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Introduction 
The 10 Year Health Plan for England ('10YHP' or 'the plan') is part of the government’s 
health mission to build a health service fit for the future. The plan describes 3 shifts to 
reinvent the NHS: from hospital to community, from analogue to digital and from sickness 
to prevention, supported by a wider set of system changes to improve population health 
and make the NHS fit for the future. 

https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future
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This impact statement explains the rationale for, and potential effects of, a number of 
measures outlined in the plan. It broadly follows the same structure as the plan and should 
be read alongside that document to understand the proposals and their context more fully. 
The plan sets the overall strategic direction for the whole NHS and individual proposals are 
at different stages of development and specificity - many of them to be designed and 
implemented locally. Therefore, at this stage, a full costings and benefits assessment is 
not feasible, and this document is not intended as a full options appraisal. Further 
assessment of detailed national-level policy and legislation will be set out at the 
appropriate times. 

The pace of delivering the commitments over the full 10 years of the plan will be subject to 
future decisions such as future government spending reviews or wider changes in 
economic and fiscal circumstances. For many longer-term proposals, it is not possible to 
robustly quantify future costs given that choices over implementation will affect costs and 
benefits. Most proposals apply to England only as decisions about the running of the NHS 
are taken by the devolved governments in Scotland, Wales, and Northern Ireland, with a 
small number of proposals - typically on promoting innovation - applying UK wide. 

Reform plans - from hospital to community 

Summary and rationale for intervention 

The plan sets an ambition to have fewer services delivered in hospitals and more activity 
conducted remotely and in the community. This shift, in general terms, has been a 
longstanding policy aim for the NHS. The National Health Service and Community Care 
Act (1990)0F

1 aimed to move away from reliance on hospital-based care, towards a more 
community focused approach by promoting the provision of care in people’s homes and 
community health centres. 

The plan's proposals are centred around developing the neighbourhood health service. 
This new service model is designed to provide more care, including prevention, in primary 
and community care settings. Neighbourhoods are expected to cover around 50,000 
people, with services that require working over a larger geography (for example end of life 
care) organised across larger populations of 250,000 or more. Particular approaches to 
service delivery will be designed around groups with similar needs that the plan identifies 
as "most failed by the current system".  

 
 
 
1 UK Public General Acts. 'National Health Service and Community Care Act' 1990.  

https://www.legislation.gov.uk/ukpga/1990/19/contents
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To achieve the neighbourhood health service, proposals include: 

• increasing GP capacity by training more GPs and freeing GPs’ time from 
administrative tasks to allow for more patient facing time 

• a newly reformed NHS dental system providing more accessible and quality care 
including better prevention by requiring newly qualified dentists to practice in the NHS 
for a minimum period and making better use of the wider dental workforce 

• increasing the use of multidisciplinary teams (MDTs), working together in 
neighbourhoods to meet the needs of their populations 

• activating patients to have a greater role in their care through care plans for those with 
complex needs and expanding uptake of personal health budgets (PHBs)  

• more services available in community settings in neighbourhood health centres 
(NHCs), building on recent initiatives including community diagnostic centres and more 
services delivered by community pharmacists. This will also include extending Start for 
Life services to run from conception to age 5 

• freeing up hospitals to focus on treating severe needs including by redesigning 
outpatient and urgent and emergency care services to reduce hospital visits and 
increasing capacity for urgent mental health care. 

Proposals in this chapter also include modernising the way hospitals operate, discussed 
further in the digital and innovation chapters below. 

Overview of costs and benefits 

The neighbourhood health service is an ambitious major system change. This shift aims to 
both support the sustainability of the NHS and improve services for patients. This could 
include more convenient and comprehensive healthcare access close to home, health 
benefits to patients from MDTs taking a more holistic view of patient health needs, and 
improved patient satisfaction and wellbeing. 

Healthcare system costs, benefits and risks 
There is a strong logic case for shifting more care into the community both for improved 
patient outcomes and value for money, for example: 

• community services that enable more streamlined access to care that is delivered in 
more convenient settings can improve patient experience, speed of access to tests 
and treatment and more joined up care pathways to improve outcomes. These all lead 
to improved patient outcomes  
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• providing more support and monitoring in the community can improve conditions 
management and self-care and therefore reduce hospital attendances and 
admissions. These all lead to improved patient outcomes. Exacerbation of long-term 
conditions can result in emergency hospital admissions, which reduces patients' 
independence. Better health monitoring provided by the neighbourhood health service 
can help reduce unnecessary admissions 

• providing more support in the community can be expected to improve accessibility of 
services to the patient and support both access and quality 

Our literature review about shifting services from hospital into the community found mixed 
impacts on health service costs as shown by the following evidence:  

• a review of the academic literature by the Nuffield Trust (2017) suggests that many of 
the initiatives identified could improve patient outcomes and experience but only some 
were associated with cost savings while others were cost neutral or increased costs1F

2 

• studies, such as an NHS Confederation report2F

3, found that systems that invested more 
in community care saw on average 15% lower non-elective admission rates and 10% 
lower ambulance conveyance rates, together with lower average activity for elective 
admissions and A&E attendances 

• an evaluation of initiatives to integrate primary, community, social and acute services 
in Mid-Nottinghamshire by the Health Foundation3F

4 also found reductions in emergency 
care use (4.3% fewer A&E visits and 6.7% fewer emergency admissions per 10,000 
people per month). Notably, it took between 2 and 6 years for lower rates of hospital 
utilisation to emerge 

• a literature review by Monitor4F

5 also found that moving services from hospital settings 
into the community has the potential to reduce hospital admissions though findings 
were mixed and the strength of evidence is not consistently strong 

• a recent evaluation5F

6 of England's Vanguards integration programme in 2024, found 
the most notable early reductions in emergency admissions occurred in care home-
focused sites. However, these reductions diminished quickly once funding was 

 
 
 
2 Nuffield Trust. 'Shifting the balance of care: Great expectations' 2017.  
3 NHS Confederation. 'Unlocking the power of health beyond the hospital: supporting communities to 
prosper' 2023.  
4 The Health Foundation. 'The long-term impacts of new care models on hospital use' 2020.  
5 Monitor. 'Moving healthcare closer to home: Literature review of clinical impacts' 2015.  
6 Wattal V and others. 'What remains after the money ends? Evidence on whether admission reductions 
continued following the largest health and social care integration programme in England' Eur J Health Econ 
2024: Volume 25.  

https://www.nuffieldtrust.org.uk/research/shifting-the-balance-of-care-great-expectations
https://www.nhsconfed.org/publications/unlocking-power-health-beyond-hospital
https://www.nhsconfed.org/publications/unlocking-power-health-beyond-hospital
https://www.health.org.uk/reports-and-analysis/briefings/the-long-term-impacts-of-new-care-models-on-hospital-use
https://www.gov.uk/guidance/moving-healthcare-closer-to-home
https://link.springer.com/article/10.1007/s10198-024-01676-0
https://link.springer.com/article/10.1007/s10198-024-01676-0


5 

stopped. Areas with high hospital utilisation prior to Vanguards integration, 
experienced the greatest net reductions in comparison to non-Vanguard sites 

The plan outlines a role for patients to influence the neighbourhood health service and 
ways they will be supported to do so. This includes the expansion of personal health 
budgets (PHBs). The increased use of PHBs could benefit the health system, both in 
terms of reduced spending and improved patient outcomes and efficiency, provided they 
lead to a better allocation of spending and risks that they are cost-additive are mitigated. 
For example: 

• a University of Kent evaluation found that following the introduction of PHBs, total 
spending fell for people with high levels of need and some groups spent less time in 
hospital when they had a personal health budget6F

7 

The neighbourhood health service is also intended to provide the opportunity for redesign 
of hospital services. By releasing capacity in hospital settings, the plan aims to enable 
hospitals to restore access standards and meet the needs of people requiring hospital care 
by freeing up capacity and using technology to drive efficiency, discussed further in the 
digital and innovation chapters below. The plan also describes making patient-initiated 
follow-up a standard approach for all clinically appropriate pathways by 2026. This could 
be expected to safely reduce the number of follow-up appointments7F

8.  

While some studies have identified cost savings from moving services into the community, 
there are cases where these have been offset by increases in service volume and loss of 
economies of scale8F

9. In line with the plan’s goals, it will therefore be important for ICBs to 
allocate resources carefully and cognisant of this, to ensure that the neighbourhood health 
service is successfully implemented to deliver a more sustainable NHS. 

Reform of this type, and on this scale, has not been delivered previously. The evidence 
base is therefore only partial, and the scale of impacts is very difficult to assess. As 
services develop, ongoing work will be required to assess the funding and value for money 
implications of the neighbourhood health service, as well as legislative changes required. 
Some of this work will be iterative given the interactions between system change and NHS 
budgets, as well as due to the intention to learn from and adapt as we go.  

Variation in existing patterns of supply of services and demand and need for healthcare 
across different local geographies will present a range of challenges and opportunities for 
implementing the neighbourhood model. A ‘test and learn’ approach may help make sure 

 
 
 
7 Jones, K and others. 'Personal Health Budgets' 2017 and 2018.  
8 Nuffield Trust. 'Patient-initiated follow-up: will it free up capacity in outpatient care?' 2022.  
9 Journal of Health Services Research & Policy. 'Shifting care from hospitals to the community: a review of 
the evidence on quality and efficiency' 2007. Volume 12, Issue 2  

https://www.england.nhs.uk/personalisedcare/personal-health-budgets/frequently-asked-questions-about-phbs/#how-have-personal-health-budgets-been-evaluated
https://www.nuffieldtrust.org.uk/research/patient-initiated-follow-up-will-it-free-up-capacity-in-outpatient-care
https://journals.sagepub.com/doi/abs/10.1258/135581907780279611
https://journals.sagepub.com/doi/abs/10.1258/135581907780279611
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the most successful approaches are rolled out nationally, accounting for where different 
models are needed, such as in rural and coastal settings. The factors that drive cost-
effectiveness of shifting to community settings are likely to differ between urban and rural 
settings and by service type. For example: 

• a systematic review9F

10 of 11 studies of community paramedics found that economic 
outcomes were dependent on a consistent number of patients being seen per shift. In 
rural areas where few patients were seen, one study found a negative effect on costs 
over 4 months. Other studies found net healthcare system savings per attendance 
provided a minimum threshold of demand is met 

Financial incentives may have historically conflicted with a stated ambition to move activity 
into primary and community settings. For example, historical use of tariffs in acute settings 
incentivise more activity whereas block contracts in primary and community settings can 
incentivise the reverse. Previous efforts to move care closer to home were considered to 
have been hampered by insufficient scale of change in moving resources between 
settings. For example: 

• a 2024 survey by the NHS Confederation found that 9 in 10 integrated care system 
leaders were concerned that plans to shift more care out of hospital were constrained 
by a lack of long-term investment.10F

11 See the finance chapter for more detail 

The plan seeks to mitigate this risk by designing new financial flows to incentivise and 
support the neighbourhood health model with organisations supported to collaborate in 
prioritising prevention and improved primary or community interventions and so reduce the 
need for avoidable hospital care. The aim is to avoid a fragmented funding system which 
has hampered previous attempts at integrating care. From April 2026, several integrated 
care boards (ICBs) will be trialling new financial flows through a test and learn approach 
that will enable them to receive some of the resources they will save. 

As well as the vision above to reform primary care, the plan aims to transform the NHS 
dental system. This includes a requirement for newly qualified dentists to practise in the 
NHS for a minimum period. Data from 2024 show that almost one-third of registered 
dentists are not contributing to NHS dentistry (around 11,000 out of around 35,000 
registered) and may only be undertaking private practice11F

12. Increasing the number of NHS 
 

 
 
10 Journal of Health Services Research & Policy. 'Shifting care from hospitals to the community: a review of 
the evidence on quality and efficiency' 2007. Volume 12, Issue 2  
11 NHS Confederation. 'NHS must be given long-term financial security to move more care closer to home' 
2024.  
12 "Around 11,000" is calculated by taking away the c. 24,000 dentists practising in the NHS from the c. 
35,000 registered. “c. 24,000” is from NHSBSA Statistics and Data Science. 'Dental statistics - England 
2023/24' (viewed on 1 July 2025). "Around 35,000 registered" dentists is from General Dental Council. 
'Annual registration reports' (viewed 1 July 2025).  

https://journals.sagepub.com/doi/abs/10.1258/135581907780279611
https://journals.sagepub.com/doi/abs/10.1258/135581907780279611
https://www.nhsconfed.org/news/nhs-must-be-given-long-term-financial-security-move-more-care-closer-home
https://www.nhsbsa.nhs.uk/statistical-collections/dental-england/dental-statistics-england-202324
https://www.nhsbsa.nhs.uk/statistical-collections/dental-england/dental-statistics-england-202324
https://www.gdc-uk.org/about-us/what-we-do/the-registers/registration-reports
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dentists will increase costs to the NHS of contracted activity but will constitute an 
additional return on the taxpayer investment of up to £200,000 per dentist on education 
and training12F

13. The scale of these impacts will depend on the number of dentists in scope 
and the length of time they are required to spend in the NHS, intended to be at least 3 
years.  

Making better use of the wider dental workforce could also create costs, associated with 
upskilling staff and changing ways of working to integrate with neighbourhood teams. 
There are potential benefits to the health system such as better patient access as staff 
working to the full scope of their practice could improve performance against dental 
services contracts. Timely access to dentistry for more people, if achieved, would be 
expected to reduce repeat urgent appointments and the burden on emergency 
departments.  

• a study from 2022 analysed urgent dental care attendances in primary care across the 
North East and Cumbria between 2013 and 2019 and found that 16.15% of urgent 
dental care visits were repeat appointments13F

14 

The shift to the neighbourhood health service needs to happen at pace in order to release 
funding to sustain the approach. The parallel changes to ICBs could create a risk to 
delivering this transformation at the speed required. ICBs are required to reduce 
headcount by 50%, equivalent to 12,500 jobs14F

15 and reorganise, with a reduction in the 
current number (42) of boards. These activities could limit their capacity to provide the 
necessary strategic leadership to drive this change. However, over the longer term, such 
changes to ICBs could result in system benefits as the streamlining and refocusing of ICBs 
on to strategic commissioning may facilitate delivery of the neighbourhood health service. 

Infrastructure costs, benefits and risks 
The expanded scope of services available in community settings will be facilitated by 
establishing neighbourhood health centres (NHCs). The way these are created will vary by 
area, either requiring existing buildings to be repurposed or in new buildings.  

The size and scope of the neighbourhood health centres will be determined by local 
systems, and they will be expected to assess and maximise the value of capital 
expenditure. Where they are based in existing buildings, there will be costs associated 
with repurposing, upgrading or refurbishing to meet appropriate standards and suit their 
new use. These changes could range from light refurbishment to more extensive 

 
 
 
13 Department of Health and Social Care. 'Proposal for a ‘tie-in’ to NHS dentistry for graduate dentists' 2024.  
14 Currie C and others. 'Urgent dental care use in the North East and Cumbria: predicting repeat attendance' 
2022.  
15 Nuffield Trust. 'How will staffing numbers be affected by abolishing NHS England?' 2025.  

https://www.gov.uk/government/consultations/proposal-for-a-tie-in-to-nhs-dentistry-for-graduate-dentists/a23c31b2-009a-4ba9-8a38-7b928e29f1a1
https://doi.org/10.1038/s41415-022-3886-6
https://www.nuffieldtrust.org.uk/resource/how-will-staffing-numbers-be-affected-by-abolishing-nhs-england
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reconfiguration. Where new buildings are required, these could be met through a range of 
delivery options including re-purposing existing buildings, adding capacity through private 
finance or rental routes, or constructing new buildings. The costs for NHCs that utilise 
existing buildings will be lower than in communities where new buildings are required. For 
all facilities, there will be ongoing maintenance costs.  

These buildings are expected to be used more intensively and flexibly than much of the 
current primary and community estate due to plans for NHCs to be open longer hours and 
to provide a broader scope of services. Effective use of longer operating hours is 
contingent on having suitable staff contracts to operate longer hours and patient appetite 
to utilise the offer. Where sites are used in this way, it would act as a counterbalance to 
the additional pressures on the estate from the shift to community. 

The shift to more community services will also change the type of services delivered in 
hospitals and the way hospital buildings are used. Over time, there may be costs as 
hospital buildings and equipment are reconfigured to deliver care differently. This is likely 
to be more cost-effective if combined with wider refurbishments as they are needed. 
Where estate is no longer utilised it may be available for disposal, to return resources to 
the NHS. 

The shift to community would likely represent an efficiency saving in capital terms if NHCs 
deliver activity that would have taken place in secondary care settings. Publicly available, 
up to date, information is limited but based on the relative costs of building and maintaining 
primary care properties compared to secondary care buildings in the 2010 Healthcare 
Premises cost guide15F

16, construction costs were up to 30% higher in an acute setting than 
a primary/community one. This difference will have been subject to change since then, and 
it will depend on the complexity of the build involved. 

These efficiency gains may only be realised in the long run, given increased short-term 
expenditure to establish the NHCs. Furthermore, the scale of difference in other capital 
costs between NHCs and hospital settings will depend in part on the extent that 
community centres require similar equipment as in hospitals as they take on these 
services, as well as technological change. Work is ongoing to design the funding and 
delivery model for NHCs.  

As well as new facilities to operate as NHCs, the plan also earmarks £120 million for 
additional capital investment in mental health emergency departments (MHEDs). The plan 
aims to increase the total number of MHEDs to 85. There are currently 12 centres piloting 
the approach across England. Work is underway with input from ICBs to identify 

 
 
 
16 Department of Health. 'Healthcare Premises Cost Guides (HPCGs), Appendix 1' 2010.  

https://www.england.nhs.uk/publication/healthcare-premises-cost-guides-hpcgs/
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appropriate sites based on local service provision, population needs and existing crisis 
pathways. The process aims to ensure equitable distribution of funding and alignment with 
system demand.  

In respect of proposals on digital telephony, most GP practices already have the 
infrastructure, are already using cloud-based telephony systems16F

17 and many have online 
consultation and messaging platforms and appointment booking systems. There is 
variation in the quality of these systems and practices' capability to make best use of them 
so there may be costs to integrate digital care navigation tools and AI-driven chatbot 
interfaces into GP telephony systems. Costs relating to the broader expansion of digital 
and technology are discussed in the digital chapter below. 

The plan also sets out intentions for more patients to book into an appropriate urgent care 
service, via 111 or the App, before attending. If implemented successfully, and utilised by 
patients, it will help clinical professionals triage patients and could support flow in Urgent 
and Emergency Care. There is some international evidence in countries that have 
implemented booking, such as the Netherlands and Denmark, of benefits from these 
approach17F

18. 

Workforce costs, benefits and risks 
The plan carries significant workforce implications, which will be developed and assessed 
in a new 10 Year Workforce Plan. 

As well as seeking efficiency gains to free up GPs’ time, the plan commits to training more 
GPs. If future funding is available to increase GP numbers, these new trainees will help to 
meet future demand for primary care services. The Personal Social Services Research 
Unit (PSSRU) estimates that the cost of training an individual GP in 2024 was a total 
investment of £504,000. This includes salaries paid to the trainee during the foundation 
stage while they are working, living expenses and other costs of training. This includes 
costs borne by both the wider NHS and the individual undertaking the training18F

19. 

Increases in other staff groups will be needed to manage the neighbourhood health 
service offer. There will also be additional capacity required to meet commitments such as 
for same day digital or telephone consultations for those that need them and to ensure that 
people with more complex needs have a care plan. Recent data shows that around 20% of 

 
 
 
17 NHS England. 'GP practices improve access by embracing technology and increasing appointments' 2025.  
18 Thijssen WAMH and others. 'The Impact on Emergency Department Utilization and Patient Flows after 
Integrating with a General Practitioner Cooperative: An Observational Study' Emergency Medicine 
International 2013.  
19 University of Kent. 'Unit Costs of Health and Social Care 2024' 2025. (viewed on 4 June 2025) 

https://www.england.nhs.uk/2025/06/gp-practices-improve-access-embracing-technology-increasing-appointments/
https://doi.org/10.1155/2013/364659
https://doi.org/10.1155/2013/364659
https://kar.kent.ac.uk/109563/
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people with long-term conditions have a care plan19F

20, with an aim to reach 95% of people 
with complex needs by 2027. Nurses currently spend around 20% of their time on activities 
such as care planning20F

21. We expect that over time, care planning will be more efficient, 
including through use of artificial intelligence (AI). The degree of, and timing for realising 
these efficiencies is uncertain as time is taken to learn and improve the use of such tools 
to maximise their value.  

Proposals for the neighbourhood health model include options for the involvement of social 
care staff in MDTs. Social care staff will be an important part of the care service in the 
neighbourhoods, particularly in playing a role in more regular health monitoring to reduce 
exacerbations of health conditions. Their ability to become meaningfully involved is likely 
to incur workforce costs, given these activities would increase the scale and scope of their 
work. 

In addition to these costs, we would anticipate transition costs including those associated 
with: 

• integrating functions delivered in an MDT which are currently delivered separately 

• setting up services across multiple neighbourhoods where GPs opt to coordinate 
neighbourhood working over larger geographies, particularly for services where a 
larger scale is needed (for example palliative care) 

• additional training and support to adapt to their changed responsibilities. For example, 
staff may need to learn new skills to adapt to routinely working as MDTs and staff 
working in hospitals will need to adapt to their changing roles as the services provided 
evolve 

A risk to delivering the neighbourhood health service in the short-term is ensuring sufficient 
funding for GP places to deliver the service model. If there is insufficient demand to recruit 
GPs upon their completion of training, or inadequate funding to support the new hires, the 
training risks being an inappropriate use of health care system, and trainees' resources. In 
the short term, the government is seeking to mitigate this risk through Additional Roles 
Reimbursement Scheme (ARRS) funding21F

22 as part of the GP contract. As the service 
scales up, the intention is that demand for acute care will fall with increases in community 
services and associated funding and resource shifts between the settings. 

 
 
 
20 Based on 41.5% of patients with a long term condition saying they had a conversation with a healthcare 
professional from their GP practice, and of those individuals, 44.8% had agreed a care plan having had this 
conversation. Q44 and Q45. NHS England. 'GP Patient Survey 2024' 2024. (viewed on 26 June 2025) 
21 University of Kent. 'Unit Costs of Health and Social Care 2024' 2025. (viewed on 4 June 2025) 
22 NHS England 'Changes to the GP contract' 2025 (viewed on 4 July 2025) 

https://gp-patient.co.uk/latest-survey/results
https://kar.kent.ac.uk/109563/
https://www.england.nhs.uk/long-read/changes-to-the-gp-contract-in-2025-26/
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Public and patients - costs, benefits and risks 
A change to settings in which care is delivered will create a period of transition for patients 
and the public as people take time to familiarise themselves with the new arrangements 
and adapt to where the services they need are located and how to access them. There are 
also likely to be some costs to the NHS in communicating the information local populations 
need to understand the new service model. 

