and end-of-life care providers.

Prior to the pandemic, we did not hold national data on trust stock levels of PPE as
in normal times it is a low-cost, easily available item. Efforts to estimate the
reasonable-worst case requirement for PPE began in early March 2020, based on
Infection Prevention Control (IPC) guidance, at first covering direct COVID care in
acute settings. That early modelling was based on reasonable worst-case
scenarios for the virus, from SAGE, and our understanding of how much PPE
would be required in those scenarios. We planned on a reasonable worst-case
scenario, which never emerged. In addition, plans were based on the expectation
that all PPE would be single use, when in practice items such as goggles and visors
were used for sessions and also reused, resulting in materially lower actual
demand.

Figure 32 shows the percentage level of stock for each category of PPE at the time
the chart was produced. This is broken down by current stock, the expected stock
levels in 30 days and the expected stock levels in 90 days.
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Figure 32: Critical PPE volume levels for March 2022 (all critical PPE products were
above their target volume level throughout 2021-22)
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Source: Stockpile of personal protective equipment (PPE) on 30 November 2020 - GOV.UK (www.gov.uk)

208. Demand for PPE is now waning as countries move towards a living with COVID
strategy, and other countries with surplus stock enter the marketplace for re-sale.
This has nevertheless contributed to a reduction in our forecast cost of storage, by
£1.5 million per year, with storage costs currently approximately £24m per month.

209. The priority has been, and continues to be, to sell, donate, repurpose, or recycle
whatever we can. Nevertheless, there are some PPE products that cannot be
reused or recycled. The majority of PPE items are designed to be single use and
disposed of as medical waste, so are often made up of complex chains of
polymers. These items cannot be broken down for recycling. As a result, many of
the products that we hold are not able to be fully recycled and around half are
completely non-recyclable.

210. In March 2022, an online auction was launched to sell PPE so that individuals and
companies may bid for our excess stock. Details are available on Gov.UK. The first
round of the auction went on to successfully sell 240 pallets for £46,270.

211. In March 2022, contracts were awarded to two expert waste service providers.
These Lead Waste Providers will review the feasibility of recycling each item
across our excess and provide detailed options. Going forward, in order to reduce
storage costs, the speed of the programme will be accelerated. This is particularly
the case for stock that is likely to become out-of-date before it is ever used and is
unsuitable for recycling. As at September 2022, for every pallet of PPE that is sold,
repurposed, donated and recycled, it is estimated that taxpayers save on average
£2.64 of storage costs per pallet of PPE per week.

212. The Department has retained ownership of all stock into the 2022-23 financial
year, including continuing to progress the work on sales, donations, and disposals.
We will work with our Lead Waste Providers to examine wider disposal options
including through ‘energy from waste’ processes. Environmental concerns will be
key, and we will be taking into consideration the Government’s waste hierarchy,


https://www.gov.uk/government/publications/dhsc-excess-personal-protective-equipment-ppe-for-sale
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prioritising recycling, and then energy from waste for the proportion of stock
which we hold that cannot be recycled.

The PPE contracts themselves represent a significant commercial challenge: a
series of high value contracts let at the height of the pandemic and in the context
of a global shortage of PPE has resulted in a suite of quality issues, aligned with
complex contractual relationships, in a high profile and high scrutiny environment.

The Department’s PPE Procurement Team worked through the contracts to
maximise the value obtained from taxpayer’s money by reducing incoming PPE
contracts. By February 2022, the Department had negotiated the cancellation or
variation of contracts to reduce the original supply of PPE by 1.21 billion items
with an associated reduction in value of £572 million.

The Department formed a Dissolution Team in early 2022 of commercial
specialists that will continue to work through 2022-23, with quarterly targets to
achieve resolution of contracts that have not performed to the standards the
Department expects or would want.

Priority outcome 5: Improve social care outcomes through an affordable, high-quality

and sustainable adult social care system

216.

217.

218.

The Department is in the process of developing an overarching evaluation
framework for our Adult Social Care reforms, including engaging with a diverse
range of voices across the sector and those who draw on care and support, to
identify measures of success for the three-year objectives in our 10-year vision.

The evaluation framework will allow us to articulate the interaction between the
intended impacts of individual policies and identify appropriate and proportionate
approaches to evaluation.

Tables 3 to 8 show areas that are currently measured and publicly reported
against, with the most recent available data provided.

Table 3: Percentage of Care Quality Commission locations with overall rating of
outstanding/good

Date Percentage good or outstanding |
31 July 2022 79% Good
5% Outstanding
31 July 2021 80% Good
5% Outstanding
31 March 2020 80% Good
5% Outstanding

Source: CQC State of Care / Release Schedule: Annual
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Table 4: Social care-related quality of life

Year ‘ Social Care Related Quality of Life (out of 24)
2020-21 19.0
2019-20 19.1

Source: Adult Social Care Outcomes Framework Release Schedule: Annual

Table 5: Carer reported quality of life
2021-22 7.3
2018-19 7.5

Source: Personal Social Services Survey of Adult Carers in England / Release Schedule: Every 2 years

Table 6: Percentage of people who use social care services who say that those services
have made them feel safe
Percentage of people who use Social Care Services who say that

those services have made them feel safe

2020-21 88.0%
2019-20 86.8%

Source: Adult Social Care Outcomes Framework / Release Schedule: Annual

Table 7: Staff turnover rate for directly employed staff working in the adult social care
sector

Year ‘ Staff Turnover Rate (%)
2020-21 28.5%
2019-20 30.4%

Source: Skills for Care / Release Schedule: Annual

Table 8: Vacancy rate in adult social care sector

Year ‘ Vacancy Rate (%)
2020-21 6.8%
2019-20 7.3%

Source: Skills for Care / Release Schedule: Annual

219. Throughout 2021-22, the Department has taken steps to protect the adult social
care (ASC) sector from COVID-19 and mitigate other risks to the system. Alongside
responding to COVID-19, the Department has focused on other measures to build
the system sustainability.

Overview of support to the ASC sector to meet the challenges of COVID-19

220. In 2021-22, the Department continued to work closely with the adult social care
(ASC) sector and public health experts to put in place guidance to keep safe
people who used care and support services during COVID-19. This included
ensuring they had access to COVID-19 testing, vaccines, PPE, as well as providing
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funding to local authorities and adult social care providers for enhanced infection
prevention and control (IPC).

Throughout the year, the Department worked closely with UKHSA to update
guidance in line with the latest clinical evidence. The Department produced
guidance across all the key elements of the COVID-19 response in adult social
care, and for all types of settings. The Department also provided further support
with implementing policy changes through communications and events.

The Department worked closely with partners to understand the challenges facing
the sector and to shape and deliver support. Alongside ad hoc engagement,
officials worked through several stakeholder groups to enable data and
intelligence to reach the Department as well as two-way feedback on response
planning. This was in addition to working with partners on specific issues and
support.

The Department also continued to maintain a strong regional presence through
the Regional Assurance Team, made up of staff with front-line delivery
experience. The team worked very closely with partners at a regional level,
including the Association of Directors of Adult Social Services (ADASS) and CQC.

Throughout the year, ASC Group worked with UKHSA to strengthen and expand
the COVID-19 testing regime in adult social care and NHSE to deliver doses of the
COVID-19 vaccine. This included establishing and monitoring the operational and
logistics arrangements around testing provision, delivery, processing, and
reporting.

To drive take-up of the COVID-19 vaccine in the ASC sector, the Department
worked with NHSE on monitoring, data-collection, communications and removing
practical barriers to ASC staff and care recipients accessing the vaccine.

In April 2021, the existing Infection Control Fund and Rapid Testing Fund were
amalgamated into the Infection Control and Testing Fund. This provided £341
million to support the adult social care sector to reduce transmission of COVID-19
within and between care settings until 30 June 2021. This was extended again in
June, with £251.3 million between 1 July and 30 September. At this point, the
total ring-fenced funding provided over the course of the pandemic was £1,490
million for infection prevention and control and £396 million to support testing
(£345 million for IPC and £247 million for testing in 2021-22).

The Department extended funding for designated settings as part of the £478
million made available to support hospital discharge over the winter and support
Designated Settings Indemnities from September, until 31 March 2022.
Designated settings provided a CQC-assured setting for those who were
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228.

229.

230.

231.

232.

233.

234.

discharged from hospital whilst positive for COVID-19, to ensure they were
isolated from the wider care home population.

The Department held a weekly visiting stakeholder working group throughout the
first part of the year. The group provided views from the sector on how current
guidance was being implemented, what the challenges were, and
recommendations for changes at each step of the national Roadmap out of
Lockdown (February 2021). These recommendations were considered alongside
clinical advice to develop guidance at each step.

Restrictions on visits into and out of care homes, and care home admissions were
gradually relaxed as we moved along the ‘Roadmap’. Between 8 March and 19
July 2021, the Department made five updates to visiting guidance to ensure that
the restrictions in place were proportionate to the risk to health and wellbeing of
care home residents.

PPE for all COVID-19 needs of the ASC sector has been provided for free since 18
September 2020. During the period 1 April 2021 to 31 March 2022 the
Government provided PPE guidance which was specifically tailored to the ASC
sector; for example the ‘How to work safely guidance’ with documents for the
care homes and domiciliary care (applicable to other care settings) respectively.
This was updated in line with the latest available clinical evidence.

Following a significant update in May 2021, the Department held webinars for the
sector hosted by the Chief Nurse for ASC, Deborah Sturdy, to answer FAQs and
support implementation of the guidance.

In September 2021, the Department conducted a review of all ASC guidance
related to COVID-19. This was to ensure that the guidance remained clear,
proportionate, up to date, and useful to the sector. The review drew on the
recommendations of Sir David Pearson’s review of the 2020-21 Adult Social Care
Winter Plan and contributions from UKHSA, and other partners, including: Carers
UK, The National Care Forum, Care England, ARCO (PPE suppliers), Alzheimer’s UK
and care providers.

Having coproduced standard operating procedures (SOP) with NHSE and NHSI for
delivering COVID-19 vaccines, the Department and its partners continued to
deliver a programme of work to drive vaccine uptake in adult social care.

The Department also conducted a targeted year-long communication campaign,
providing bespoke materials for providers including a stakeholder toolkit, Q&A,
leaflets for staff, posters, guidance, and an employer toolkit. The Department
communicated directly with frontline workers and providers via webinars, letters,
paid advertising, online social media content, blogs, and case studies. Since the
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beginning of the vaccines rollout in December 2020, the Department has hosted 7
webinars in support of vaccines deployment, tackling hesitancy and driving uptake
in the sector.

In November 2021, the Department published Adult social care: COVID-19 winter
plan 2021 to 2022. The plan built on Sir David Pearson’s review of the Winter Plan
2020 to 2021 and included a response to his recommendations. It set out the
Government’s planned national support for the ASC Sector over the winter, as
well as the principal actions to be taken by local authorities, NHS organisations
and ASC providers across all settings.

In August 2021, the Department announced a further 6-month extension to the
Infection Control and Testing Fund — providing a further £388.3 million until 31
March 2022. This included £25 million specifically to support social care staff with
the costs of travelling to receive COVID-19 or flu vaccinations and ensuring that
they were paid their usual wages to do so. By the time the Infection Control and
Testing Fund concluded in March 2022, it had provided £1.81 billion for infection
prevention and control (including the £60 million un-ringfenced Omicron Support
Fund, which was provided in January 2022 to help the ASC sector deal with
additional pressures caused by the Omicron variant), as well as £523 million for
testing.

In October 2021, the Department established the £162.5 million Workforce
Recruitment and Retention Fund (WRRF) to support recruitment and retention of
adult social care staff, including helping to meet the cost to cover absence due to
self-isolation or illness. The Department announced a second round of the WRRF
(totalling £300 million) in December 2021 to enable local authorities and providers
to address adult social care workforce capacity pressures through recruitment and
retention activity in their geographical area. The fund came to an end at the end
of March 2022.

In January 2022, the Department announced that it would continue to provide
free PPE for the COVID-19 needs of the adult social care sector until the end of
March 2023. Also in January, the Department provided an extra £60 million to
local authorities to help them support the adult social care response to the COVID-
19 Omicron variant through the Omicron Support Fund.

As evidence emerged of the increased transmissibility of the Omicron variant, the
Department enacted its contingency plan for new variants of concern in adult
social care to rapidly put in place additional measures to protect care homes,
residents, and staff.
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From 25 November 2021 to 31 March 2022, the Department regularly updated
guidance to reflect the changing situation and clinical advice. Through guidance on
14 December, the Department reintroduced some restrictions in relation to
visiting and admissions in care homes, in response to the Omicron variant. The
Department then eased some restrictions on 31 January, with isolation periods for
care home residents reduced in line with new clinical advice on 22 March.

In December 2021, the Department set-up the Winter Steering Group (WSG). The
group brought together policy teams within the Department with clinical experts
in UKHSA, representatives of local authorities and local government, directors of
public health, NHS England and the CQC to review planning and response and
ensure any intelligence and data from the front-line was reaching the
Department.

The Department also established the Senior Stakeholder Group to communicate
with national organisations representing care providers about our planning and
allow them a chance to input and provide feedback directly. These groups ran
alongside the COVID-19 ASC working group of stakeholders (CAWGS), a diverse
group of sector stakeholders set up in September 2021 to support ongoing
delivery of work in response to COVID-19.

The Department also established the Vaccine Booster Taskforce to coordinate and
drive uptake of boosters and flu vaccinations among social care workers during a
period of increased response over Winter 2021. The taskforce, chaired by Sir
David Pearson, regularly met to coordinate and accelerate vaccination within care
homes and other care settings, and published a good practice guide ‘Protecting
the Adult Social Care: Good Practice for Local Booster Vaccination’ on 4 February
2022, aimed at integrated care systems, local authorities, and adult social care
providers.

The Department continued to work with UKHSA health protection teams, local
authorities, NHS Regional Teams, and care home providers to monitor and
address risks, including COVID-19 outbreaks. In February 2022, the Department
reduced the normal length of an outbreak to 10 days following the last positive
case. This followed a report from the SAGE Social Care Working Group that
considered outbreak arrangements.

Following the publication of the Living with COVID-19 Strategy, the Department
conducted a further review of guidance. This resulted in most COVID-19 guidance
for Adult Social Care being removed and replaced with ‘Infection prevention
control: resource for adult social care’, supported by a COVID-19 supplement
(March 2022). All remaining COVID-19 visiting restrictions were removed on 4
April 2022, although outbreak management procedures for care homes remain in
place.



https://socialcare.blog.gov.uk/2022/02/04/protecting-the-adult-social-care-sector/
https://socialcare.blog.gov.uk/2022/02/04/protecting-the-adult-social-care-sector/
https://www.gov.uk/government/publications/infection-prevention-and-control-in-adult-social-care-settings/infection-prevention-and-control-resource-for-adult-social-care
https://www.gov.uk/government/publications/infection-prevention-and-control-in-adult-social-care-settings/infection-prevention-and-control-resource-for-adult-social-care
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A key component of the Department’s work is to ensure a sustainable adult social
care system, including identifying approaches that help to maintain and build
capacity and capability across all care settings. This included its interactions with
partners at regional and local levels who continued to provide local intelligence
and insight to support the Department’s oversight of the ASC system. It covered a
range of risks, including system capacity, provider viability, workforce, and cost
pressures such as inflation.

In relation to provider viability, the Department continued to develop and carry
out monitoring through regular assessment of the market to determine whether
further intervention might be required. The Department maintained its well-
established and well tested contingency plan to ensure readiness to respond in
the event of major provider failure, under which the Department would
coordinate a system-wide response to support local authorities in discharging
their duty to secure continuity of care for people with care and support needs.

In December 2021, the Department confirmed the details of its £1,360 million
Market Sustainability and Fair Cost of Care Fund of which £160 million is being
made available in 2022-23, and £600 million in both 2023-24 and 2024-25. The
Fund will support local authorities to prepare their markets for reform and move
towards paying providers a fair cost of care.

The Workforce Recruitment and Retention Fund (WRRF), national recruitment
campaign and existing systems in place for rapid DBS-checks and induction for
new recruits bolstered staffing to enhance overall workforce capacity. In addition,
the Department, worked with key partners - UKHSA, the Operational Resource
Centre and sector stakeholders - to monitor the ongoing picture and respond to
emerging local workforce pressures.

Additionally, in February 2022, the Government changed the immigration rules to
enable overseas recruitment of care workers and added the roles to the shortage
occupation list (SOL) which reduced the salary threshold down from £25,600 to
£20,480. Early indications — such as several oversubscribed training seminars and
stakeholder feedback — suggest this new recruitment route has been welcomed by
the sector.

On 24 March 2022, the Department published the Adult Social Care Infection and
Testing fund guidance and grant conditions to set out how the Department expect
funding to be used and to drive best practice, and consistency, in understanding
and reporting local provider costs and risks to local markets. Alongside this,
intelligence from internal data sources, other Government Departments and
funded partners helped identify where local authority support had been most
needed. The Department’s Regional Team provided local intelligence and



https://www.gov.uk/government/publications/adult-social-care-infection-control-and-testing-fund-round-3
https://www.gov.uk/government/publications/adult-social-care-infection-control-and-testing-fund-round-3
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expertise to provide intensive and targeted support. The Department continue to
fund improvement activity at a local and regional level.

23

NHSX continued to build on the NHS App; a complex ‘tech’ project that has
enabled millions of people to travel and go to events more safely. Adding the NHS
Covid Pass to the NHS App led it to become the most downloaded free iPhone™
app in 2021-22, downloads were seen to have increased from 2 million users to
over 24 million.

In partnership with the seven NHS England Regions, NHSX supported the scale up
of remote monitoring services for care home residents and patients with key long-
term conditions, enabling over 200,000 people with long-term conditions into
programmes that let their clinicians monitor how they’re doing remotely.

Improving digital maturity remained a key component of NHSX’s work. On 31
August 2021, NHSX published the What Good Looks Like framework outlining the
vision for what a good digital NHS or social care organisation should look like and
clarifying how tech funding should be made available to the system through the
Who Pays For What publication.

By the end of the reporting year, supporting the wider UK Government response
to the war in Ukraine became a key focus for the Department. By the end of
March 2022, the Department (with NHSE and the Devolved Administrations) had
donated over 5.2 million items of donated medicines and medical supplies into
Ukraine. These included critical supplies such as wound care packages, PPE,
bandages, antibiotics, and analgesics.

After receiving a request from a charity operating out of Poland, the Department
and NHSE arranged to evacuate 21 Ukrainian paediatric oncology patients and
their families to England to continue life-saving treatment. The Department
continues to work with Local Authorities to support the families as they move into
long-term accommodation.

Following the establishment of the Ukraine Family and Homes for Ukraine visa
schemes, the Department has been working with NHS England and UKHSA to
ensure that those arriving into England can access the healthcare they need and
has worked across Government to develop welcome packs and hubs to support on
arrival to the UK. On 17 March 2022, the Department amended charging
regulations to guarantee free access to healthcare for any Ukrainian in the UK
with a visa.

2 To note — as of 2022 NHSX is now referred to as the Digital Transformation Directorate.


https://www.nhsx.nhs.uk/digitise-connect-transform/what-good-looks-like/what-good-looks-like-publication/
https://www.nhsx.nhs.uk/digitise-connect-transform/who-pays-for-what/
https://www.gov.uk/guidance/apply-for-a-ukraine-family-scheme-visa
https://www.gov.uk/register-interest-homes-ukraine
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The Department has also been working with partners to ensure no impacts on
domestic health and social care services arose. This included closely monitoring
critical supply chains, encouraging ALBs to diversify their commercial
arrangements away from Russian or Belarussian suppliers, and working with
Trusts and Adult Social Care providers to bolster their cyber security resilience.

The Department has followed cross government requirements relating to
assessing and managing the exposure of the Group to entities and individuals
subject to the Russian financial sanctions regime. This included following the
guidance in Procurement Policy Notice 01/22: Contracts with Suppliers from
Russia_and Belarus, which instructs that contracting authorities should consider
how they can further cut ties with companies backed by the states of Russia and
Belarus. The risk of exposure of the Departmental Group to such suppliers has
been assessed as low.

The current economic environment and general global instability has contributed
to inflationary pressures that will affect the financial position of the departmental
group going forwards.

A full assessment of the impact of the current rates of inflation is ongoing and may
fluctuate over time in response to changing economic conditions. The Department
is monitoring the situation and working with HM Treasury to fully assess the
impact of current inflationary pressures. This analysis includes the potential
impact on health and social care, capital, and workforce.

The majority of the DHSC Group budget is spent in the NHS, for which the
Government agreed a Long-Term Settlement in 2018. This committed funding
increases of £12.4 billion by 2020-21, rising to £33.9 billion by 2023-24, and fully
funded the NHS’s own Long-Term Plan. On top of this, the government provided a
further £16.3 billion in 2021-22.

The additional £16.3 billion increases the NHS’s total Revenue Departmental
Expenditure Limit (RDEL) total to £150.6 billion, which includes £1.1 billion to
reduce NHS waiting lists through tackling the elective backlog, £2.4 billion for the
deployment of COVID-19 vaccinations in NHS settings, £1.1 billion for enhanced
discharge programmes, £0.4 billion to expand mental health services and
additional funding for the costs of testing in NHS settings, enhanced flu
programme and dental recovery.

This approach to supporting the NHS through the pandemic has seen a significant
improvement in the financial position of frontline NHS organisations, with the NHS
provider sector ending the financial year with a healthy aggregate surplus.


https://www.gov.uk/government/publications/procurement-policy-note-0122-contracts-with-suppliers-from-russia-and-belarus
https://www.gov.uk/government/publications/procurement-policy-note-0122-contracts-with-suppliers-from-russia-and-belarus
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265. Against this total budget, the NHS has ended the year with a net underspend of
£1.2 billion, mainly driven by capacity pressures in hospitals and other healthcare
settings due to the Covid-19 Omicron variant, which slowed down spending on
normal NHS commissioning activity and service transformation.

266. Funding was agreed at prudent levels and has fully funded the direct and indirect
costs to the NHS in 2021-22. In addition, savings have arisen in business as usual
(BAU) budgets i.e., non-COVID-19 related core NHS services, as the NHS rightly
focussed more on the COVID-19 operational response.

DHSC Group Financial performance

267. The Department is accountable to Parliament for ensuring that total spending by
all bodies within the Department for Health and Social Care Group is contained
within the overall budgets approved by Parliament per Table 9.

Table 9: DHSC Departmental Outturn 2021-22 against Parliamentary & HM Treasury
Controls

Budget Key disclosure

notes/further detail

£m

Parliamentary Controls:

Resource Departmental Expenditure Limit (RDEL) 186,895 183,548 3,347 SOPS 1.1, Annex B
of which: Resource Administration 3,398 2,675 724 SOPS 1.1, Annex B
Capital Departmental Expenditure Limit (CDEL) 10,447 9,119 1,328 SOPS 1.2, Annex B
Resource Annually Managed Expenditure (RAME) 49,000 47,971 1,029 SOPS 1.1
Capital Annually Managed Expenditure (CAME) 15 0 15 SOPS 1.2
Non-budget - Prior Period Adjustment 0 2,547 (2,547) SOPS 1.1, Annex B
Net Cash Requirement 170,581 163,476 7,105 SOPS 3
Further HM Treasury Controls:
Ringfenced Resource DEL 1,580 2,753 (1,173) Annex B
Non-ringfenced Resource DEL 185,315 180,795 4,520 Annex B

Note: some figures in above table may not cast due to rounding.

268. As referenced in the key finance facts earlier in the Performance Report and in
Table 9, the Department for Health and Social Care Group had underspends of
£3.3 billion on its Resource Departmental Expenditure Limit (RDEL) £1.3 billion on
its Capital Departmental Expenditure limit total, £7.1 billion on its Net Cash
Requirement (NCR) control total and £1.0 billion on its Resource Annually
Managed Expenditure (AME) control total.

Annually Managed Expenditure (AME)

269. Expenditure that HM Treasury has determined is treated as Annually Managed
Expenditure is demand-led and volatile, being subject to many variables outside
the Department’s direct control, such as changes to the discount rates in
measuring the value of long-term provisions liabilities. Note 16 in the Financial
Statements section of this report provides further detail.
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As part of producing their accounts for 2021-22, NHS Resolution undertook a
review on the timing of their settlement payments, which identified the need to
increase their 2020-21 provisions expenditure by £2.5 billion. HM Treasury
budgeting convention requires that Parliament is notified of this expenditure from
the prior year through the Statement of Parliamentary Supply. As the change
wasn’t known about at the time of setting budget requirements in Supplementary
Estimates, it will result in a breach of a Parliamentary control known as ‘non-
budget expenditure’.

The Department for Health and Social Care Group underspent against its cash limit
by £7.1 billion. The cash limit was set as part of the Supplementary Supply
Estimates and included cash to support the resource and capital budgets as well
as an estimate of working capital required. Around £5.8 billion of the underspend
can be explained by the resource non-ringfenced DEL and capital DEL underspends
of £4.5 billion and £1.3 billion respectively. The balance is due to actual working
capital being lower than estimated.

The 2021-22 outturn against the Department for Health and Social Care Group’s
spending controls, is shown in Table 9. The following paragraphs, supported by
Table 10 and Table 11, provide further information about the nature of the spend
and underspends incurred by the Department for Health and Social Care Group
during 2021-22 in relation to RDEL and CDEL.

As part of Government’s response to the Coronavirus pandemic the Department

for Health and Social Care Group received:

e £39.2 billion additional RDEL funding - including; £16.0 billion for the Test and
Trace programme, £13.7 billion for the NHS to support the frontline response
to the pandemic, £5.1 billion for the procurement, supply and deployment of
the COVID-19 vaccine, £2.4 billion for the procurement and supply of personal
protective equipment, £1.1 billion for infection control fund and other COVID-
19 grants, £0.4 billion for COVID-19 treatments, £0.3 billion for the Managed
Quarantine Service and £0.1 billion for Ventilators and the Critical Care
National Stockpile.

e £1.2 billion additional CDEL funding - mainly including £0.6 billion for the NHS,
negative £0.2 billion for the Test and Trace programme and £0.9 billion for the
procurement, supply, and deployment of the COVID-19 vaccine.
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Revenue funding and expenditure analysis

Table 10: Resource DEL

Resource DEL Non ring-fenced (RDEL NRF

NHS business as usual activities 134,315 133,670 1,220
Non-NHS business as usual activities 11,812 10,323 43,957
NHS Test & Trace 16,045 15,154 181
NHS COVID-19 13,698 13,329 369

Vaccines supply and deployment ; 5,036 4,629 407 631 1,715
Personal Protective Equipment 2,361 1,918 443 6 (875)
Infection Control and other grants 1,130 1,110 20

COVID -19 treatments 440 362 79 895 1,774
Managed Quarantine Service 329 268 60

Ventilators and Critical Care Stockpile 150 32 118 260

Total 185,315 180,795 4,520 2,753 47,971

Note: some figures in above table may not cast due to rounding.

NHS Response

274. The NHS was allocated COVID-19 revenue funding of £16.3 billion to support the
frontline response to the pandemic (comprising the £13.7 billion shown in the
table above, and the NHS’ allocation of vaccine deployment and test and trace
funding). The funding supported specific initiatives such as the recovery of elective
services, enhanced patient discharge scheme, expansion of the flu programme
and mental health service recovery.

NHS Test and Trace (NHSTT)
275. NHS Test and Trace (NHSTT) was allocated revenue funding of £16.0 billion and
spent £15.2 billion on:
e Creating and maintaining daily capacity for tests, establishing over 880 testing
sites
e Providing rapid LFD tests for citizens
e Conducting COVID-19 tests since March 2020,
e Contacting people to notify them to self-isolate,
e Operating the NHS COVID-19 app which has been downloaded over 20 million
times in England and Wales.

276. £7.3 billion of NHSTT’s expenditure relates to inventory, which scores to RDEL on
consumption.

277. The NHSTT £0.9 billion saving against budget was mainly because; the final budget
for the year was agreed during the peak of the Omicron wave which was assumed
to endure into 2022. The change in policy to the Living with COVID strategy
resulted in less than anticipated demand for tests and related activities.
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In 2021-22, the COVID-19 vaccine procurement, supply and deployment
programme was allocated £5.0 billion and spent £4.6 billion on the biggest
vaccination programme in NHS history. This included:

e 88,869,941 vaccinations given

e 179.2 million doses procured

The £0.4 billion saving against budget was predominantly due to the final budget
being agreed during the Omicron wave and when the deployment programme
was delivering surge requirements. The cost of the surge was also less than
anticipated at the time.

The 179.2 million doses were procured to ensure sufficient supply of COVID-19
vaccines to meet the reasonable worst-case scenario and ensure sufficient supply
in the event of a surge scenario.

The Department has non-cancellable contracts for the delivery of COVID-19
vaccines and the onerous contract provision disclosed in Note 16 in the financial
statements confirms the Department estimates a £1.7 billion diminution in
vaccines inventory value in future years. This expenditure scores to the
Department’s Resource Annually Managed Expenditure budget. Safeguarding
public health in this way is likely to result in a proportion of the doses purchased
being surplus to requirements — as set out in the following paragraph.

The £1.7 billion figure above is based on COVID-19 vaccine usage under the most
likely scenario, i.e., based on the latest Joint Committee for Vaccination and
Immunisation (JCVI) advice for 2022-23. However, this does not necessarily mean
all of this stock is excess to requirements as the Vaccine Task Force is working to
ensure there is sufficient supply for more wide-ranging scenarios, including if it is
necessary to rapidly respond to an expansion of eligible vaccination cohorts or a
surge to the whole population (as seen in December 2021 with Omicron). Given
the trajectory of the pandemic is uncertain, the actual write-off of vaccines could
vary significantly.

The PPE programme was allocated revenue funding of £2.4 billion and spent £1.9
billion predominantly on storage and transportation of PPE. Purchases of PPE
related to nitrile gloves, which continue to be bought to meet demand. By the
year end the PPE programme distributed approximately 20 billion items since the
beginning of the pandemic of the 37.5 billion items purchased. The £0.4 billion
saving against budget is primarily due to PPE unit price decreases in comparison to
prevailing market rates at budget setting and lower than forecast PPE purchases.

The £0.9 billion Resource Annually Managed Expenditure (RAME) credit shown in
the table above comprises:
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e A credit of £1.2 billion for the reversal of the onerous contract provision raised
in 2020-21. The provision is utilised when the goods arrive and this RAME
credit ordinarily would give rise to an RDEL cost. However, as we agreed with
HM Treasury to score PPE goods to RDEL on purchase, a further RDEL charge
isn’t required; and

e A RAME cost of £0.3 billion relating to a provision for the estimated future
storage and disposal costs associated with personal protective equipment
inventory that has been impaired to nil value.

Grants programmes in relation to COVID-19 were allocated and spent revenue
funding of £1.1 billion which was mainly distributed to adult social care providers
in England for infection control, prevention and assisting with workforce pressures
in adult social care.

Department for Health and Social Care Group was allocated and spent revenue
funding of £0.4 billion on therapeutic COVID-19 treatments.

The Department procured sufficient supply of COVID-19 antiviral treatments to
meet the reasonable worst-case scenario and ensure sufficient supply in the event
of a surge scenario.

The Department has non-cancellable contracts for the delivery of COVID-19
antiviral treatments and the onerous contract provision disclosed in Note 16 in
the financial statements confirms the Department estimates a £1.8 billion
diminution in antiviral treatment inventory value in future years. This expenditure
scores to the Department’s Resource Annually Managed Expenditure budget.

As reported in Note 8 in the financial statements, the Department estimates the
value of its investment in antiviral treatment inventory reduced by £0.9 billion in
2021-22 for excess inventory which has an expiry date prior to the expected usage
date.

The Department was allocated and spent revenue funding of £0.3 billion on the
Managed Quarantine Service.

The Ventilators and critical care stockpile programme was allocated revenue
funding of £0.2 billion to cover storage costs and inventory items that score to
RDEL on consumption. The saving against budget is due to consumption being
lower than assumed when setting the budget.

Further detail on Non-NHS and NHS business as usual financial performance is
covered in Annex B.



Performance Report

EU Exit expenditure

293. In 2021-22 work was still required to minimise disruptions in the early stages of

the UK’s Departure from the European Union (EU), and to begin to capitalise on
the benefits that can be realised outside of it. To support this work, the
Department received £20 million in 2021-22 and spent £43 million. Further detail
on Non-NHS and NHS ‘business as usual’ financial performance is covered in
Annex B.

Capital funding and expenditure analysis
294. The Department’s capital funding and outturn, broken down by activity, is shown

in Table 11.

Table 11: Capital DEL Spending Breakdown by Activity

Budget (Overl::::z
£m fm

NHS business as usual activities 6,512 6,422
Non-NHS business as usual activities 2,714 2,586 128
NHS COVID-19 580 602 (22)
Vaccine supply and deployment 870 997 (127)
NHS Test and Trace (239) (1,499) 1,259
Personal Protective Equipment 5 8 (3)
COVID-19 medicines, treatments and R&D 6 3 3
TOTAL CDEL 10,447 9,119 1,328

Note: some figures in above table may not cast due to rounding.
295. NHS capital is discussed in detail in Annex B.

Vaccine procurement, supply, and deployment

296. In 2021-22, the COVID-19 vaccine procurement, supply, and deployment

programme was allocated £0.9 billion and spent £1.0 billion capital on the supply
of vaccines to facilitate biggest vaccination programme in NHS history. As part of
HM Treasury budgeting convention, long-term advance payments in excess of £20
million made to secure the supply of vaccines, score to the capital budget. The
£0.1 billion overspend was as a result of long-term advance payments being £0.1
billion higher than estimated when agreeing the final budget.

NHS Test and Trace (NHSTT)
297. As per their budgeting guidance of inventory purchases, HM Treasury decided that

NHSTT inventory purchases should be classified as ‘large’. This means that NHSTT
inventory purchases gave rise to a charge to capital DEL on purchase and a charge
to revenue DEL with an equivalent credit to capital DEL on consumption.
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Given NHSTT carried forward inventory from 2020-21 into 2021-22, NHSTT was
allocated a capital budget of negative £0.2 billion to reflect the assumption that
consumption of inventory would exceed new inventory and other asset purchases.

NHSTT’s capital outturn was negative £1.5 billion and comprised:

e Net inventory of negative £1.8 billion comprising of c£5.8 billion inventory
purchases, such as swabs, chemicals, and lateral flow devices, of which c£7.3
billion was consumed and c£0.3 billion impaired.

NHSTT’s £1.3 billion saving against budget is mainly because; the final budget for
the year was agreed during the peak of the Omicron wave which was assumed to
endure into 2022. The swift decline of infections, coupled with changes in policy
due to the Living with Covid strategy, resulted in lower the anticipated demand for
tests and related activities. Purchasing of inventory was lower than anticipated
and inventory was impaired and written off due to damage and due to the
impairment of the inventories market price.

The PPE programme was allocated capital funding of £5 million and spent £8
million predominantly on storage costs of PPE. HM Treasury were made aware
that PPE capital costs would be higher than the £5 million capital budget agreed in
the Supplementary Supply Estimate.

Further detail regarding financial performance across the DHSC Group can be
found in Annex B of this Report.
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Our performance against other required reporting

Sustainable Development, Sustainable Procurement, Climate Change, Rural Proofing
and Sustainable Construction

Overall performance

303. The latest Greening Government Commitments (GGCs) set targets for
Government Departments and their partner organisations to reduce their impacts
on the environment in the period 2021 to 2025. This includes reducing our
greenhouse gas emissions, waste and water use, as well as procuring more
sustainable products and services, supporting nature recovery, adapting to
climate change and reducing environmental impacts from ICT and digital services.
To support our achievement of these goals, we are currently developing a
sustainability strategy, outlining our specific ambitions for DHSC's estate and
operations. We have also worked to link this strategy with the UN Sustainable
Development Goals (SDGs), contributing to as many as possible, including, but not
limited to, SDG 3 (good health and wellbeing), SDG 12 (responsible consumption
and production) and SDG 13 (climate action).

304. Interms of our progress against the GGCs, in 2021-22, the Department reduced its
overall greenhouse gas emissions (including scopes 1, 2 and 3%%) by 55.7%,
compared to a 2017-18 baseline, exceeding our target reduction of 44% and
supporting Government’s 2050 net zero emissions target for the UK. There was a
significant 89% decrease in emissions related to domestic business flights, from
231.9 tonnes of CO; equivalent in 2017-18 to 23.9 in 2021-22, against a target
reduction of 30%. 71% of our fleet are now ultra-low emission vehicles (ULEV) and
54% are zero emissions; as such, we have successfully met the Government Fleet
Commitment for 2022, requiring 25% to be ULEV. This also puts us in good stead
to achieve the target for a 100% zero emissions fleet by the end of 2027.

305. Our overall waste tonnage has decreased by 20% compared to 2017-18, exceeding
our target reduction of 15%. 19% of our waste went to landfill, and improvements
will be required here to reach our target of less than 5% to landfill by 2025. We
reduced our amount of paper purchased by 68% (from 88,592 reams of A4
equivalent in 2017-18 to 28,175 in 2021-22), surpassing our target reduction of
50%. Within DHSC, we have taken steps to reduce the number of consumer single-
use plastics (CSUP) present across our estate, but these have not yet been entirely
removed; we will continue to identify and work towards eliminating CSUP, largely

24 scope 1 (direct) emissions occur from sources owned or controlled by the organisations e.g. emissions from gas
combustion in boilers, fugitive emissions from equipment such as air conditioning units, or emissions from fleet
vehicles, including those on lease. Scope 2 (indirect) emissions result from energy consumed that is supplied by
another party (e.g. electricity supply in buildings) and purchased heat, steam and cooling. The scope 3 (indirect)
emissions included within this dataset are from official business travel (both domestic and international), which is
paid for by the organisations.


https://www.gov.uk/government/publications/greening-government-commitments-2021-to-2025/greening-government-commitments-2021-to-2025
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those relating to catering, cleaning, and stationery. At this stage, we have not yet
introduced reuse schemes at DHSC. However, in summer 2022, we are planning to
use the Office of Government Property’s ‘Furniture Clearing House’ scheme, to
offer out and redistribute surplus office furniture to other government
departments and agencies as we vacate one of our London office premises.

These figures, however, should be caveated, as they have been impacted
significantly by the pandemic; measures to tackle COVID-19 have triggered large
reductions in business travel and waste and water consumption as many of our
employees have been working remotely. Therefore, we may expect to see a
decline in some of these measures where increased numbers of staff return to the
office, and further targeted interventions will be required if we are to continue to
build on our successes here. More detail on our performance to date is available at
Annex E.

We have continued to promote sustainable procurement through the
Department's commercial activities, ensuring that spend is leveraged to achieve
additional social and environmental benefits. We have implemented and
embedded Procurement Policy Notes 06/20 (Social Value Model) and 06/21
(Carbon Reduction Plan) into commercial practices, and have established working
groups to further develop policies, processes and training in these areas. Our
Standard Contract terms and conditions have been updated to include obligations
on suppliers to provide annual carbon reduction plans and to set contract specific
Key Performance Indicators for social value. A large percentage of our expenditure
is contracted through pan-Government frameworks and contracts managed by
the Crown Commercial Service (CCS), and the Department supports the use of
sustainable procurement within these frameworks. Our food and catering services
are procured through a call off contract from an NHS Shared Business Services
framework, which clearly embeds Government Buying Standards for Food within
the service requirements.

The Department does not hold significant natural capital or landholdings, and our
building estate is concentrated in major towns and cities, with limited space.
Nonetheless, we recognise that we all have a role to play in making space for
wildlife, and so we have incorporated relevant commitments into our upcoming
sustainability strategy, which is currently in development. Through delivery of this
strategy, we aim to maximise our estate’s contribution to nature recovery where
possible, exploring any opportunities to improve biodiversity at our urban office
locations.