The neighbourhood health model aims to improve patients’ access to services by using 
technology and driving efficiency improvements to increase capacity in primary and 
community settings. Where equivalent capacity is then available in downstream services, 
patients may be able to access subsequent treatment more quickly, leading to expected 
improvements in health outcomes as conditions are prevented, treated earlier or managed 
better. This could enable patients to have their health concerns addressed by 
professionals more quickly, improving people’s wellbeing. These improvements have the 
potential to disproportionately benefit disadvantaged groups who experience poorer health 
outcomes. 

Proposals to improve access to GPs could also improve patient satisfaction if successfully 
delivered. Challenges with ‘the 8am scramble’ are frequently cited as an issue by patients. 
For example: 

• research has suggested a statistically significant relationship between the number of 
GP appointments a practice delivers and patient satisfaction22F

23 with satisfaction 
increasing by 0.14 percentage points for every additional 1,000 GP appointments 

The neighbourhood health service aims to support people to manage their conditions by 
improving access to care professionals, from more GP appointments to neighbourhood 
teams and community pharmacy. Where patients respond to such support they can be 
expected to benefit from improved health outcomes. For example:  

• more effective treatment for adults with high blood pressure: an estimated 30% of 
adults have untreated high blood pressure, a condition associated with around 50% of 
heart attacks and strokes23F

24  

• improved management of diabetes: around 1.9 million people suffered complications 
from diabetes in 2022 such as amputation, strokes and heart attacks and heart 

 
 
 
23 British Journal of General Practice. 'Relationship between the volume and type of appointments in general 
practice and patient experience: an observational study in England' 2025.  
24 British Heart Foundation. Heart Statistics Publications. (viewed on 4 June 2025). 

https://bjgp.org/content/75/754/e375
https://bjgp.org/content/75/754/e375
https://www.bhf.org.uk/what-we-do/our-research/heart-statistics/heart-statistics-publications
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failure24F

25. Poor diabetes condition management is estimated to result in around 7,000 
deaths per year25F

26 

There may also be health benefits to patients from MDTs taking a more holistic view of 
patient health needs and addressing them in a single setting, combining actions to improve 
health directly with improvements in wider determinants of health26F

27. This focus on 
proactive care has the potential to accelerate access, improve treatment pathways and 
avoid unplanned hospital admissions. The evidence we found on the effectiveness of 
MDTs is mixed:  

• the logic case, and anecdotal experience of those running integrated primary and 
community MDTs, is that the integrated working breaks down organisational and 
professional silos and enables front-line staff to collaborate. This improvement in joint 
work and reduced hand-offs between services can result in the patient experiencing 
much more joined-up and holistic service 

• the Fuller Stocktake emphasises the role of integrated teams and their ability to 
improve patient care, manage service demand more effectively and build a more 
sustainable service27F

28  

• however, a Health Foundation briefing28F

29 reviewing MDTs for adults with complex 
health and care needs in 2015 or 2016, found that MDTs did not reduce emergency 
hospital use and may even lead to short-term increases. Longer-term evaluations of 
the broader programmes in which these teams were implemented found some 
evidence of reductions in emergency hospital use, but this took between 3 and 6 
years. The broader evidence review in the same study found limited and mixed 
impacts of community-based MDTs though some studies suggest broader integrated 
care interventions can improve patient satisfaction, perceived quality of care and 
access 

The neighbourhood health service will change the way that care is delivered in future to 
adapt to the different needs of particular groups of people. Further details of the specific 
patient groups and the potential impacts, such as improved health outcomes and 
wellbeing, are described in annex A. 

 
 
 
25 Diabetes UK. 'Diabetes is Serious - recovering diabetes care: preventing the mounting crisis (PDF, 
8.44MB)'. 2022. These statistics are calculated from per week figures on page 9 of the report. 
26 Diabetes UK. 'Diabetes is Serious - diabetes care: is it fair enough?’ (PDF, 17.3MB). 2023. 
27 Re:State. 'Designing a neighbourhood health service' 2025.  
28 Next steps for integrating primary care: Fuller Stocktake Report. May 2022.  
29 The Health Foundation. 'Realising the potential of community-based multidisciplinary teams' 2023.  

https://www.diabetes.org.uk/sites/default/files/2022-04/Diabetes%20is%20Serious%20Report%20Digital_0.pdf
https://www.diabetes.org.uk/sites/default/files/2022-04/Diabetes%20is%20Serious%20Report%20Digital_0.pdf
https://www.diabetes.org.uk/sites/default/files/2023-05/DUK_Diabetes%20is%20Serious%20Report%202023.pdf
https://re-state.co.uk/publications/designing-a-neighbourhood-health-service/
https://www.england.nhs.uk/wp-content/uploads/2022/05/next-steps-for-integrating-primary-care-fuller-stocktake-report.pdf
https://www.health.org.uk/reports-and-analysis/briefings/realising-the-potential-of-community-based-multidisciplinary-teams
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Improving access to dentistry should improve health outcomes. In the 2 years leading up 
to June 2024, only around 40% of the adult population had seen an NHS dentist29F

30, and 
those who manage to get NHS services are often not those with the greatest need for 
them30F

31. Timely access to dentistry is expected to reduce missed work and school days as 
people need fewer urgent appointments and spend less time in discomfort or pain. Ease of 
access is also likely to improve user satisfaction and experience.  

Children will benefit from additional support on tooth-brushing. An independent evaluation 
of the Scottish Childsmile supervised toothbrushing scheme showed it decreased rates of 
dental caries among 5 year olds in Scotland from 32% in 2014 to 26% in 2020, with the 
programme particularly effective among socially disadvantaged groups31F

32.  

Reform plans - from analogue to digital 

Summary and rationale for intervention 

The plan sets an ambition for the NHS to be the most digitally accessible health system in 
the world. Increased use of data and modern technology, including artificial intelligence 
(AI) is intended to improve outcomes for the population as well as driving financial 
sustainability of the NHS. Technology can put upward pressure on health system costs, 
both by increasing the scope of diagnostics and treatments available for use and by driving 
increases in life expectancy32F

33. Technology also carries delivery risks and risks of 
obsolescence, so careful strategy and programme management is important to achieve 
value. 

Digital health innovations offer opportunities to enhance care in various ways, from tools 
that support people to manage their conditions, to increasing the information available to 
healthcare professionals when making treatment recommendations and giving staff access 
to technology that can make their jobs easier and improve productivity. Examples include: 

• the NHS App, which is already helping more patients access care and treatment. It is 
increasingly used, for example, to get repeat prescriptions including by a growing 
number of older people33F

34 

 
 
 
30 Department of Health and Social Care. 'DHSC annual report and accounts: 2023 to 2024' 2024.  
31 Public Health England. 'Inequalities in oral health in England: summary' 2021.  
32 University of Glasgow. 'Childsmile evaluation: shaping national child oral health improvement programmes 
across the world'.  
33 Marino A and Lorenzoni L. ' The impact of technological advancements on health spending: A literature 
review' OECD Health Working Paper 2019: Volume 113. 
34 NHS England. 'NHS App reaches record users on fifth anniversary' 2023.  

https://www.gov.uk/government/publications/dhsc-annual-report-and-accounts-2023-to-2024
https://www.gov.uk/government/publications/inequalities-in-oral-health-in-england/inequalities-in-oral-health-in-england-summary
https://results2021.ref.ac.uk/impact
https://results2021.ref.ac.uk/impact
https://doi.org/10.1787/fa3bab05-en
https://doi.org/10.1787/fa3bab05-en
https://www.england.nhs.uk/2023/12/nhs-app-reaches-record-users-on-fifth-anniversary/
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• existing NHS pilot projects show the potential for population health management 
through analysis of population data. These work by identifying high risk groups to 
target interventions. Improved data interoperability and rigorous data infrastructure is 
needed to realise the full potential of this approach34F

35 

• research from the ‘Nursing in the Digital Age’ report has shown that the community 
nursing workforce currently suffers from many technological issues, including mobile 
connectivity, a lack of compatibility between different computer systems and device 
battery life35F

36 

The plan includes proposals to: 

• establish a new single patient record (SPR) to provide a universal record across all 
care settings with functionality to include information from social risk assessments and 
people's wearable devices 

• increase the use and functionality of the NHS App to become a source of 24/7 access 
to the NHS and supporting self-service, including the ability for patients to manage 
their medicines, view their data, book and hold their appointments, communicate with 
their health team and draft their care plan and for carers to access the app on behalf of 
people they're caring for  

• increase the spread of, and access to, technology enabling wider reform and 
supporting productivity. This includes both (i) improving the infrastructure to use data 
and technology, such as providing necessary tools and capabilities for community-
based services, and (ii) accelerating the implementation of AI in the NHS (for example 
through ambient voice technology or the drafting of care plans or discharge 
summaries) 

Overview of costs and benefits 

If successfully implemented, there are 2 key categories of opportunity from increased use 
of data and technology: 

• increased productivity. Improved data quality and access to data could support 
targeting of high-risk patients and groups leading to system efficiencies 

 
 
 
35 The London School of Economics and Political Science. 'The Promise of Population Health Management 
in England: From Theory to Implementation' 2022.  
36 The Queen's Institute of Community Nursing. 'Nursing in the Digital Age' 2023.  

https://www.lse.ac.uk/business/consulting/reports/the-promise-of-population-health-management-in-england
https://www.lse.ac.uk/business/consulting/reports/the-promise-of-population-health-management-in-england
https://qicn.org.uk/resources/nursing-in-the-digital-age/
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• increased patient empowerment. If patients engage with their health and care this 
could lead to increased knowledge, empowerment, and healthy behaviours 

Healthcare system costs, benefits and risks 
Single patient record 

Establishing the single patient record (SPR) is expected to take several years based on 
evidence from previous major digital programmes in the NHS. It is possible that the project 
takes longer than expected and the HM Treasury Green Book notes that there is a 
systematic tendency for project appraisers to be overly optimistic both in terms of costs 
and duration36F

37. Costs will include product development, technology and data integration 
including alignment with external vendors, delivery and administration (for example 
business case development, engagement, clinical and system input) and commercial 
costs. The broad scope of the SPR means it will require investment to ensure that staff 
such as paramedics and community pharmacists have the same access to their patients' 
data as those working in GP surgeries and hospitals. Depending on the approach to the 
SPR, in order to maximise its value, activities may need to include translating the medical 
terminology in care records into plain English so that they can be readily understood and 
used by the patient, and to digitise historic patient information.  

The proposal to include personalised social risk assessments in patient records will create 
further revenue and capital costs. Capital costs will also be incurred through development 
of data collection to the NHS App and tools to integrate the information with other 
datasets. There will be costs to develop and implement social needs screening, referral 
protocols, and to train staff to be able to effectively use these. There will also be ongoing 
maintenance costs such as administering social risk questionnaires, making referrals and 
tracking patient outcomes. 

The SPR could reduce variability in NHS services by supporting automated triage of 
patients into the correct care setting as result of risk stratification and social risk 
information. A social risk assessment within the SPR could also be used to help clinicians 
proactively identify whether someone is experiencing barriers to accessing services. If 
implemented successfully, clinicians could tailor care to the needs of an individual, 
potentially improving clinical patient safety. By having access to a patient's whole record, 
the clinical workforce can make more informed decisions that could improve outcomes. 
Successful implementation could also reduce more expensive downstream healthcare 
costs, such as development of long-term conditions, hospital admissions and A&E high 
intensity use. For example: 

 
 
 
37 HM Treasury. 'Green Book supplementary guidance: optimism bias' 2013.  

https://www.gov.uk/government/publications/green-book-supplementary-guidance-optimism-bias
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• research by Queen’s University Belfast37F

38 estimated that the London Care Record (a 
secure way to share patient information with health and care professionals across the 
city) potentially saved a total of between £7.9 million and £44.4 million between April 
2020 and March 2023, as a result of saving health and care professionals' time, 
helping them to provide safe and effective care more quickly 

However, there are risks to delivering the single patient record due to the magnitude and 
complexity of the programme and integration with legacy systems. These risks include 
reliance on a single provider and de-facto vendor-lock (where the cost of switching 
becomes so high that provision is essentially locked into the original supplier). While many 
clinicians would support data sharing for the purposes of improving care, there may be a 
risk of clinical resistance to changes to data sharing if safeguards are perceived to be 
insufficient.  

NHS App 

The NHS App will incur both development costs and costs related to broader digital 
infrastructure, pathway redesign, and the systems which the App connects. The highest 
costs are expected to be associated with the underlying infrastructure, such as 
modernising platforms and improving network coverage rather than developing the App 
itself. 

There are risks were the NHS App not to become a widespread 'first choice' option as this 
could limit the scale of transformation to health service access that the plan aspires to. 
Step changes to improve the functionality compared to the current look and feel of the App 
aim to increase the likelihood of its use. For example: 

• one survey by NHS England38F

39 of 239 General Practices found that key barriers to 
adopting the NHS App included 'patients preferring to contact by phone or in person', 
'staff lacking the skills or confidence' and App functionality not meeting both patient's 
and practice's needs' 

Artificial intelligence 

Adoption and scaling of new technologies will incur upfront costs and require funding. For 
example, the government is backing 3 UK-based research projects by investing £37.5 
million in the Research Ventures Catalyst (RVC) programme, with a further £44.7 million 
coming from co-investment. This funding is being distributed between 3 projects to 

 
 
 
38 Queen's University Belfast. 'New Queen’s research highlights benefits of digitising NHS healthcare' 2023.  
39 Underlying data will be made available on: https://digital.nhs.uk/data-and-information/supplementary-
information  

https://www.qub.ac.uk/News/Allnews/2023/new-qub-research-highlights-digitising-healthcare-benefits.html
https://digital.nhs.uk/data-and-information/supplementary-information
https://digital.nhs.uk/data-and-information/supplementary-information


17 

research how AI can target hard-to-treat diseases and improve diagnosis and treatment. 
However, over time, the vision is that many technologies become cost neutral or cost 
saving as existing, less efficient, diagnostic models can be scaled down or retired. 

AI technologies could be cost saving in the long run due to operational efficiencies. 
Examples include: 

• recent data suggests that NHS Trusts have improved activity by around 26%39F

40, while 
only increasing workforce by c.8%, partly as a result of diagnostic technologies. More 
widespread use of AI could continue or accelerate this trend  

• use of AI in CT scans is currently being piloted across half of English hospitals and is 
very likely to reduce reporting time and support triage of patients40F

41  

• AI has helped achieve National Optimal Lung Cancer Pathway (NOLCP) times, in 
some instances allowing same-day CT scans before the patient leaves the 
department. Informed by advice from clinical experts with experience of piloting these 
types of technology, if deployed across all NHS services these could ultimately deliver 
an additional 555,000 X-ray reports and 80,000 CT reports annually 

There may be some secondary benefits where AI helps to address poor data quality by 
standardising the way clinical information is recorded. This could reduce variability and 
errors in data entry within electronic patient record (EPR) systems. 

Risks include slow uptake of AI due to implementation delays caused by the upfront cost 
of new technologies. If ambient AI and generative AI have only a modest impact, they will 
improve efficiency but will not be sufficient to transform clinical pathways. As local 
healthcare systems reconfigure to reduce costs, there is a risk of a lack of skilled digital 
and data staff available to drive implementation. There are also inherent wider risks of 
artificial intelligence, which will need to be mitigated - including safeguarding patient data 
and training models using high quality evidence that is reflective of different population 
groups and equalities considerations. 

Public and patients - costs, benefits and risks 
Single patient record 

 
 
 
40 NHS England. 'Monthly Diagnostic Waiting Times and Activity' (viewed 26 June 2025) 
41 United Lincolnshire Teaching Hospitals NHS Trust. 'Faster diagnosis and treatment for Lincolnshire’s lung 
patients' 2019.  

https://www.england.nhs.uk/statistics/statistical-work-areas/diagnostics-waiting-times-and-activity/monthly-diagnostics-waiting-times-and-activity/
https://www.ulh.nhs.uk/news/faster-diagnosis-and-treatment-for-lincolnshires-lung-patients/
https://www.ulh.nhs.uk/news/faster-diagnosis-and-treatment-for-lincolnshires-lung-patients/
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Benefits to patients could include easier access to information, which could improve 
patient experience. Giving patients control over their records could help support 
transparency, accuracy and portability as well as engaging patients in their own care. 

Patients will need to have trust in those that use and control their data. The 10YHP 
confirms that steps will be taken in the design of the SPR to address the public's privacy 
and security concerns. As an example of people's views:  

• in the 2024 NHS England ‘Public attitudes to data in the NHS and social care’ survey, 
83% of the 2,200 people surveyed trusted the NHS to keep their patient data secure41F

42. 
The same survey found that the most common concerns cited were that NHS IT 
systems may be vulnerable to cyber-attacks (35% strongly agreeing) and concerns 
that the NHS might make mistakes with their patient data (49% strongly agree). Half of 
all respondents either strongly or slightly agreed that they were concerned the NHS 
would sell data to other companies without their permission 

NHS App 

The number of people using health care online has increased over the last decade. For 
example: 

• the GP Patient Survey, shows that around 7 in 10 respondents have used an online 
GP service in the past year. This trend is increasing over time. In 2015, 6.8% of those 
surveyed said they had booked an appointment online; by 2024, the figure was 41%42F

43. 
There is evidence that more people are using the NHS App to get repeat prescriptions, 
including by an increasing number of older people43F

44  

Patients will need to spend time familiarising themselves with new data and digital 
solutions as well as understanding their personal care record. 

For some, the NHS App could offer greater empowerment resulting in better patient 
experience and a better understanding of their own health and care. These benefits would 
only accrue to those with the time, inclination and capability to engage with such new tools 
and so there remains a risk of digital exclusion. The plan outlines measures such as App 
Ambassadors aimed at mitigating this risk. 

Artificial intelligence 

 
 
 
42 NHS England Digital. 'Public attitudes to data in the NHS and social care' 2024.  
43 41% of those surveyed stated they had Booked Appointments online. Q5. 'GP patient survey 2024' 2024.  
44 NHS England. 'NHS App reaches record users on fifth anniversary' 2023.  

https://digital.nhs.uk/data-and-information/keeping-data-safe-and-benefitting-the-public/public-attitudes-to-data-in-the-nhs-and-social-care
https://gp-patient.co.uk/past-survey-results-materials
https://www.england.nhs.uk/2023/12/nhs-app-reaches-record-users-on-fifth-anniversary/
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Patients could benefit from AI where it increases the time clinicians spend face-to-face 
with patients. If AI successfully reduces administrative burdens, this may make in-person 
appointments more effective, with clinicians focussed on the patient rather than 
administration44F

45. This was found in:  

• interim data from pilots, including from NHS England-funded studies in London (led by 
Great Ormond Street Hospital) have shown that ambient AI tools can drive efficiencies 
in the NHS, including reduced administrative burden and reduction in appointment 
times45F

46 

There will also be benefits to overall population health if new technologies support earlier 
diagnosis or more efficient care. For example, integrated data from wearables could 
benefit patients through improved health outcomes. Data, if available for a representative 
group of the population, could be used to identify disparities in health outcomes across 
diverse groups and target interventions to relevant group(s).  

Evidence suggests the public has an increasing appetite for using technology to self-
manage their care: 

• 4 in 5 people said they would be happy to use technology to manage their health if 
recommended by the NHS, and more than 7 in 10 say they would use technology to 
avoid a hospital admission46F

47 

However, patients still value choice in how to access services. For example, when asked 
about what was important when booking a GP appointment, the second most important 
consideration was having a face-to-face appointment (alongside getting an appointment 
quickly)47F

48.  

Research48F

49 49F

50 indicates that patients are open to the use of AI but want to retain the 
human element, required to address the risk of patient harm caused by software errors 
going undetected. There are risks that such technology exacerbates existing disparities 
due to digital exclusion arising from inequalities in digital literacy and access to 
technologies like personal wearable devices as well as differing levels of patient appetite 
to engage with health information. The plan will trial approaches to provide devices for free 

 
 
 
45 Marino F and others. 'Digital technology in medical visits: a critical review of its impact on doctor-patient 
communication' Frontiers in Psychiatry 2023: Volume 14.  
46 Nelson Advisors > Healthcare Technology Thought Leadership. 'NHS braces itself for the AVT revolution: 
Ambient Voice Technologies set to unlock productivity and efficiency gains' 2025.  
47 NHS Confederation. 'Patient empowerment: what is the role of technology in transforming care?' 2023.  
48 The Health Foundation. 'Public perceptions of health and social care: Polling results' 2025.  
49 Tran, VT, Riveros, C and Ravaud, P. ' Patients’ views of wearable devices and AI in healthcare: findings 
from the ComPaRe e-cohort' 2019.  
50 The Health Foundation. 'AI in health care: what do the public and NHS staff think?' 2024.  

https://doi.org/10.3389/fpsyt.2023.1226225
https://doi.org/10.3389/fpsyt.2023.1226225
https://www.healthcare.digital/single-post/nhs-braces-itself-for-the-avt-revolution-ambient-voice-technologies-set-to-unlock-productivity-and
https://www.healthcare.digital/single-post/nhs-braces-itself-for-the-avt-revolution-ambient-voice-technologies-set-to-unlock-productivity-and
https://www.nhsconfed.org/publications/patient-empowerment-what-role-technology-transforming-care
https://www.health.org.uk/reports-and-analysis/reports/public-perceptions-of-health-and-social-care-polling-results
https://doi.org/10.1038/s41746-019-0132-y
https://doi.org/10.1038/s41746-019-0132-y
https://www.health.org.uk/reports-and-analysis/analysis/ai-in-health-care-what-do-the-public-and-nhs-staff-think
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in areas where health need and deprivation are highest, which would support mitigation of 
this risk. 

Workforce costs and benefits 
The ways that the workforce are expected to be supported with the adoption of new data 
flows and technology are outlined in the workforce reform chapter below.  

The SPR would give clinicians a single shared version of a patient's clinical history. This 
could improve efficiency by reducing duplicative activities and create time savings from 
removing the need for patients to describe their medical history repeatedly when seeing 
different care staff.  

There may be benefits to researchers and analysts across the NHS and wider society. 
Access to an aggregated dataset of deidentified patient records would reduce the need for 
time spent on data linkage and provide better quality data for service improvement and 
research.  

The NHS workforce could benefit from more efficient digital systems allowing them to 
spend more time on value-adding activities. This could include supporting them to 
communicate more effectively and dedicating more time to better quality care. There are 
some examples of this occurring already: 

• a long-term review of UK ‘teledermatology’ services found that up to 50% of GP 
referrals could be discharged with advice, while 14% could be enlisted directly for 
surgery, significantly focusing consultant dermatologists’ efforts during face-to-face 
clinics in reviewing only the patients who would benefit most50F

51 

However, the successful implementation of new digital solutions in the health sector 
requires good adoption and spread among the workforce. There is evidence that some 
groups have limited confidence in the likelihood of such change being successful, for 
example: 

• a British Medical Association (BMA) survey found that nearly 76% of doctors ranked 
‘interoperability of systems’ as a ‘significant barrier’ to digital transformation. 68% of 
doctors are ‘not very confident’ or ‘not at all confident’ that seamless and instant data 

 
 
 
51 Mehrtens, SH, Shall, L and Halpern, SM.'A 14-year review of a UK teledermatology service: experience of 
over 40 000 teleconsultations' 2019. Volume 44, Issue 8.  

https://doi.org/10.1111/ced.13928
https://doi.org/10.1111/ced.13928
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sharing will be the reality across UK health services in 10 years, with only 5% of 
doctors expressing strong confidence this will be the case51F

52 

There are some risks for the workforce associated with these proposals such as 
automation bias leading to overreliance and deskilling among the clinical workforce. As 
such, there will be costs associated with developing, delivering and attending training 
programmes for the new digital solutions implemented across the NHS. The Plan's 
engagement concluded that staff understood the importance of new technology and 
wanted to be at the centre of the change process to drive successful implementation. They 
pointed to the importance of protected time for staff to get training and support to use new 
systems and processes effectively. In the event that such time or training is not available, 
this could lead to slow adoption of new technologies.  

Reform plans - from sickness to prevention 

Summary and rationale for intervention 

Prevention of ill-health helps people to live longer, healthier lives. Over 1 in 5 of all deaths 
in England and Wales in 2022 were considered avoidable52F

53. These were people under 75 
years of age who died from causes that are considered either preventable or treatable 
given timely and effective health care services and public health measures. Of this overall 
avoidable mortality rate, about two thirds is preventable, driven by risk factors like obesity, 
smoking, physical inactivity and alcohol consumption.  

A healthier population can also support the economy via a more productive workforce with 
those in better health taking fewer sick days and remaining economically active for longer. 

A shift to prevention is not new, but to date, action to eliminate or mitigate risk factors have 
failed to curb the growing burden of illness. For example, obesity rates have been rising 
and mortality wholly caused by alcohol consumption53F

54 increased significantly during 
Covid-19 and has not returned to pre-pandemic levels. 

The plan proposes to: 

 
 
 
52 BMA Digital infrastructure. 'Building the future Getting IT Right: The case for urgent investment in safe, 
modern technology and data sharing in the UK's health services' 2024.  
53 Office for National Statistics. 'Avoidable mortality in England and Wales: 2021 and 2022' 2024. (viewed on 
4 June 2025) 
54 Department of Health and Social Care. Alcohol Profile - Data | Fingertips | Department of Health and 
Social Care (viewed on 22 December 2025) 

https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/the-future/building-the-future-healthcare-infrastructure-reports/digital-infrastructure
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/avoidablemortalityinenglandandwales/2021and2022
https://fingertips.phe.org.uk/profile/local-alcohol-profiles/data#page/4/gid/1938132984/pat/159/par/K02000001/ati/15/are/E92000001/iid/91380/age/1/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1
https://fingertips.phe.org.uk/profile/local-alcohol-profiles/data#page/4/gid/1938132984/pat/159/par/K02000001/ati/15/are/E92000001/iid/91380/age/1/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1
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• encourage healthy diets in low income families, through increases to weekly payments 
to the Healthy Start scheme and in the nutrition of children’s diets more broadly 

• support people of all ages to make healthier choices, including working with industry to 
introduce mandatory healthy food sales reporting for all large companies in the food 
sector, using the nutrient profile model in advertising and promotion of less healthy 
food and drink and introducing mandatory new standards for alcohol labelling 

• increase physical activity and access to weight management services including by 
expanding access to the Digital Weight Management Programme, and offer financial 
motivation for people to change their behaviour through a points scheme  

• tackle harmful behaviours, including tobacco use 

• testing of a new programme Prevention Accelerators to build the evidence base for the 
future neighbourhood delivery models 

• address the impact of health risks arising from the places people live, including 
measures aimed at reducing air pollution, delivering greener transport, and reducing 
emissions from domestic burning 

• build on and continue to expand programmes supporting people to find good work 

• support children's mental health by achieving national coverage of mental health 
support teams in schools and embedding relevant services in Young Futures Hubs 

• make progress in reducing cancer deaths by expanding HPV vaccinations to school 
leavers, supporting the development of multi-cancer early detection tests and 
increasing access and uptake of screening - including the roll out of lung cancer 
screening to all those with a history of smoking  

• expand the NHS Genomics Medicine Service across the population. This includes 
universal cancer genomics and integrating pharmacogenomics into routine clinical 
practice 

• encourage a shift in focus of health research and development to focus on primary and 
secondary prevention, as well as multiple long-term conditions to drive innovation in 
preventative healthcare products and services 

Overview of potential costs and benefits 

There is a strong economic case for shifting to a more preventative model of care:  
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• applying known, evidence-based preventative interventions earlier and more broadly 
could add 20 more healthy days per person, per year, in the UK - a 33% reduction in ill 
health – unlocking around £320 billion rise in GDP over 20 years54F

55  

• improved health can affect employment, GDP and government spending. The Tony 
Blair Institute estimates that a 20% reduction in the incidence of 6 major disease 
categories (Cancer, cardiovascular disease, chronic respiratory illness, diabetes, 
mental-health, and musculoskeletal disorders) would raise GDP by 0.74% (£19.8 
billion) within 5 years of achieving that reduction and by 0.98% (£26.3 billion) within 10 
years 

• research by the Health Foundation55F

56 suggests that highly activated patients - those 
with greater inclination and capability for self-management - use less health care. 
However, most patients are not highly activated and prevention measures which 
require greater self-management may not be capacity releasing and should be 
considered through a behavioural-change lens 

The benefits for many of these proposals rely on individuals to change their behaviour and 
behavioural responses to incentives can be unpredictable. As many people and patients 
are not highly motivated in these areas, measures requiring a lot of self-management may 
not be capacity releasing for the health system as people require ongoing support. Such 
support will be required to maximise the effectiveness of the interventions and could 
present an ongoing system cost in order to realise the benefits of prevention measures. 

It will be important for as many people as possible to be persuaded of the value of public 
health interventions. While many people are in favour of different prevention measures56F

57, 
one of the most common concerns cited on the Change NHS website about an increased 
focus on prevention in future was in relation to “Personal freedom, or that individuals have 
the right to choose or to privacy”. The measures in the plan aim to encourage and support 
people in their personal choices, making it easier for them to choose healthier options 
such as what they eat and drink. Even if not supported unanimously, some public health 
interventions can still have positive impacts on behaviours with resultant benefits for both 
individuals and the health system. 

 
 
 
55 Partners in Care and Health, Newton and Atlantic. 'The Future of Prevention Programme: Exploring how to 
deliver proactive prevention at scale Interim update' 2024. (viewed on 4 June 2025) 
56 Barker I, Steventon A, Williamson R and Deeny SR. 'Self-management capability in patients with long-term 
conditions is associated with reduced healthcare utilisation across a whole health economy: cross-sectional 
analysis of electronic health records' 2018.  
57 Ipsos 'The public are largely supportive of government public health interventions' 2025. 

https://online.flippingbook.com/view/549297208/
https://online.flippingbook.com/view/549297208/
https://doi.org/10.1136/bmjqs-2017-007635
https://doi.org/10.1136/bmjqs-2017-007635
https://doi.org/10.1136/bmjqs-2017-007635
https://www.ipsos.com/en-uk/public-are-largely-supportive-government-public-health-interventions
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Healthcare system costs, benefits and risks 
Primary prevention efforts can in principle contribute directly to reducing pressures on the 
NHS by reducing the incidence of disease. For example: 

• Nesta estimate that by halving the growth of chronic conditions to 0.5% annually, the 
government could avoid total health spending growth in the order of £200 billion by 
204057F

58 

However, effective and sustained prevention will require action across society, including by 
other government departments, individuals and businesses. The plan aims to coordinate 
such action from across government and wider society as part of delivering government's 
Health Mission58F

59.  

Increasing weekly payments under the Healthy Start Scheme is an economic transfer from 
government to recipients. The values of the scheme will increase, with pregnant women 
and children aged 1 to 4 receiving an extra 40p per week (£4.65 from £4.25), and children 
under one allocated an extra 80p per week (£9.30 from £8.50). The annual exchequer cost 
of this proposal is expected to be around £10 million per year based on current scheme 
costs. For further details see annex B.  

Costs for the government to implement mandatory healthy food sales reporting for all large 
companies in the food sector primarily relate to monitoring and enforcement of the policy. 
These costs will be contingent on the design of the scheme, determined by factors such as 
the complexity of reporting requirements and scope of businesses included.  

The plan sets out a range of proposals aimed at supporting people to make healthier 
choices by giving consumers more information about the health risks of alcohol 
consumption. Alcohol is also a risk factor contributing to 200 health conditions, including 
cancers, cardiovascular conditions, depression and liver disease59F

60. Where the initiatives 
are effective in reducing alcohol intake there could be associated health system benefits 
through reduced demand for services associated with alcohol consumption. For example:  

 
 
 
58 Nesta. 'How to save the NHS: get serious about primary prevention' 2024.  
59 HM Government. https://www.gov.uk/missions/nhs  
60 World Health Organisation. 'Global status report on alcohol and health' 2014.  
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• studies have estimated that between 10% and 16% of all ambulance contacts60F

61 61F

62 and 
between 21% to 35% of emergency department attendances 62F

63 63F

64 are alcohol-related, 
increasing to 70% of A&E attendances at peak times on the weekends (between 
midnight and 5am).64F

65 In 2023 to 2024, an estimated 1,018,986 hospital admissions 
were from conditions related to alcohol consumption in England, which was 6% of all 
hospital admissions that year65F

66  

Data and digital infrastructure will be needed to implement both 'HealthStore' and a new 
NHS points scheme. Learning from much smaller schemes shows that the main ongoing 
cost for points schemes relates to the rewards offered to individuals. For example: 

• running the 2023 ‘Better Health: Rewards Pilot’, in Wolverhampton (a city around 0.5% 
the total population of England), which was much smaller and limited in scope, cost 
DHSC £3.8 million. There would also be a cost to conduct a market engagement 
exercise before launching the NHS Points scheme 

There is some positive evidence supporting the NHS points scheme initiative though the 
novel nature of the proposal means that current evidence is limited. For example: 

• a 2015 public health initiative in Singapore involving over 1 million adults aged over 17 
was found to successfully incentivise incidental daily walking66F

67 

• the Wolverhampton ‘Better Health: Rewards Pilot’ successfully engaged typically hard 
to reach target audiences and achieved small but statistically significant behaviour 
change on daily fibre, fruit and vegetable intake (+21g), steps (+256) and exercise 
minutes (+1.9 minutes) because of financial incentives67F

68 

There will be costs to government associated with paying community pharmacies to 
deliver HPV catch-up vaccinations and to purchase the vaccines. As an indication, the 

 
 
 
61 Martin N, Newbury-Birch D, Duckett J, Mason H, Shen J, Shevills C and Kaner E. 'A Retrospective 
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Validation of an Algorithm Using Electronic Patient Records' 2021.  
63 Hoskins R and Benger J. ' What is the burden of alcohol-related injuries in an inner city emergency 
department?' 2012.  
64 Cabinet Office. Paper on the economic costs of alcohol misuse, 'Alcohol misuse: How much does it cost?' 
2003. 
65 Nuffield Trust. 'Alcohol-specific activity in hospitals in England' 2015.  
66 Office for Health Improvement and Disparities Official Statistics. 'Alcohol profile: short statistical 
commentary, February 2025' 2025.  
67 Chew L, Tavitian-Exley I, Lim N, Ong A. 'Can a multi-level intervention approach, combining behavioural 
disciplines, novel technology and incentives increase physical activity at population-level?' 2021.  
68 Behavioural Insights Team. ‘Evaluation of a financial incentives scheme to support healthy eating and 
physical activity’ 2025 
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payments to pharmacies for administering vaccines is typically below £1068F

69. The overall 
cost effectiveness of the HPV vaccination depends on the vaccination strategy and 
vaccine uptake rates69F

70.  

Previous attempts to shift the NHS to targeting prevention have had limited success. 
Achieving the shift now requires the NHS to overcome persistent barriers. The NHS 
Confederation70F

71 suggests these include: the capacity to shift resources, clarity about aims 
and the lack of a framework for monitoring progress, as well as short-termism in 
operational and financial planning. The plan sets the vision for prevention in the NHS and 
includes proposals aimed at addressing other barriers, such as through longer-term 
planning and improved data availability. 

People and patients - costs, benefits and risks 
Increased prevention activity is likely to reduce inequalities across population groups. For 
example, people in working class communities are currently more likely to be diagnosed 
with a preventable health condition earlier in their life; they are more likely to die 
prematurely - that is, before age 75 - and they are more likely to suffer severe economic 
harm after the onset of a new health condition71F

72. 

Several proposals are designed to support getting more people into work in poorer areas, 
delivering improvements in health inequalities and other benefits, for example improving 
prosperity. People remaining healthier for longer will also reduce welfare costs, increasing 
opportunities for government expenditure on other priorities. 

Proposals for the expansion of Individual Placement and Support (IPS) schemes are also 
intended to help people with substance dependency and severe mental illness to find good 
work. In August 2024, 38,704 people had accessed the IPS service for severe mental 
illness in the previous 12 months72F

73. For alcohol and drug treatment IPS, full rollout was 
anticipated in 2024 to 2025 with the aim of supporting 13,000 people per year73F

74. For 
example:  

• a study from January 2024 evaluated the cost-effectiveness of IPS for both groups. 
Based on the randomised controlled trial outputs, researchers estimated there was a 

 
 
 
69 NHS England. 'Community Pharmacy Enhanced Service COVID-19 vaccination programme: 1 September 
2024 to 31 March 2026' 2023.  
70 Datta S and others. 'Assessing the cost-effectiveness of HPV vaccination strategies for adolescent girls 
and boys in the UK' 2019.  
71 NHS Confederation. 'Unlocking prevention in integrated care systems' 2024.  
72 The Health Foundation. 'REAL Centre Health inequalities in 2040: current and projected patterns of illness 
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73 NHS England Digital. 'Mental Health Services Monthly Statistics, Performance August 2024' 2024.  
74 NHS England. 'Individual placement and support for severe mental illness' 2023.  
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52% probability that IPS was cost-effective for participants with alcohol dependence, 
with a 97% probability of cost-effectiveness for the ‘other drug’ dependence group. 
However, IPS was found to be ineffective for the opioid group finding employment and 
insignificant in cost-effectiveness for this group74F

75 

While prevention overall is expected to narrow health inequalities, it is not a given that all 
public health initiatives will reduce inequalities. There is the potential that, for some 
initiatives, technological or health literacy could widen inequalities under certain 
circumstances, while still improving outcomes for all. The plan aims to mitigate issues that 
would widen health inequalities through measures such as App Ambassadors and trialling, 
giving wearable technology to those in deprived areas at no, or low, cost. 

Obesity 

More than 1 in 3 children (35.8%) aged 10 to 11 years is now living with overweight or 
obesity, and obesity prevalence for children in the most deprived areas is more than 
double than in the least deprived areas (NCMP, 2023 to 2024)75F

76. This is despite existing 
government policies focussed on improving the food and drink environment targeting 
children. Where people respond to the incentives for a healthier diet and physical activity, 
this can help to reduce the risks a wide range of chronic conditions, including 
cardiovascular disease, metabolic disorders such as type 2 diabetes, and some forms of 
cancer76F

77. Physical activity and exercise can reduce the risk of early death and major 
illnesses such as coronary heart disease, stroke, type 2 diabetes and cancer77F

78 78F

79.  

The proposal to increase the value of the Healthy Start Scheme will support low-income 
households to increase their consumption of healthy foods. In April 2025, Healthy Start 
supported over 330,000 pregnant women or children aged under 479F

80.  

Implementing mandatory healthy food sales reporting and related targets to increase the 
healthiness of sales is expected to lead to improved diets where the policy results in a 
healthier average of overall food purchased. Increasing the share of healthy food in 
people’s diets could reduce daily calorie consumption, with impacts for the number of 
people living with obesity. The government will work with companies to design a scheme 
that considers inequalities in communities across the UK and is not just pointed at areas 

 
 
 
75 Office for Health Improvement and Disparities research and analysis. 'Individual Placement and Support - 
Alcohol and Drug study: main findings' Updated 2024.  
76 NHS England Digital. 'National Child Measurement Programme, England, 2023/24 School Year' 2024.  
77 NHS. 'Eating a balanced diet' 2022.  
78 NHS. 'Benefits of exercise'.  
79 Posadzki P, Pieper D, Bajpai R, Makaruk H, Könsgen N, Neuhaus AL and Semwal M. 'Exercise/physical 
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80 NHS Healthy Start. 'Uptake Data - England' 2025. (viewed on 4 June 2025) 
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that are already responsive to health initiatives. The design of the target will be subject to 
consultation with industry, and it will overlap with wider policies to tackle obesity.  

A material impact on food sales could have a large impact on obesity. In an indicative and 
optimistic scenario of a reduction in calorie purchasing of 40 to 50 kcal per day, childhood 
obesity could be reduced by up to 340,000 and adult obesity by around 2 million, over the 
long term80F

81. For further details, see annex B. 

The plan intends to update the standards underpinning current advertising and promotion 
restrictions by moving to the new Nutrient Profile Model (NPM) to determine the nutrient 
content of food and non-alcoholic drinks. The policy will be subject to consultation. The 
following evidence illustrates the potential impact of the policy. The NPM currently in use is 
based on the 2004 to 2005 scoring system, but a new definition was proposed through 
consultation in 2018. Applying the new model would bring more products in scope of the 
restrictions, further reducing children’s exposure to less healthy products of concern for 
childhood obesity, strengthening the impact of existing policies. As with the existing 
policies, it would also have significant spillover benefits for adults. For example: 

• indicative analysis suggests that tightening the restrictions for food and drink 
advertising and promotion using the proposed NPM 2018 could reduce calorie intake 
by up to an additional 30% compared to the current model. This is equivalent to 
reducing cases of childhood obesity by up to 170,000 and adult obesity by up to 
940,00081F

82. For further details, see annex B 

Children living with obesity are around 5 times as likely to live with obesity as adults82F

83. 
Therefore, applying the proposed NPM 2018 to the child-focused advertising restrictions 
and promotions restrictions policies could help to further reduce disparities in childhood 
obesity because there is evidence that some children in deprived areas are exposed to 
more HFSS advertising to children in more affluent areas. 

There is little evidence to assess the impact of introducing nutritional targets on consumer 
prices. Nesta argue that due to competitiveness in the sector, businesses will pursue 
methods of achieving the target that do not increase food prices. While enforcement 
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across their entire food product portfolio' 2024.  
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approaches are yet to be determined, they would be unlikely to increase prices as 
businesses would lose customers to their nearest rivals who did achieve the target83F

84.  

Alcohol consumption 

UK trends in alcohol-related harms are going in the wrong direction, such as:  

• while the average rate of premature death and ill-health due to alcohol-related liver 
conditions decreased over the last 30 years for most of Western Europe, the UK rate 
has increased by 70%84F

85. In England, the death rate due to alcohol is the highest on 
record85F

86  

• alcohol has become increasingly affordable over time in the UK, being 91% more 
affordable in 2023 than in 198786F

87. The estimated cost of alcohol harm to society in 
England is £27.4 billion per year (2021 to 2022 prices), the equivalent of 1.22% of 
GDP in 2022. This includes an estimated £5.1 billion to the wider economy due to lost 
productivity87F

88. The following evidence illustrates how the proposals relating to alcohol 
may reduce consumption. The evidence linking these policies to improved health 
outcomes is less well-established 

Mandated alcohol label content would ensure important information is available to 
consumers at the point of purchase and consumption, going beyond existing requirements. 
There is evidence that health warnings increase knowledge of health impacts, which could 
slow the rate of alcohol consumption88F

89. 

No and low alcohol products could help to reduce alcohol harms if consumers substitute 
these products for standard strength alcoholic drinks. The evidence base for such impacts 
is limited as this is a newly emerging policy solution for tackling alcohol related harms. 

Air quality 

Almost everyone in the country would benefit from steps to reduce exposure to air 
pollution. Almost everywhere in England is now below England’s 2040 target for PM2.5 
(tiny particles that penetrate deep into the lungs) but still falling short of the WHO’s more 
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88 Institute of Alcohol Studies. 'The Costs of Alcohol to Society' 2024.  
89 Zuckermann AME and others. 'The effects of alcohol container labels on consumption behaviour, 
knowledge, and support for labelling: a systematic review' 2024.  

https://www.nesta.org.uk/report/targeting-the-health-of-a-nation/
https://www.nesta.org.uk/report/targeting-the-health-of-a-nation/
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/causesofdeath/bulletins/alcoholrelateddeathsintheunitedkingdom/registeredin2023
https://fingertips.phe.org.uk/profile/local-alcohol-profiles/data#page/4/gid/1938132984/pat/159/par/K02000001/ati/15/are/E92000001/iid/91380/age/1/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1
https://fingertips.phe.org.uk/profile/local-alcohol-profiles/data#page/4/gid/1938132984/pat/159/par/K02000001/ati/15/are/E92000001/iid/91380/age/1/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1
https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-public-health/2023
https://www.ias.org.uk/report/the-costs-of-alcohol-to-society/
https://doi.org/10.1016/S2468-2667(24)00097-5
https://doi.org/10.1016/S2468-2667(24)00097-5


30 

stringent recommended limit, with 96% of the population above this threshold89F

90. For 
example: 

• epidemiological studies have shown that long-term exposure to air pollution (over 
years or lifetimes) reduces life expectancy, mainly due to cardiovascular and 
respiratory diseases and lung cancer. Short-term exposure (over hours or days) to 
elevated levels of air pollution can also cause a range of health impacts, including 
effects on lung function, exacerbation of asthma, increases in respiratory and 
cardiovascular hospital admissions and mortality90F

91 

Mental health 

Expansion of workforce will likely be required to increase the number of mental health 
practitioners in the community, specifically the mental health support teams in schools or 
Young Futures Hubs. Prevalence of mental disorders in children and young people has 
increased since 2017, rising from 12.5% of 8 to 16 year olds having a probable mental 
disorder in 2017, to 20.3% in 202391F

92. There are long waiting lists for services, with nearly 
360,000 children and young people referrals still waiting for contact with NHS mental 
health service at the end of April 2025, of which 10% have been waiting over 861 days92F

93. 
Without timely access to appropriate support, some children and young people may 
experience a worsening of their mental health, potentially requiring more intensive and 
costly interventions later93F

94 94F

95. For example: 

• research on Youth Information, Advice and Counselling Services (YIACS) open 
access hubs found95F

96 comparable clinical outcomes, such as more accessibility for 
those particularly from marginalised backgrounds, significant short-term reduction in 
psychological distress and high levels of service satisfaction, to those accessing 
therapy through Children and Young People’s Mental Health Services (CYPMHS) or 
school 
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Other benefits related specifically to open access hubs include reducing youth offending, 
improving engagement in education and employment, and keeping them safe from 
harm96F

97.  