As well as helping to mitigate climate change, we must better understand the risks
that changing environments and climate pose to the Department, and build
resilience against these projected impacts, to protect staff, estate, and operations.


https://www.gov.uk/government/publications/procurement-policy-note-0620-taking-account-of-social-value-in-the-award-of-central-government-contracts
https://www.gov.uk/government/publications/procurement-policy-note-0621-taking-account-of-carbon-reduction-plans-in-the-procurement-of-major-government-contracts
https://www.gov.uk/government/publications/procurement-policy-note-0621-taking-account-of-carbon-reduction-plans-in-the-procurement-of-major-government-contracts
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In line with the GGCs, we are now committed to developing a departmental
climate change adaptation strategy (including a risk assessment and action plan)
by 2025. We will strive to complete this as soon as possible within that timeframe.
We have also included relevant commitments in our upcoming sustainability
strategy, which is under development, around incorporating climate hazards into
the Department’s existing risk management and business continuity systems.

More broadly, DHSC worked closely with UK Government partners and other
stakeholders to deliver the COP26 Health Programme in November 2021, and we
continue to support the UK’s international efforts to encourage other countries to
sign up to and implement the commitments within this. One commitment made
by the UK was to build a climate resilient health system. A key part of delivering
this is through contributing to the development of the third National Adaptation
Programme (NAP), which will be published in 2023. The NAP sets out actions that
Government and others will take in response to identified climate risks. This
includes efforts to increase the resilience of health and social care services against
extreme weather and to protect UK public health from climate risks overseas,
particularly from changes in the prevalence of vector-borne diseases. Work is
ongoing across DHSC and with our ALBs to develop specific health actions in these
areas. We are also working with other Government Departments to address risks
to public health in their climate policy initiatives.

Air pollution is also an area of particular significance for the Department, as poor
air quality poses the largest environmental risk to public health in the UK. DHSC is
working with DEFRA and UKHSA to undertake a comprehensive review of how we
communicate air quality information, to ensure that members of the public
understand their impacts on air quality, and that vulnerable groups in particular
are equipped to protect themselves. This review process will be guided by a
steering group, comprising specialists in the fields of air quality science, public
health, behavioural science and digital communications, as well as representatives
from vulnerable communities, the general public and national and local
Government. Members of the steering group will be reaching out to the
communities that they represent, and there will be opportunities for attendees to
share their own learning and best practice as part of the review.

In addition, once the Environmental Principles, set out in the Environment Act
2021, come into effect, DHSC will ensure that due regard is given to these in all
policymaking, to further ensure that the Department takes advantage of
opportunities to prevent environmental damage and enhance the environment.

We have continued to work closely with our incumbent information and
communications technology (ICT) supplier to reduce the environmental impacts of
the Department’s ICT and digital services. Whilst our mobile devices and laptops
have a minimum commercial lifespan of 3 and 5 years respectively, we reuse
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these until they are no longer serviceable, to prevent waste. Our supplier securely
disposes of any redundant ICT kit via a third party, which operates a zero-landfill
policy; they recycle items where possible and provide social value via a prison
recycling initiative. In 2021-22, a total of 87 items were prepared for reuse and
318 were recycled. In terms of the footprint of our data centres and cloud
services, these were responsible for an estimated 1,494 tonnes of CO; equivalent
during this period. During 2022, the Department is transitioning to a new ICT
service provider; this supplier has committed to appoint a designated
sustainability lead, who will work with DHSC to implement new reporting and
monitoring capabilities for energy consumption, carbon emissions and waste.

314. The Department is currently undertaking works to refurbish some areas within its

315.

316.

317.

318.

second headquarters at Quarry House, Leeds. There are two active contracts for
this project, both from public sector procurement frameworks where
environmental sustainability and social value are integral to the supplier selection
process. Whilst the scope of this refurbishment is too small to derive a meaningful
BREEAM rating, there has been significant sustainability activity here. Of the
46.76m?3 of waste generated to date, the project is averaging a 96% recycling rate,
with some furnishings having been donated for reuse, including to the local prison
service. Around 34% of the total project spend has been in the local area and 68%
of labour has been locally sourced (within 20 miles of the site). Contractors at
Quarry House also attended a nearby primary school to partake in a tree planting
event in December 2021.

As announced in the Levelling Up White Paper, the Department has committed to
a health mission to narrow the gap in Healthy Life Expectancy (HLE) between local
areas where it is highest and lowest, by 2030, and to increase HLE by 5 years by
2035.

We remain one of the busiest Departments for Parliamentary Questions (PQs)
across Government. In 2021-22, we received 11,312 PQs, which was a slight
reduction on the number received in 2020-21 but still significantly more than the
numbers received each year before the COVID-19 pandemic.

Through continued delivery of our PQ Recovery Plan, we achieved a significant
improvement in our ‘on time rate’ from 28.9% to 57.5% PQs on time and
returning 1,453 PQs in March 2022 alone. We are still facing parliamentary
pressures in the aftermath of the pandemic; however, we are continuing to see
month-by-month improvements in performance across the Department.

DHSC received 2,638 FOI requests between 1 April 2021 and 31 March 2022. The
overall volume of FOIs received has decreased by 1 per cent compared to the


https://tools.breeam.com/filelibrary/BREEAM_Brochure.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1052708/Levelling_up_the_UK_white_paper.pdf
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previous year (2,655) but were an increase of 183 per cent compared to 2019-
2020 (933).

319. DHSC answered 74 per cent within the statutory 20 working day deadline (or
Public Interest Test extension). The ICO target requires departments to reach a
minimum of 90 per cent performance. DHSC recognises that we have not achieved
the targeted performance but are committed to recovering this in 2022-23.

Other correspondence
320. As shown in Table 12, in 2021 we answered 66,346 letters and emails, compared
to the previous year (52,502).

321. Much like PQs, the large increase in volumes caused by the pandemic has
impacted on performance, resulting in 55 per cent of cases answered within our
target rate of 18 working days. In line with standard correspondence reporting
across Government, the data shown is for the calendar year 2021 and not the
financial year 2021-22.

Table 12: Other classes of correspondence 2021

Case Type Due in 2021 Answered On Time Percentage On Time

Private Office 33,959 9,734 29%
Treat Official 1,459 715 49%
Departmental Email 30,928 25,957 84%
TOTAL 66,346 36,406 55%

Complaints to DHSC and the Parliamentary and Health Service Ombudsman (PHSO)
322. In 2021-22 the Department received 10 complaints.

323. As shown in Table 13, in 2020-21 (the last year for which published results are
available), the PHSO received 176 enquiries regarding complaints about the Core
Department, of which 21 progressed to assessment. No cases progressed to
investigation.

Table 13: PHSO Complaints 2020-21

Received | Assessed | Accepted for | Investigation | Investigation | Investigations | Investigation Ombudsman Ombudsman

Investigations* [Upheld / Partly| not Upheld resolved resolved recommendations | recommendations
Upheld through without a complied with not complied with

intervention finding *** S R
*%

176 21 0 1 1 1 n/a n/a n/a

* Number of cases accepted for investigation by the PHSO in a financial year differs from the number of
investigations completed in the same year. This is because the statistics only provide a snapshot of the
casework flow at a given time. For example, the PHSO may have accepted a complaint for investigation in
2019-20 but not completed it until the following year 2020-21. Similarly, it may have completed an
investigation in 2020-21 which we originally accepted for investigation in the previous year 2019-20.

** Complaints where PHSO starts an investigation but is able to resolve the complaint without having to
formally complete the investigation.
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*** These are complaints where the PHSO ends the investigation for a variety of reasons, for example at
the complainant’s request.
**%* We have had no recommendations from the Ombudsman over the last two years.

324. The Department’s complaints process follows the PHSO’s Principles of Good
Complaint Handling.

325. We have a three-tier process, the first stage of which involves an investigation of
the complaint by the manager of the person/team about which the complaint has
been made. If the complainant is dissatisfied with the reply, they may ask for the
complaint to be escalated to stage 2 of the complaints process, where the matter
is considered by a senior manager in that area. If there is no resolution at this
stage, the complainant may ask for the complaint to be escalated to stage 3,
which involves consideration of the matter by a senior manager who is
independent of the person team concerned. Once the DHSC complaints process
has been exhausted, complainants may then ask an MP to refer the complaint to
the PHSO on their behalf.

Prompt Payment of Undisputed Invoices

326. The Public Contracts Regulations 2015 state that contracting authorities must
have regard to guidance in relation to the payment of valid and undisputed
invoices within 30 days. This requirement has been designed to help ensure that
small and medium size businesses that may not be able to fully operate with
longer payment terms, are not disadvantaged by late payments.

327. Table 14 details the percentage and value of undisputed invoices paid by NHS
provider organisations within the agreed terms over the last 3 years.

Table 14: Prompt Payment of undisputed invoices
NHS providers invoices paid within target

Financial Year Percentage Value (Em)
2021-22 91 58,294
2020-21 87 48,259
2019-20 81 40,7769

1. 2019-20 figure revised from £40,941 million due to delayed changes to University Hospitals of
Leicester NHS Trust's accounts.

328. NHS England and NHS Improvement (NHSE and NHSI) monitor Better Payments
Practice Code (BPPC) performance data and other working capital information, as
reported by NHS provider Trusts monthly, to assess and compare provider
performance in this area.

329. NHSE and NHSI discusses performance with providers with poor or deteriorating
working capital position and supports individual providers in seeking ways to
improve this position.
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Official Development Assistance
330. The Department of Health and Social Care’s summary of expenditure on Official
Development Assistance (ODA) is included at Annex D. This amounted to £223

million in 2021, providing assistance on global health research, global health and
health security.
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Introduction

331.

332.

333.

334.

335.

336.

The Secretary of State is required by section 247D of the National Health Service
Act 2006, (the 2006 Act), to publish an annual report (laid before Parliament
pursuant to section 247D(3)) on the performance of the health service in England.
The report must include an assessment of the effectiveness of the discharge of the
duties under sections 1A and 1C of the 2006 Act.

This report comments on services commissioned by the National Health Service
Commissioning Board (known as NHS England or NHSE) and clinical commissioning
groups (CCGs), (now replaced by Integrated Care Boards (ICBs)), as well as those
public health services for which the Secretary of State and local authorities are
responsible. Social care is not a health service but is covered for completeness.

This report includes an assessment of how effectively the Secretary of State has
discharged his duties under sections 1A (duty as to improvement in quality of
services) and 1C (duty as to reducing health inequalities) of the 2006 Act, as
required under section 247D(2) of the 2006 Act.

The Secretary of State is under a duty in section 1A of the 2006 Act for or in
connection with the matters listed at 1A(1)(a) (the prevention, diagnosis or
treatment of illness) and 1A(1)(b) (the protection or improvement of public
health), to act with a view to securing continuous improvement in the quality of
services provided to individuals, in particular with a view to securing continuous
improvement in the outcomes achieved and having regard to quality standards
prepared by the National Institute for Health and Care Excellence (NICE). Under
section 1C the Secretary of State is under a duty to have regard to the need to
reduce inequalities between the people of England with respect to the benefits
they can obtain from the health service.

The assessments of the discharge of these duties are set out in the following
paragraphs specifically in relation to performance of the NHS against key access
standards; outcomes frameworks; NICE quality standards; the NHS mandate, and
health disparities.

This annual report covers the period before the Health and Care Act 2022 received
royal assent, so some of the responsible bodies have since changed / been
restructured. This report adds references to the new structure of the health
system where appropriate.

Performance of the NHS against key access standards

337.

There are several operational and legal standards that the NHS is required to
deliver in terms of access to NHS services. These are reflected as ‘rights and
pledges’ to patients in the NHS Constitution. Details of how the NHS acute sector


https://www.legislation.gov.uk/ukpga/2006/41/section/247D
https://www.legislation.gov.uk/ukpga/2006/41/section/247D
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has delivered against several of these main access standards are given at Annex C
(NHS Operational Performance).

Departmental Business Plan

338.

On 15 July 2021, the Department published its Outcome Delivery Plan (ODP) for
the 2021-22 financial year. This set out the Department’s five Priority Outcomes,
agreed as part of the 2021 Spending Review, with clear objectives and key
performance measures that the Department worked to as we continued our
response to the COVID-19 pandemic. These were linked to the previous
Departmental Plan and were used to assess progress for the Department during
the 2021-22 financial year.

Outcomes Frameworks

339.

340.

341.

342.

343.

While the NHS, public health and adult care and support sectors are funded and
structured differently, and have different mechanisms for discharging
accountability, they are all covered by a set of outcomes frameworks, describing
the outcomes that need to be achieved.

Collectively, these three outcomes’ frameworks provide a way of holding the
Secretary of State to account for the results the Department is achieving with its
resources, working with and through the health and care delivery system.

Together, the outcomes frameworks also highlight common challenges across the
health and care system at the national and local level, informing local priorities
and joint action while reflecting the different ways services are held accountable.

As part of the Government and the Department’s wider drive to increase the
transparency and accountability of public services, data from the three outcomes
frameworks is published online for the public to hold their local services to
account (see links provided within each outcomes framework section). A short
‘overall assessment’ can be found starting at paragraph 468.

As in previous years the data published relates to the previous financial year, so
for the 2020-21 report most indicators report the 2019-20 position. Therefore, the
impact of COVID-19 will be more widely reported in relation to these indicators in
the 2021-22 Annual Report and Accounts.

Alignment

344.

345.

The importance of integrating services to deliver better care and the need to
understand the contributions of different parts of the system is central in
supporting local planning and delivery of better outcomes. The three frameworks
continue to include shared and complementary measures to support these goals.

The Department is committed to increasing the alignment of the outcomes
frameworks, where appropriate, to encourage integration, joint working, and the


https://www.gov.uk/government/publications/department-of-health-and-social-care-outcome-delivery-plan
https://www.gov.uk/government/publications/department-of-health-and-social-care-outcome-delivery-plan
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coordination of local services. NICE quality standards support alignment across the
health and care system by, where appropriate, covering all stages of the care
pathway.

Progress against outcomes

The NHS Outcomes Framework

346. The NHS Outcomes Framework (NHSOF) was developed by the Department of
Health and Social Care to monitor the health outcomes of adults and children in
England. The Framework is published annually.

347. The NHSOF currently comprises of 70 indicators or measures which are grouped
into the following five domains:
e preventing people from dying prematurely;
e enhancing quality of life for people with long-term conditions;
¢ helping people to recover from episodes of ill-health or following injury;
e ensuring people have a positive experience of care; and
e treating and caring for people in a safe environment and protecting them from
avoidable harm.

348. The full list of all the domains and indicators can be found on NHS Digital’s
website.

349. Not all the 70 NHSOF indicators were (statistically) tested. Table 15 provides an
overview of the number of indicators that were (i) tested; (ii) not tested but where
data was available; and (iii) where there was no data available, over the last year
and over the last five years.

Table 15: Number of NHSOF indicators (statistically) tested, not tested or there was no
data available over the last year and over five years

_ Over the last year Over the last five years

Tested 21 18
Not tested 24 21
No data 25 31

Source: NHS Outcomes Framework 2020/21 Indicator and Domain Summary Tables

350. For this publication, the focus has been placed on those twenty NHSOF indictors
which have shown statistically significant improvement or deterioration (the
significance threshold was set at 0.05) over time — either for one year and/or five
years previously. Statistical significance indicates that the observed change or
difference is unlikely to be due to chance.

Please note: (1) The data originates from various sources, such as NHS Digital and Office
of National Statistics; (2) All differences reported in this section are statistically
significant unless otherwise stated; (3) the indictor values for 2019-20 and 2020-21
should be interpreted with care given the impact the coronavirus (COVID-19) pandemic
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may have had on Hospital Episode Statistics (HES) data. This means we are seeing
different patterns in the submitted data than what might be expected. For example,
fewer patients being admitted to hospital. However, we cannot be sure though that
COVID-19 is the definitive reason for these different patterns and therefore we make no
direct assertions between these results and COVID-19. Further information is available
in the annual HES publication; and (4) The calculations are based on the rounded
indicator values unless otherwise stated.

Preventing people from dying prematurely
351. This domain captures how successful the NHS is in reducing the number of
avoidable deaths.

352. There were seven indicators under this domain that showed statistically
significant improvement or deterioration over time. The overall results can be
seen in Table 16.

Table 16: Preventing people from dying prematurely domain — indicators which have
significantly improved and/or significantly deteriorated in the last year or over five
years

m Significantly Improved | Significantly deteriorated

1 Year 5 Years 1 Year 5 years

Potential Years of Life Lost (PYLL)
from causes considered amenable to v
healthcare — Adult Males

Potential Years of Life Lost (PYLL)
from causes considered amenable to v
healthcare — Adult Females

Children and young people - Females v

Under-75 mortality rate from
cardiovascular disease

Under-75 mortality rate from v v
respiratory disease

Under-75 mortality rate from liver v v
disease

Under-75 mortality rate from cancer v

Source: NHS Outcomes Framework: England, March 2022 Annual Publication

353. The ‘Under-75 mortality rate’ indicators for all four diseases and conditions were
examined in detail:
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e Cardiovascular disease - In 2020, there were 73.8 deaths per 100,000
population. This is an increase of 7.3% on 2019 when there were 68.8 deaths
per 100,000 population.

e Respiratory — there were 29.4 deaths per 100,000 population in 2020. This
compares to 33.7 deaths per 100,000 population in 2019 - a decrease of 12.8%.

e Liver disease — There were 20.6 deaths per 100,000 population in 2020. This is
an increase of 11.4% or 2.1 deaths per 100,000 population when compared to
20109.

e Cancer — There were 125.1 deaths per 100,000 population in 2020. The
indicator value shows no significant change (a 1% decrease) from 2019 when it
stood at 126.3 deaths per 100,000 population.

354. Looking at the mortality indicators further back in time (i.e., since 2004) a
favourable trend emerges as highlighted by Figure 33.

Figure 33: Under-75 mortality rate over the long term for key conditions

Under-75 mortality rates from cancer, cardiovascular, respiratory and liver disease
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Source: NHS Outcomes Framework Indicators - March 2022 release

355. Figure 33 shows the under-75 mortality rate for cardiovascular disease,
respiratory disease, cancer, and liver disease between 2004 and 2020. The
following observations can be made from it:

e For cardiovascular disease, there has been a decrease of 41.7%, from 126.5
deaths per 100,000 population in 2004 to 73.8 per 100,000 population in 2020.

e Respiratory disease also shows a decrease of 21.2%, from 37.3 deaths per
100,000 population in 2004 to 29.4 deaths per 100,000 population in 2020.

e Cancer has shown a decrease of 23.0% from 162.5 per 100,000 population in
2004 to 125.1 per 100,000 population in 2020.

e Liver disease has risen by 23.4%, from 16.7 per 100,000 population in 2004 to
20.6 per 100,000 population in 2020.
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Enhancing quality of life for people with long-term conditions
356. This domain captures how successful the NHS is in supporting people with long-
term conditions to live as normal a life as possible.

357. There were two indicators which were tested under this domain and showed
either a statistically significant improvement or deterioration over time. The
overall results can be seen in Table 17.

Table 17: Enhancing quality of life for people with long-term conditions domain —
indicators which have significantly improved and/or significantly deteriorated in the
last year or over five years

Significantly Significantly
Improved deteriorated

1 Year 5 Years 1 Year 5 years
Unplanned hospitalisation for
chronic ambulatory care sensitive v v
conditions (all ages)
Unplanned hospitalisation for
asthma, diabetes, and epilepsy in v v

under 19s

Source: NHS Outcomes Framework: England, March 2022 Annual Publication

358. The ‘unplanned hospitalisation for asthma, diabetes and epilepsy in under-19s’
indicator was examined in more detail. The results can be seen in Table 18.

Table 18: Number of unplanned asthma, diabetes and epilepsy hospital admissions for
under 19s’ in 2020-21 and 2019-20 per 100,000 population.

2019-20 2020-21 Change from

2019-20 to 2020-21

Asthma 148.3 70.0 -52.8%
Diabetes 49.3 45.0 -8.7%
Epilepsy 72.6 61.1 -15.8%

Source: NHS Outcomes Framework: England, March 2022 Annual Publication

359. All the figures above show a decrease from the previous year. This trend is a
continuation of improvements seen in unplanned hospitalisations for all three
conditions witnessed since 2016-17.