The continued roll out of mental health support teams in schools and embedded support in 
Young Futures Hubs could increase the number of children and young people accessing 
NHS funded support, reduce wait times and make progress towards the eating disorder 
waiting time standards97F

98. 

Smoking  

The harms of smoking disproportionately fall on deprived communities, for example: 

• research of weekly expenditure and income for 5,000 UK households using 2016 to 
2017 Living Costs and Food survey data found that smoking exacerbates poverty in 
low-income households. The study proposed that it is the pivotal factor behind why an 
estimated 230,000 UK households live in poverty98F

99 

• there are also large geographical variations in rates of smoking during pregnancy from 
below 2% in parts of London to over 10% in parts of Lincolnshire99F

100 

Businesses costs and benefits 
The proposal to implement mandatory targets for the largest companies in the food sector 
is being designed in partnership between the government and industry. The government is 
determined to keep costs to companies low; many already have health sales reporting 
systems and most have internal targets. Businesses will be given flexibility on how to 
achieve the target, and this is expected to keep costs down. Both Tesco and Sainsbury's 
have voiced support for this policy100F

101. Analysis of a similar proposal by Nesta indicated a 
one-off cost of £45 million for retailers to transition operations and bi-annual costs of £3.3 
million for periodic product assessments101F

102. More work is planned with the affected 
businesses, including to agree a timeline for transition that will further limit the likely cost 
impacts. 
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There will be impacts on business from strengthening advertising and promotion 
restrictions for less healthy food and drinks. These were explored in the impact 
assessment for the existing advertising restrictions102F

103 and will be assessed further in the 
forthcoming consultation. This could include familiarisation and reformulation costs and a 
shift in revenues from unhealthy to healthier product lines. As well as benefits to 
businesses through likely increased healthy food sales, they, along with wider society, 
would see workforce benefits where the prevention proposals are effective in improving 
the population’s health. Studies have consistently shown that employees who are in good 
physical and mental health are more engaged, motivated, and efficient, such as:  

• a 2023 report by the World Health Organisation (WHO), companies that implement 
effective health and wellbeing programmes can see a productivity increase of up to 
20%103F

104. This is because healthy employees are less likely to take sick leave and more 
likely to perform at their best, leading to higher overall output and a better quality of 
work 

Further work is needed to understand the longer-term impacts that the policies relating 
alcohol might have on alcohol sales and producer and retailer revenue. The introduction of 
warning labels on alcohol containers would incur one-off familiarisation, redesign and 
printing costs for producers, plus one-off and ongoing costs of calculating nutritional 
information. Further work with industry is needed to understand adequate lead in times as 
well as exact costs incurred by producers. Mandatory health warnings and nutritional 
information could result in an associated reduction in revenue from alcohol sales, but this 
could be offset if consumers switch to different products, which producers could encourage 
through reformulation or new product innovation.  

Small and micro business impacts 

Smaller manufacturers and retailers will be impacted by the proposals that incentivise 
people to buy fewer unhealthy products such as sugary drinks and alcohol. The extent that 
these changes affect profits for retailers depends on consumer behaviour in terms of 
switching consumption to other products and the relative profit margin of these products 
compared to the basket of goods each business sells104F

105. These impacts will be fully 
assessed prior to implementation.  
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https://igpp.org.uk/blog/article/growing-importance-health-and-wellbeing-workplace
https://www.legislation.gov.uk/ukdsi/2021/9780348226195/impacts/2020/112
https://www.legislation.gov.uk/ukdsi/2021/9780348226195/impacts/2020/112
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Enablers - operating model 

Summary and rationale for intervention 

The overall ambition of changes to the NHS operating model is to devolve power, putting 
decision-making closer to patients and local communities, where their needs are best 
understood.  

The plan confirms the future 3-tier structure of the NHS in England with a headquarters 
within DHSC, 7 regional teams and integrated care boards (ICBs) as strategic local 
commissioners. Structural reforms are intended to support the invention, spread and 
adoption of innovation in the NHS by devolving power from the centre to local providers, 
frontline staff and patients, bringing in clear rules as necessary to allow for wider freedoms 
for organisations around them. Giving more freedom to providers is intended to lead to 
more innovation and better care for patients. 

The plan describes the following changes to the NHS operating model:  

• the centre will be smaller, combining the headquarters of the NHS and the Department 
of Health and Social Care 

• reducing the number of ICBs and them operating as strategic commissioners and with 
flexibilities to pool arrangements to commission services. Their role will also include 
building stronger relationships with local government 

• using multi-year budgets and financial incentives to enable investment in population 
health outcomes, not just into inputs and activity 

• giving high performing providers greater autonomy and flexibility to develop services, 
and supporting providers to achieve this requisite performance level; a new failure 
regime will address poor performance and a reinvented NHS foundation trust (FT) 
model will give the strongest performing providers more freedoms 

• more diversity in the provider landscape to drive better value and more choice, through 
private providers as well as the voluntary sector and social enterprise 

• a new Choice Charter giving patients more power and control through more 
engagement, control over their data and budgets, direct referrals for diagnostic 
services and choice of elective provider 
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Overview of potential costs and benefits 

The costs and benefits of the work underway to combine the NHS headquarters into 
DHSC and abolish NHS England are not covered in this impact statement. The 
government's expected benefits of the change are outlined in the Secretary of State’s 
statement to the House of Commons, including efficiency gains from reduced duplication 
of effort, reducing bureaucracy across the system and increased autonomy for NHS 
providers to innovate and deliver better care for patients105F

106. Future legislation to formally 
abolish NHS England will consider the costs and benefits of doing so in the usual way. 

Healthcare system costs, benefits and risks 

The plan intends to reduce the number of ICBs from 42 to create clearer lines of 
accountability, reduced duplication and more effective working at the centre of 
government. This will create staff turnover with potential costs associated with employment 
frictions such as redundancy costs for exiting staff, search and recruitment costs to hire 
new staff and short-term productivity losses associated with the loss of corporate 
knowledge from staff leaving and time taken for new staff to upskill. For all staff to adapt to 
their new roles and functions there are likely to be training and skills development costs, 
including opportunity costs of staff time to complete required learning and development to 
fulfil their roles. Other potential associated costs include changes to data platforms and 
digital solutions to ensure staff have access to the information required to fulfil their roles.  

The requirement for ICBs to increase user engagement through new participation methods 
is likely to create costs for some local areas, including for example to report and act on 
concerns and ideas raised. The precise approaches for implementing this are to be 
determined and so costs remain uncertain. 

If successful, the reforms to ICBs may help to support more effective healthcare delivery. 
As outlined in the plan, the aims of ICB reforms are to deliver both health system benefits, 
by driving efficiencies, and benefits for the health and wellbeing of the population by 
improving health outcomes, reducing health inequalities and improving access to 
consistently high-quality services. Strengthening the commissioning capabilities of ICBs 
and upper tier local authorities through periodic peer-review could help to maximise the 
value of the NHS budget and the public health grant by more effective commissioning. The 
scale of this opportunity is unknown.  

 
 
 
106 Department of Health and Social Care and The Rt Hon Wes Streeting MP Oral statement to Parliament. 
'NHS England: Health and Social Care Secretary's statement' 2025.  

https://www.gov.uk/government/speeches/nhs-england-health-and-social-care-secretarys-statement
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There may be some net savings due to improving the efficiency of NHS organisations by 
winding down Commissioning Support Units (CSUs) and abolishing integrated care 
partnerships, though these are currently unquantified. 

In general terms, organisational change creates both opportunities and risks. Making 
simultaneous changes to multiple layers of the NHS hierarchy creates a risk that there is 
insufficient capacity to accelerate change.  

The plan outlines changes to the operating model for NHS providers by reinvigorating and 
reinventing the FT model. The stated ambition is for all NHS trusts to become FTs during 
the 10 years of the plan, giving them more autonomy to drive local innovation that will 
improve efficiency and care quality. Around 70% of NHS provider trusts are foundation 
trusts (143 of 205)106F

107. In the short term, these changes will create costs both for providers 
and regions, with a view to achieving long term benefits in efficiency and outcomes. For 
example, regions will need to draw up action plans for each failing provider with tailored 
solutions. To support the subsequent process of turnaround, national involvement, 
including coordination across regulators is likely to be needed. There is a risk that ongoing 
challenges with performance and financial balance in the provider sector mean there are 
limited incentives in the short-term for some organisations to participate.  

Implementing a rigorous authorisation process for FTs and a regular reassessment and 
reauthorisation process will create costs both to provider organisations for their 
applications and the regional and national NHS organisations to oversee and implement 
the process. Providers will face costs in preparing their applications and time to be 
assessed against the required standards while regions will invest time to oversee and 
support applications. These costs could be higher than currently if more trusts seek to 
become FTs as intended. The government is seeking to free up resources by reducing 
duplication in the centre and ICBs which would contribute to offsetting these costs. The 
operating costs of NHS Improvement may provide an indication of the scale of costs to 
oversee, support and regulate the new FT model. Prior to its abolition in July 2022, NHS 
Improvement fulfilled several of the functions that may be required in the new model 
having been responsible for overseeing NHS foundation trusts, NHS trusts and some 
independent providers. It held providers to account and was the sector regulator for health 
services in England. It also had roles in overseeing the NHS payment system, patient 
choice and regulatory requirements.  

Other proposals in this chapter put new responsibilities on organisations. These include 
the process of agreeing neighbourhood health plans at single or upper tier authority level 
and ICBs translating those into a population health improvement plan, as well as proposals 

 
 
 
107 NHS Providers. 'The NHS provider sector'.  

https://nhsproviders.org/who-we-are/the-nhs-provider-sector
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for peer review and establishing improvement capability within the NHS provider sector. It 
is not clear to what extent these measures will require organisations to recruit additional 
staff to carry out these functions or whether they represent an opportunity cost with staff 
time diverted from other current activities. Broader efforts across the system to build 
partnerships and reduce duplication may free-up resources to carry out some of these 
functions. 

Public and patients - costs, benefits and risks 

Increased patient power in the new operating model will create some time costs for those 
choosing to actively participate. For example, in exercising their right to choose, patients 
needing elective care are likely to spend more time sourcing and utilising information to 
decide which provider to use for treatment. The plan intends to make this process as 
straightforward as possible, with clear and accessible information to minimise the time 
spent by individuals. 

Proposals that improve the effectiveness of the health system will generate benefits for 
population health outcomes. For example, increasing the efficacy of health-related budgets 
will increase the services available for a given budget. Therefore, costs and benefits to the 
public and patients will largely be felt via improvements or disruption to health system 
efficiency and effectiveness. If healthcare delivery is made more efficient and productive 
as a result of these changes the members of the public and patients will experience this 
through changes to access, quality and healthcare outcomes. 

Increased use of population health data and patient insights combined with collaborative 
development of neighbourhood health plans at local authority level is expected to create 
health systems that better meet local needs and offers them choices about where to 
receive care. A study by the King’s Fund found that choice has an intrinsic value to 
patients in terms of knowing that they can choose107F

108. All else being equal, it is possible a 
regime that provides and encourages patient choice creates benefits over one without 
such flexibility. 

There may be differential impacts for patients and members of the public who are more or 
less health literate and have more time or opportunity to engage in such choices. 

Business costs, benefits and risks 

The plan aims to build on and expand the diversity of providers involved in the future 
delivery of healthcare services. The opportunities for non-statutory organisations include 

 
 
 
108 The King's Fund. 'Patient choice: how patients choose and how providers respond' 2010.  

https://www.kingsfund.org.uk/insight-and-analysis/reports/patient-choice-providers-respond
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provision of elective services to reduce waiting times, with a particular focus on increasing 
capacity in disadvantaged areas, as well as providing other services in the community. 
Organisations will benefit from increased market access and the associated income 
generation.  

Greater provider diversity also has potential benefits for the wider health system. The 
Health and Social Care Select Committee has suggested that there are times when non-
statutory providers can better target and meet unmet needs, as well as creating incentives 
for other providers to improve108F

109. The King's Fund emphasises the value to the health 
system of the voluntary, community and social enterprise (VCSE) sector both in service 
delivery and as a route to working with different communities and providing intelligence 
and insights for the wider system. Workforce implications have not yet been assessed 
ahead of the 10 Year Workforce Plan. 

Enablers - transparency on quality  

Summary and rationale for intervention 

International comparisons show the UK to have relatively poor performance on care quality 
compared to OECD peers. Of OECD countries, the UK ranks109F

110: 

• in the worst third for mortality after a stroke or heart attack; for age-standardised 5-
year lung cancer survival; and for hospital admissions for asthma and COPD 

• in the worst third for the proportion of patients reporting being involved in decisions by 
their doctor 

• in the middle third for hospital admissions for diabetes 

• in the best third for hospital admissions for heart failure 

 The overall ambition is to transform the NHS by embedding transparency and high-quality 
care at its core. The proposals aim to empower patients and strengthen oversight, with a 
rigorous focus on high-quality care for all and a renewed focus on patient and staff voice. 
The plan signals alignment of new proposals with other recently announced initiatives such 
as the new National Maternity Taskforce. 

 
 
 
109 House of Commons Health and Social Care Committee. 'Integrated care: organisations, partnerships and 
systems. Seventh Report of Session 2017–19' 2018.  
110 Data sourced from OECD 'Health at a Glance' 2023 or OECD health statistics portal All data from 2021 or 
nearest year (viewed on 1 July 2025) 

https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/650/65002.htm
https://publications.parliament.uk/pa/cm201719/cmselect/cmhealth/650/65002.htm
https://www.oecd.org/en/publications/2023/11/health-at-a-glance-2023_e04f8239.html
https://www.oecd.org/en/data/datasets/oecd-health-statistics.html
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Proposals in this chapter include: 

• improving access to, and understanding of, published data to understand the 
performance of the NHS, including publishing easy-to-understand league tables and 
ranking providers against key quality indicators 

• improving the way that patient feedback is used and that their concerns are raised and 
addressed 

• expanding and making publicly available patient reported outcome and experience 
measures 

• revitalising the National Quality Board with a set of new responsibilities including 
development of a new quality strategy, outcome measures and service frameworks  

• stronger accountability at ICB and provider level to act by rewarding high quality and 
addressing poor quality care 

• using technology, data and AI to improve monitoring and measurement of care quality 

• building on the existing change programme of the Care Quality Commission (CQC) to 
transform its operating model and expand its data access 

• changing the time limit for the CQC to bring legal action against a provider, to allow 
more cases to be reviewed and acted upon 

• rationalising other organisations focussed on safety by bringing the Health Services 
Safety Investigations Body (HSSIB) into the CQC and transferring the hosting 
arrangement of the Patient Safety Commissioner (PSC) into the Medicines and 
Healthcare products Regulatory Agency (MHRA) 

Overview of potential costs and benefits 

The aim of these proposals is to benefit patients and service users through improved care 
quality resulting in better outcomes.  

There is limited information to assess the scale of these impacts, and their effectiveness 
will depend on the extent to which organisations take action to rectify issues or drive 
improvements. 

Healthcare system costs, benefits and risks 
Transparency of data 
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Commitments to the public availability of data include:  

• putting all quality measures from all providers in the public domain 

• publishing health data according to local authority boundaries rather than solely by 
NHS organisation 

There will be material transition costs for the NHS to collect and publish relevant data to 
meet the commitments above. Further work is needed to assess the scale of the proposed 
changes and the associated cost implications. The typical costs associated with 
developing and publishing data sets include setting and monitoring data standards, 
creating digital platforms for data to flow, and time to record and clean them.  

Particular actions relating to data include expanding the use and availability of patient-
reported outcome measures (PROMs) and patient-reported experience measures 
(PREMs). Information published to support a 2016 consultation about the PROMs 
programme stated that collection of the 4 nationally mandated PROMs generated an 
annual cost to NHS provider organisations of £1.1 million (2024 prices)110F

111, equivalent to 
around £275,000 per measure, in addition to central NHS costs. Expanding the use of 
PROMs to more specialties will carry a cost in terms of collecting, processing and utilising 
more data though future costs per collection could be expected to be lower over time due 
to increased digitisation. There will also be costs to individual provider organisations in 
improving the systematic collection of PREMs data and these data will be made available 
within the NHS App.  

The plan also sets expectations for organisations to have robust mechanisms for collecting 
and using patient feedback data which will create costs where they don’t currently exist. 

Once data is available, there are costs associated with reviewing and acting on it. These 
include staff time to analyse data, interpret findings, and agree actions. The subsequent 
costs of changing and improving services will depend on the steps required and a focus on 
outcomes metrics also requires a common understanding of the questions and purposes 
that the data can most usefully address111F

112. As with any system of performance 
measurement, there is a risk that organisations focus attention on these objectives, with 
deterioration in aspects of performance that are not measured or monitored through the 
system. 

 
 
 
111 NHS England Citizen Space. 'National Patient Reported Outcome Measures (PROMs) Programme 
Consultation' 2016.  
112 O'Connor DP and Brinker MR. 'Challenges in outcome measurement: clinical research 
perspective.' Clinical orthopaedics and related research 2013, 471(11), 3496–3503.  

https://www.engage.england.nhs.uk/consultation/proms-programme/
https://www.engage.england.nhs.uk/consultation/proms-programme/
https://doi.org/10.1007/s11999-013-3194-1
https://doi.org/10.1007/s11999-013-3194-1
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Better availability of data about the health system can help to drive performance 
improvements. For example, PROMs provide an indication of the outcomes or quality of 
care delivered to NHS patients, enabling providers, commissioners and other stakeholders 
to make informed changes to the delivery of their services. NHS England and the 
Department of Health and Social Care use PROMs data to monitor progress towards 
strategic objectives112F

113. Similarly, PREMs are typically used at organisation level, focussed 
on improving quality of front-line care and in some cases have been found to be used for 
performance improvement113F

114. 

There could be a risk that some clinicians will resist full transparency on clinician-level 
data. 

Revitalising the National Quality Board 

There are several proposals tasking the National Quality Board (NQB) with creating new 
outputs. The NQB has an existing role in the healthcare system, bringing together arm’s 
length bodies across the system with priorities in 2025 to 2026 including the development 
of a quality strategy and reviewing system recommendations114F

115. The net cost of 
revitalising the board, including changes to membership and expanding its role has yet to 
be assessed. However, in high level terms, there are at least 2 key benefits to focusing on 
outcomes: 

• incentivising better health for patients - by understanding how effectively the system is 
delivering better health and longer lives 

• improving efficiency by identifying and then reducing or stopping low value 
interventions 

Regulatory reform 

The plan outlines several ways that the role of the CQC will be expanded and 
strengthened which will create additional resource requirements for the CQC. For 
example, the CQC will assess whether all commissioners and providers have effective 
freedom to speak up functions, including appropriate skills and training, and increased 
time limit for the CQC to bring legal action against a provider. Costs to provider 
organisations to implement these functions are expected to be low as a network of 
freedom to speak up guardians has been established though new processes may be 

 
 
 
113 NHS England. 'Background information about PROMs' 2024.  
114 Gilmore KJ and others. 'The uses of Patient Reported Experience Measures in health systems: A 
systematic review' ScienceDirect 2023: Volume 128.  
115 NHS England. 'National Quality Board position statement: remaining focused on quality in times of 
change and financial challenge' 2025.  

https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/patient-reported-outcome-measures-proms/background-information-about-proms
https://doi.org/10.1016/j.healthpol.2022.07.008
https://doi.org/10.1016/j.healthpol.2022.07.008
https://www.england.nhs.uk/long-read/national-quality-board-position-statement-remaining-focused-on-quality-in-times-of-change-and-financial-challenge
https://www.england.nhs.uk/long-read/national-quality-board-position-statement-remaining-focused-on-quality-in-times-of-change-and-financial-challenge
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required in commissioning organisations. Other changes for the CQC are to the tools 
available and approaches to inspections. 

In simplifying the regulatory environment there will be costs to the transfer of functions. 
The Health Services Safety Investigations Body (HSSIB) and The Patient Safety 
Commissioner (PSC) will transfer functions into the CQC and Medicines and Healthcare 
products Regulatory Agency (MHRA) respectively. While roles aren’t expected to change, 
there will be transition costs associated with merging organisations. These vary in 
magnitude and include: legal costs; periods of reduced productivity while staff adjust to the 
new arrangements; time taken to develop the culture and vision of the new organisation 
and for that to bed in; costs of aligning IT functions, (such as file transfer for knowledge 
retention), aligning back office functions such as HR and IT support as well as access to 
shared office space. 

In pursuing longer term, ongoing benefits of better regulation in health and care, there is a 
shorter term, transitional, risk that changing the requirements of the CQC at the same time 
as it undergoes organisational transformation risks slowing the pace of change as staff 
time and effort is diffused across competing priorities.  

Incentives for high quality care 

A number of policies relate to the roles for regional teams and ICBs in improving quality. 
These organisations will incur costs in reviewing all services to identity areas where 
contractual levers are needed to end contracts for poor performing services. To illustrate 
the potential scale of this task, evidence from NHS Cheshire and Merseyside ICB shows 
that in May 2023, the commissioner held a total of 4,722 separate contracts115F

116. The 
subsequent costs of taking action will depend on the steps needed in individual cases and 
extent of under-performing services across England. Ongoing costs are likely to be 
associated with collecting and monitoring contract information. 

Decommissioning services and replacing providers will take time within ICBs and regions 
and could create short-term service disruption while new suppliers are found and bed-in. 
The credibility of threats to decommission services or terminate contracts where services 
are not meeting the required standards will be dependent on the availability of alternative 
providers to replace the incumbent provider to continue service delivery. 

The plan introduces additional flexibilities for local employers to make performance-based 
incentives for clinical teams. These are intended to reward stronger performers and 
incentivise staff to improve care and deliver good outcomes. Depending on how this policy 

 
 
 
116 Cheshire and Merseyside. 'FOI response Ref: FOI/00417/CMICB ICB Contracts' (2023)  

https://www.cheshireandmerseyside.nhs.uk/contact/freedom-of-information-foi/disclosure-log/2023/
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is implemented, there may be additional costs that are expected to be absorbed by local 
NHS organisations, wider research suggests: 

• that collective performance-related-pay systems can influence group processes and 
cooperation, leading to increased ideas generation and better working methods, 
improving organisations’ performance116F

117  

However, research on the impacts for clinical teams shows mixed results, for example:  

• a qualitative synthesis of research on such models, including UK and international 
studies found that such schemes can create both positive and negative perceptions by 
staff in terms of the incentives and performance measurement as well as their roles in 
influencing the quality of care and workplace dynamics117F

118 

Public and patients - costs, benefits and risks 
The intended benefit of these proposals is better care. The availability to patients and the 
public of more information about the quality of NHS services can help them to make more 
informed choices about their healthcare and potentially reduce information and outcome 
asymmetries across different societal groups. Realising the benefits of using this 
information depends on the extent to which patients have meaningful choice between 
service providers. Where new data is being published with the intention that it is used by 
the public and patients, those who choose to seek out, review and act on the data will face 
costs to their time in doing so. Those individuals who have the time, inclination and 
capability to engage with the system on issues relating to quality will be most impacted by 
these proposals both in terms of costs and benefits. 

The plan aims to increase the weight that NHS providers place on delivering a high-quality 
user and patient experience. Where organisations respond as intended, for example by 
reviewing and acting on patient feedback to improve service quality, patients and service 
users will benefit from better experiences of the NHS and potentially improved outcomes. 
Where patients have concerns about the care they receive, it is proposed that in future 
they will be supported by rapid response teams. For example: 

• Healthwatch England found that over half (56%) of people who made a formal 
complaint to the NHS were dissatisfied with both the process and the outcome of their 
complaint. This proposal is also expected to address response times for complaints, 

 
 
 
117 Wood S and others. 'Collective performance-related pay systems may have more effect than individual 
performance-related schemes' Human Resource Management Review 2023: Volume 33.  
118 Martin B and others. 'Health Care Professionals' Perceptions of Pay-for-Performance in Practice: A 
Qualitative Metasynthesis' Inquiry: The journal of medical care organization, provision and financing 2020: 
Volume 57.  

https://staffblogs.le.ac.uk/business/2023/10/27/collective-performance-related-pay-systems-may-have-more-effect-on-performance-than-individualized-performance-related-pay-systems/
https://staffblogs.le.ac.uk/business/2023/10/27/collective-performance-related-pay-systems-may-have-more-effect-on-performance-than-individualized-performance-related-pay-systems/
https://doi.org/10.1177/0046958020917491
https://doi.org/10.1177/0046958020917491
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which ranged from 18 to 114 working days (average 54) in data provided by ICBs to 
Healthwatch as part of their recent research118F

119.  

Utilising the contractual levers to decommission or terminate services or providers is also 
intended to improve the quality of care offered to patients. Insufficient information is 
available about the scale of this issue to assess the likely benefits for patients. Similarly, 
where patient feedback is acted on, and actions are taken to rectify any quality concerns 
raised, these proposals will deliver a better patient experience and improved quality.  

It may be that the quantity of information published as a result of these proposals signals a 
plethora of new concerns from the public about quality and safety in the NHS. In most 
cases this should be beneficial in highlighting areas that need improvement or reform. 
However, the system will need to be careful to correctly interpret such information. For 
example, risks could arise from misinterpreting increases in reporting as increases in 
adverse outcomes. The availability of a wealth of information without sufficient 
understanding of meaning or impact could undermine public confidence in the NHS and 
the 10YHP reforms.  

Business costs, benefits and risks 
These proposals will impact businesses in the provider sector that are regulated by the 
CQC. The CQC has over 5,000 registered independent healthcare organisations119F

120. 
These organisations will be impacted by adapting to the new ways that the CQC will 
execute its regulatory and inspection functions. The CQC is primarily funded by fees 
charged to the organisations it registers120F

121, any change to these fees will impact both 
private and NHS providers.  

Enablers - workforce reform 

Summary and rationale for intervention 

Around 1.5 million people are employed in the NHS121F

122. In addition, around 9% of people in 
England provide unpaid care122F

123. Pressures on the health and care system and those 
involved in care delivery are expected to grow in the coming years as illustrated by 

 
 
 
119 Healthwatch. 'A pain to complain: Why it’s time to fix the NHS complaints process' 2025.  
120 Independent Healthcare Providers Network. 'Quality and safety in the independent healthcare sector' 
2024.  
121Care Quality Commission. 'Annual Report and Accounts 2022/23' 2024.  
122 NHS England. 'NHS Workforce Statistics 2024 (Including provisional statistics for March 2024)' 2024. 
(viewed on 1 July 2025) 
123 Office for National Statistics. 'Unpaid care, England and Wales: Census 2021' 2021.  

https://nds.healthwatch.co.uk/reports-library/pain-complain-why-its-time-fix-nhs-complaints-process
https://www.ihpn.org.uk/quality-and-safety-in-the-independent-healthcare-sector-2024-key-points-on-cqc-regulation
https://www.cqc.org.uk/annual-report-and-accounts-202223/performance-report/our-financial-resources
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics/february-2024
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/unpaidcareenglandandwales/census2021
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projected increases in the ageing population, with associated increases in levels of 
multimorbidity and frailty123F

124. The number of people aged over 85 will grow by over 800,000 
by 2040124F

125. 

Challenges facing the NHS workforce in England include poor staff wellbeing and 
experience as well high rates of sickness absence. In the 2024 NHS Staff Survey, a third 
of respondents said that they found work emotionally exhausting, and nearly 30% said 
they did not have enough energy for friends and family during leisure time125F

126. The overall 
sickness absence rate is 5.1%126F

127, still higher than the 4.8% pre-pandemic rate (January 
2020)127F

128. 

As well as impacting staff, these challenges have consequences for NHS productivity. 
Measures of NHS productivity fell by more than 20% in 2020 to 2021 as the NHS 
responded to the pandemic128F

129. Since 2020 to 2021, productivity has been recovering but 
in the acute sector in 2024 to 2025 it was still estimated to be around 8% lower than the 
pre-pandemic level129F

130. 

The plan outlines a series of actions and initiatives relating to the workforce that will be 
developed in future. These include:  

• making more use of digital technology to free up clinical time including more use of AI 
(see innovation chapter below) and making greater use of automation in NHS HR 
services 

• improving and changing the approach to training, such as: a new digitally-led platform 
for education, skills and training; simplifying and increasing flexibility of staff mandatory 
training; and, work with higher education institutions to adapt the system to support 
10YHP reform vision 

• increasing opportunities for graduates through prioritising UK medical graduates and 
increasing specialty training posts 

 
 
 
124 The Health Foundation. 'Health in 2040: projected patterns of illness in England' 2023.  
125 Office for National Statistics. 'Population projections 2020 to 2040 for ages 65 to 84 and age 85 plus 
2023.  
126 NHS Staff Survey. 'NHS Staff Survey National Results' 2024. (viewed on 1 July 2025) 
127 Based on a 12-month rolling average sickness absence rate to February 2025. NHS England. NHS 
Sickness Absence Rates - NHS England Digital 2025. 
128 NHS England. NHS Sickness Absence Rates - January 2020, Provisional Statistics - NHS England Digital 
2020.  
129 Office for National Statistics. 'Public Service Productivity, healthcare, England: Financial year ending 
2022' 2022.  
130 NHS England. 'NHS productivity update' 2025. (viewed on 22 June 2025) 

https://www.health.org.uk/reports-and-analysis/reports/health-in-2040-projected-patterns-of-illness-in-england
https://www.ons.gov.uk/aboutus/transparencyandgovernance/freedomofinformationfoi/populationprojections2020to2040forages65to84andage85plus
https://www.nhsstaffsurveys.com/results/national-results/
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-absence-rates/january-2020-provisional-statistics
https://www.ons.gov.uk/economy/economicoutputandproductivity/publicservicesproductivity/articles/publicservicesproductivityestimateshealthcare/financialyearending2022
https://www.ons.gov.uk/economy/economicoutputandproductivity/publicservicesproductivity/articles/publicservicesproductivityestimateshealthcare/financialyearending2022
https://www.england.nhs.uk/long-read/nhs-productivity-update-feb-25/
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• improving staff experience, underpinned by a new set of Staff Standards, rolling out 
high-quality occupational health services and improved flexible working 

• NHS employers and contractors will be required to facilitate a 50% expansion of the 
NHS Graduate Management Training Scheme, refocussed to align with the service 
model in the 10YHP 

• new financial incentives and legislation to ensure NHS senior leaders operate 
consistently with the standards expected of them by (i) withholding annual pay 
increases from those who do not meet required standards and (ii) bringing forward 
legislation to disbar senior leaders from working in such NHS roles where they are 
found to have behaved unacceptably 

• reorientating NHS recruitment to local communities, across all types of NHS 
organisation and across roles from administration to nursing and medical professions 

The plan also signals how the NHS workforce will operate in future with the detail of these 
changes to be developed through a series of future initiatives. These include: 

• replacement of the long-term workforce plan with a new 10 Year Workforce Plan 
during 2025 

• the Chief Nursing Officer for England’s strategy - setting out new approaches to 
developing professional training and career pathways 

• a new Management and Leadership Framework, including a code of practice, 
standards and a development curriculum in autumn 2025  

A programme of work with professional regulators and through consultation is also outlined 
to maintain, update and reform employment contracts and appraisal arrangements, and to 
reform education and training curricula. 

Overview of potential costs and benefits  

Healthcare system costs, benefits and risks 
Proposals to improve staff experience that will be captured in the new set of staff 
standards will create implementation and ongoing costs. The standards are in 
development and so the costs are not yet known but they are expected to vary by 
organisation, depending on how far they already comply with the new standards. 
Examples of potential costs include: changing building food supplies and catering 
arrangements to ensure staff have access to nutritious food, training, information sharing 
and access to support to tackle racism and sexual harassment and steps to reduce 
violence against staff.  
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There may also be transition costs associated with the design and implementation of new 
practices, such as workforce culture shifts in response to increased flexible working. Tools 
such as e-rostering are expected to reduce the ongoing administration costs of these 
changes.  

Improving the occupational health offer to NHS staff through rolling-out access to 
treatment hubs will create costs associated with providing the treatments that staff require 
following their referrals and the time for them to access these services. These costs will 
vary depending on the nature of treatments provided. 

Where the measures in the staff standards are effective, they could benefit the healthcare 
system by improving morale and that translates into an improved working environment and 
productivity. For example: 

• research from 2017 has found that a one standard deviation increase in overall staff 
engagement was associated with a decrease of 0.9% in spend on agency staff (which 
works out to a saving of approximately £1.7 million) and a saving of approximately 
2,000 sick days per year (which works out at approximately £365,000 less in salary 
costs due to sickness absence)130F

131 

Increasing flexible working arrangements in the NHS can benefit the healthcare system, as 
well as staff, through higher staff-retention rates and reduced sickness absence as staff 
have more control over their shifts. Depending on the service offer, the occupational health 
hubs could also reduce sickness absence as staff receive support to remain fit and healthy 
to stay at work. Where this proposal successfully improves staff retention, the system will 
face reduced costs associated with turnover i.e. recruitment processes and use of 
temporary staff. Retaining staff longer-term can also improve service delivery due to the 
retention of corporate knowledge and established team working.  

Analysis by NHS England indicates that policies to support the working environment 
including flexible working can reduce leaver rates131F

132. More than half of NHS leavers are 
voluntary resignations and the top reasons given are to improve work life balance or 
because of health issues. The number of staff recorded as leaving for these reasons has 
more than tripled since 2013 to 2014132F

133. Flexible working is supported by the Royal 
College of Nursing133F

134 and NHS providers134F

135. Making it easier for staff moving between 
organisations as a result of policies such as portable training and standardised policies will 

 
 
 
131 NHS England. 'Employee engagement, sickness absence and agency spend in NHS trusts' 2018.  
132 NHS England. 'People Promise Exemplar Programme: Cohort 1 close of programme evaluation report' 
2025.  
133 The Kings Fund. 'NHS workforce in a nutshell' 2024.  
134 The Royal College of Nursing. 'Flexible Working' 2025. (viewed on 1 July 2025)  
135 University Hospitals Birmingham NHS Foundation Trust. ' Why we should say 'Yes!' to flexible working'.  

https://www.england.nhs.uk/publication/employee-engagement-sickness-absence-and-agency-spend-in-nhs-trusts/
https://www.england.nhs.uk/long-read/people-promise-exemplar-programme-cohort-1-close-of-programme-evaluation-report/
https://www.kingsfund.org.uk/insight-and-analysis/data-and-charts/nhs-workforce-nutshell
https://www.rcn.org.uk/Get-Help/RCN-advice/flexible-working
https://www.uhb.nhs.uk/hr/flexible-working/why-we-should-say-yes-to-flexible-working/
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also support the health system, reducing the time and costs associated with onboarding 
new staff where they are coming from another NHS organisation. 

There will be digital transformation costs associated with greater digital automation of the 
NHS HR service and developing and implement single sign-on functionality for staff to 
access all of their work-related systems with one set of log-on information. Work is 
ongoing to quantify the costs of this digital transformation.  

The NHS will also face costs associated with increases in training roles. These costs will 
include funding the training and support required for these programmes, both financially 
and freeing up staff time to undertake the training, and future salary increases for those 
completing the training. The actions relating to education and training will require 
education providers, working with employers to take urgent action to address attrition rates 
in nursing and other professions. There will be associated increases in costs relating to 
pay and education for DHSC.  

There will be costs associated with expanding the NHS Graduate Management Training 
(GMT) Scheme, from the current headcount of 400 on scheme to 600. Based on internal 
evidence about current scheme costs, once the scheme is scaled up, annual costs could 
be around £8.6 million higher per year (based on 2 cohorts being funded at any one time). 
NHS England is aware of demand for increased access to the scheme from NHS provider 
organisations. Expanding the scheme is likely to increase the scale at which the NHS 
attracts, recruits and employs a diverse range of graduates. It has the benefit of providing 
consistent management standards across the system. The key risk with expanding the 
scheme in the short-term is the capacity for NHS England to support an increased number 
of GMTS trainees while in their roles due to organisational changes.  

The proposals relating to leadership will generate costs where actions are taken to 
withhold pay or disbar those who have behaved unacceptably. Costs are likely to be for 
administration, HR and legal services where these actions are pursued. These actions 
may only be taken rarely, with benefits to both organisations and individuals of resolving 
issues before they escalate to these stages. Removing senior leaders and deterring 
unwelcome behaviour by senior leaders should improve organisations’ performance, 
potentially including financial performance, achievement of objectives and/or patient 
outcomes. There is a risk that these approaches could hinder ambitions towards a learning 
environment if people are not open and honest about failings that could result in a penalty, 
but these risks are expected to be outweighed by the benefits of embedding good 
leadership.  

Public and patients - costs, benefits and risks 
Workforce improvements can be expected to benefit patients receiving NHS services, 
through improved access to high quality care from a combination of more effective use of 
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staff training time, time freed up for care delivery, and improved staff wellbeing. For 
example: 

• research by Maben and others (2012) found that staff wellbeing is a precursor for 
delivering good patient care and experience135F

136 and West and Dawson (2012) have 
demonstrated the link between higher staff engagement and lower patient mortality 
rates, with an increase of one standard deviation in overall engagement associated 
with a 2.4% drop in patient mortality136F

137  

The recruitment of more staff from local communities can increase the diversity of 
candidates for roles, including those who may currently be underrepresented in the 
workforce of the organisation. This more diverse workforce can better understand the 
needs of the populations they serve.  

The proposals to expand apprenticeships and accessible training to resident populations 
and broadly across society could particularly benefit disadvantaged groups, including 
people with chronic conditions, care leavers and others. Supporting people into 
employment offers a route out of poverty and ill-health. In 2021, 75% of medical school 
entrants came from higher socioeconomic backgrounds with only 5% from the lowest 
socioeconomic group137F

138. 

While health service delivery and improving patient's health is the main role of the NHS, it 
is also an ‘anchor institution’ in local communities. In this role, the NHS aims to be a good 
inclusive employer and create opportunities for people to develop skills and access 
jobs138F

139. Where carried out successfully, this role can indirectly support improvements in 
the wider determinants of health, such as by widening access to employment in the local 
community. 

Workforce costs, benefits and risks 
Staff are likely to face transition costs as they adjust to changes in the digital systems that 
they use daily, as well as familiarising themselves with new HR functions and future 
training and skills development. If these new systems are successful in improving access 
to HR services, staff will be expected to benefit from improved experience and possible 
time savings, for example through simpler processes for rostering and leave booking. 

 
 
 
136 Maben J and others. 'Patients' experiences of care and the influence of staff motivation, affect and 
wellbeing' NIHR Service Delivery and Organisation programme 2012.  
137 The Kings Fund. 'Employee engagement and NHS performance' 2012.  
138 The Sutton Trust. 'Unequal Treatment? Access to medicine for socio-economically disadvantaged 
students' 2025.  
139 NHS England. 'Anchors and social value'.  

https://fundingawards.nihr.ac.uk/award/08/1819/213
https://fundingawards.nihr.ac.uk/award/08/1819/213
https://archive.kingsfund.org.uk/concern/published_works/000104276
https://www.suttontrust.com/our-research/unequal-treatment/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/our-approach-to-reducing-healthcare-inequalities/anchors-and-social-value/
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Proposals relating to HR functions, including the NHS single-sign-on and increasing 
flexible working are designed to improve staff experience and wellbeing. Flexible working 
arrangements can improve work-life balance by supporting people to accommodate family 
commitments as well as other personal pursuits, including activities such as education. 
Increased access to occupational health services through the national roll-out of Staff 
Treatment hubs can support staff to stay healthy and in work139F

140.  

These workforce reforms require a different mix of staff aligned to the way that new 
technology will be used in the system in future, and so clinicians will need appropriate 
training to fully exploit these opportunities. For example, aligning training with skills 
required for the future service model of the NHS, including the increased use of digital 
solutions and AI will equip staff to fulfil their roles and could support further development 
and career progression.  

Enablers - innovation 

Summary and rationale for intervention 

Over the past decade (financial years 2013 to 2024), NHS spending on drugs for 
specialised services has grown at 8.9 per cent a year, while for devices it has increased at 
10.2 per cent annually140F

141. This far outpaces the rate of growth of the total NHS budget, 
meaning that specialised services account for a growing share of expenditure. While it 
means more diseases and conditions can be treated - such as putting England on a 
trajectory to eliminate hepatitis C ahead of the rest of the world141F

142 - it potentially gives rise 
to opportunity costs in other areas of healthcare. 

The Office for Life Sciences publishes Life sciences competitiveness indicators 
annually142F

143. The latest data shows that:  

• as a percentage of GDP, the UK government’s budget allocation on health research 
and development declined as a share of GDP from 2020 to 2021 (similar to the trend 
in some other countries) but remained the second highest proportional allocation 
among comparator countries143F

144 

 
 
 
140 NHS Employers. 'Occupational health for NHS staff' 2023. (viewed on 25 June 2025)  
141 Darzi A. 'Independent investigation of the NHS in England' 2024.  
142 UK Health Security Agency. 'Hepatitis C in England 2024' 2025.  
143 Office for Life Sciences. 'Life sciences competitiveness indicators 2024: summary' 2024.  
144 Comparator countries were USA, South Korea, Australia, Italy, France, Japan, Germany and Spain. 

https://www.nhsemployers.org/articles/occupational-health-nhs-staff
https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
https://www.gov.uk/government/publications/hepatitis-c-in-the-uk/hepatitis-c-in-england-2024
https://www.gov.uk/government/publications/life-sciences-sector-data-2024/life-sciences-competitiveness-indicators-2024-summary#summary-of-the-uks-performance-in-thelscis
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• the UK’s global share of patients recruited to commercial trials increased, ranking in 
fourth place among comparators  

• the estimated value of inward life sciences foreign direct investment (FDI) to the UK 
fell in 2023, ranking eighth against compactors and reflecting a second year-on-year 
decline 

The plan describes 5 ‘transformative technologies’ for the health system: 

• health data. Users, including researchers and entrepreneurs will be able to access 
deidentified NHS datasets to solve health problems 

• expanded use of AI to transform diagnostics, analysis and drug discovery supported 
by a new regulatory framework for AI, infrastructure and implementation of the NHS AI 
strategy 

• the integration of patient genomic data with relevant clinical data to drive proactive and 
personalised care; a new large-scale study to sequence the genomes of 150,000 
adults 

• increased use of wearables, biometric sensors or smart devices with equitable access 
for health monitoring; over time integrating data from these products into the NHS App 

• increasing the adoption of surgical robots to enhance surgical precision, and assistive 
robotics to transform patient care and support 

The plan proposes a set of steps to support these ambitions:  

• expanding NICE’s technology appraisal process to cover devices, diagnostics and 
digital products, and introducing re-evaluation of priority clinical pathways 

• a new bidding process for global institutes to drive global leadership on research and 
translation, and establishing regional health innovation zones to test implementing 
innovation 

• improving procurement for innovation with a clear and coordinated approach focussed 
on value and outcomes with principles to support the adoption of technology 

• a more pro-innovation approach to regulation, including a joint process by MHRA and 
NICE to assess medicines and accelerate access 

• improving adoption and spread of innovations with an ‘innovator passport’ by 2026 to 
avoid repeated assessments of products and moving to a single national formulary 
(SNF) for medicines in the next 2 years. 
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A series of measures is also aimed at supporting clinical trials in the UK by making it 
easier for patients to enrol and organisations to set them up. These include: 

• publishing a monthly scorecard for the NHS showing progress on clinical trials 

• promoting ‘Be Part of Research’, allowing patients to search clinical trials database 
and to request to be contacted. In time, clinical trial recruitment will be linked to the 
NHS App and SPR, so that patients are proactively notified of clinical trials that might 
help them 

• making it easier for NHS organisations to participate in clinical trials by introducing 
standardised contracting processes and expanding the UK wide National Contract 
Value Review (NCVR) into out of hospital settings 

Overview of potential costs and benefits 

Technological change and health expenditure 
The relationship between technological advances and health spending is complex. In 
many cases, new technologies improve length and/or quality of life for patients but at an 
additional cost to the health service with a price that is deemed cost effective. Over the 
longer term this can create a cost pressure via: 

• new technologies to treat conditions for which there was previously no equivalent 
treatment (or the effectiveness of the treatment was low) meaning more money spent 
on a given condition or group of patients (with associated health benefits) 

• new technologies which expand existing interventions to wider populations. Overall 
spend can increase if a new treatment is found to be suitable for wider medical uses 
meaning it can address previously unmet demand for care 

The estimated impact of technological progress on health expenditure growth ranges 
significantly. Examples of this are found in: 

• studies reviewed by the OECD144F

145 estimated that technological progress accounted for 
between 10 and 75% of observed annual growth in health expenditure. Most studies 
reported values between 25 and 50%  

 
 
 
145 Marino A and Lorenzoni L. 'The impact of technological advancements on health spending: A literature 
review' OECD Health Working Paper 2019: Volume 113.  

https://doi.org/10.1787/fa3bab05-en
https://doi.org/10.1787/fa3bab05-en
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• Smith, Newhouse and Freeland 2019145F

146 estimated that medical technology explains 
27 to 48% of health spending growth since 1960 

Technological cost growth may also be driven by the expansion of morbidity resulting from 
the growth in chronic conditions. For example, population ageing and lifestyle trends 
encourage the development of new technologies that delay mortality and improve quality 
of life for individuals suffering from chronic conditions. However, in terms of costs:  

• the Health Foundation reports that while some innovations are purely cost savings, 
new technologies can increase per patient costs or bring more patients into scope of 
treatment146F

147, suggesting that health spending will increase as individuals live longer in 
ill-health 

The 5 big bets 
A collaboration by researchers from the Health Foundation, Institute for Fiscal Studies, 
The King’s Fund and the Nuffield Trust has previously considered aspects of 4 of the 5 big 
bets (robotics was not considered as part of this study)147F

148. All were identified to have key 
opportunities, summarised as follows:  

• big bet 1: improved patient-level health data. The research identified 4 major 
opportunities from the ability to link and analyse the abundance of NHS data: (i) 
reduced variation in clinical practice, (ii) understand how and why diseases arise and 
how they can be detected early / prevented all together, (iii) evaluate treatment 
outcomes and develop targeted approaches to treatment, including making clinical 
decisions in real time, and (iv) using consumer devices to monitor the whole 
population in order to form population-level datasets and enable early intervention for 
at-risk patients 

• big bet 2: increased use of AI. AI presents opportunities to improve the diagnostic 
process by using algorithms to interpret images produced from CT or MRIs to detect 
cancer. It also has the ability to support triage as well as more administration roles, for 
example ensuring all members of a surgical team are in the operating theatre at the 
same time or arranging the schedule of a community nurse. Some of these 
approaches are already being used in the NHS 

• big bet 3: genomics and personalised health care. The research focussed on the use 
of genomics in enabling precision medicine which is when patients receive treatment 

 
 
 
146 Smith S, Newhouse JP and Freeland MS. 'Income, Insurance, And Technology: Why Does Health 
Spending Outpace Economic Growth?' 2009.  
147 The Health Foundation. 'Health in 2040: projected patterns of illness in England' 2023.  
148 Castle-Clarke S. 'What will new technology mean for the NHS and its patients?' 2018.  

https://doi.org/10.1377/hlthaff.28.5.1276
https://doi.org/10.1377/hlthaff.28.5.1276
https://www.health.org.uk/reports-and-analysis/reports/health-in-2040-projected-patterns-of-illness-in-england
https://www.kingsfund.org.uk/insight-and-analysis/reports/nhs-70-what-will-new-technology-mean-nhs-and-its-patients
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based on their genetic, lifestyle and environmental information. At the time of the 
research (2018), there were still few treatments aimed at changing genes, and those 
that did, only worked on a very small number of people. If further research is capable 
of delivering precision medicine as intended, it will improve the quality of care and 
health outcomes, enhancing the effectiveness of treatment and making diagnoses 
more accurate 

• big bet 4: expanded use of wearables. Digital technology is increasingly supporting 
patients to better manage and understand their condition through online health 
communities, apps, and wearable devices. Making this available to the NHS will 
increase the richness of data to understand conditions. Making the most of this data 
could also produce longitudinal data to be used for research. 