Helping people to recover from episodes of ill health or following injury
360. This domain captures how people recover from ill health or injury and wherever
possible how it can be prevented.

361. There were six indicators which were statistically tested under this domain and
showed either a statistically significant improved or deterioration over time. The
overall results can be seen in Table 19.
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Table 19: Helping people to recover from episodes of ill health or following injury
domain - indicators which have significantly improved and/or significantly
deteriorated in the last year or over five years

m Significantly Improved Significantly deteriorated

1 Year 5 Years 1Year 5 years

Emergency admissions
for acute conditions that
should not usually
require hospital
admission

Emergency readmissions
within 30 days of 4 v
discharge from hospital

Emergency admissions

for c'hlldren with lower v v
respiratory tract

infections

Hip fracture: Proportion

of patients recovering to v v
their previous levels of

mobility at 30 days

Hip fracture: Proportion

of patients recovering to v
their previous levels of

mobility at 120 days

Tooth extractions due to

decay for children

admitted as inpatients v v
to hospital, aged 10

years and under

Source: NHS Outcomes Framework: England, March 2022 Annual Publication

362. The following indictors were focussed upon for this domain to provide a flavour of
the more detailed findings.

363. Firstly, the ‘emergency admissions for acute conditions (e.g., ear/nose/throat
infections, kidney/urinary tract infections and angina) that should not usually
require hospital admission’ indicator was 849.9 per 100,000 population in 2020-
21. This indicator has improved on the previous year (2019-20) when it stood at
1,409.4 per 100,000 population. This is a decrease of 39.7% but follows a
deterioration in this indicator between 2016-17 and 2019-20.
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365.
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Secondly, the indicator ‘where children, aged 10 years or under, have been
admitted as inpatients to hospital for tooth extractions due to decay’ was 161.3
per 100,000 population in 2020-21. This value has fallen by 58.4% since 2019-20
when the extraction rate was 388.0 per 100,000. This is a large reduction
following smaller year-on-year reductions which started several years earlier
when the peak rate of 473.0 extractions per 100,000 children was seen in 2014-
15.

When this indicator was segmented by gender it showed that admissions have
been consistently higher among males than females. In 2020-21, the rate for
males was 169.9 per 100,000 while for females it was 152.3 per 100,000
population. Both genders have experienced similar reductions in the admission
rate when compared to 2019-20 - males seeing a 57.7% reduction (from 401.2)
and females a 59.3% reduction (from 374.1).

Ensuring that people have a positive experience of care

366.

367.

This domain looks at the importance of providing a positive experience of care for
patients, service users and carers. Therefore, indicators under this domain are an
important bell-weather to judge the performance of the health service from a
patient’s perspective.

There were five indicators which were statistically tested and showed either a
statistically significant improved or deterioration over time. The overall results can
be seen in Table 20.

Table 20: Ensuring that people have a positive experience of care domain — indicators
which have significantly improved and/or significantly deteriorated in the last year or
over five years

m Significantly Improved Significantly deteriorated

1 Year 5 Years 1 Year 5 years

Patient experience of

primary care - GP

v

services
GP out-of-hours v
services

NHS dental services v v

Access to GP services v

Access to NHS dental v v
services

Source: NHS Outcomes Framework: England, March 2022 Annual Publication

368.

Two indicators were examined in more detail. One indicator which showed an
improvement and another indicator which showed a deterioration.
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https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Ffiles.digital.nhs.uk%2FA1%2F81CBE0%2Fnhs-out-fram-ind-mar-22-comm.pdf&data=05%7C01%7Cmike.harris%40dhsc.gov.uk%7Ce58c20f3c20c42d8e61c08dac65ed613%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C638040407856920235%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7xxosaas75LhqrMXgE5FDgk5bJdZfbFRSSfe7ZPQ1As%3D&reserved=0
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369.

370.

The ‘patient experience of primary care, specifically GP services’ indicator showed
that in 2020-21, 83.1% of patients rated their overall experience of GP services as
either ‘fairly good’ or ‘very good’. The indicator had increased (i.e., improved) by
1.3 percentage points since 2019-20. However, this is a lower level of satisfaction
than in 2017-18. Data prior to 2017-18 are not comparable due to methodological
changes.

Meanwhile, the ‘Access to NHS dental services’ indicator showed that 77% of
people in 2020-21 successfully obtained an NHS dental appointment out of those
who tried in the last two years. That was a deterioration since 2019-20 when
93.7% were successful - a decrease of 16.7 percentage points. This data reflects
the reduced availability of dental appointments during 2020-21 which was
necessary in order to protect patients and professionals from transmission of
COVID through adherence to new infection prevention and control guidance. The
sector is now recovering, but challenges accessing dental treatment remain in
some areas, especially for patients new to the practice. Prior to 2020-21, the
percentage of those successfully obtaining an NHS dental appointment remained
stable, with almost 95% of people being successful in each year, although there
was some regional variation. NHS dental practices were asked to return to
delivering 100% of their NHS contracts in July 2022, with many already doing so
and increasing numbers of dentists undertaking NHS activity. In July, Government
also announced changes to the NHS dental contract to increase access for patients
and make NHS work more attractive to dentists and their teams.

Treating and caring for people in a safe environment and protecting them from
avoidable harm

371.

372.

373.

This domain explores patients’ safety and its importance in terms of quality of
care to deliver better health outcomes.

None of the indicators in this domain were statistically tested. However, to ensure
completeness, an indicator was randomly selected and examined in more detail.

In 2020-21 there were 99.4 deaths per 100,000 admissions from ‘venous
thromboembolism related events within 90 days post discharge from hospital’.
This is a deterioration of 37.8 deaths per 100,000 admissions when compared to
61.6 deaths per 100,000 admissions in 2019-20. However, up until the 2020-21,
the indicator had shown a gradual improvement since 2007-08.

The Public Health Outcomes Framework

374.

The Public Health Outcomes Framework (PHOF) focuses on the two high-level

outcomes:

e Increased healthy life expectancy (a measure not only of how long we live, our
life expectancy, but also whether we are living in good health), and

e Reduced differences in life expectancy and healthy life expectancy between
communities.



https://www.gov.uk/government/collections/public-health-outcomes-framework

375.

376.

377.

378.

379.

380.

381.
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These outcomes reflect the focus we wish to take, not only on how long we live —
our life expectancy, but on how well we live — our healthy life expectancy. Our
focus is also on reducing differences between people and communities from
different backgrounds.

The PHOF comprises a variety of indicators that help track progress toward those
two outcomes. These indicators are grouped into overarching indicators and four
supporting domains: improving the wider determinants of health, health
improvement, health protection and healthcare, public health and preventing
premature mortality.

Throughout this section, an assessment of progress on a selection of these
indicators is made by comparing the most recent value of an indicator to the value
it had in 2014. As there is variation in the baseline year for the indicators, this
baseline year has been set at 2014 to ensure that a high number of indicators
could be included in this analysis. Depending on the indicator, the values for 2014
refer to the 2014 calendar year itself, or to the 2013-14 financial year or to a 3-
year period that ends in 2014. For brevity, these are all referred to as the position
in 2014.

Most of the indicators updated within the PHOF cover part of the period since 31
March 2020 and may include the effects of the COVID-19 global pandemic.

A small number of indicators are based on programmes delivered in academic
settings where data collections and programme delivery have been impacted due
to school closures. Several other indicators are being updated later than expected
because of other delays in reporting related to the pandemic. Details of these can
be found in the ‘Indicator updates delayed due to the COVID-19 pandemic’,
published on 4 May 2022. For these indicators, the latest available data are used
in this analysis.

Of the 107 indicators included in this analysis from the PHOF, 66 (62%) have either
improved since 2014 or remained broadly the same, and 41 (38%) have worsened
in comparison with 2014. For most of the indicators, there remains considerable
variation across local areas. For details on indicators please refer to the Fingertips
website.

Although there has been a general improvement in life expectancy over the longer
term, the rate of improvement slowed down from 2011. Prior to the pandemic,
life expectancy had improved slightly since 2014 (latest data for 2017-2019). Life
expectancy decreased in the period 2018-2020 and was also lower than it was in
2014 (as shown in Figure 34). Healthy life expectancy has remained relatively
stable since 2014.


https://www.gov.uk/government/statistics/public-health-outcomes-framework-may-2022-data-update
https://fingertips.phe.org.uk/profile/public-health-outcomes-framework
https://fingertips.phe.org.uk/profile/public-health-outcomes-framework
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382.

Inequalities in life expectancy have been increasing over time, largely due to low
or negative growth in life expectancy in the most deprived areas. This is further
discussed in the health disparities section of this report.

Figure 34: Life Expectancy at birth, Males, and females 2001-03 to 2018-20

Life expectancy in years =@—Male =@=Female
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Note: The scale on y-axis starts at 75 years. For each of the subsequent domains, this report highlights
those indicators where the percentage changes from the 2014 baseline were greatest.

Wider determinants of health indicators

383.

384.

385.

386.

Most of the indicators in this domain have improved or remained constant since
2014.

We have seen a decrease in the gap in employment rate between those with a
long-term health condition and the overall employment rate (latest data for the
financial year 2019-20). The percentage of working days lost due sickness absence
(latest data for 2018-20) has also decreased, showing an improvement in this
indicator. These data pre-date the pandemic.

Indicators for the proportion of adults in contact with secondary mental health
services who live in stable and appropriate accommodation (latest data for the
financial year 2019-20), and also for the gap in employment rate between those
with a learning disability and the overall employment rate, have worsened (latest
data for the financial year 2019-20).

All areas across the country are now transforming their community mental health
services to deliver a more person-centred, holistic approach, in line with the
Community Mental Health Framework. This framework supports closer working
between local authorities and NHS services, to ensure that people with severe
mental illnesses receive the help they need to live well in the community. This
should include employment support, welfare, and housing advice, as well as
personalised care and treatment.
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https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
https://www.england.nhs.uk/publication/the-community-mental-health-framework-for-adults-and-older-adults/
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389.

390.

391.

392.

393.

394.
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The Government is taking action to support more learning-disabled people into
the workforce. This includes making up to £18 million available over the next
three years to build capacity and strengthen the Supported Internships
programme, investing over £7 million in Local Supported Employment services
working with 20 Local Authorities, and delivering and improving Access to Work to
support workplace adjustments.

Most of the indicators in this domain have improved or remained constant since
2014,

Smoking prevalence in adults (18+ years) has decreased since 2014 (latest data for
2020; note that due to a method change in data collection, the precise reduction
from 2014 may be overstated). Teenage pregnancies (<18 years) have also fallen
(latest data for 2020). These indicators had also been improving prior to the
pandemic.

Worsening indicators include deaths from drug misuse (latest data for the period
2018-20) and the number of successful completions of drug treatment for both
opiate and non-opiate users (latest data for 2020). These indicators had also been
worsening prior to the pandemic.

Dame Carol Black’s independent review of drugs: part one was published on 27
February 2020. Part two of the review was published 8 July 2021 and focused on
prevention, treatment, and recovery.

In response, the Government has published a new 10-year drugs strategy, which
sets out an ambitious long-term vision to reduce overall drug use towards a
historic 30-year low and reduce drug deaths. To support delivery of the strategy,
DHSC received an additional £785 million. Of this, £780 million - the largest ever
single increase in treatment and recovery funding - will be invested over three
years to create a world-class treatment and recovery system, and £5 million will
be invested in an innovation fund to test what works to reduce demand for
recreational drugs.

Work is also ongoing to expand access to naloxone, a drug that reverses the
effects of an opioid overdose, which can help to prevent overdose deaths. The
Government has consulted on proposals and over 700 responses were received.
The responses have been analysed and the Government published a summary of
consultation responses on 15 March 2022. A full Government response will be
published in 2023.

In contrast to the other three domains, most of the indicators in this domain have
worsened since 2014.


https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Freview-of-drugs-phase-one-report&data=04%7C01%7CKathryn.Morgan%40dhsc.gov.uk%7C56546c61cc7e446bd45608da1c95bc64%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637853726673054106%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=B71HrfgVQ5wk84%2FzoT7W7jJ9yiit2tM154W43l23RUM%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Freview-of-drugs-phase-two-report&data=04%7C01%7CKathryn.Morgan%40dhsc.gov.uk%7C56546c61cc7e446bd45608da1c95bc64%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637853726673054106%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=rTrgvzHDRDwmuu5D229Dft0RoPVS5DyZ4XVIqS4%2BlJQ%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Ffrom-harm-to-hope-a-10-year-drugs-plan-to-cut-crime-and-save-lives%2Ffrom-harm-to-hope-a-10-year-drugs-plan-to-cut-crime-and-save-lives&data=04%7C01%7CKathryn.Morgan%40dhsc.gov.uk%7C56546c61cc7e446bd45608da1c95bc64%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637853726673054106%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=xmpoL%2Bb5v6YnG50YigHPGy07KyV70b6VHSOZpa5hj%2Bc%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fconsultations%2Fconsultation-on-expanding-access-to-naloxone%2Fpublic-feedback%2Fexpanding-access-to-naloxone-summary-of-feedback&data=04%7C01%7CKathryn.Morgan%40dhsc.gov.uk%7C56546c61cc7e446bd45608da1c95bc64%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637853726673054106%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Yfz8G%2FSIw%2BHwJQLzpu7ItasBnNKyHBLWAh4UYIFaVng%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fconsultations%2Fconsultation-on-expanding-access-to-naloxone%2Fpublic-feedback%2Fexpanding-access-to-naloxone-summary-of-feedback&data=04%7C01%7CKathryn.Morgan%40dhsc.gov.uk%7C56546c61cc7e446bd45608da1c95bc64%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637853726673054106%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=Yfz8G%2FSIw%2BHwJQLzpu7ItasBnNKyHBLWAh4UYIFaVng%3D&reserved=0
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395.

396.

397.

398.

399.

400.

401.

402.

403.

Indicators that have worsened since 2014 include the coverage rates for some
children’s vaccination programmes — for example the Hib/MenC booster
(Haemophilus influenzae type b/meningococcal group C) at 2 years, and the HPV
vaccination (human papillomavirus) for 12-13-year-old girls (latest data for the
financial year 2020-21).

Following the first wave of the pandemic, plans were put in place for the
systematic restart and recovery of immunisation programmes, including the
Hib/Men C booster and school-based programmes such as the HPV vaccination.
To further increase uptake, the prioritisation of routine immunisations was
emphasised in NHS England and NHS Improvement’s (NHS and NHSI) letter to the
system regarding next steps for general practice. NHSE commenced a ‘call and
recall’ campaign in Spring 2022 aimed at catching up any child under 6 years who
has missed one or both doses of the MMR (mumps, measles, and rubella) vaccine
and there is long term work underway to improve data capture and reporting. This
will support understanding of the variation in uptake of vaccinations and
associated actions.

Population vaccination coverage for flu in at risk individuals improved, as it also
did in 65+ individuals. This improvement was driven by the successful delivery of
the largest flu vaccination programme ever in the Winter of 2020-21.

PPV (pneumococcal vaccine) and MMR one dose at 2 years indicators also
improved (latest data for the financial year 2020-21).

The incidence of Tuberculosis also improved since 2014 (latest data for 2018-20).

Most of the indicators in this domain have improved or remained unchanged since
2014.

The indicators for emergency hospital admissions due to hip fractures (latest data
is for the financial year 2020-21) have both shown an improvement.

Indicators for under-75 mortality rates from liver disease (latest data is for 2020)
worsened. Most of the increase in mortality is driven by deaths from alcohol liver
disease.

The Department has a strong programme aimed at tackling the health impacts of
alcohol. From April 2022, NHSE (previously NHS England and NHS Improvement)
have introduced a Commissioning for Quality and Innovation (CQUIN) measure to
incentivise providers to improve earlier detection of liver disease for alcohol
dependent in-patients. As part of the NHS Long Term Plan, NHSE is investing
national funding for an ambitious programme to establish specialist Alcohol Care



https://www.england.nhs.uk/coronavirus/documents/next-steps-for-general-practice-following-the-accelerated-covid-19-vaccination-booster-campaign/
https://www.england.nhs.uk/coronavirus/documents/next-steps-for-general-practice-following-the-accelerated-covid-19-vaccination-booster-campaign/
https://www.england.nhs.uk/publication/combined-ccg-icb-and-pss-commissioning-for-quality-and-innovation-cquin-guidance/
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Teams (ACTs) in hospitals with the highest rates of alcohol-dependence-related
admissions.

The Adult Social Care Outcomes Framework (ASCOF)

404.

405.

The Adult Social Care Outcomes Framework (ASCOF) fosters greater transparency
in the delivery of adult social care, supporting local people to hold their council to
account for the quality of the services they provide. ASCOF is divided into 4 ‘key
domains’ which are described in the following paragraphs and summarised in
Table 21.

Several of the collections which feed into ASCOF have been paused or changed in
the reporting year due to the impact of COVID-19. The Adult Social Care Survey
(ASCS) feeds into three of the four domains of ASCOF. It is usually mandatory for
all local authorities, however, due to COVID-19 restrictions, it was voluntary, with
only 18 of the 152 Councils with Adult Social Services Responsibilities (CASSRs)
taking part. Therefore, results will not provide a comprehensive national picture
of people’s experiences or provide a comparison to previous years. The biennial
carer survey and the Delayed Transfer of Care collection were also paused in
2020-21 due to the pressures of the pandemic.

Enhancing quality of life for people with care and support needs
(ASCOF indicators 1A to 1J)

406.

407.

408.

ASCOF indicators measure the quality of life of people who use care services and
their experience of care and support including: how safe they feel; the
effectiveness of services in supporting them to stay independent for as long as
possible; and the choice and control they have over their daily lives. The indicators
also include the views of unpaid carers where appropriate.

The overall social care quality of life score for England is generally considered to
be ASCOF’s key indicator. However, as this indicator is calculated from ASCS data,
most local authorities will not have a calculated social care quality of life score for
2020-21. Of the 18 authorities who completed the ASCS the average outcome was
a score of 19.0 out of 24. This is in line with the national average for 2019-20,
where the overall social care quality of life score was 19.1.

As the biennial carer survey was not carried out in 2020-21, the most recent
measure of carer-reported quality of life is from 2018-19, when it was rated at 7.5
(out of a possible maximum of 12), compared to 8.1 in 2012-13.

Delaying and reducing the need for care and support
(ASCOF indicators 2A to 2D)

409.

Keeping older people well, out of hospital and helping them to regain their
independence after a period of support, is a vital part of enabling them to live full
lives and to play an active role in their communities. The effectiveness is best
measured by the percentage of older people who were still at home 91 days after
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discharge from hospital into reablement. In 2020-21, 79.1% of such people were
still at home after 91 days which is a slight fall from 2019-20 where the rate was
82.0%. The proportion of new clients who received short-term services where no
further request was made for ongoing support was 74.9%, falling from 79.5% in
2019-20.

Ensuring that people have a positive experience of care and support
(ASCOF indicators 3A to 3D)

410.

Understanding how people who use services, and their carers, feel about the
support they receive and the availability of information during a difficult time is
crucial to maintaining their wellbeing. These measures in ASCOF are derived from
the ASCS and the carers surveys. In participating authorities, 67.7% of service
users reported that they were extremely satisfied or very satisfied with the care
they received. When last collected in 2018-19, 38.6% of carers were satisfied with
services.

Safeguarding vulnerable adults and protecting from avoidable harm
(ASCOF indicators 4A to 4B)

411.

412.

Safety is fundamental to the wellbeing and independence of people using social
care, and the wider population. Feeling safe is a vital part of service users’
experience and their care and support. Based on the local authorities who
participated in the ASCS in 2020-21, 73.6% of respondents reported feeling as safe
as they would like.

Table 21 summarises each ASCOF indicator from 2017-18 to 2021-22. To note that
where collections were paused or changed due to the impact of COVID-19 a full
time series is unable to be shown. Further detail on the ASCOF and all the
indicator data can be found at NHS Digital’s website.

Refresh of the ASCOF

413.