Other studies have summarised the opportunities for robotics. Benefits observed for 
robotic surgery assistance include improving recovery time, reducing complications and 
potentially increasing access to these procedures148F

149. Other clinical outcomes include 
greater precision, smaller incisions, reducing the requirement for blood transfusions and 
reducing the danger of infections related to medical care, all leading to faster recovery time 
and shorter hospital stays149F

150. In pharmacy, the automated dispensing systems help 
reduce errors and dispensing time leading to an increase in pharmacist capacity150F

151. 
Hospital evaluations also show improved workflow and optimised storage151F

152.  

Healthcare system costs, benefits and risks 
Mainstreaming the use of new medicines and treatments developed through research and 
innovation requires strong workforce knowledge and digital data systems. The Sinker 
Review152F

153 found that staff felt it "took too long or was too difficult to try something new in a 
way that worked for them" and didn't not feel there was the capacity, culture or 
partnerships to embed innovation. As with other technological trends, the cost of 
implementation - including training and infrastructure - could limit benefits in the short term, 
even as the cost of the technologies themselves decrease. Retiring ineffective products 
could reduce costs to the health system and there could be an assumed cost saving 

 
 
 
149 NICE. 'Cutting-edge robotic surgery gets green light as 11 systems are recommended' 2025.  
150 Handa A and others. 'Role of Robotic-Assisted Surgery in Public Health: Its Advantages and Challenges' 
Cureus 2024: Volume 16.  
151 Takase T and others. 'Evaluating the safety and efficiency of robotic dispensing systems' J Pharm Health 
Care Sci 2022: Volume 8.  
152 Wang YC, Tsan CY and Chen MC. 'Implementation of an Automated Dispensing Cabinet System and Its 
Impact on Drug Administration: Longitudinal Study' JMIR Form Res 2021: Volume 5  
153 NHS England. 'The Innovation Ecosystem Programme – how the UK can lead the way globally in health 
gains and life sciences powered growth' 2024.  

https://www.nice.org.uk/news/articles/cutting-edge-robotic-surgery-gets-green-light-as-11-systems-are-recommended
https://doi.org/10.7759/cureus.62958
https://doi.org/10.1186/s40780-022-00255-w
https://formative.jmir.org/2021/9/e24542
https://formative.jmir.org/2021/9/e24542
https://www.england.nhs.uk/long-read/the-innovation-ecosystem-programme/
https://www.england.nhs.uk/long-read/the-innovation-ecosystem-programme/
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efficiency from ensuring that the innovations that are not the most effective and that do not 
offer the best value are no longer used.  

Increased access to research and innovation with more streamlined operations and 
optimised clinical pathways to adoption - including through an 'innovator passport' and 
through expanding NICE's technology appraisal process - could improve efficiency for both 
the NHS and industry. For example, the use of precision medicine can improve efficiency 
by delivering the care most suited to each patient rather than beginning with the same 
treatment for all. Where data is collected by patients from wearables and linked to their 
patient record, this could reduce the number of ultimately unnecessary tests ordered in the 
NHS, lowering system costs.  

A new joint process by MHRA and NICE could cut administrative burdens for both the 
system and industry. However, continuing to promote adoption of new technologies will 
require a system-wide approach. 

Genomics involves getting complete genetic information about an individual. The cost of 
sequencing whole genomes in 2025 has been reduced to $200 per genome153F

154. 
Pharmacogenomics is the study of an individual's genetic response to medications. Being 
able to identify the effects of a certain medication, based on an individual's genetics, 
before prescribing it could reduce side effects. Side effects account for one in 16 hospital 
admissions and have been estimated to cost the NHS £2.2 billion annually154F

155 
demonstrating how important pharmacogenetic testing and precision medicine could be. 

The plan describes the intended aims of new global institutes, to establish the UK as a 
world leader in health research and translation. Regional health innovation zones are 
intended to use radical experimentation to improve the use of such innovation in the NHS. 
The zones will be cost neutral if funded through existing devolved budgets, transformation 
funds and improvement and digital budgets. Where successful approaches are found, 
sharing this practice nationwide could result in improved health outcomes and wider 
economic benefits, derived from using innovation more effectively in healthcare.  

There is a risk that increased use of new technologies creates immediate financial 
pressures on already stretched healthcare budgets. For example, population health 
medicines for large patient cohorts have the potential to create significant long-term 
benefits in the form of health system savings and reduced economic inactivity. However, 
the cost of providing these treatments at scale across the entire eligible population 
presents a significant affordability challenge for the health system. More broadly, there are 

 
 
 
154 UK Research and Innovation. 'Our contribution to sequencing and genomics' 2025.  
155 Magavern EF. ' A United Kingdom nationally representative survey of public attitudes towards 
pharmacogenomics' 2025.  

https://www.ukri.org/who-we-are/how-we-are-doing/research-outcomes-and-impact/bbsrc/our-contribution-to-sequencing-and-genomics/
https://doi.org/10.1093/qjmed/hcaf035
https://doi.org/10.1093/qjmed/hcaf035
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risks to using innovation to drive efficiency if the NHS lacks the agility to adopt the 'right' 
technological advances over the next 10 years. It is likely that some experimental 
initiatives will fail to deliver their stated benefits given the emergent level of evidence for 
many new technologies.  

Public and patients - costs, benefits and risks 
Increased research and innovation, and the subsequent implementation of new 
technologies, will benefit patients through widening access and improved treatment. For 
example, precision medicine targets treatments to patients who are most likely to benefit 
from them, in contrast to the traditional ‘one size fits all’ approach to healthcare. This 
approach can lead to better patient outcomes, including reduced risk of side effects155F

156 by 
using the most effective treatment rather than needing to trial different options.  

There may be benefits to patients in terms of spending a reduced amount of time in 
healthcare settings. More services delivered at home, as well as health markers collected 
from wearables and biosensors mean people will spend less time travelling to and 
attending appointments where information can be transmitted digitally. These savings will 
enable people to spend that time in other value-adding pursuits. 

There are also benefits to patients from hospitals participating in research. Evidence 
comparing mortality rates across NHS acute trusts in England found that those 
participating in research had lower mortality rates after controlling for other structural 
factors156F

157. 

Benefits to patients in receipt of healthcare that uses new technology will be partially offset 
by costs to others where spending on new technologies displaces investment in other 
services. The relatively high price of many new medicines compared to other NHS 
treatments such as surgical interventions means that more expenditure on new high priced 
products can displace other activity, which could result in lower net increases in health 
outcomes than would otherwise be the case157F

158.  

Depending on implementation, moving to a single national formulary could support faster 
access to medicines for NHS patients and help to drive uptake in products following NICE 
medicines approvals. Moving away from 159 local formularies could increase equity in 
access to medicines by removing separate review processes, though local prescribers 
would retain clinical autonomy which may limit any effects. The median time to availability 

 
 
 
156 European Federation of Pharmaceutical Industries and Associations. 'Precision medicine: Giving the right 
medicine, to the right patient, at the right time'.  
157Ozdemir BA and others. 'Research activity and the association with mortality' PloS one 2015: Volume 10.  
158 Trigg LA and others. 'The Cost Effectiveness of Elective Surgical Procedures with Longer NHS Waiting 
Lists: A Targeted Review' Applied Health Econ Health Policy 2025.  

https://www.efpia.eu/about-medicines/development-of-medicines/precision-medicine/
https://www.efpia.eu/about-medicines/development-of-medicines/precision-medicine/
https://doi.org/10.1371/journal.pone.0118253
https://doi.org/10.1007/s40258-025-00975-8
https://doi.org/10.1007/s40258-025-00975-8
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of new medicines in England for medicines launched between 2020 and 2023 was 310 
days158F

159. Proposals to streamline access to medicines, including the joint process by 
MHRA and NICE are expected to give patients faster access to new medicines, with 
potential benefits for health outcomes. 

There remain some risks to inequality in access. Not all patients will be able or willing to 
engage with the latest technologies, and so digital or technological exclusion could remain 
a barrier for some. However, the plan seeks to mitigate this risk by trialling approaches to 
provide devices for free in areas where health need and deprivation are highest. The 
public may also have concerns and/or reservations about the ambitions for innovation 
highlighted in the plan. For example, they may be wary of the wider use of genomics and 
perceived risks to safety of leaner regulation.  

Businesses costs, benefits and risks 
As with any change to regulation, changes could affect business' sales to the NHS. For 
example, where less effective treatments are no longer funded by the NHS, this would 
reduce profits associated with those products. On the other hand, proposals that increase 
the opportunity for the NHS to increase or accelerate the adoption of new products will 
benefit the businesses producing and distributing those.  

NICE evaluations of new medicines are funded by charges to companies. There is a risk 
that companies would not be willing to pay for a re-evaluation which could risk their 
product being decommissioned by the NHS.  

Closer working between MHRA and NICE could reduce the regulatory burden for 
companies, including through more extensive information sharing between MHRA and 
NICE and enhanced advisory services through a better integrated NICE and MHRA offer. 
More streamlined operations and optimised clinical pathways to adoption of new 
technologies, such as through an 'innovator passport' and expanding NICE's technology 
appraisal process - could improve efficiency for industry, reducing the resource required to 
get products into use.  

By seeking to position the UK as a world leader in health innovation, the plan aims to 
secure economic benefits by attracting investment, creating high value jobs, and exporting 
new technologies to the world. For example: 

• the UK’s domestic pharmaceutical industry drove £8.7 billion of private R&D 
investment in 2023 (making up 17% of total private UK R&D investment)159F

160, and the 

 
 
 
159 EFPIA. 'EFPIA Patients W.A.I.T. Indicator 2024 Survey' 2025. (viewed on 1 July 2025) 
160 Office for National Statistics. ‘Business enterprise research and development, UK: 2023’ 2024.  

https://www.efpia.eu/news-events/the-efpia-view/statements-press-releases/new-data-shows-no-shift-in-access-to-medicines-for-millions-of-europeans/
https://www.ons.gov.uk/economy/governmentpublicsectorandtaxes/researchanddevelopmentexpenditure/bulletins/businessenterpriseresearchanddevelopment/2023
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whole UK life sciences industry attracted £5.2 billion of foreign direct investment from 
2019 to 2023160F

161, while also generating turnover of £108 billion in 2021 to 2022161F

162 

• in 2021 to 2022, it was estimated that the sector provided 304,200 jobs, with 89% 
outside of London162F

163. Many of those roles which were high-skill, high-wage jobs, with 
pharmaceutical manufacturing businesses contributing a gross value-added of 
£428,000 per pharmaceutical worker in 2024163F

164 

Enablers - finance 

Summary and rationale for intervention 

Revenue 
The current financial framework for the NHS is based on annual allocations. While these 
align with the government’s annual budgeting process, the lack of longer-term certainty 
about budgets can limit the ability for organisations to undertake major service 
transformation and system re-design.  

ICBs receive annual revenue allocations based on a formula. Of the approximately £205 
billion allocated to NHS England in the financial year 2025 to 2026164F

165, almost £170 billion 
is subject to the ICB allocations formula165F

166. Each year, ICBs have a baseline allocation 
and a target which is based on allocating ‘fair shares’ to each area. Systems are gradually 
moved towards that target using a convergence policy. This can be problematic for ICBs 
that are currently ‘overfunded’ because it may lead to lower funding growth than other 
ICBs or the national average and budget pressures can risk disrupting financial and 
operational plans for the year, to the detriment of services and patient care.  

Funding for primary care is separate from system allocations. General practices receive 
funding through various routes including fee for service and via the Quality and Outcomes 
Framework (QoF), but the biggest single funding stream for most practices is the global 
sum payment which is determined by the Carr-Hill formula. The Carr-Hill formula allocates 

 
 
 
161 Office for Life Sciences, Life Sciences Competitiveness Indicators. 'Life sciences competitiveness 
indicators 2024: summary' 2024.  
162 Office for Life Sciences. 'Bioscience and technology statistics 2021/22' 2024.  
163 Office for Life Sciences. 'Bioscience and health technology statistics 2021/22' 2024.  
164 Value calculated from Office for National Statistics (2025), GDP low-level aggregates and Office for 
National Statistics (2025), Employee and self-employed jobs by industry for businesses for standard industry 
classification 21: JOBS03, JOBS04. 
165 Department of Health and Social Care. '2025 to 2026 financial directions to NHS England' 2025.  
166 NHS England. 'Allocation of resources 2025/26' 2025.  

https://www.gov.uk/government/publications/life-sciences-sector-data-2024/life-sciences-competitiveness-indicators-2024-summary
https://www.gov.uk/government/publications/life-sciences-sector-data-2024/life-sciences-competitiveness-indicators-2024-summary
https://www.gov.uk/government/statistics/bioscience-and-health-technology-sector-statistics-2021-to-2022/bioscience-and-health-technology-sector-statistics-2021-to-2022
https://www.gov.uk/government/statistics/bioscience-and-health-technology-sector-statistics-2021-to-2022/bioscience-and-health-technology-sector-statistics-2021-to-2022
https://www.ons.gov.uk/economy/grossdomesticproductgdp/datasets/ukgdpolowlevelaggregates
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/employeejobsbyindustryjobs03
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/employeejobsbyindustryjobs03
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/selfemploymentjobsbyindustryjobs04
https://www.ons.gov.uk/employmentandlabourmarket/peopleinwork/employmentandemployeetypes/datasets/selfemploymentjobsbyindustryjobs04
https://www.gov.uk/government/publications/2025-to-2026-financial-directions-to-nhs-england/2025-to-2026-financial-directions-to-nhs-england
https://www.england.nhs.uk/publication/allocation-of-resources-2025-26/
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funds to GP practices based on an estimate of their patient workload by assigning a 
weighted value to each patient. 

GP practices serving England’s most deprived quintile received on average £14 less in 
NHS payments per weighted patient in 2022 than their counterparts serving patients in the 
least deprived quintile166F

167. The Royal College of General Practitioners and the Nuffield 
Trust have previously recommended this formula be reformed to take socioeconomic 
deprivation into account.167F

168 

Payments to healthcare providers are based on different approaches according to care 
setting and activity type. The aims of payment systems are to incentivise behaviour, for 
example in 2003 to 2004, the Payment by Results (PbR) system was introduced, 
alongside elective tariffs to help to reduce waiting times for planned, non-urgent 
treatments168F

169 by using financial incentives to encourage hospitals to meet waiting time 
targets. Typically, payments for units of activity are used in hospitals and drive more 
activity, whereas block contracts are used more in community services and create 
incentives for less activity. 

The plan confirms the publication of a new financial framework for the NHS to be 
published later this year as well as steps being taken to restore financial discipline. The 
plan also signals:  

• deliver 2% year-on-year productivity gains and, as a result, return to pre-pandemic 
levels of productivity by the end of the parliament 

• a shift to longer-term planning, with associated revenue allocations. Systems will also 
be moved to their fair shares of funding more quickly 

• funding changes aiming to support the shift towards neighbourhood care, including 
trialling year of care payments that could cover primary, community, mental health, 
specialist outpatient care and emergency activity as well as tariffs for community and 
mental health services 

• extending the use of best practice tariffs to more clinical pathways 

• patients’ views influencing payments to providers, such as linking payments to 
inspection outcomes or patient satisfaction. The NHS will trial 'Patient Power 

 
 
 
167 Health Equity Evidence Centre. 'Which ICB’s have the greatest need for primary care?'.  
168 Nuffield Trust. 'Fairer funding for general practice in England: what’s the problem, why is it so hard to fix, 
and what should the government do?' 2024.  
169 The Health Foundation. ' The future of the NHS hospital payment system in England: From recovery to 
transformation' 2021. 

https://www.heec.co.uk/component-library/data/
https://www.nuffieldtrust.org.uk/resource/fairer-funding-for-general-practice-in-england
https://www.nuffieldtrust.org.uk/resource/fairer-funding-for-general-practice-in-england
https://reader.health.org.uk/nhs-hospital-payment-system
https://reader.health.org.uk/nhs-hospital-payment-system
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Payments' where patients decide whether a portion of tariff should be paid to the 
provider or held in a regional improvement fund 

• new payment models for urgent and emergency care trialled with the aim of 
incentivising more same-day and out-of-hospital care 

Capital 
The UK spends less than many OECD countries on capital investment in healthcare. 
Different sources have estimated the capital shortfall, such as: 

• Lord Darzi's Independent Investigation into the National Health Service in England 
estimated a historic shortfall of £37 billion across the UK over the period 2011 to 
2020169F

170  

• the Health Foundation estimate a £38 billion shortfall if real-terms funding increase in 
line with OBR assumptions to 2029 to 2030170F

171 

In addition, in recent years money earmarked for capital spending is repeatedly having to 
be used to cover day-to-day costs171F

172, further exacerbating scarcity of capital. Backlog 
maintenance stood at £11.6 billion in 2024172F

173, the latest year of data available. 

The proposals relating to capital expenditure are intended to improve capital planning by 
creating more certainty and streamlining capital approvals processes, they include reforms 
to improve the use and value of assets by: 

• providing more details about the NHS infrastructure pipeline through a published 10-
year health infrastructure strategy 

• streamlining capital approvals processes to speed up new projects and clarifying rules 
associated with land disposals to maximise the use of the existing estate 

• provide capital allocations to ICBs on a rolling 5-year basis (in line with wider 
government capital allocations) 

• providing more flexibility for capital spending by provider organisations between 
financial years and further freedoms for new FTs to determine their capital expenditure 
independently 

 
 
 
170 Darzi A. 'Independent investigation of the NHS in England' 2024.  
171 The Health Foundation. 'How much funding does the NHS need over the next decade?' 2024.  
172 National Audit Office. 'Review of capital expenditure in the NHS' 2020.  
173 NHS England Digital. 'Estates Returns Information Collection' 2024. (viewed on 4 June 2025) 

https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
https://www.health.org.uk/reports-and-analysis/briefings/how-much-funding-does-the-nhs-need-over-the-next-decade
https://www.nao.org.uk/reports/review-of-capital-expenditure-in-the-nhs/
https://digital.nhs.uk/data-and-information/publications/statistical/estates-returns-information-collection
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The plan also signals changes to financing options for capital projects through future 
proposals for access private capital and a consultation on reforms to the use of Public 
Dividend Capital. 

Overview of potential costs and benefits 

Healthcare system costs, benefits and risks 
Overall 

Proposals in this chapter are intended to be cost neutral in financial terms and focus on re-
distributing funding by changing allocations to ICBs or adjusting the tariffs for different 
services and treatments by providers. These proposals generally aim to improve system 
efficiency to generate better patient experience and outcomes. If realised, such efficiencies 
could result in more integrated and joined up care, with savings reinvested into further 
system improvements. There are generally implementation risks associated with proposals 
that create ‘winners and losers’, with those who may lose out likely to have limited appetite 
for such changes.  

There will be transition costs within central organisations to design new allocations and 
payment approaches, and familiarisation and awareness costs within systems for financial 
regime changes, which typically take years to develop and bed in. There is a risk that 
administrative costs and challenges of operating some of the policies may out-weigh any 
service improvements at least in the short term. For example, implementing proposals 
such as tariffs for community and mental health services will be challenging initially due to 
the insufficient quality of data available. Year of care payments will become easier to 
implement and operate as the single patient record becomes established, increasing the 
availability of relevant data to calculate payments. 

There is a risk that new payment systems create perverse incentives which could drive 
behaviours in unintended ways. For example, contracts will need to be managed so that 
organisations that are paid under different arrangements are incentivised to take a shared, 
system-wide view of cost and value. As with all policy development, risks such as these 
will be assessed, with relevant mitigations reflected in the final policy design. 

There are a number of risks to the package of changes to day-to-day spending. The 
number of changes to different components of the financial architecture may undermine 
intentions to drive reform by destabilising NHS finances. The plan sets out a vision for 
financial stability, but this will need to be delivered at an appropriate pace of change, 
recognising that underlying system deficits will take time to eliminate. The new financial 
framework will need to clarify how the reforms operate in practice to create the incentives 
for the required service change to support the 3 shifts proposals. ICBs will continue to 
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commission services across a range of providers and so the financial architecture at 
system level will need to be kept under review.  

The plan outlines proposals that require funding shifts, such as reducing the share of 
expenditure allocated to hospital care, with proportionally greater share of spending 
expected to go on primary and community care over the next 3 to 4 years and requiring all 
organisations to reserve at least 3% of annual spend for one-time investments in service 
transformation. These are intended to be cost neutral proposals, that set priorities for the 
system and, if implemented, will benefit those areas that funding is redirected to. In doing 
so, the areas funding is being displaced from could be adversely impacted. There is also 
the risk that the requirements to meet these targets reduce local flexibilities and discretion 
over planning and budget setting. As with other policies, this will be monitored to seek to 
understand if there are adverse impacts or perverse incentives created by these changes. 