The Department is working with the sector to review the framework such that it is
more reflective of the duties of local authorities set out in the Care Act 2014. The
review will also make best use of revised social care data collections, including
planned updates to the user and carer surveys (ASCS and SACE) and ensure that
the framework informs, supports, and reflects upcoming ASC system reform.


https://digital.nhs.uk/data-and-information/publications/statistical/adult-social-care-outcomes-framework-ascof
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Table 21: ASCOF Indicators
lAscOFIndicator ~ 2017/18 2018/19 2015/20 2020/21 2021/22

Enhancing quality of life for people with care and support needs

1A: Social care-related quality of life (score out of 24) 19.1 19.1 19.1 19.0 18.9
1B: The proportion of people who use services who have control over their daily life 77.7 77.6 77.3 79.8 76.9
1C(1A): The proportion of people who use services who receive self-directed support 89.7 89.0 91.9 92.2 94.5
1C(1B): The proportion of carers who receive self-directed support 83.4 83.3 86.9 87.1 89.3
1C(2A): The proportion of people who use services who receive direct payments 28.5 28.3 279 26.6 26.7
1C(2B): The proportion of carers who receive direct payments 74.1 73.4 77.1 75.3 77.6
1D: Carer-reported quality of life (score out of 12) - 7.5 - - 7.3
1E: The proportion of adults with learning disabilities in paid employment 6.0 5.9 5.6 5.1 4.8
1F: The proportion of adults in contact with secondary mental health services in paid employment 7.0 8.0 9.0 9.0 6.0
1G: The proportion of adults with learning disabilities who live in their own home or with their family 77.2 77.4 77.3 78.3 78.8
1H: The proportion of adults in contact with secondary mental health services who live independently, with or

without support 57.0 58.0 58.0 58.0 26.0

11(1): The proportion of people who use services who reported that they had as much social contact as they would

like. 46.0 45.9 45.9 34.4 40.6
11(2): The proportion of carers who reported that they had as much social contact as they would like - 32.5 - - 28.0
1J: Adjusted Social care-related quality of life —impact of Adult Social Care services 0.4 0.4 0.4 0.4 0.4

Delaying and reducing the needs for care and support

2A(1): Long-term support needs of younger adults (aged 18-64) met by admission to residential and nursing care

homes, per 100,000 population 14.0 13.9 14.6 13.3 13.9

2A(2): Long-term support needs of older adults (aged 65 and over) met by admission to residential and nursing care

homes, per 100,000 population 585.6 577.6 584.0 498.2 538.5

2B(1): Proportion of older people (aged 65 and over) who were still at home 91 days after discharge from hospital

into reablement/rehabilitation services 82.9 82.4 82.0 79.1 81.8

2B(2): The proportion of older people (aged 65 and over) who received reablement/rehabilitation services after

discharge from hospital 2.9 2.8 2.6 3.1 2.8

2C(1): Delayed transfers of care from hospital, per 100,000 12.3 10.3 10.8 - -

2C(2): Delayed transfers of care from hospital that are attributable to adult social care, per 100,000 population 4.3 3.1 3.2 - -

2C(3): Delayed transfers of care from hospital that are jointly attributable to NHS and Social Care, per 100,000

population 0.9 0.8 1.0 - -

2D: The outcome of short-term services: sequel to service (proportion of new clients who received short-term

services, where no further request was made for ongoing support) 77.8 79.6 79.5 74.9 77.6
Ensuring that people have a positive experiene of care and support

3A: Overall satisfaction of people who use services with their care and support 65.0 64.3 64.2 67.7 63.9

3B: Overall satisfaction of carers with social services - 38.6 - - 36.3

3C: The proportion of carers who report that they have been included or consulted in discussion about the person

they care for - 69.7 - - 64.7

3D(1): The proportion of people who use services who find it easy to find information about support 73.3 69.7 68.4 70.7 64.6

3D(2): The proportion of carers who find it easy to find information about support - 62.5 - - 57.7
Safeguarding adults whose circumstance make them vul ble and pr ing from avoidable harm

4A: The proportion of people who use services who feel safe 69.9 70.0 70.2 73.6 69.2

4B: The proportion of people who use services who say that those services have made them feel safe and secure 86.3 86.9 86.8 88.0 85.6

1. All indicators are based on 2021-22 data.
2. Correct as at October 2022 (latest available at time of publication).
3. Where proportions are presented, these figures are percentages.

NICE Quality Standards

414.

415.

416.

NICE quality standards are concise sets of prioritised statements designed to drive
and measure quality improvements within a particular area of health or care. They
are derived from the ‘best available evidence’ such as NICE guidance.

Between 1 April 2021 and 31 March 2022, NICE published quality standards on 5
new topics, including: workplace health, long-term sickness absence and capability
to work, fetal alcohol spectrum disorder, and neonatal parenteral nutrition. NICE
also fully updated its quality standards on end-of-life care in adults, colorectal
cancer, and venous thromboembolism.

NICE’s 5-year strategy outlines its commitment to develop integrated, living
guidelines on priority topics across the health, social care, and public health
interface. These will focus on topic areas that represent key system priorities,
where NICE is uniquely and best placed to use its skills to add value, ensuring it
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maintains a portfolio with the greatest impact on system priorities and on
reducing health inequalities.

417. The Secretary of State for Health and Social Care has to have regard to NICE
quality standards when discharging his Section 1A functions. See section 1A(4) of
the 2006 Act.

Quality and Patient Safety

Patient Safety

418. The Government is committed to supporting a learning and improvement culture
in the NHS so that NHS treatment and care continue to become safer and are
provided to the highest possible standards.

419. The NHS Patient Safety Strategy was launched in 2019 and significant progress
was made on delivering its objectives during 2021-22 including:

e Publication of the NHS Patient Safety Syllabus in May 2021 and launch of e-
learning training in Levels 1 and 2 of the Syllabus in October 2021. Level 1
‘Essentials for patient safety’ is intended for all NHS staff and Level 2 ‘Access to
practice’ for those who have an interest in understanding more about patient
safety or who want to go on to access the higher levels of training.

e Identification of over 800 patient safety specialists from over 340 organisations
to lead safety for their organisations.

e The creation of the new cross-ALB, multi-professional National Patient Safety
Committee (successor to the National Patient Safety Alerting Committee). Its
main functions include:

O

focusing efforts on the most significant patient safety challenges in terms of
scale of harm, and the potential benefits of collaborative cross
organisational approach to improvement;
the Healthcare Safety Investigations Branch (HSIB) Recommendation
oversight pilot, which is now complete with recommendations made to
DHSC;
development of a nationally agreed operational process to improve cross
ALB responses to urgent patient safety special circumstances; and
oversight of the credentialing and approval of issuers of national patient
safety alerts, with the following issuers now accredited to issue National
Patient Safety Alerts:

= NHS England Patient Safety Team

= Medicines and Healthcare products Regulatory Agency (MHRA)

= UK Health Security Agency (UKHSA) (formerly PHE)

= NHS England Screening (formerly PHE)

= Office of Health Improvement & Disparity (OHID) Drugs & Alcohol

(formerly PHE)
= DHSC & NHS England Medicine Supply Disruption
= NHS Digital


https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/
https://www.hee.nhs.uk/our-work/patient-safety
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e The publication of the Framework for Involving Patients in Patient Safety in
June 2021 which asked organisations to include two patient safety partners on
their safety related committees. NHS England are supporting implementation
of the framework by sharing learning from a small number of organisations
working collaboratively.

e Completion of an initial clinical review to understand how we may take action
to reduce health inequalities associated with patient safety (Wade et al., 2022).

The Patient Safety Incident Response Framework (PSIRF), an integral part of the
Patient Safety Strategy, was piloted with 24 early adopters and independently
evaluated. The Framework, published in August 2022, sets out the NHS’s approach
to developing and maintaining effective systems and processes for responding to
patient safety incidents for the purpose of learning and improving patient safety.

The programme to develop a new Learn From Patient Safety Events (LFPSE)
service to replace the current NRLS, made significant headway in 2021-22 leading
to the major milestone of the online service being launched for smaller providers
in July 2021, with the first Trust connecting in November 2021.

During 2021-22, the national patient safety team within NHSE (then NHSE and

NHSI) continued to support the response to COVID-19. This work included:

e supporting the adoption of early warning systems in non-acute settings to help
identify and manage COVID-19 patients at risk of deterioration;

e delivering the COVID-19 oximetry @home programme to implement pulse-
oximetry in community settings such as care homes;

e supporting the use of validated early warning scores that help identify and
manage deterioration of expecting mothers with COVID-19 and their babies;
and,

e ensuring safe care for COVID-19 patients with a tracheostomy who are looked
after outside of intensive care units.

Throughout 2021-22, incidents in relation to COVID-19 and the systems,
treatments, and equipment the NHS used to respond to the pandemic were
reviewed via the National Reporting and Leaning System (NRLS), alongside regular
clinical review of all serious patient safety incidents, to identify those with
potential for national action.

During 2021-2022, the HSIB launched 32 investigations, of which 20 progressed to
full investigation. The HSIB completed 22 reports which included two
investigations that were launched during the previous financial year and made a
total of 73 safety recommendations to 28 system partners.

HSIB investigation reports have continued to make an impact on the wider health
and care system.


https://www.england.nhs.uk/publication/framework-for-involving-patients-in-patient-safety/#:~:text=Framework%20for%20involving%20patients%20in%20patient%20safety,-Document%20first%20published&text=This%20framework%20provides%20guidance%20on,wrong%20for%20people%20receiving%20healthcare.
https://www.bmj.com/content/376/bmj-2021-067090.abstract
https://www.england.nhs.uk/publication/patient-safety-incident-response-framework-and-supporting-guidance/
https://www.england.nhs.uk/patient-safety/learn-from-patient-safety-events-service/
https://digital.nhs.uk/coronavirus/covid-oximetry-at-home-digital-and-data-services
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In May 2021, the HSIB published the report on ‘Management of chronic asthma in
children aged 16 years and under’. The report highlighted missed opportunities to
recognise asthma as a chronic and life-threatening condition in children. The
investigation made seven safety recommendations to improve patient care. This
led to NHSE (then NHSE and NHSI) and the British Paediatric Society ensuring
health systems are provided with standardised templates to support the delivery
of high standards of care for children and young people with asthma. NHS Digital
also made changes to information in the NHS Pathways system relating to
breathlessness in children.

In September 2021, the HSIB published the ‘thematic analysis of HSIB's first 22
national investigations.” In this report, they reviewed their first 22 national
investigations and identified similar issues were arising, even when investigations
were focused on different clinical fields. Three recurring patient safety themes
were identified; access to care and transitions of care (when patients move
between care providers or care settings), communication and decision making and
checking at the point of care. The HSIB recommended that it may be beneficial for
the NHS to explore how the application of safety management principles could
build on the foundations developed by the NHS Patient Safety Strategy.

In October 2021, the HSIB published the report titled, ‘Surgical care of NHS
patients in_independent hospitals.” The investigation explored safety issues with
the establishment of surgical services in independent hospitals to support the NHS
and the specialist services that are in place to deliver patient care. It also
considered the assessment of patients prior to surgery to identify their risk and
suitability for an operation.

The impacts of this investigation so far, have included NHSX expanding its work
programme to improve transfer of information between the NHS and
independent sector in support of safe care delivery, and the CQC is updating its
inspection framework documentation to ensure patient transfer between NHS
and independent providers is inspected.

During 2021-22, the HSIB has also undertaken 4 investigations relating to COVID-
19, building on the eight completed in 2020-2021. The HSIB continued to focus
much of their investigations on responding to the pandemic and highlighting risks
associated with COVID-19. A key report was the ‘Oxygen issues during the COVID-
19 pandemic’ (report published June 2021) where the HSIB identified a safety risk
arising from an increased demand for oxygen gas in hospital wards during the
COVID-19 pandemic. Since the report was published, healthcare technical
memorandum guidance has been updated to ensure all appropriate members of
hospital staff attend medical gas committees and the CQC are updating their
inspection guidance to ensure the estates function is reviewed with respect to
oxygen delivery.



https://www.hsib.org.uk/investigations-and-reports/management-of-chronic-asthma-in-children-aged-16-years-and-under/
https://www.hsib.org.uk/investigations-and-reports/management-of-chronic-asthma-in-children-aged-16-years-and-under/
https://www.hsib.org.uk/investigations-and-reports/a-thematic-analysis-of-hsibs-first-22-national-investigations/#:~:text=The%20analysis%20used%20a%20robust,at%20the%20point%20of%20care.
https://www.hsib.org.uk/investigations-and-reports/a-thematic-analysis-of-hsibs-first-22-national-investigations/#:~:text=The%20analysis%20used%20a%20robust,at%20the%20point%20of%20care.
https://www.hsib.org.uk/investigations-and-reports/surgical-care-of-nhs-patients-in-independent-hospitals/
https://www.hsib.org.uk/investigations-and-reports/surgical-care-of-nhs-patients-in-independent-hospitals/
https://www.hsib.org.uk/investigations-and-reports/oxygen-issues-during-covid-19-pandemic/
https://www.hsib.org.uk/investigations-and-reports/oxygen-issues-during-covid-19-pandemic/
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The HSIB also marked World Patient Safety Day in September 2021 by hosting
their first international conference on healthcare safety investigations. More than
1,200 took part, with people dialling in globally.

The Health and Care Act 2022 will allow the HSIB to become an independent
investigations body known as the Health Services Safety Investigations Body
(HSSIB). The HSSIB will investigate incidents that occur in England during the
provision of health care services in the NHS and independent sector that have, or
may have, implications for the safety of patients.

The HSIB will conduct investigations using ‘safe space’ which prohibits the
unauthorised disclosure of protected material. These investigations take a ‘no-
blame’ approach which encourages patients, families, and staff to share
information in confidence.

The legislation aims to encourage a culture of learning within the NHS through
promoting better standards for local investigations and improving their quality
and effectiveness. The HSSIB will also provide advice, guidance, and training to
NHS bodies, upon request.

A strong framework on learning from deaths is in place to support the NHS. NHS
acute, mental health and community trusts are required by law to publish locally,
the numbers of deaths thought to be due to problems in care each quarter, and to
evidence the learnings and actions taken to prevent recurrence in their annual
Quality Accounts.

The Care Quality Commission continues to provide strengthened regulation
through inspections that assess compliance by trusts with learning from deaths
policy set out in national guidance. This includes how well the NHS engages with
bereaved families and carers.

Medical Examiners are currently being introduced in the NHS in a non-statutory
capacity to scrutinise all non-coronial deaths. This will enable the NHS to prepare
for the forthcoming statutory system. DHSC is working closely with the National
Medical Examiner to achieve full roll out for non-coronial deaths in all healthcare
settings. The required amendment to the Coroners and Justice Act 2009 has been
made through the Health and Care Act 2022, to host medical examiners in
England in NHS bodies rather than local authorities.

As stated in the National Medical Examiners report for 2021 (latest published
figures), as of 31 December 2021, some 1,427 senior doctors had completed
medical examiner training, and 330 staff had completed medical examiner officer
training, with further training of both elements planned for 2022-23. The National
Medical Examiner has added to guidance through several topical good practice
papers published by the Royal College of Pathologists.



https://www.england.nhs.uk/wp-content/uploads/2021/04/B1580-national-medical-examiner-report-for-2021.pdf
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The National Medical Examiner continued to contribute to the COVID-19
response, responding to technical queries arising during the COVID-19 response.
The National Medical Examiner’s team published information for all doctors,
summarising cause of death and cremation form requirements following expiry of
the Coronavirus Act 2020.

The Maternity Transformation Programme (MTP) provides the infrastructure for
delivering the recommendations from 'Better Births'; the Neonatal Critical Care
Review (NCCR) and the Government’s National Maternity Safety Ambition. The
MTP has made measurable improvements in safety outcomes for women, their
babies, and families in maternity and neonatal services, with safety as the golden
thread running through the programme.

In March 2021, the MTP transitioned into a new governance arrangement, which
aimed to simplify the programme and ensure that it is driven by the core aims of
delivering safer, more personalised care, alongside improving equity.

The MTP leads the delivery of the Government’s national ambition to halve the
2010 rates of stillbirths, neonatal and maternal deaths, and intrapartum brain
injuries in babies by 2025, with a 20% reduction by 2020, and to reduce the
preterm birth rate from 8% to 6% by 2025. Available data shows that since 2010,
the rates of stillbirths and neonatal deaths for babies born over 24 weeks
gestation has reduced by 19.3% and 36% respectively. The overall rate of brain
injuries occurring during or soon after birth in 2019 was 2% lower than the 2010
baseline and the proportion of babies born preterm has reduced from around 8%
in 2017, to 7.5% in 2020. Following a period of decreasing rates, the maternal
mortality rate in 2018-2020 was 2.5% higher than the 2009-2011 baseline.

Considerable progress has been made in improving maternity safety and many key
achievements have been recognised.

Since 2010, the rate of stillbirths reduced by 19.3% by 2021, the rate of neonatal
mortality for babies born over 24 weeks gestational age of viability reduced by
36% by 2020 and maternal mortality has reduced by 17% in the 2017-2019 cohort.
The proportion of babies born preterm (with gestational age under 37 weeks) has
reduced from around 8% of all births in 2017, to 7.5% in 2020. The overall rate of
brain injuries occurring during or soon after birth has fallen to 4.2 per 1,000 births
in 2019, 2% lower than the 2010 baseline.

Further focus is now on addressing disparity in outcomes for women from a black
or minority ethnic background and those living in the most deprived areas who
are being disproportionally affected. The former Minister for Patient Safety and
Primary care announced the establishment of a Maternity Disparities Taskforce,
whose aims are to tackle disparities by improving access to effective pre-
conception and maternity care. Furthermore, Equity and Equality guidance,


https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
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attached with an investment of £6.8 million for implementation, has been
published for Local Maternity Systems, which focuses on specific actions to reduce
disparities.

Whilst good progress has been made in improving maternity safety, Donna
Ockenden’s review of maternity services at Shrewsbury and Telford Hospitals
Trust shone a light on further improvements that need to be made both nationally
and regionally. The Department is now working with the NHS to take forward a
working group, as recommended in the Report, to help guide implementation/
next steps of the Immediate and Essential Actions and other national review
reports being prepared.

To support further improvement in maternity services, a £127 million investment
into the maternity system was made in March 2022, additional to the £95 million
that was invested in 2021 to support the recruitment of 1,200 more midwives and
100 more consultant obstetricians.

And as endorsed in the Ockenden Report, the Department continues its work to
establish a Special Health Authority to ensure the continuation of independent,
family centred maternity investigations, which will enable learning for the system
and contribute to the Government’s maternity safety ambition.

The Department continues to work with other Government Departments and
international Governments, as well as the World Health Organization (WHO), to
increase global cooperation and action to improve patient safety worldwide. The
UK Government continues to proactively mark World Patient Safety Day on 17
September each year. WHQ'’s Global Patient Safety Action Plan 2021-2030 is also
supporting implementation of a UK Government-led Resolution on Global Action
on Patient Safety adopted by the World Health Assembly in 2019. The Action Plan
is providing strategic direction for concrete actions to be taken by all countries to
implement the resolution and so advance patient safety.

The Department is working with stakeholders, including the Parliamentary and
Health Service Ombudsman to improve how the NHS responds to complaints and
concerns. We are focusing on culture within the NHS to help drive improvements
in how feedback and concerns from patients, their families, and carers, are dealt
with so that the NHS listens, learns and acts.

The former Secretary of State described his desire for us to continually listen to
patients, users, and their families so that we become more than the sum of our
parts when it comes to the voice of patients are care users and we are considering
carefully how to take this forward.


https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.who.int%2Fteams%2Fintegrated-health-services%2Fpatient-safety%2Fpolicy%2Fglobal-patient-safety-action-plan&data=05%7C01%7CAyodamola.Abiola%40dhsc.gov.uk%7C0fa7a51e23f24393493b08da4add6554%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637904611984128849%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=NJ3dH7Ln61s%2FxH%2BLnGCY9TQyU08P%2FCyGfy3u2rKSiI0%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fapps.who.int%2Fgb%2Febwha%2Fpdf_files%2FWHA72%2FA72_R6-en.pdf&data=05%7C01%7CAyodamola.Abiola%40dhsc.gov.uk%7C0fa7a51e23f24393493b08da4add6554%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637904611984128849%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=pTXiTnr%2Bku8pyCR9QGXvHvCFc%2BZG0gPfEZl5Kwjc7LM%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fapps.who.int%2Fgb%2Febwha%2Fpdf_files%2FWHA72%2FA72_R6-en.pdf&data=05%7C01%7CAyodamola.Abiola%40dhsc.gov.uk%7C0fa7a51e23f24393493b08da4add6554%7C61278c3091a84c318c1fef4de8973a1c%7C1%7C0%7C637904611984128849%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=pTXiTnr%2Bku8pyCR9QGXvHvCFc%2BZG0gPfEZl5Kwjc7LM%3D&reserved=0
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In October 2020, the then Minister for Primary Care and Patient Safety supported
the National Guardian’s Office’s Speak Up month which saw people across the
country make a pledge to improve Speaking Up in the health system. The National
Guardian’s Office have reported that the speaking up culture through Freedom to
Speak Up Guardians continues to improve. The Freedom to Speak Up Index 2021 —
the overall measure of the freedom to speak up in the NHS — has improved by
3.7% since 2015.

The Government have legislated for a new Patient Safety Commissioner position
through the Medicines and Medical Devices Act 2021. The Commissioner will add
to existing work that has been done to improve patient safety by acting as a
champion for patients.

The core role of the Commissioner will be to promote the safety of patients in the
context of the use of medicines and medical devices, and to promote the
importance of the views of patients and other members of the public in relation to
the safety of medicines and medical devices. Regulations will be made setting out
further details of the appointment and operation of the Commissioner and a
campaign launched in line with the public appointments process to fill the
position.

The Infected Blood Inquiry continues to hear evidence, most recently from current
and former Ministers and civil servants. The Cabinet Office, as the sponsor
Department for the inquiry, continues to coordinate work between DHSC and the
devolved administrations.

The Department is providing the documents that the Inquiry is asking for and has
waived its usual right to legal privilege.

The Department is committed to working with the support schemes in the
Devolved Nations to improve parity of support across the UK. In March 2021, the
Paymaster General announced changes across the four schemes which will bring
them into broader parity. In August 2022, the Government accepted the Inquiry
recommendation to make an interim compensation payment to all those infected
and bereaved partners currently registered on UK infected blood support
schemes. Further information can be found in the Accountability Report section at
paragraph 808 of the Accountability Report section.

The Care Quality Commission (CQC) monitors, inspects and regulates registered
health and social care providers in England. In 2020-21, the CQC continued work
to roll out a transformation programme, to improve its digital infrastructure and
enable it to make improvements in how it registers, monitors and inspects
services. In January 2021, the Regulator consulted on a new strategy that will


https://nationalguardian.org.uk/wp-content/uploads/2021/05/FTSU-Index-Report-2021.pdf
https://www.legislation.gov.uk/ukpga/2021/3/enacted
https://www.infectedbloodinquiry.org.uk/
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enable it to be more flexible to manage risk and uncertainty. The CQC has said
that it learnt from its response to the pandemic and will build on that learning to
support services and keep people safe.

The CQC's annual State of Care Report for 2021-22, published in October 2022,
provides an assessment of health and care services. In this report, the CQC found
that generally people are still getting good quality care when they are able to
access it. Many patients are unable to leave hospitals when ready to be
discharged due to lack of care packages. There are record breaking waits in
emergency departments and dangerous ambulance handover delays. Capacity in
adult social care has reduced and unmet need has increased. In maternity, the
CQC continue to find issues with culture, leadership, and lack of genuine
engagement with service users. Service providers are struggling to recruit and
retain staff in all sectors. Inequalities in care continue to pervade and persist for
many different groups of people.

During the pandemic, the CQC stopped its routine programme of inspections and
introduced regulating health and social care providers on a risk-based approach.
It did not stop rating providers but rated where it was required (i.e., where there
was a change in quality). Table 22 shows CQC ratings by type of provider.

Table 22: Percentage of core services rated by CQC as Good or outstanding by service
provider

Rating

. . Requires
Location Type/Sector Outstanding R CEmen Inadequate

Year 2021 2022 2021 2022 2021 2022 2021 2022
Independent Ambulance 2.8% 2.7% 58.9% 60.4% 32.7% 32.4% 5.6% 4.5%
Independent Healthcare Organisation 9.1% 8.5% 78.8% 80.2% 10.2% 8.7% 1.8% 2.7%
NHS Healthcare Organisation 8.6% 8.1% 59.6% 59.8% 30.4% 30.5% 1.4% 1.6%
Primary Medical Services 4.9% 4.9% 90.0% 91.9% 4.7% 2.6% 0.4% 0.6%
Social Care Organisation 4.7% 4.6% 79.6% 79.2% 14.5% 14.8% 1.1% 1.3%

Inquiries and Reviews
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The report of the Independent Medicines and Medical Devices Safety Review,
chaired by Baroness Julia Cumberlege was published on 8 July 2020 and the report
of the Independent Investigation into the life and death of baby Elizabeth Dixon
was published on 26 November 2020 and provided system-wide learning.

The emerging findings and recommendations from the Independent Review of
Maternity Services at The Shrewsbury and Telford Hospital NHS Trust (The
Ockenden Review), was published on 10 December 2020. This is the first interim
report, following 250 clinical reviews.

The Ockenden Review is assessing the quality of investigations relating to new-
born, infant and maternal harm at Shrewsbury and Telford Hospitals NHS Trust
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https://www.cqc.org.uk/publication/state-care-202122
https://www.gov.uk/government/publications/independent-medicines-and-medical-devices-safety-review-report
https://www.gov.uk/government/publications/independent-medicines-and-medical-devices-safety-review-report
https://www.gov.uk/government/publications/the-life-and-death-of-elizabeth-dixon-a-catalyst-for-change
https://www.gov.uk/government/publications/the-life-and-death-of-elizabeth-dixon-a-catalyst-for-change
https://www.donnaockenden.com/downloads/news/2020/12/ockenden-report.pdf
https://www.donnaockenden.com/downloads/news/2020/12/ockenden-report.pdf
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(SaTH). The original terms of reference for the Review covered the handling of 23
cases.

Following the launch of the review in 2017, additional cases were identified, and
the final total of cases being considered increased to 1,862. The second and final
report, published on 30 March 2022, contained 64 local actions to the Trust, 15
Immediate and Essential Actions for the maternity system and 3 key asks for the
Secretary of State for Health and Social Care. Shortly after publication, The then
Secretary of State for Health and Social Care issued an oral statement in the
House of Commons, where he apologised to the families for their suffering and
accepted all recommendations made in the report.

In June 2019, Ministers had announced a new independent investigation to review
fresh evidence of substandard care at Liverpool Community Health NHS Trust
between 2010 and 2014 and its terms of reference were announced in Parliament
on 16 July 2020.

Following concerns raised about the quality and outcomes of East Kent Hospitals
University NHS Foundation Trust maternity and neonatal care, in February 2020,
NHSE (formerly NHSE and NHSI) commissioned Dr Bill Kirkup to undertake the East
Kent Maternity Independent Investigation. The terms of reference were agreed
and announced in Parliament by the then Minister of State for Patient Safety,
Suicide Prevention and Mental Health, Nadine Dorries on the 11 March 2021. The
final Report ‘Maternity and neonatal services in East Kent: 'Reading the signals'
report’ was published on 19 October 2022.

On 21 January 2021 the then Minister of State for Patient Safety, Suicide
Prevention and Mental Health announced the establishment of the Essex Mental
Health Independent Inquiry into the circumstances of mental health inpatient
deaths at the former North Essex Partnership University NHS Foundation Trust,
the former South Essex Partnership University Trust and the Essex Partnership
University NHS Foundation Trust which took over responsibility for mental health
services in Essex from 2017.

The Secretary of State’s assessment is that reasonable progress has been made
against the duty under section 1A of the 2006 Act, to act to secure continuous
improvement in the quality of services provided to individuals, in particular
securing continuous improvement in the outcomes achieved. This assessment is
made in the context of the NHS responding to the impact of the COVID-19 health
emergency from the final quarter of 2019-20 which greatly added to the already
significant challenges: an ageing population, with increasing complexity of medical
conditions and more patients with long-term conditions. As part of its successful
response, the NHS managed to deliver significant reductions in unplanned
hospitalisation for chronic ambulatory sensitive conditions, and for asthma,


https://www.gov.uk/government/publications/final-report-of-the-ockenden-review
https://www.gov.uk/government/publications/final-report-of-the-ockenden-review
https://www.england.nhs.uk/publication/independent-investigation-into-east-kent-maternity-services-terms-of-reference/
https://www.gov.uk/government/publications/maternity-and-neonatal-services-in-east-kent-reading-the-signals-report
https://www.gov.uk/government/publications/maternity-and-neonatal-services-in-east-kent-reading-the-signals-report
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diabetes, and epilepsy in the under 19s by better management outside hospital of
these conditions.

Across the frameworks, whilst we can see the dip in life expectancy caused by
COVID-19, and other areas of concern, there are areas where tangible progress
has been made. For example, significant progress has been made in maintaining
the improving trend on under-75 mortality rates for Cancer and respiratory
diseases, and in maintaining the reducing trend in smoking prevalence. However,
there has been deterioration in under-75 mortality for cardiovascular and liver
disease. Also, many indicators within the domain of health protection have
deteriorated; plans are in place for the systematic restart and recovery of
immunisation programmes as the waves of COVID-19 recede.

The Secretary of State’s legal duty to have regard for the need to reduce health
inequalities includes assessment and reporting requirements. For 2021-22, the
criteria for assessment and supporting indicators remained as set out in the
Secretary of State's letter to health system leaders in February 2016. In exercising
functions in relation to the health service, the Secretary of State must have regard
to the need to reduce inequalities between the people of England with respect to
the benefits that they can obtain from the health service.

This section of the report contains information on a selection of policies,
programmes and priorities demonstrating the breadth and scale of the work in
tackling health disparities but is not intended to be an exhaustive list.

Over the reporting period, much of the work on reducing health disparities has
concentrated on ensuring proportionate efforts continue in relation to disparities
in outcomes related to COVID-19, whilst refocusing on pre-existing and long-
standing disparities in people’s access to, experience of and outcomes from health
services. In particular, the Department has contributed to wider Government
priorities on Levelling Up, focusing on UK-wide improvements, as well as
establishing the Office for Health Improvement and Disparities (OHID) within
DHSC to galvanise efforts nationally, regionally, and locally and to shift the focus
from treating ill health to preventing it. Further information on OHID is set out in
the Performance Report from paragraph 178 onwards. The then Secretary of
State was clear that tackling disparities is a priority and to do that there must be a
focus on the people and places facing the worst health outcomes.

The Government’s Levelling Up White Paper (LUWP) outlined policies to improve
livelihoods and opportunities in all parts of the UK by driving productivity,
strengthening communities and improving public services. There are already
commitments to several actions to improve the nation’s health and tackle
disparities in the LUWP - set out in the Mission for Health - through actions on



https://www.gov.uk/government/publications/criteria-used-to-measure-success-on-reducing-health-inequalities
https://www.gov.uk/government/publications/levelling-up-the-united-kingdom
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prevention and improving health service provision. This includes commitments on
smoking, obesity, substance misuse, early years, and Community Diagnostic
Centres.

The mission for health is to narrow the gap in ‘healthy life expectancy’ (HLE)
between local areas where it is highest and lowest by 2030, and to increase HLE
by 5 years by 2035. HLE provides a holistic measure of experiences of ill health
during people’s lifetimes, and our mission sets out our ambition to compress the
period that everyone, in particular those in places experiencing the worst HLE,
spends in ill health.

Work is underway to produce a delivery plan for this mission. It provides DHSC

with an opportunity to:

e understand the drivers of healthy life expectancy and which issues the
evidence suggests will have the most impact to improve it;

e work proactively with Other Government Departments (OGDs) on both the
issues that influence health as well as on those issues that are driven in turn by
ill health; and,

e set out a proactive agenda for the future, working with OGDs, with places, the
NHS, the private and voluntary sectors and beyond to address the significant
lifetime impacts of ill health on the economy, on individuals and on the
sustainability of the NHS.

This will build on prevention activity that is already underway with a continued
focus to act on the biggest preventable risk factors for ill health and premature
death including tobacco, obesity, and harmful use of alcohol and drugs (see
examples in the Prevention section beginning at paragraph 479). We will also
continue to work with the NHS and local government to improve access to the
services which detect and act on health risks and conditions, as early as possible.

The Minister for Equalities’ (MfE) COVID-19 Race Disparity reports set out
evidence for the drivers of ethnic minority health disparities, including socio-
economic factors, such as type of employment and quality of housing. The final
report was published in December 2021 and DHSC and the Race Disparities Unit
are now considering how to implement the final recommendations made.

The Commission on Race and Ethnic Disparities (CRED) was established in July
2020 in the wake of the Black Lives Matter protests. The then Prime Minister
asked the Commission to investigate race and ethnic disparities in the UK. The
Inclusive Britain Action Plan (17 March 2022) was developed across Government in
response to the CRED report and recommendations. The Action Plan provides a
comprehensive plan of how DHSC will tackle the ethnic health disparities
highlighted in the report, committing to a number of actions including:

e Commission a new Ethnicity Pay Gap research project;



https://www.gov.uk/government/publications/final-report-on-progress-to-address-covid-19-health-inequalities
https://www.gov.uk/government/publications/final-report-on-progress-to-address-covid-19-health-inequalities
https://www.gov.uk/government/publications/inclusive-britain-action-plan-government-response-to-the-commission-on-race-and-ethnic-disparities
https://www.gov.uk/government/publications/the-report-of-the-commission-on-race-and-ethnic-disparities
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e implement the recommendations in the MfE report on COVID-19 Race
Disparities, including drawing upon learnings of this work for future strategies;
and,

e consider and support evidence-based interventions to address disparities in
outcomes through the Maternity Disparities Taskforce (announced in February
2022).

Health conditions such as cardiovascular disease, cancers and respiratory
conditions are among the biggest drivers of mortality in England. However, in
many cases these conditions can be prevented. Tackling the root causes of these
conditions, including through action on obesity, poor diet, smoking and physical
inactivity, and identifying and treating these conditions earlier, is critical to
improving our nation’s health and tackling health disparities.

Preventing ill-health and tackling health disparities (both physical and mental)
must be at the core of vaccination and screening programmes, mental health
services, NHS Health Checks, and identifying and managing key risk factors for
cardiovascular disease.

There has been good long-term progress in reducing smoking rates, currently at
around 13.5%, the lowest on record, although stark inequalities remain. In 2020
20.8% of people in Manchester smoked compared with 5.5% of people in
Wokingham (figures based on data from the Annual Population Survey). There are
still around 6 million smokers, and tobacco use is still the single largest cause of
preventable mortality. The Government has set the bold ambition for England to
be Smoke free by 2030.

In February 2022 the Government announced that Javed Khan OBE would lead a
review into tobacco control, the findings of which were published on 9 June 2022.
The Government is currently considering the independent recommendations set
out in the Khan Review and how best to take this forward. NHS England will
continue to roll out the NHS Long Term Plan commitment to deliver NHS-funded
tobacco treatment services to all inpatients, pregnant women and people
accessing long term mental health and learning disability services by 2024.

In 2021-22, £100 million was invested to support people to achieve a healthy
weight. This included the expansion of weight management services, and £6
million for health incentives to encourage people to eat better and move more.
Funding allocations for the Adult Weight Management Services Grant to local
authorities was weighted according to local authority population size, obesity
prevalence and deprivation levels to enable the money to go to where the need is
greatest.


https://www.gov.uk/government/news/new-taskforce-to-level-up-maternity-care-and-tackle-disparities
https://www.gov.uk/government/publications/the-khan-review-making-smoking-obsolete
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OHID has also been working to target and support those in underserved
communities who experience health disparities to become, and remain, active
including the development of UK Chief Medical Officer physical activity guidelines
for disabled children and disabled young people. Coproduced with disabled
children, disabled young people, their families and wider support systems, this
resource is not only vital in fostering a more inclusive approach to promoting
sports and physical activity, but also sets the standard for how research and the
development of guidance, particularly those that are relevant to underserved
groups, should be actively shaped by their insights, experiences, and knowledge.

The following are examples of work done to support some of the most excluded
members of society with the poorest health outcomes.

DHSC secured £16 million through the Shared Outcomes Fund to test the Out of
Hospital Care Models (OOHCM) Project in 17 areas, across 2020-21 and 2021-22.
OOHCM provides interim accommodation, care, and support while full
assessments of need are carried out — ensuring people experiencing homelessness
receive continuity of care and are not discharged to homelessness or rough
sleeping.

The Rough Sleeping Drug and Alcohol Treatment Grant (RSDATG) currently
provides 63 local authorities and 5 pan-London projects with funding to support
people at risk of, or currently experiencing, rough sleeping to improve access to
and engagement with drug and alcohol treatment services. At the start of 2022
the RSDATG had supported over 2,000 people into structured drug and alcohol
treatment.

OHID produces the Migrant Health Guide (updated July 2021), a free-to-use,
online resource designed to support primary care practitioners in caring for
patients who have come to the UK from overseas. The guide was updated to
include advice specific to the Afghanistan and the Ukraine schemes. £3 million of
funding was provided to the NHS to support an enhanced healthcare offer for
people and their families arriving through Afghan resettlement schemes.

The COVID-19 vaccination programme continued to ensure disparities were
identified and addressed including through the Antivirals and Therapeutics
programme which supported treatment of people with severe symptoms
including some ethnic minority communities and people from lower socio-
economic groups. In addition, the COVID-19 vaccination — and other
immunisation programmes such as MMR and child flu — were rolled out using a
range of delivery models (mobile, pop-up, and roving sites) and using targeted
communications and using trusted sources of communication such as community
and faith leaders.


https://www.gov.uk/government/publications/physical-activity-guidelines-disabled-children-and-disabled-young-people
https://www.gov.uk/government/publications/physical-activity-guidelines-disabled-children-and-disabled-young-people
https://www.gov.uk/government/publications/shared-outcomes-fund-round-two
https://www.gov.uk/government/news/extra-help-for-rough-sleepers-with-drug-and-alcohol-dependency
https://www.gov.uk/government/collections/migrant-health-guide
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Other examples of consideration of inequalities in health protection and security
work include COP26 in November 2021, where, for the first time health had its
own presidency programme; consideration of changes to blood donor selection
criteria to ensure it was as effective and inclusive as possible, without
compromising the safety of our blood supply; and UKHSA's work in other areas
including HIV, tuberculosis and hepatitis C also directly and indirectly addresses
health disparities.

In February 2022 DHSC announced plans to establish a Maternity Disparities
Taskforce to tackle disparities for mothers and babies and reduce maternal and
neonatal deaths by improving access to effective pre-conception and maternity
care for women from ethnic minorities and those living in the most deprived
areas.

The Health and Care Act 2022 received Royal Assent in April 2022 and will
contribute to tackling health inequalities in a number of important ways
particularly through establishing Integrated Care Systems and Integrated Care
Partnerships (ICPs). ICPs will bring together the NHS and local government on an
equal partnership footing to prepare an integrated care strategy, which will set
out how ICPs will address disparities in outcomes, access, and experience.

The Act also establishes a new triple aim duty that will oblige those that

commission health and care services to consider the effects of their decisions on:

e the health and wellbeing of the people of England (including inequalities in that
health and wellbeing)

e the quality of services provided or arranged by both themselves and other
relevant bodies (including inequalities in benefits from those services)

DHSC has also announced an independent review into potential ethnic and other
unfair biases in the design and use of medical devices, which themselves could
exacerbate health disparities.