The productivity ambition in the plan is more than double the NHS’ historic average and is 
likely to translate to a higher challenge in some settings. Based on historic evidence, this 
will be a stretching target and if not achieved, will hamper operational and financial 
performance.  

Allocation formulae 

Setting 5-year capital budgets on a rolling basis aims to support longer-term strategic 
decision-making. Logically, it is difficult for organisations to optimise investments, changes 
and innovations in the presence of high future uncertainty. While setting longer allocations 
limits to some extent the NHS's ability to make short-term allocative adjustments in 
response to new events and trends, these downsides are likely to be outweighed by the 
reduced short-termism and the improved budgetary incentives on the system.  

Reviewing how health need is reflected in nationally determined contracts, such the Carr-
Hill formula for general practice, could improve allocative efficiency. It would create 
opportunity costs as prioritising funding for some services means forgoing others. Ahead 
of the Carr-Hill formula being reviewed, the scale of such opportunity cost is difficult to 
estimate, but the age of the formula and underlying data mean that changes in practices’ 
funding are likely to be significant. More radical funding options, such as a switch from a 
workload-based model to a need-based model for primary care services, would lead to a 
greater scale of change. Any change to allocations formulae, for a given envelope, results 
in some beneficiaries and others receiving lower allocations with the extent of 
redistribution depending on how adjustments for drivers of need are made, such as 
prevalence of complex needs and multi-morbidities. 

Reviewing allocations to ICBs could improve allocative efficiency, improving outcomes and 
potentially reducing health inequalities. The Royal College of General Practitioners argue 
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that replacing the Carr-Hill formula with a needs-based formula is a sustainable way to 
make general practice funding more equitable173F

174. 

Actual allocations to ICBs differ from the values determined by the formula and systems 
are gradually moved towards their target values using a convergence policy174F

175. The plan 
intends for ICBs to reach their targets more quickly than under the current policy so that 
those areas with the greatest economic and health challenges receive levels of funding 
aligned to their population needs more sooner. Increasing the pace at which ICBs move to 
their target allocations will create winners and losers relative to the current convergence 
policy. 

Payment approaches 

A range of new payment approaches for providers are intended to change incentives, to 
improve outcomes, productivity, including by shifting care into the community.  

The NHS payment scheme for secondary healthcare already includes a number of Best 
Practice Tariffs (BPTs) and the plan intends to increase the use of this approach. The use 
of BPTs more widely could spread this effective practice, providing incentives for providers 
to implement more efficient approaches to providing care and improve patient experience. 
BPTs have driven behaviour change and improved the efficient use of resources175F

176. For 
example: 

• research by Zogg and others (2022)176F

177 demonstrated the effectiveness of 
implementing BPTs on hip fracture outcomes in the NHS. The BPT was found to be 
associated with: reductions in mortality (365-day mortality prior to BPT implementation 
(2000 to 2006) was increasing by 0.3 percentage-points per year and decreased by 
5.4 percentage-points following implementation); declining readmissions rates (from 
annual increases of 0.8 percentage-points to a decline of 1.4 percentage points within 
30 days); improvements in length-of-stay (decreased by 2.7 days), and patients 
receiving a timely operation (increased by 15.1 percentage-points) 

Secondary care payments will be further refined through changes for urgent and 
emergency care to incentivise same-day and out-of-hospital care. These will be developed 
at the same time as year of care payments (YCPs). YCPs are a single payment to a 
provider with the potential to cover all of a person's care, from primary services to 

 
 
 
174 Royal College of General Practitioners. 'Breaking the inverse care law in UK general practice' 2024.  
175 NHS England. 'Technical guide to allocation formulae and convergence for 2025/26 allocations' 
2025.  
176 NHS England. '2025/26 NHS Payment Scheme – Annex C: Guidance on best practice tariffs' 2025.  
177 Zogg CK and others. 'Learning From England's Best Practice Tariff: Process Measure Pay-for-
Performance Can Improve Hip Fracture Outcomes' Annals of surgery 2022: Volume 275.  

https://www.rcgp.org.uk/representing-you/policy-areas/health-inequalities
https://www.england.nhs.uk/publication/technical-guide-to-allocation-formulae-and-convergence-for-2025-26-revenue-allocations/
https://www.england.nhs.uk/long-read/25-26-nhsps-annex-c-guidance-on-best-practice-tariffs/
https://doi.org/10.1097/SLA.0000000000004305
https://doi.org/10.1097/SLA.0000000000004305
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emergency admissions. This approach is intended to incentivise more proactive care for 
the eligible population, shifting care away from acute settings towards neighbourhood 
settings. Year of care payments create incentives to reduce costs because providers can 
also keep a share of any savings to invest in new services. If successfully implemented, 
this could improve overall system efficiency which may be seen through reduced waiting 
times and improved patient flow in acute settings, improving quality of care, patient 
experience and overall population health.  

In addition to trialling YCPs in pioneer systems, payment approaches outside of hospital 
will also change with the expansion of tariffs to community and mental health services. 
Existing block contracts typically incentivise lower activity since providers are paid a fixed 
amount irrespective of activity, and so rationally, would seek to minimise costs which could 
mean treating fewer patients. A tariff-based approach could drive activity in these services 
that would support wider aims, such as clearing the elective backlog, encouraging 
problems to be solved in lower cost settings, or preventative interventions such as care 
planning or core care processes. 

Implementing best practice tariffs for individual services in scope of a year of care payment 
would be challenging. Further consideration will need to be given to which services are 
most appropriate for each approach. 

Patients with complex health and social care needs are often frequent users of many 
services and internal analysis of patient level data estimates that this group accounts for 
18% of the population but represents 58% of secondary care costs. For further details see 
annex A. Changes to financial incentives that lead to the successful management of high 
intensity users of healthcare services could benefit patients, such as through increased 
independence, and reduced reliance on hospital care and long term residential and 
nursing home care. 

Patient Power Payments 

Patient Power Payments could create an incentive for trusts to prioritise patient experience 
to ensure they receive full payment levels. If trials are successful and these approaches 
are rolled out, they could help individual patients feel empowered and listened to, as well 
as creating benefits for future patients.  

However, linking funding to patient feedback can create uncertainty for providers. Any 
money withheld and not paid following the receipt of feedback could result in budget 
pressures as costs have been incurred, but without the full anticipated payment. The worst 
performing services could be hit the hardest unless Regional Safety Improvement Funds 
are targeted at those services. Providers may also face perverse incentives to improve the 
most ‘visible’ aspects of care in order to attract such payments. The ‘test and learn’ 
approach to Patient Power Payments is intended to help identify and moderate the 
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likelihood and impact of these risks. There are also likely to be upfront development costs 
for funding infrastructure and developing and communicating the patient-facing feedback 
tools.  

Capital 

Some costs of the capital proposals would be administrative, with central government 
required to calculate system-level multi-year capital budgets and to develop a fair and 
transparent capital allocations formula. There will also be familiarisation costs, as 
commissioners and regional teams will need to understand the capital budgets for their 
local areas and how they impact service provision for their populations. Provider 
organisations will also need to understand how their capital allocations have been 
calculated and use that information to revise their multi-year capital plans. Those 
organisations who are not aware of the current flexibilities for land disposals will also take 
time to understand those options. 

Greater certainty about future budgets could improve capital planning, enabling 
organisations to make more effective use of funding. The Institute for Government 
describes how short-term and volatile allocations for infrastructure projects can create 
stop-start projects and underinvestment in maintenance and replacement177F

178. Longer-term 
certainty is important for establishing a comprehensive pipeline of both medium-sized and 
larger health infrastructure projects. This can improve market capacity and reduce the 
adverse impacts of funding ‘cliff edges’ with improved market confidence in the 
government’s commitments on health.  

Streamlining the approvals process for projects requiring central approval may also 
support efficiency. Anecdotally, the complexity of allocations processes and the extent of 
national control over them currently inhibits local organisations from pursuing some capital 
schemes that they think are a high priority but do not align with nationally ring-fenced 
priorities. In addition: 

•  a report by the NHS Confederation suggests that the slow pace and multiple layers in 
the existing system adds delays and complexity to the system, increasing project 
costs178F

179 

 
 
 
178 Institute For Government. 'How to run the next multi-year spending review' 2024. 
179 NHS Confederation. 'Capital efficiency: how to reform healthcare capital spending: 16 practical 
recommendations across five key areas for reforming the NHS capital regime' 2025.  

https://www.instituteforgovernment.org.uk/publication/how-run-next-multi-year-spending-review
https://www.nhsconfed.org/publications/capital-efficiency
https://www.nhsconfed.org/publications/capital-efficiency
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• the 2019 National Audit Office (NAO) report on NHS financial sustainability found that 
the capital funding system made it difficult to plan and acted as a barrier to 
investment179F

180  

Over time, any increases in land disposals and the move to provide new FTs with more 
flexibility could lead to more effective and efficient use of existing assets as providers will 
be able to configure and use their assets to best meet their needs.  

Allocating capital spending limits according to need is intended to create equity across the 
system, as those providers with the highest need will have sufficient budget capacity to 
accelerate the eradication of backlog maintenance and to conduct routine maintenance 
and equipment replacement. However, given the scale of capital need, there is an 
overarching risk that any realistic capital settlement will not fix the capital deficit and 
maintenance backlog across the health system. Changes to capital allocations formulae 
will inevitably result in winners and losers as capital spending limits shift to be based on 
different criteria than those used currently. As under the current model funding available 
for tackling maintenance backlogs will flow in line with their extent which risks rewarding 
those who have failed to maintain their assets. Planned mitigations for these risks include 
broad consultation on design of the formula, consideration of transitional protection for 
winners and losers, and a robust accountability regime for effective use of funding 
provided. 

The use of alternative sources of capital could present some risks and costs to the 
taxpayer. Private finance is typically more expensive than public finance, because 
investors expect to earn a premium for risk taken and may seek high returns on risky 
investments. ICBs and trusts will need to ensure they have access to appropriate skills 
and resources to implement investment plans, manage contracts and avoid poor scrutiny 
or oversight. Organisations will also need to be clear on which risks they transfer to private 
providers, as seeking to transfer inappropriate risks would carry a high premium. 
Reflecting on previous lessons learnt in private finance180F

181 will be important in mitigating 
these risks. 

As the provider landscape becomes a more mixed economy of new FTs and those still 
progressing towards FT status, there will be a need to ensure capital investments by FTs 
do not crowd-out the spending requirements by other providers. Historically, FTs have 
principally been providers of acute activity and we cannot be certain that unconstrained 
capital spending will not result in greater investment only into secondary care, risking 
neighbourhood health ambitions.  

 
 
 
180 National Audit Office. 'NHS financial management and sustainability' 2019.  
181 National Audit Office. 'Private finance for infrastructure' 2025.  

https://www.nao.org.uk/reports/nhs-financial-sustainability/
https://www.nao.org.uk/insights/private-finance-for-infrastructure/
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Growth assessment 
Successfully implemented, we would expect the plan to be positive for economic growth 
through 2 routes: 

• firstly, improving the nation's health contributes to higher living standards and personal 
incomes. Interventions that speed up diagnosis or increase access to effective 
treatments will mean people spend more time in good health. This can increase the 
opportunity for people to contribute to society productively, driving up output and 
increased living standards 

• secondly, the plan includes proposals that could improve both NHS productivity and 
the productivity of the wider economy by improving the environment for innovation and 
the development and diffusion of new technologies. 

Fiscal impacts 

Historically health spending has grown both relative to the size of the economy and as a 
share of government spending. For example: 

• according to the IFS181F

182, the DHSC’s day-to-day budget has risen from just over one-
quarter (26%) of the all-departmental spending total (excluding annually managed 
expenditure (AME)) in 1998 to 1999 to over two fifths (43%) in 2022 to 2023  

• the Office for Budget Responsibility (OBR) identifies increasing health spending as the 
biggest driver of long-term government debt increases182F

183 

There is value to the wider economy from expenditure on healthcare with research 
suggesting that every pound invested in the NHS is associated with £4 of gross value 
added in the economy183F

184. However, for health spending to continue growing, the 
government will need to increase overall spending and/or reprioritise resources from 
elsewhere. This could be facilitated by wider economic growth, borrowing or additional tax 
revenue.  

Analysis by the OBR shows that some of this pressure can be mitigated through improving 
the average health of the population and narrowing health inequalities. These outcomes 
can increase labour market participation and tax revenues and reduce health and welfare 

 
 
 
182 Institute for Fiscal Studies. 'The past and future of UK health spending' 2024.  
183 Office for Budget Responsibility. 'Fiscal risks and sustainability' 2024.  
184 NHS Confederation. 'Creating Better Health Value: understanding the economic impact of NHS spending 
by care setting' 2023.  

https://ifs.org.uk/publications/past-and-future-uk-health-spending
https://obr.uk/frs/fiscal-risks-and-sustainability-september-2024/
https://www.nhsconfed.org/publications/creating-better-health-value-economic-impact-care-setting
https://www.nhsconfed.org/publications/creating-better-health-value-economic-impact-care-setting
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spending, positively benefitting government revenue and spending. These positive fiscal 
impacts would be partially offset by some increases in pension-related spending as people 
live longer184F

185. Proposals in the 10YHP that are successful in improving population health, 
such as the focus on prevention could contribute to slowing growth in health expenditure, 
increasing the government budget available for other priorities.  

Labour supply 

Implementing the proposals in the plan is expected to positively impact the ability of 
working age people to participate in the labour market by shortening the amount of time 
spent in ill-health such as by preventing the onset of illness and enabling better 
management of chronic conditions.  

The Office for Budget Responsibility has noted how ill health affects UK labour supply: 

"Ill health has consistently been a bigger factor behind inactivity in the UK 
than most other advanced economies". - Fiscal Risks and Sustainability 
report 2023185F

186 

As of July 2023, the economic inactivity rate in the UK has increased from pre-pandemic 
levels by 0.5 percentage points. The UK’s rise in inactivity rates is an outlier among 
advanced economies, who have seen working-age inactivity rates fall between 2019 and 
2022. Underlying variation in working age population health likely explains some of this, 
along with the structure of welfare systems and other factors186F

187.  

Proposals for changes to the NHS workforce proposals include increasing employment 
from local communities. This may support employment effects across different parts of the 
country, for example: 

• analysis conducted by the Health Foundation shows that, without action, 80% of the 
increase in the number of working-age people living with major illness between 2019 
and 2040 (from 3 million to 3.7 million) will be concentrated in more deprived areas 
(deciles 1 to 5)187F

188 

 
 
 
185 Office for Budget Responsibility. 'Fiscal risks and sustainability' 2024.  
186 Office for Budget Responsibility. Fiscal risks and sustainability report - July 2023.  
187 Office for Budget Responsibility. 'Fiscal risks and sustainability: How does economic inactivity compare 
across advanced economies?' 2023.  
188 The Health Foundation. 'Health in 2040: projected patterns of illness in England' 2023.  
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https://www.health.org.uk/reports-and-analysis/reports/health-in-2040-projected-patterns-of-illness-in-england
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Labour quality 

As well as enabling more participation, improvements in population health would be 
expected to improve workforce productivity. Healthier people will require less time off work 
due to illness. Initiatives that improve the health of children and others that are looked after 
by workers can provide further productivity gains where people need to take less time off 
work for their caring responsibilities. According to the 2021 Census, around 4.7 million 
people provided unpaid care in England, with around 2.3 million providing 1 to19 hours of 
unpaid care a week, around 970,000 providing 20 to 49 hours and around 1.4 million 
providing 50 or more hours188F

189. 

Within the healthcare system, training and development of the NHS workforce could be 
improved through the proposals in the plan, including developing skills to maximise 
opportunities in research and innovation. The emphasis on using digital technology, AI and 
other innovations to drive health opportunities will also create employment opportunities in 
high skilled jobs in the wider economy.  

Life sciences sector growth 

The government’s consultation on the industrial strategy highlighted the significant 
potential of the life sciences sector to be a driver of future growth and productivity189F

190. The 
plan outlines a package of proposals aimed at improving the incentives for innovation in 
the UK as well as strengthening the role of the NHS as a partner in research and 
increasing its adoption of new products. If successful, these measures could increase 
innovation in the life sciences sector and diffusion of those ideas, building on the growth 
the sector has experienced across a range of metrics from 2014 to 2015 to 2021 to 
2022190F

191:  

• turnover has increased by 40% 

• jobs by 24% 

• numbers of businesses by 11% 

• numbers of sites by 14% 

The use of 'disruptive' technology discussed in the Innovation chapter of the plan 
represent proposals aimed at driving innovation and could both increase the stock of ideas 

 
 
 
189 Office for National Statistics census. 'Provision of unpaid care' 2021.  
190 Department for Business and Trade. 'Invest 2035: the UK's modern industrial strategy' 2024.  
191 Office for Life Sciences. 'Bioscience and health technology sector statistics 2021 to 2022' 2024.  

https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/unpaidcareenglandandwales/census2021
https://www.gov.uk/government/consultations/invest-2035-the-uks-modern-industrial-strategy/invest-2035-the-uks-modern-industrial-strategy
https://www.gov.uk/government/statistics/bioscience-and-health-technology-sector-statistics-2021-to-2022/bioscience-and-health-technology-sector-statistics-2021-to-2022
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and diffusion of existing ideas. For example, improving the quality and interoperability of 
datasets could enable the use of AI and provide the material needed for genomic 
discovery and increase the value of information from wearable health tracking devices. 
New AI tools could increase productivity through reducing the administration burden on 
clinicians and freeing up more time to care for patients. The increased use of genomics 
could enable more pre-emptive, personalised care. For example: 

• a pilot study191F

192, led by Genomics England and Queen Mary University of London and 
undertaken in partnership with the National Institute for Health Research (NIHR) 
BioResource, found that using whole genome sequencing led to a new diagnosis for 
25% of the participants. Of these new diagnoses, 14% were found in regions of the 
genome that would be missed by other conventional methods, including other types of 
non-whole genomic tests 

Continuous monitoring of patients by wearables and proposals that accelerate the delivery 
of information and treatments directly to the patient or clinician would improve the 
efficiency of care delivery. Several proposals (such as the Healthstore, NHS App and 
single patient record) require bringing in entrepreneurs to develop products that improve 
their functionality, increasing the stock of ideas in the economy. 

NHS productivity 

The plan aims to return the NHS to 2019 to 2020 productivity levels by the end of the 
current spending review period. The NHS has delivered an annual average of 0.6% 
productivity growth over the last 2 decades192F

193. Consistently delivering 2% growth annually 
over 5 years would represent a step change in productivity delivery but is credible. 

The NHS currently faces challenges relating to both the quality and quantity of capital 
assets. For example, the poor quality of the NHS estate has been identified as a 
contributing factor to care being disrupted at 13 hospitals a day193F

194. Furthermore, the UK 
has just 10 CT scanners and 8.6 MRI scanners per 1 million people, compared to the 
average number in OECD EU nations of 20.5 and 12.4 respectively194F

195.  

The plan aims to reform the capital regime, including publishing a new 10-year health 
infrastructure strategy to give greater certainty to the NHS and industry on projects and 

 
 
 
192 Genomics England. 'Whole genome sequencing improves diagnosis of rare diseases and shortens 
diagnostic journeys for patients, according to world first study' 2021.  
193 UK Parliament. 'NHS financial sustainability: Fifth Report of Session 2024-25' 2025.  
194 Darzi A. 'Independent investigation of the NHS in England' 2024.  
195 British Medical Association. 'NHS delivery and workforce: NHS diagnostics data analysis' 2025.  

https://www.genomicsengland.co.uk/news/whole-genome-sequencing-rare-disease-diagnosis
https://www.genomicsengland.co.uk/news/whole-genome-sequencing-rare-disease-diagnosis
https://publications.parliament.uk/pa/cm5901/cmselect/cmpubacc/350/report.html
https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/pressures/nhs-diagnostics-data-analysis


70 

programmes and to allow better coordination of industry and supply chains across 
government.  

The intention is to test new private finance models which could help boost productivity 
growth by enabling the NHS to acquire and implement new technologies and equipment, 
improve the estate and facilities and address existing capital funding gaps. This, in turn, 
provides staff with the capital they need to work more efficiently, which could lead to 
reduced waiting times and better patient outcomes which ultimately boosts productivity. 

More investment in digital technologies and improving data accessibility will support higher 
quality care more efficiently provided, hence boosting productivity. For example, 
approximately a third of a community-based clinician's time (or 88 days per working year) 
is estimated to be spent on administration and patient coordination195F

196. Ambient voice 
technology could have the potential to boost productivity by reducing the time clinicians 
spend collecting and entering information and instead enabling them to spend more time 
providing care and helping the patient. For example: 

• the use of ambient voice technology at the Calderdale and Huddersfield NHS Trust 
saved 2,500 hours in one 6-month period that would have previously been required to 
type up the information196F

197. Internal reporting from across 53 GP surgeries showed that 
ambient scribe technology could save an estimated 1 to 2 minutes per patient contact 

Conclusion 
The plan outlined is a broad, ambitious set of proposals for the long-term future of the 
nation’s health and the NHS. The proposals have been informed by widespread 
engagement with the public, patients, staff and system experts, both through formal 
engagement and through the policy working groups which brought together a cross section 
of health system leaders. 

Successfully implemented, the potential impact on the public, patients, the healthcare 
system, wider society, and the economy overall is large. If citizens engage more effectively 
with their own health and with healthcare services, they could see benefits in terms of 
healthier lives, longer lives and an overall higher quality of life. There will be benefits for 
the health system where these proposals manage demand, move towards financial 

 
 
 
196 Department of Health and Social Care. 'Busting bureaucracy: empowering frontline staff by reducing 
excess bureaucracy in the health and care system in England' 2020.  
197 The Health Informatics Service (THIS). 'NHS health informatics specialist launches voice recognition 
technology at Yorkshire hospitals trust' 2022.  

https://www.gov.uk/government/calls-for-evidence/reducing-bureaucracy-in-the-health-and-social-care-system-call-for-evidence/outcome/busting-bureaucracy-empowering-frontline-staff-by-reducing-excess-bureaucracy-in-the-health-and-care-system-in-england
https://www.gov.uk/government/calls-for-evidence/reducing-bureaucracy-in-the-health-and-social-care-system-call-for-evidence/outcome/busting-bureaucracy-empowering-frontline-staff-by-reducing-excess-bureaucracy-in-the-health-and-care-system-in-england
https://www.nationalhealthexecutive.com/articles/nhs-health-informatics-specialist-launches-voice-recognition-technology-yorkshire
https://www.nationalhealthexecutive.com/articles/nhs-health-informatics-specialist-launches-voice-recognition-technology-yorkshire
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sustainability and rationalise the oversight of healthcare delivery. This would translate into 
benefits for wider society across England. 