The NHS is one of the most diverse organisations in this country and we hugely
value the contribution that all staff make to delivering care and supporting
patients. Communities are better served when the NHS workforce, at all levels, is
representative of the communities themselves. Implementing new programmes of
action to promote equality, diversity and inclusion within the NHS workforce
impacts positively on patient health outcomes. Examples of initiatives to ensure
there is a diverse workforce:

e apprenticeships are vital to improving social mobility, widening participation,
and providing an important route into the modern NHS. We have a successful
NHS apprentice programme training about 25,000 NHS apprentices 2021-22
academic year;


https://ukcop26.org/
https://healthsharedservice-my.sharepoint.com/personal/sarah_crossland_dhsc_gov_uk/Documents/Towards%20Zero%20-%20An%20action%20plan%20towards%20ending%20HIV%20transmission,%20AIDS%20and%20HIV-related%20deaths%20in%20England%20-%202022%20to%202025%20-%20GOV.UK%20(www.gov.uk)
https://healthsharedservice-my.sharepoint.com/personal/sarah_crossland_dhsc_gov_uk/Documents/Tuberculosis%20(TB):%20action%20plan%20for%20England%20-%20GOV.UK%20(www.gov.uk)
https://www.gov.uk/government/news/maternity-disparities-taskforce-explores-womens-health-before-and-during-pregnancy#:~:text=The%20Maternity%20Disparities%20Taskforce%20was,in%20the%20most%20deprived%20areas.
https://www.gov.uk/government/news/maternity-disparities-taskforce-explores-womens-health-before-and-during-pregnancy#:~:text=The%20Maternity%20Disparities%20Taskforce%20was,in%20the%20most%20deprived%20areas.
https://www.legislation.gov.uk/ukpga/2022/31/contents/enacted
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e the Nursing Associate role acts as a bridge between healthcare support and a
qualified nurse. Creating such new ‘bridging roles’ in the NHS enables people to
enter the NHS workforce at a lower than degree level providing more
accessible roles for people from different backgrounds;

e the Government has reformed the National Clinical Excellence Awards scheme,
now named the National Clinical Impact Awards (NCIAs) for NHS consultants.
The reforms aim to broaden access to the scheme, make the application
process fairer and more inclusive, and ensure the scheme rewards and
incentivises excellence across a broader range of activity and behaviours. The
NHS consultant workforce is diverse, and the Government wants to ensure that
the NCIA scheme fully reflects this. Through these reforms, the Government
hopes to encourage applications from more female and ethnic minority
consultants.

DHSC is working closely with NHS England and Health Education England on
workforce initiatives to tackle health disparities.

More effective and equitable prevention and treatment of mental illness has the
potential to reduce broader economic and social inequalities in deprived areas
and regions. The NHS Long Term Plan is expanding access to services to allow an
additional 2 million to access NHS-funded care by 2023-24, in all local areas across
the country. As part of that, the Improving Access to Psychological Therapies
(IAPT) programme aims to increase access to evidence-based psychological
therapies, so that 1.9 million people can access support for common mental
health disorders by 2023-24. A notable achievement has been that for the first
time, IAPT services have met the Recovery Standard for Black and British people
accessing the service as well as White people (that 50% of all patients completing
treatment move to recovery).

DHSC worked with NHS England (then NHSE and NHSI) to ensure that
understanding and addressing health disparities were part of the Elective
Recovery Plan (published in February 2022). The NHS has recognised that as
services are restored it is essential that they are opened up to all, and resources
are distributed fairly according to clinical need. DHSC will work with NHS England
in this area to ensure it delivers on the commitments made as part of ongoing
oversight of elective recovery.

During 2021-22, Public Health England and OHID continued to produce a wide

range of outputs and intelligence on health disparities:

e the latest Health Profile for England (updated November 2021) provides a
comprehensive picture of the health of the population, including the wider
impact of the COVID-19 pandemic on many aspects of health and health
disparities.



https://www.england.nhs.uk/mental-health/adults/iapt/
https://www.england.nhs.uk/mental-health/adults/iapt/
https://www.england.nhs.uk/2022/02/nhs-publishes-electives-recovery-plan-to-boost-capacity-and-give-power-to-patients/
https://www.england.nhs.uk/2022/02/nhs-publishes-electives-recovery-plan-to-boost-capacity-and-give-power-to-patients/
https://www.gov.uk/government/publications/health-profile-for-england-2021
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e data on the direct impacts of the pandemic have been made available via the
interactive COVID-19 Health Inequalities Monitoring for England (CHIME) tool
(published May 2021; last updated May 2022).

e the Wider Impacts of COVID-19 on Health (WICH) tool (published July 2020; last
updated May 2022) has also continued to provide inequality data, for example
on access to health care.

e the Vision Atlas (launched August 2021) continues the series of atlases of
variation which have helped to identify unwarranted variation in disease risk
factors and healthcare interventions.

In addition to the development of these tools, important progress has been made
in improving access to more detailed, better-quality data on health disparities. For
example, primary care data covering diagnosis and management of high-risk
conditions that cause stroke, heart attack and other cardiovascular outcomes, are
being extracted by CVDPREVENT, a primary care audit set up in support of the
broader strategic objective outlined in the NHS Long Term Plan to prevent strokes,
heart attacks and cases of dementia over the next ten years.

Fifteen indicators of how health outcomes differ by area deprivation are drawn
from the Public Health Outcomes Framework (PHOF) and the NHS Outcomes
Framework (NHSOF). Breakdowns by other dimensions of inequality are
unavailable for all the indicators. Two of the indicators are no longer updated by
NHS Digital (‘Potential Years of Life Lost from causes considered amendable to
healthcare — adults’ and ‘Health-related quality of life for people with long-term
conditions). The indicators are used in this assessment which seeks to identify
both recent change and change since the legal duties were introduced through
the Health and Social Care Act 2012. This analysis uses PHOF and NHSOF indicator
values that have been calculated for each national deprivation decile (IMD 2019).

This report features data collected both before and during the COVID-19
pandemic. A number of individual indicators include both pre- and post-COVID-19
data and therefore only partially capture impacts of the pandemic. For example,
health state life expectancy indicators include health and mortality data collected
between 2018 and 2020.

Different patterns have been observed in GP Patient Survey (GPPS) data, mortality
data and Hospital Episode Statistics from 2019-20 through to 2020-21 which are
likely to have been affected by the pandemic; for example fewer patients being
admitted to hospital. Statistics which contain data from this period should be
interpreted with this in mind.



https://www.gov.uk/government/statistics/covid-19-health-inequalities-monitoring-in-england-tool-chime
https://www.gov.uk/government/statistics/wider-impacts-of-covid-19-on-health-monitoring-tool
https://fingertips.phe.org.uk/profile/atlas-of-variation
https://fingertips.phe.org.uk/profile/atlas-of-variation
https://www.england.nhs.uk/ourwork/clinical-policy/cvd/cvdprevent/
https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/hospital-episode-statistics
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This analysis uses the English Index of Multiple Deprivation (IMD) to define
deprivation deciles using the IMD that most closely aligns with the most recent
indicator data.

Disparity is measured using the Slope Index of Inequality (Sll). The SlI represents
the absolute inequality between the most and least deprived deciles when taking
into account inequality across all adjacent deciles. It is calculated, using indicator
data from the NHS Outcomes Framework and the Public Health Outcomes
Framework, by regressing the indicator values against a measure of deprivation
rank, weighted by the population in each decile. The Sll is the differences between
the most and least disadvantaged ends of the least-squares regression line. The
significance of a change in SlI values is determined using 95% confidence intervals
where non-overlapping confidence intervals between SllIs indicates a significant
difference. For comparison to previous years, figures can be found in the
Department’s previous Annual Report and Accounts.

Of the thirteen indicators analysed, five have shown a statistically significant
widening of the SllI since the previous reporting period and two have significantly
narrowed (see Table 23). Compared to the baseline period, four have shown a
significant widening of the Sll and two have shown a significant narrowing.

The baseline year for measurement will be fixed at the closest year to the
introduction of the health inequalities legal duties under the Health and Social
Care Act 2012. Significance testing has also been standardised using the
methodology developed by PHE for use in the Public Health Outcomes
Framework. Details of this methodology are given in the Technical user guide for
the PHOF overarching indicators.

The overarching indicators in the PHOF show that the disparities between people

living in the most deprived areas remain:

e in 2018-20, the disparity in life expectancy at birth between the most and least
deprived areas was 9.7 years for males and 7.9 years for females, a statistically
significant increase from 2017-2019 for both males and females (9.4 and 7.6
years respectively).

e in 2018-20 the disparity in healthy life expectancy at birth between the most
and least deprived areas was 18.6 years for males and 19.3 years for females,
representing a slight, but not significant, decrease from 2017-19 for males and
no change for females.

e disparities in healthy life expectancy at birth have remained stable since the
baseline period; however, disparities in life expectancy at birth for males and
females significantly widened between the baseline period (2010-12) and 2018-
20.


https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/datasets/slopeindexofinequalitysiiinlifeexpectancyleatbirthbysexforuppertierlocalauthoritiesutlasinengland
file:///C:/Users/mharrit/OneDrive%20-%20Department%20of%20Health%20and%20Social%20Care/Downloads/PHOF_Overarching_user_guide_Feb_2021_FINAL.pdf
file:///C:/Users/mharrit/OneDrive%20-%20Department%20of%20Health%20and%20Social%20Care/Downloads/PHOF_Overarching_user_guide_Feb_2021_FINAL.pdf
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The NHSOF covers a wider range of indicators including; health outcomes, access
to services and patient experience. These indicators provide a mixed picture:

disparity between the most and least deprived areas significantly widened for
life expectancy at 75 for males and females since the previous time period
(2017-19) and since the baseline period (2011-13).

disparity in under 75 mortality rates from cardiovascular diseases has remained
broadly stable between the baseline year (2013) but has statistically
significantly increased since the last reporting period (2019).

disparity in under 75 mortality rates from cancer has not significantly changed
from the baseline (2013) or the previous time period (2020).

disparity in emergency admissions for acute conditions that should not usually
require hospital admission has significantly narrowed since the baseline (2013-
14) and since the previous time period (2020-21).

disparity in unplanned hospital admission for chronic ambulatory care sensitive
conditions has also significantly narrowed from the baseline (2013-14) and the
previous time period (2020-21) - calculated using indirectly standardised
admission rates. Sl estimates may be influenced by the differences in
population structures across deprivation deciles.

disparity in infant mortality has increased slightly from baseline year (2013) and
the previous period 2018, but neither increase is statistically significant.
disparities in both patient experience of primary care - GP services and access
to GP services have increased since the baseline period (2013-14) but
decreased since the most recent previous reporting period (2017-18).
Confidence Intervals are not calculated for these indicators, so it is not possible
to determine whether changes have been statistically significant.
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Table 23: Breakdown of Slls, upper and lower confidence intervals of NHSOF and
PHOF indicators for most recent, previous and baseline periods

NHS Outcomes Framework Indicator Year Sl LCL UCL
1b.i: Life expectancy at 75 - Males

Baseline 2011-13 2.74 2.68 2.81
Previous time period 2017-19 2.99 2.93 3.06
Latest time period (IMD 2019) 2018-20 3.17* 3.12 3.23
1b.ii: Life expectancy at 75 - Females

Baseline 2011-13 2.60 2.54 2.67
Previous time period 2017-19 3.13 3.07 3.19
Latest time period (IMD 2019) 2017-19 3.30* 3.25 3.36
1.1: Under 75 mortality rate from cardiovascular disease

Baseline 2013 -106.49 -109.75 -103.23
Previous time period 2019 -102.49  -105.50 -99.49
Latest time period (IMD 2019) 2019  -110.19* -113.27 -107.1
1.4: Under 75 mortality rate from cancer

Baseline 2013 -103.93 -107.81 -99.30
Previous time period 2019 -96.48 -100.34 -92.62
Latest time period (IMD 2019) 2019 -97.69 -101.51 -93.86
1.6.i: Infant mortality

Baseline 2013 -3.03 -3.57 -2.48
Previous time period 2018 -2.63 -3.18 -2.07
Latest time period (IMD 2019) 2020 -3.31 -3.88 -2.75

2.3.i Unplanned hospitalisation for chronic ambulatory care sensitive
conditions (all ages)

Baseline 2013-14 -978.12  -988.22 -968.87
Previous time period 2019-20 -1047.71 -1056.97 -1038.46
Latest time period (IMD 2019) 2019-20 -751.56** -759.63  -743.54

3a: Emergency admissions for acute conditions that should not usually require
hospital admission (all ages)

Baseline 2013-14 -931.53  -941.82 -921.33
Previous time period 2018-19 -1062.70 -1073.87 -1051.45
Latest time period (IMD 2019) 2018-19 -630.82**  -639.47 -622.12
4a.i: Patient experience of primary care - GP services

Baseline 2013-14 5.15 4.89 5.40
Previous time period (IMD 2015) 2018-19 8.74

Latest time period (IMD 2019) 2020-21 8.06

4.4.i Access to GP services

Baseline 2013-14 5.19 4.87 5.51
Previous time period (IMD 2015) 2018-19 7.57 7.19 7.96
Latest time period (IMD 2019) 2020-21 7.47

Public Health Outcomes Framework Indicator
Life expectancy at birth - Males

Baseline 2010-12 9.1 9.0 9.2
Previous time period 2017-19 9.4 9.3 9.5
Latest time period (IMD 2019) 2018-20 9.7* 9.6 9.8
Life expectancy at birth - Females

Baseline 2010-12 6.8 6.7 6.9
Previous time period 2017-19 7.6 7.5 7.7
Latest time period (IMD 2019) 2018-20 7.9*% 7.8 8.0
Healthy life expectancy at birth - Males

Baseline 2011-13 18.6 18.1 19.1
Previous time period 2017-19 19.0 18.4 19.6
Latest time period (IMD 2019) 2018-20 18.6 17.9 19.3
Healthy life expectancy at birth - Females

Baseline 2011-13 19.1 18.5 19.7
Previous time period 2017-19 19.3 18.7 20.0
Latest time period (IMD 2019) 2018-20 19.3 18.6 20.0

*Statistically significant widening of disparity
** Statistically significant narrowing of disparity
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510. The Secretary of State’s assessment of how well his health inequalities duty has
been fulfilled in 2021-22 is that whilst there has been welcome progress, a range
of actions and initiatives have been put in train and a renewed commitment and
determination have been set out across the whole health and care system, more
can and must be done in the years to come.

Forward look to 2022-23

511. The Department and its delivery partners across the health and care system are
committed to leading the nation’s health and social care to help people live more
independent, healthier lives for longer. The Secretary of State will continue to
report on progress in meeting the Department’s priorities over the course of
2022-23.

Performance Report Accounting Officer Sign-off

23" January 2023
Sir Chris Wormald KCB
Permanent Secretary
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Throughout 2021, the COVID-19 pandemic continued to dominate the health
landscape, placing increasing demands on our health and care system. | commend
the Department of Health and Social Care for the role it has continued to play in
managing the national response and would like to pay tribute to the staff for their
extraordinary efforts over the past year.

The Board met four times in 2021-2022 with good attendance from ministers,
officials, and non-executive directors. The Board’s agenda focussed on the
Department’s performance, the continued response to the COVID-19 pandemic
and winter preparedness.

The reporting year saw the appointment of a new Secretary of State for Health
and Social Care and new members of the ministerial team. So, the Board also
devoted attention to the progression of their ambitions and plans for post
pandemic recovery, and their vision for the reform of the health and social care
system.

In November 2021, we welcomed Julian Hartley to the non-executive team. He
brings extensive NHS expertise and experience, which has had an immediate
impact in how we are able to provide support and challenge to the Department. |
am grateful for the continued valuable contributions from all my fellow non-
executive directors.

The Audit and Risk Committee (ARC) continued with Gerry Murphy as chair and
held four full meetings over the year. It discussed the Department’s finances, risks,
accounts, and internal audit reviews, challenging the Department to improve
performance where this was necessary. The ARC, led by Gerry, were instrumental
in ensuring the delivery and sign off of the Annual Reports and Accounts. | thank
Gerry for his continuing dedication to his role on the Board.

The Nominations and Governance Committee continued to include Gerry Murphy
as a formal member in his capacity as the non-executive leading on talent
management. The Committee discussed SCS talent and performance as well as
non-executive director recruitment and succession planning. The committee also
discussed governance arrangements for UKHSA, following the formation of the
agency in April 2021.

Non-executive directors, through their membership on the Performance and Risk
Committee (PRC), have provided further external challenge and scrutiny of the
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Department’s performance on key priorities, the Long-Term Plan, and manifesto
commitments, as well as the departmental risk register. The PRC met four times
over the year.

Outside the formal governance committees, the support and challenge provided
by non-executive directors to individual teams continues to be an important part
of the role. Individually and collectively, we have participated in deep-dive
sessions on various aspects of the Department’s work such as Adult Social Care,
Personal Protective Equipment (PPE), the COVID-19 vaccine programme, as well as
offering advice and support to members of staff on a more ad hoc basis.

As the Department’s lead non-executive director, it has been an honour to support
the work of the Department over the past year and | am grateful to my non-
executive team for all their support. | and the rest of the non-executive team are
proud of dedication, the achievements, and the resilience of everyone in the
Department and we look forward to continuing to work with them.
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521. The purpose of the Accountability Report is to meet key accountability
requirements to Parliament. It is comprised of three key sections:
e Corporate Governance Report
e Remuneration and Staff Report
e Parliamentary Accountability and Audit Report.

Corporate Governance Report

522. The purpose of the Corporate Governance Report is to explain the composition
and organisation of the Department’s governance structures and how they
support achievement of our objectives. It is comprised of three sections:

e Directors’ Report
e Statement of Accounting Officer’s Responsibility
e The Governance Statement.

Directors’ Report

523. The Directors’ Report, as per the requirements of the Government Financial
Reporting Manual (FReM), requires certain disclosures relating to those having
authority or responsibility for directing or controlling the Department including
details of their remuneration and pension liabilities. Remuneration and pension
information can be found within the Remuneration and Staff Report. Details of our
Board and its committees can be found within the Governance Statement.

Who we are

524. The Department of Health and Social Care is led by a ministerial team and a staff
of civil servants. Our non-executive board members are independent of the
Department and Government and provide advice and challenge to our Ministers
and senior staff.
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Our Ministers at 31 March 2022

The Rt Hon Sajid Javid MP
Secretary of State for Health & Social Care

Chair of the Departmental Board
Appointed 26 June 2021 to 5 July 2022

Gillian Keegan MP

Minister of State for Care and Mental Health
Appointed 16 September 2021 to 8 September 2022

Edward Argar MP
Minister of State for Health and

Deputy Chair of the Departmental Board
Appointed 10 September 2019 to 6 July 2022

Maria Caulfield MP

Minister of State for Primary Care and Patient Safety
Appointed 17 September 2021 to 6 September 2022

Maggie Throup MP
Parliamentary Under Secretary of State for Vaccines and

Public Health
Appointed 16 September 2021 to 7 September 2022

Lord Kamall
Parliamentary Under Secretary of State for Technology,

Innovation and Life Sciences (Lords)
Appointed 17 September 2021 to 19 September 2022

-

Other ministers who served in the Department during 2021-22 were:
e Matt Hancock resigned as Secretary of State in June 2021.
e Helen Whately, Nadine Dorries, Jo Churchill, Nadhim Zahawi and Lord Bethell left
roles with the Department in September 2021.
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Sajid Javid resigned as Secretary of State on 5 July 2022.

Ed Argar resigned as Minister of State on 6 July 2022.

Steve Barclay joined the Department as Secretary of State on 5 July 2022. He left
the Department on 5 September 2022. He was reappointed as Secretary of State
for Health and Social Care on 25 October 2022.

Maria Caulfield was promoted from Parliamentary Under Secretary of State
to Minister of State on 6 July 2022. She left the Department on 7 September 2022.
She returned to the Department as Parliamentary Under Secretary of State on 27
October 2022.

James Morris was appointed as Minister for Primary Care and Patient Safety on 8
July 2022. He left the Department on 7 September 2022.

Gillian Keegan, Minister of State for Care, left the Department on 8 September
2022.

Lord Kamall, Parliamentary Under Secretary of State, left the Department on 19
September 2022.

Maggie Throup, Parliamentary Under Secretary of State (Minister for Vaccines and
Public Health), left the Department on 7 September 2022.

Thérése Coffey was appointed Secretary of State and Deputy Prime Minister on 6
September 2022, and left the Department on 24 October 2022.

Robert Jenrick was appointed Minister of State on 7 September 2022, and left the
Department on 24 October 2022.

Will Quince was appointed Minister of State on 7 September 2022.

Dr Caroline Johnson was appointed Parliamentary Under Secretary of State on 8
September 2022, and left the Department on 26 October 2022.

Neil O’Brien was appointed Parliamentary Under Secretary of State on 8
September 2022.

Nick Markham was appointed Parliamentary Under Secretary of State (Lords) on
22 September 2022.

Helen Whately was appointed as a Minister of State on 26 October 2022.



Accountability Report

Our Non-Executive Board Members at 31 March 2022

Kate Lampard
Lead Non-Executive Director
1 October 2017-present

Kate Lampard CBE is chair of GambleAware and works as an independent
consultant undertaking investigations and advising organisations on management and
service effectiveness and development. Kate is a trustee of the Esmée Fairbairn
Foundation and the Royal Horticultural Society.

Previously, Kate Lampard led the NHS investigations into Jimmy Savile and produced a
report for the then Secretary of State for Health setting out the lessons for today’s health
service. She was commissioned by the board of Serco Plc to investigate the treatment of
residents at Yarl’s Wood Immigration Removal Centre and by G4S Plc to undertake an
independent investigation into Brook House immigration removal centre. In 2019 to
2020 Kate led a review and produced a report for the Home Office on the Borders,
Immigration and Citizenship System.

Kate spent 13 years as a practising barrister before moving into the public sector where
she held a number of non-executive appointments. Kate has been the chair of the South
East Coast Strategic Health Authority, vice chair of the South of England Strategic Health
Authority and a non-executive director and vice chair of the Financial Ombudsman
Service Limited. She acted as interim chair of the Independent Advisory Panel on Deaths
in Custody. Kate’s daughter is a civil servant at the Foreign, Commonwealth and
Development Office.

Gerry Murphy
Non-Executive Director and Chair of Audit and Risk Committee

-
L?‘ 1 August 2014-present.
" Gerry is a co-opted member of the NHS England audit and risk assurance

committee. He is also a non-executive director of Currys PLC.

Until 2020, Gerry was Senior Independent Director of Capital & Counties Properties PLC.
He is a former Deloitte LLP partner and was leader of its Professional Practices Group
with direct industry experience in consumer business, retail and technology, media and
telecommunications. He was a member of the Deloitte board and chairman of its audit
committee for a number of years and also chairman of the Audit and Assurance Faculty
of the Institute of Chartered Accountants in England and Wales.



Accountability Report

Doug Gurr
Non-Executive Director with responsibility for the Union
1 December 2020-present

4

M Doug is Director of the Natural History Museum. He is Chair of the Board of
Trustees at The British Heart Foundation and Trustee of the Landmark Trust and UK
Biobank. He is an advisor for Permira.

Until November 2020, Doug was Country Manager of Amazon UK. He joined Amazon in
December 2011 and was President of Amazon China from 2014 to 2016. Previous roles
include teaching mathematics and computing at the University of Aarhus in Denmark,
working for the UK Government, partner at consultancy firm McKinsey, founder and CEO
of internet start-up Blueheath and 5 years on the Board of Asda-Walmart.

Sir Julian Hartley
‘. Non-Executive Director
et 1 November 2021-10t November 2022

Julian is the Chief Executive of Leeds Teaching Hospitals NHS Trust, one
of the largest teaching hospitals in England. He began in the NHS as a

general management trainee, before working in a number of NHS management posts at
hospital, health authority, regional and national level. His previous roles included:

¢ Chief Executive at Tameside and Glossop Primary Care Trust

o Chief Executive at Blackpool, Fylde and Wyre Hospitals, and

o Chief Executive at University Hospital of South Manchester NHS Foundation Trust.
Julian also led the development of the NHS People Plan in 2019.

Other non-executive directors who served in the Department during 2021-22 were:
e Gina Coladangelo 1 September 2020 — 26 June 2021.
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Our Executive Board Members at 31 March 2022

Sir Chris Wormald KCB \ \
Permanent Secretary

Shona Dunn
Second Permanent
Secretary

Andy Brittain
Director General Finance

Other Senior Officials at 31 March 2022

Clara Swinson CB
Director General for
Global Health

Matthew Style
Director General for NHS
Policy and Performance

Michelle Dyson
Director General for
Adult Social Care

Accountability Report

Prof. Chris Whitty
Chief Medical Officer

Matthew Gould

CEO of NHSX
Left the Department in May
2022

Jonathan Marron
Director General for
Public Health

Professor Lucy Chappell
Chief Scientific Officer

Jenny Richardson
Director of Human
Resources
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Accountability Report

Lorraine Jackson
Director for Information
Risk Management &
Assurance

Hugh Harris

Director of Ministers,
Accountability and
Strategy

Other Senior Officials who served in the Department during 2021-22 were:
e David Williams CB left the Department in April 2021.
e Lee McDonough left the Department in June 2021.
e Steve Oldfield began a career break in January 2022 and left the Department on
17 October 2022.

Senior Official role changes after 31 March 2022 were:
e Thomas Waite was appointed as Deputy Chief Medical Officer on 14 April 2022.

Departmental Disclosures

525. The Department has a Code for Business Conduct, which incorporates the
principles set out in the Civil Service Code and applies to all staff working in the
Department, including those who have authority or responsibility for directing or
controlling the Department.

526. Information on personal data related incidents are reported to the Information
Commissioners office and if applicable are found within the Governance
Statement.

Register of Interests

527. All staff are required to record and regularly review any potential or actual
conflicts of interest or to confirm a ‘nil return’, alongside any gifts or hospitality
declared on the electronic Register of Interests.

528. Our Ministers’ interests are published on gov.uk website by the Cabinet Office. A
Register of Members’ Financial Interests also provides information regarding their
financial interests, while our Directors General and Directors’ record of gifts and
hospitality are published as part of the quarterly transparency data also held on
gov.uk website.

529. Further, relevant interests of the Department’s senior leadership, as identified in
the ‘who we are’ section, including any interests they have with the current
sanctions against Russia, are detailed in the following Register of Interests table.
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Register of Interests for the 2021-22 Financial Year

Individual
Minister

Edward Argar

Edward Argar

Gillian Keegan

Gillian Keegan

Gillian Keegan
Gillian Keegan

Gillian Keegan

Gillian Keegan

Gillian Keegan

Gillian Keegan

Gillian Keegan

Helen Whately

Jo Churchill

Jo Churchill

Jo Churchill

Jo Churchill

Jo Churchill

Interest

held b

Fiance

Sister

Self

Self

Husband
Husband

Husband

Husband

Husband

Husband

Husband

Cousin

Self

Self

Self

Self

Self

Name and
Number of
Company

Marie Curie
Foundation

Duke of
Edinburgh’s award

Fisher Investment
Fund

Sussex Venture
Capital Fund

TechUK Ltd
Centerprise
International Ltd

schoolexams.co.uk
Veritas
Technologies

28 CORNWALL
GARDENS LIMITED
(04843248)

THE TPK
PARTNERSHIP
LIMITED
(11640975)

Herne Hill Group
Practice

St. Edmundsbury
Cathedral
Suffolk
Philharmonic
Orchestra

Royal British
Legion Women's
section - Bury St.
Edmunds and
District branch
Royal Naval
Association
Stowmarket
branch

Bury St. Edmunds
Town Trust

Position held
within the
company

Member of
fundraising
committee
London Area
Director and
Director of
major projects

Vice Chair

Non-Executive

Advisor

Advisor

Director

Director

GP

Patron

Member,
Council of
reference

President

President

Trustee

Accountability Report

Type of
interest
(salary, fees

or Any other
shareholding relevant
for example) information

Volunteer (not
remunerated)

Salary

Investment

Investment

Crown rep, Cabinet
Office/MoD

Salary

Unpaid

Unpaid

Unpaid

Unpaid

Unpaid
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Individual
Minister

Jo Churchill

Jo Churchill

Jo Churchill

Jo Churchill

Maggie Throup

Maggie Throup

Maggie Throup

Maggie Throup

Maria Caulfield

Syed Kamall

Syed Kamall

Syed Kamall

Syed Kamall

Syed Kamall

Syed Kamall

Self

Self

Self

Self

Self

Self

Self

Self

Self

Self

Self

Self

Self

Self

Self

Name and
Number of
Company

Suffolk
Association of
Local councils
South Lincolnshire
scaffolding LTD
(Company number
03520516)

SLS Pension fund
SLS scaffolding
LTD (Company
number
07493438)

Erewash
Partnership Ltd
THE DERBY &
SANDIACRE
CANAL TRUST
LIMITED

Court of the
University of
Derby

Long Eaton Town
Deal Board

Royal Marsden
Hospital NHS Trust

St Mary's
University,
Twickenham

Leeds University
Business School
Guangdong
University of
Finance and
Economics
Coalition for a
Digital Economy
(COADEC)

Tech UK

Smart Startup
Token (SMRT)

Position held

within the
company

Vice President

Shareholding
over 15%

Trustee
Directorship
and
shareholding
over 50%

Non-Executive
Director

Non-Executive
Director

Member as MP
for Erewash

Member as MP
for Erewash

Bank Nurse
Professor of
Politics and
International
Relations

Visiting Fellow

Visiting
Professorship

Steering Board

Brexit Advisory
Panel

Adviser on
Government
and regulation

Type of
interest
(salary, fees

or
shareholding
for example)

Unpaid

Dividend

Nil, dormant
company
Ex-officio as
MP for
Erewash

Salary

Salary

Unpaid

Funding
offered

Fees

Unpaid

Unpaid

Any other
relevant
information

Transferred shares
to husband 5/5/21
Left scheme, no
longer trustee

This is a local
development
agency

Currently on unpaid
leave of absence

Declined April 2022

Ceased 25 October
2021

Ceased 17
September 2021
(but had not met
for some time).
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Individual
Minister

Syed Kamall

Syed Kamall

Syed Kamall

Syed Kamall

Syed Kamall

Syed Kamall

Nadine Dorries

Nadine Dorries

Nadine Dorries

Nadhim
Zahawi

Nadhim
Zahawi

Nadhim
Zahawi

Nadhim
Zahawi

Nadhim
Zahawi

Interest
held b

Self

Self

Self

Self

Self

Self

Self

Daughter

Self

Self

Self

Self

Partner

Son

Name and
Number of
Company

Institute of
Economic Affairs
Freedom
Association

Islam & Liberty
Network

Kitchen Table
Charities Trust

Conservative Party
Kiva Lending Team

Free Market
Forum

Averbrook Limited
(Company number
02928407)

BT PLC

SThree PLC
(Company number
03805979)

Kissing It Better
Zahawi & Zahawi
LTD (Co’ number’
07285998)
Zahawi & Zahawi
LTD (Co’ number
07285998)

Position held
within the
company

Academic and
Research
Consultant
Council
Member

Co-founder and
member of
Advisory Board

Trustee
Captain

Advisory
Council member

Senior
Parliamentary
Assistant

Director and
shareholder

Shareholdings

Shareholdings

Patron

Director

Director

Type of
interest
(salary, fees
or
shareholding
for example)

Fees

Unpaid

Unpaid

Unpaid

Unpaid

Unpaid

Ms Dorries is a
novelist and
before her
appointment
had delivered
(under

contract) three

book
manuscripts
for publication
from 2019 to
2021

Director and
shareholder

Unpaid

Salary

Salary

Accountability Report

Any other
relevant
information

Ceased 17
September 2021
Ceased 4 November
2021

Ceased 17
September 2021

The charity work
with NHS Trusts in
hospitals.
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Type of
interest
(salary, fees
Name and Position held or Any other
Individual Interest Number of within the shareholding relevant
Minister held b Company company for example) information
Zahawi & Zahawi
Nadhim LTD (Co’ number
Zahawi Son 07285998) Director Salary
WARREN MEDICAL
LIMITED (Co’
Nadhim number
Zahawi Partner 12659013) Director
WARREN MEDICAL
LIMITED (Co’
Nadhim number
Zahawi Son 12659013) Director
WARREN MEDICAL
LIMITED (Co’
Nadhim number
Zahawi Son 12659013) Director
ZAHAWI
WANTAGE
LIMITED (Co’
Nadhim number
Zahawi Partner 11305206) Director Salary

ZAHAWI BRIERLEY
HILL LIMITED (Co’

Nadhim number
Zahawi Partner 11639945) Director Salary
ZAHAWI
PROPERTIES
LIMITED (Co’
Nadhim number
Zahawi Partner 12659412) Director Salary
ZAHAWI
PROPERTIES
LIMITED (Co’
Nadhim number
Zahawi Son 12659412) Director Salary
ZAHAWI
PROPERTIES
LIMITED (Co’
Nadhim number
Zahawi Son 12659412) Director Salary
Nadhim Royal Shakespeare Based in
Zahawi Self Company N/A constituency
Nadhim Shakespeare Based in
Zahawi Self Birthplace Trust N/A constituency
Hall School Ceased 23 June
James Bethell Self Charitable Trust Governor Unpaid 2021
Atairos Managing
James Bethell Partner Management UK Partner
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Individual
Minister

James Bethell

James Bethell

James Bethell

James Bethell

James Bethell

James Bethell

James Bethell

James Bethell

Matthew
Hancock

Sajid Javid
Sajid Javid

Sajid Javid

Interest
held b

Partner

Partner

Partner

Partner

Partner

Partner

Self

Self

Self

Self
Self
Self

Name and
Number of
Company
LLP (OC421342)

SADLER'S WELLS
TRUST LIMITED
(Company number
01488786)
SADLER'S WELLS
LIMITED
(Company number
02907116)
SADLER'S WELLS
DEVELOPMENT
TRUST (Company
number
01031348)

Tesco PLC
(Company number
(00445790))

Exor N.V

Diageo PLC
(Company number
(00023307)
International
Centre for the
Study of
Radicalisation and
Political Violence

Jo Cox Foundation
Topwood Ltd
(Company number
04398739)

Primrose Hospice
J.P. Morgan

C3.ai

Position held
within the
company

Director

Director

Director

Non-Executive

Director

Non-Executive

Director

Non-Executive

Director

Director and
Trustee

Director and
Trustee

None

Patron
Advisor

Advisor

Type of
interest
(salary, fees
or
shareholding
for example)

Unpaid

Unpaid

Shareholding

Paid role

Paid role

Accountability Report

Any other
relevant
information

Ceased June 2021
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Individual

Non-Exec’
Director

Doug Gurr

Doug Gurr

Doug Gurr

Doug Gurr

Doug Gurr
Gerry
Murphy

Gina
Coladangelo

Gina
Coladangelo

Gina
Coladangelo

Gina
Coladangelo
Gina
Coladangelo

Gina
Coladangelo

Gina
Coladangelo

Gina
Coladangelo

Interest

held b

Self

Self

Self

Self

Self

Self

Self

Self

Ex-
Partner

Ex-
Partner

Self

Brother

Brother

Brother

Name and
Number of
Company

Natural History
Museum
British Heart
Foundation

Landmark Trust
UK Biobank
(Company
number
04978912)

Permira

Currys plc

Lither Pendragon

Oliver Bonas
Oliver Bonas
Limited
(Company
number
03799350)
Oliver Bonas
(Property)
Limited
(Company
number
08944177)

Beyond Autism
Partnering Health
Holdings Ltd
(Company
number 1320818)
PHY Youla Limited
(Company
number
12274169)
Partnering Health
Limited
(Company
number
06563486)

Position held
within the
company

Director

Chair

Trustee

Director

Advisor
Non-Executive
Director

Minor
Shareholding

Marketing &
Communications
Director

Shareholder and
Director

Shareholder

Governor

Director

Director

Director

Type of interest

(salary, fees or

shareholding for

example)

Salary
Volunteer (not
remunerated)

Volunteer (not
remunerated)

Volunteer (not
remunerated)

Fees
Remunerated and
shares held

No salary, no
dividends

Salary

Shareholder

Not paid

Any other
relevant
information

Ongoing position
Ceased to be an
employee in
2014 and
resigned as a
Director in 2017

Role ended in

June 2021

Separated in
June 2021

Separated in
June 2021
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Type of interest

Individual Name and Position held (salary, fees or Any other
Non-Exec’ Number of within the shareholding for relevant
Director Company company example) information
Youla Ltd
(Company
Gina number
Coladangelo Brother  03898770) Director

Harrison Life
Sciences Group

(Company

Gina number

Coladangelo Father 08488903) Director
MediciSearch
(Company

Gina number

Coladangelo Father 09743483) Director
IX Group Ltd
(Company

Gina number

Coladangelo Father 03936262) Director
Youla Ltd
(Company

Gina number

Coladangelo Father 03898770) Director
Rephine Limited
(Company

Gina number

Coladangelo Father 04223857) Director
Medix Uk Ltd
(Company

Gina number

Coladangelo Father 03900651) Director

Rephine Sourcing
Ltd (Company

Gina number

Coladangelo Father 04394962) Director
PHL Youla Ltd
(Company

Gina number

Coladangelo Father 12274169) Director

Leeds Teaching
Hospitals NHS

Julian Hartley  Self Trust Chief Executive Salary
Honorary
Professor of
Health
Leadership in the
Faculty of
University of Medicine and
Julian Hartley  Self Leeds Health No salary/fee
Gambleaware
(Company
number
Kate Lampard Self 04384279) Chair Salary
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Individual

Non-Exec’
Director

Kate Lampard

Kate Lampard

Kate Lampard

Kate Lampard

Kate Lampard

Kate Lampard

Kate Lampard

Kate Lampard

Interest
held b

Self

Self

Self

Self

Self

Self

Self

Self

Name and
Number of
Company

Esmee Fairbairn
Foundation

The Royal
Horticultural
Society

StoneTurn
Consultants

Verita
Consultants
Yokes Court
Consultancy
Limited
(Company
number
10677778)
Torry Hill
chestnut fencing

limited (Company

number
07625860)

Torry Hill farm
partnership
The Trinity
Challenge
(Company
number
12756885)

Position held
within the
company

Trustee

Trustee

Senior Associate

Senior Associate

Director and
shareholder

Shareholder

Partner

Trustee

Type of interest
(salary, fees or
shareholding for
example)

Any other
relevant
information

Not renumerated

Not renumerated

Consultancy fee for
any work
undertaken

Consultancy fee for
any work
undertaken

Shareholding

Shareholding

Partnership
Drawings

Ceased to be a
trustee in Nov
Not renumerated 2021
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Individual
Official

Andrew
Brittain

Chris Whitty

Chris Whitty

Chris Whitty

Chris Whitty

Chris Whitty

Chris Whitty

Chris Whitty

Chris Whitty

Jenny
Richardson

Jenny
Richardson

Interest
held b

Self

Self

Self

Self

Self

Self

Self

Self

Brother

Partner

Partner

Name and
Number of
Company

Britannia Care
Homes (Sussex)
Ltd (Company
number
03136449)

Gresham College
London School of
Hygiene &
Tropical Medicine
Pembroke
College, Oxford
Sightsavers
(Royal
Commonwealth
Society for the
Blind)

University
College London
Hospitals
Wellcome Malawi
Unit

UKHSA

SMITH WHITTY
INTERNATIONAL
CONSULTANTS
LIMITED
(Company
number
06299058)

Medicines &
Healthcare
products
Regulatory
Agency

JUNGLE CROWS
FOUNDATION UK
(09446137)

Position held
within the
company

Company
Secretary
Professor of
Physics

Honorary
Professor

Honorary Fellow

Trustee

Hon. Consultant
Physician
International
Advisory Board
Hon Consultant
National Fever
Service

Director

Chief Operating
Officer

Trustee

Type of
interest
(salary, fees

or

shareholding
for example)

Shareholding
Stipend

No
remuneration
No
remuneration

No
remuneration

No
remuneration
No

remuneration

No
remuneration

Director

Salary

Accountability Report

Any other
relevant
information

Company Secretary
of family company
renting three rental
houses (previously a
rest home business
which ceased
trading in 2015). No
dealings with DHSC.
Exited this role on 1
Aug 2022.
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