However, delivery of the plan will require coordinated, joined up action across multiple 
actors and against a complex and changing landscape of regulation, system oversight and 
technological innovation. There are a number of risks articulated throughout this document 
and below which will need to be mitigated as action is taken to implement proposals over 
the next 10 years. 

Overarching risks and assumptions 

The plan is being introduced in the context of a health system under pressure. These 
pressures, and their effect on current performance was described as part of Lord Darzi's 
Independent Investigation197F

198. Successful delivery of the plan will require management of a 
number of overarching risks: 

Public support for change 
The plan places expectations on the public in terms of managing their own health and in 
their future health service interactions. When the public and workforce were surveyed 
through the Change NHS portal commencing October 2024, there was broad support for 
the 3 shifts: hospital to community, analogue to digital, and sickness to prevention198F

199. The 
same support was found in a separate survey conducted in November 2024 with the 
public. Building trust to maintain support from the public will be important to drive the level 
of change needed. 

Competing priorities and change capacity 
The plan outlines a significant package of NHS reform while the healthcare system is 
attempting to recover performance in elective activity and other areas. Proposals in the 
first few years will be delivered at the same time as a major change to the structure of the 
NHS with the abolition of NHS England and transition of functions into the Department of 
Health and Social Care. This central reform could create a risk to delivery of the plan at the 
pace required. Alternatively, if the reforms create clearer lines of accountability, reduced 
duplication and more effective working at the centre of government this may help support 
effective delivery of the proposed reforms. The plans for the abolition of NHS England will 
need to consider how ongoing leadership for delivery of the plan will progress while DHSC 
and NHS England undergo significant headcount reductions and transformation.  

 
 
 
198 Darzi A. 'Independent investigation of the NHS in England' 2024.  
199 See published Change NHS report on gov.uk. 

https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
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Complexity 
The plan acknowledges the difficulties in delivery given that commitments are complex and 
interdependent. Assumptions about new technology, innovation and scientific advances 
are uncertain and will change in ways that cannot fully be predicted. This complexity 
creates a high risk that the plan's ambition cannot be matched in delivery and 
implementation and results in insufficient pace of change. Further work is needed to clarify 
the phasing and implementation strategy for the plan, including through multi-year 
planning guidance and the 10 Year Workforce Plan. 

Funding 
At the time of publication, the NHS has a budget settlement until 2028 to 2029 for revenue 
funding and 2029 to 2030 for capital. Initiatives that require funding beyond these periods 
will be subject to future years spending reviews and as such, the deliverability of those 
proposals is less certain.  

Legislation 
A number of proposals in the plan are reliant on the introduction of primary or secondary 
legislation. Delivery of those proposals will be contingent on the timely passage of the 
required legislation as intended. Specific appraisals of legislative proposals will be carried 
out in the usual way. 

Monitoring and evaluation 

To understand whether the proposals in the plan meet their intended aims and are making 
progress towards the vision set out, a robust monitoring and evaluation process will be 
needed. The approach to evaluating the 10YHP will be informed by DHSC's evaluation 
strategy199F

200, reflecting the governments emphasis on evidence-based decision-making, 
continuous learning, and achieving its core objectives by using robust evaluation methods.  

The plan outlines a package of reforms affecting the whole health system and so we are 
exploring 2 types of monitoring and evaluation, one for individual proposals and another 
for the plan as a whole. Approaches to monitoring and evaluation for individual proposals 
will vary in scale and scope. Some initiatives will be tested or piloted before full roll-out, as 
part of a ‘test and learn’ approach200F

201 and others will be evaluated in future as appropriate. 
In addition, we are considering the overall evaluability of the plan through work with the 
National Institute of Health Research (NIHR) Policy Research Programme201F

202. Evaluability 

 
 
 
200 Department for Health and Social Care. 'DHSC: evaluation strategy' 2022. (viewed on 14 February 2025)  
201 Behavioural Insights Team. 'Test and learn: a playbook for mission-driven government' 2025.  
202 National Institute for Health and Care Research Policy Research.  

https://www.gov.uk/government/publications/dhsc-evaluation-strategy/dhsc-evaluation-strategy
https://www.bi.team/publications/test-and-learn-a-playbook-for-mission-driven-government/
https://www.nihr.ac.uk/research-funding/funding-programmes/policy-research
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assessments involve looking at the extent to which an intervention can be evaluated in a 
reliable and credible way202F

203.  

It is our expectation that evaluation activity associated with the 10YHP will be added to the 
Evaluation Registry203F

204 once formally commissioned and agreed. The Evaluation Registry 
is a publicly available, online catalogue of all government evaluations. It contains details of 
all planned, live and published evaluations conducted or commissioned by government 
departments. 

 
 

 

  

 
 
 
203 Foreign, Commonwealth & Development Office. 'Planning Evaluability Assessments A Synthesis of the 
Literature with Recommendations' DFID 2013: Working Paper 40.  
204 Evaluation Registry is a service owned by the Cabinet Office and HM Treasury.  

https://www.gov.uk/research-for-development-outputs/planning-evaluability-assessments-a-synthesis-of-the-literature-with-recommendations-dfid-working-paper-40
https://www.gov.uk/research-for-development-outputs/planning-evaluability-assessments-a-synthesis-of-the-literature-with-recommendations-dfid-working-paper-40
https://evaluation-registry.cabinetoffice.gov.uk/
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Annex A - prioritised population groups in scope 
of the neighbourhood health service 
While the neighbourhood health service will be available to everyone, the roll-out will be 
prioritised for 6 patient groups, representing 1 in every 2 people in England. These are 
estimated below. 

National cohort analysis used 2023 to 2024 person-level clinical segmentation data model 
produced by Outcomes Based Healthcare Ltd (OBH)204F

205 for population size, linked to 
Secondary Uses Service205F

206 for acute activity, and used NHS Payment Scheme206F

207 for 
costs. This only includes those registered with a GP practice since 2016 and so was 
supplemented by population estimates from other sources. Non acute activity and costs 
were estimated from the following sources with evidence-based assumptions used to 
assign to segments: Mental Health Services Data Set (MHSDS)207F

208, Community Services 
Data Set (CSDS)208F

209, NHS England: annual report and accounts 2023 to 2024209F

210, 
aggregate GP appointment210F

211, dental and prescribing data211F

212. 

The 6 patient groups are as follows: 

• people with long-term conditions: 17 million adults living in England have at least one 
long-term condition. The acute care costs of this group are an estimated £23 billion. 
Proposals for this group aim to reduce unplanned hospital use with more access to 
guidance and support and increasing proactive care  

• people living in care homes or who have frailty: there are almost 0.4 million adults 
living in care homes and sheltered accommodation with an unknown number of people 
living in their own homes who need health services to come to them. A further 0.5 
million are 75 years or older and frail; This sub-group is projected to grow at 2.3% per 
annum due to demographic factors212F

213. Limited data is currently available about the 
care costs of this group overall but we estimate that those living in care homes 
account for around £2.8 billion of acute hospital expenditure each year, with 1.0 non-
elective admissions and 1.3 A&E attendances per person annually. Variation analysis 

 
 
 
205 Outcomes Based Healthcare. 'NHSE Segmentation Dataset Reference Guide'. (viewed on 2 July 2025) 
206 NHS England Digital. 'Secondary Uses Service (SUS)'.  
207 NHS England. NHS England » NHS Payment Scheme (viewed on 2 July 2025) 
208 NHS England Digital. 'Mental Health Services Data Set (MHSDS)' 2025.  
209 NHS England Digital. 'Community Services Data Set (CSDS)' 2025.  
210 NHS England. 'NHS England: annual report and accounts 2023 to 2024' 2024.  
211 NHS England Digital. 'Appointments in General Practice' 2025. (viewed on 1 July 2025) 
212 NHS Business Services Authority. 'Dental prescribing dashboard' 2021. (viewed on 1 July 2025) 
213 Underlying data will be made available on: https://digital.nhs.uk/data-and-information/supplementary-
information  

https://outcomesbasedhealthcare.com/nhse-segmentation-dataset-reference-guide/
https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/
https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/
https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/mental-health-services-data-set
https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/community-services-data-set
https://www.gov.uk/government/publications/nhs-england-annual-report-and-accounts-2023-to-2024
https://digital.nhs.uk/data-and-information/publications/statistical/appointments-in-general-practice
https://www.nhsbsa.nhs.uk/prescription-data/dispensing-data/dental-prescribing-dashboard
https://digital.nhs.uk/data-and-information/supplementary-information
https://digital.nhs.uk/data-and-information/supplementary-information
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indicates that areas with the highest rates of acute activity exceed those with lowest 
rates by factor of around 2, indicating potential for reductions in A&E attendances and 
non-elective admissions213F

214. The aim of the 10YHP for this group includes reducing 
unnecessary hospital admissions 

• people who are nearing the end of their life: there are 0.9 million people for whom 
palliative or end of life care is appropriate. The plan aims to support more people die in 
their home as well as to be treated in accordance with their care plan and to have 
faster access to symptom management  

• people with severe and enduring mental illness: internal estimates suggest that there 
are around 0.7 million children and adults in England with a clinical diagnosis of 
serious mental illness (includes bipolar affective disorders, schizophrenia and 
psychotic disorders); the plan aims to improve their service access and continuity 

• people with learning and/or physical disabilities: there are an estimated 0.6 million 
people living with both learning and/or physical disabilities. This group accounts for an 
estimated £1.4 billion of acute spend with over half of that related to A&E attendances 
and non-elective admissions (£72 million and £680 million respectively). The plan aims 
to improve their life outcomes through more holistic support 

• parents and their children: the population of expectant mothers and children up to 5 
years old is approximately 3.5 million people and children from 5 to 17 years is 9.5 
million. The aims of the plan for this group include improved prevention and vaccine 
uptake in early years, supporting them to get rapid response in a crisis in community 
settings and access to holistic care in the community. For children up to 5 years, there 
are 0.5 A&E attendances per person per year but only 0.2 non-elective admissions. 
This difference in the rate of A&E attendances to the non-elective (NEL) admission 
rate is mirrored in children from 5 to 17 years. Furthermore, variation analysis for this 
sub-segment shows areas with the highest rates of non-elective bed days exceed 
those with lowest rates by factor of around 4.2, indicating potential for reductions214F

215 

Benefits to specific patient groups 

Implementation of the neighbourhood health service will initially focus on 6 groups of 
patients. The expected benefits for these groups are:  

• people with long-term conditions could benefit from the increased access to 
multidisciplinary teams and more advice and support. For example, care plans that 

 
 
 
214 Underlying data available at: https://digital.nhs.uk/data-and-information/supplementary-information  
215 Underlying data available at: https://digital.nhs.uk/data-and-information/supplementary-information  

https://digital.nhs.uk/data-and-information/supplementary-information
https://digital.nhs.uk/data-and-information/supplementary-information
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summarise care needs, outcomes and actions can improve consistency of care and 
ensure risk management, enabling individuals to have certainty about the service they 
are receiving. Patient participation also means that their needs are taken into 
account215F

216, improving their experience of healthcare. Those who become entitled to 
personal health budgets are also likely to benefit from improved quality of life and 
wellbeing216F

217. The Greater Manchester Community Pharmacy Care Plan supported 
adults with one or more long-term conditions through tailored care plans aimed at 
achieving health goals and self-management of conditions. NHS service use per 
patient dropped by approximately £200 

217F

218 

• care home residents and those who are frail: the plan proposes that these people will 
be supported by 'care that comes to them'. A recent report demonstrated that access 
to additional clinical input by named GPs and primary care services and/or 
multidisciplinary teams may be a key element in reducing emergency hospital use by 
patients in care homes218F

219. Evidence indicates proactive and coordinated planning and 
assessment can reduce hospital attendances and admissions and reduce care 
costs219F

220 220F

221 

• people who are nearing the end of their lives: studies relating to palliative care 
identified in a rapid research review found that shifting these services into the 
community can reduce hospital admissions, though the strength of this evidence is 
mixed221F

222 222F

223 

• people with severe and enduring mental illness are likely to see improved outcomes 
and experience if the new service model better meets their needs and makes care 
more accessible. A 2001 systematic review assessing the benefits of community 
mental health team (CMHT) management in severe mental illness found that in all 5 
studies included, the total cost of care was between 12 and 53% less for those treated 
with CMHT management. The mean duration of psychiatric hospital admissions 

 
 
 
216 The Fremantle Trust. 'What is a Care Plan & Why is it important?'.  
217 Nuffield Trust. 'Personal health budgets: challenges for commissioners and policy-makers' 2013.  
218 Seston EM and others. 'Supporting patients with long-term conditions in the community: Evaluation of the 
Greater Manchester Community Pharmacy Care Plan Service' Health Soc Care Community 2020: Volume 
28.  
219 The Health Foundation. 'Emergency admissions to hospital from care homes: how often and what for?' 
2019.  
220 Nord M and others. 'Costs and effects of comprehensive geriatric assessment in primary care for older 
adults with high risk for hospitalisation' BMC Geriatr 2021: Volume 263.  
221 Health Innovation West of England. 'New frailty service in South Gloucestershire is helping patients better 
manage their health' 2023. (viewed on 17 June 2025)  
222 McCarroll S and others. 'The impact of specialist community palliative care teams on acute hospital 
admission rates in adult patients requiring end of life care: A systematic review' European Journal of 
Oncology Nursing 2022: Volume 59.  
223 Yosick L and others. 'Effects of a Population Health Community-Based Palliative Care Program on Cost 
and Utilization' Journal of Palliative Medicine 2019: Volume 22.  

https://www.fremantletrust.org/help-and-advice/why-is-care-planning-important
https://www.nuffieldtrust.org.uk/research/personal-health-budgets-challenges-for-commissioners-and-policy-makers
https://doi.org/10.1111/hsc.12992
https://doi.org/10.1111/hsc.12992
https://www.health.org.uk/reports-and-analysis/briefings/emergency-admissions-to-hospital-from-care-homes-how-often-and-what
https://doi.org/10.1186/s12877-021-02166-1
https://doi.org/10.1186/s12877-021-02166-1
https://www.healthinnowest.net/news/new-frailty-service-in-south-gloucestershire-is-helping-patients-better-manage-their-health/
https://www.healthinnowest.net/news/new-frailty-service-in-south-gloucestershire-is-helping-patients-better-manage-their-health/
https://doi.org/10.1016/j.ejon.2022.102168
https://doi.org/10.1016/j.ejon.2022.102168
https://doi.org/10.1089/jpm.2018.0489
https://doi.org/10.1089/jpm.2018.0489
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showed that less time was spent in hospital following CMHT management, but the 
data were not homogeneous223F

224. The duration of hospital treatment was also 
significantly less in patients from CMHT management in other settings and, despite the 
skewed data, it is reasonable to conclude that such management reduces hospital 
stay 

• disabled people: Care from a wider team including a GP may improve their life 
outcomes through more holistic support. A 2024 study examining the impact of 
integrated intensive support in North West of England estimate 95% of potential 
admissions for individuals at high risk of admission were avoided224F

225 

• parents and their children: This group may benefit from increased access to prevention 
and vaccinations as well as addressing any potential developmental concerns. 
Vaccine hesitancy was identified by the World Health Organization (WHO) as one of 
their top 10 biggest threats to global health in 2019225F

226. If 95% of children receive the 
MMR vaccine, it is possible to get rid of measles but measles, mumps and rubella can 
quickly spread again if fewer than 90% of people are vaccinated226F

227. There are 
encouraging system impact results for neighbourhood MDTs for children and young 
people (CYP)227F

228, however, financial evidence is lacking  

  

 
 
 
224 Simmonds S and others. 'Community mental health team management in severe mental illness: A 
systematic review' British Journal of Psychiatry 2001: Volume 178.  
225 Durand M, Hanna M and Mills R. 'Characteristics of individuals using an integrated intensive support team 
within an adult community learning disability team' Advances in Mental Health and Intellectual Disabilities 
2025: Volume 19.  
226 World Health Organisation. 'Ten threats to global health in 2019' 2019.  
227 NHS Queens Road Partnership. 'Importance of Childhood Immunisations' 2025.  
228 NHS England. 'Guidance on neighbourhood multidisciplinary teams for children and young people' 2025.  
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https://doi.org/10.1108/AMHID-09-2024-0030
https://www.who.int/news-room/spotlight/ten-threats-to-global-health-in-2019/
https://www.queensroadpartnership.co.uk/pages/Importance-of-Childhood-Immunisations
https://www.england.nhs.uk/long-read/guidance-on-neighbourhood-multidisciplinary-teams-for-children-and-young-people/#appendix-1-case-studies
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Annex B - prevention interventions analysis 

Background 

Poor diet and obesity are major drivers of ill health in England. Children living with obesity 
are around 5 times more likely to be living with obesity in adulthood, increasing their risk of 
a range of conditions. Currently, more than 1 in 3 children (35.8%) aged 10 to 11 are living 
with overweight or obesity, and children in the most deprived areas are more than twice as 
likely to be living with obesity as those in the least deprived areas. 

No single intervention will reduce obesity prevalence alone. Instead, a package of policies 
has been proposed in the plan to reshape the food environment and support healthier 
choices. 

This annex outlines internal DHSC analysis used to estimate the impact of: 

• increasing the value of the Healthy Start scheme 

• tightening advertising and promotion restrictions 

• healthy food targets for the largest grocery retailers 

While policies are often modelled independently, in reality they interact with each other in 
complex ways. The combined impact of multiple policies may either reinforce or undermine 
the individual effects of each measure, as such these policy impacts cannot simply be 
added together to give a combined impact. 

Increasing the value of the Healthy Start scheme 

Approach 
Forecasting analysis estimates the expected annual cost of changes to the Healthy Start 
scheme. Data is provided by DWP to inform the number of households with a child under 4 
eligible for universal credit, and from NHS Business Services Authority to inform the 
number of households accessing legacy HRMC benefits. These are combined to estimate 
the number of individuals eligible for the Healthy Start scheme. Relevant uptake 
assumptions are then applied to this to estimate the number of beneficiaries. The expected 
annual costs are calculated by multiplying the payment value by the number of 
beneficiaries forecast and relevant redemption rate assumptions are applied. In 2026 to 
2027, it is estimated there will be around 360,000 beneficiaries on the scheme in England.  
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Limitations 
This forecasting is only based on limited sub-set of eligibility data, which was the most 
robust data available to us at the time the analysis was conducted, due to the recent 
issues relating to the eligibility statistics228F

229. We therefore apply rounding to our estimates 
to reflect the level of uncertainty.  

Tightening advertising and promotion restrictions 

Current advertising and promotion restrictions use the Nutrient Profile Model 2004 to 
2005229F

230 to determine which food and drink products are classified as ‘less healthy’ and in 
scope of the restrictions. The model was reviewed and consulted on in 2018 to bring it in 
line with current UK dietary recommendations230F

231.  

Applying the proposed NPM 2018 would bring more products in scope of the restrictions 
and strengthen the impact of current policies, for example: 

• indicative analysis estimates that applying the proposed NPM 2018 to current 
advertising and promotions restrictions could increase the per person per day calorie 
reduction of the policies by up to 30% compared to using NPM 2004 to 2005 

• a calorie reduction of this scale translates into reducing obesity prevalence by up to 2 
percentage points, equivalent to reducing cases of adult obesity by 940,000 and 
childhood obesity by 170,000 

Approach 
Existing impact assessments for HFSS Advertising231F

232, Volume Price Promotions232F

233 and 
Location Promotions233F

234 estimate the potential calorie reduction from each policy based on 
reduced sales or exposure to products classified as ‘less healthy’ using NPM 2004 to 
2005. 

Indicative analysis has estimated the additional calorie reduction from each policy which 
could be achieved by using proposed NPM 2018. This was carried out by updating the 

 
 
 
229 UK Parliament Written questions, answers and statements. 'Healthy Start Uptake Data' 2024.  
230 Department of Health and Social Care. 'The nutrient profiling model' 2011.  
231 Public Health England. 'UK Nutrient Profiling Model 2018 review' 2018.  
232 Department for Digital, Culture, Media and Sport. 'Introducing a 2100-0530 watershed on TV and online 
restriction for paid advertising of food and drink that are High in Fat, Salt and Sugar (HFSS) products' 2021.  
233 Department for Health and Social Care. 'Restricting checkout, end-of-aisle, and store entrance sales of 
food and drinks high in fat, salt, and sugar (HFSS)' 2020.  
234 Department for Health and Social Care. 'Restricting checkout, end-of-aisle, and store entrance sales of 
food and drinks high in fat, salt, and sugar (HFSS)' 2020.  

https://questions-statements.parliament.uk/written-statements/detail/2024-11-21/hcws242
https://www.gov.uk/government/publications/the-nutrient-profiling-model
https://www.gov.uk/government/consultations/consultation-on-the-uk-nutrient-profiling-model-2018-review
https://assets.publishing.service.gov.uk/media/60d35279e90e0743934f6c3a/impact-assessment-hfss-advertising.pdf
https://assets.publishing.service.gov.uk/media/60d35279e90e0743934f6c3a/impact-assessment-hfss-advertising.pdf
https://assets.publishing.service.gov.uk/media/61095bfcd3bf7f044d7ad7f8/impact-assessment-restricting-checkout-end-of-aisle-and-store-entrance-sales-of-HFSS.pdf
https://assets.publishing.service.gov.uk/media/61095bfcd3bf7f044d7ad7f8/impact-assessment-restricting-checkout-end-of-aisle-and-store-entrance-sales-of-HFSS.pdf
https://assets.publishing.service.gov.uk/media/61095bfcd3bf7f044d7ad7f8/impact-assessment-restricting-checkout-end-of-aisle-and-store-entrance-sales-of-HFSS.pdf
https://assets.publishing.service.gov.uk/media/61095bfcd3bf7f044d7ad7f8/impact-assessment-restricting-checkout-end-of-aisle-and-store-entrance-sales-of-HFSS.pdf
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classification of a sample of products to update assumptions in the existing impact 
assessments. 

The DHSC BMI Prevalence Model234F

235 has been used to simulate the change in obesity 
prevalence from this change in calorie intake at population level. The model is based on 
equations by Henry (2005)235F

236 and is calibrated for the population in England using 2019 
height and weight data from Health Survey for England (HSE)236F

237 and population data from 
Office for National Statistics (ONS)237F

238.  

Limitations 
Indicative estimates are subject to change following robust analysis within options 
appraisal and impact assessment. Estimates should therefore be used to give a sense of 
scale of the benefits of this change.  

Key sources of uncertainty: 

• the analysis is based on a sample of products from 2021, and sales and advertising 
data remain the same as used in the existing impact assessments. This may not 
account for changes in the consumer market, the impact of COVID-19 or the 
introduction of location promotions 

• the analysis relies on a smaller sample of products than the original impact 
assessments due to the ingredients data required to calculate the proposed NPM 2018 

Healthy food targets for the largest food businesses 

Implementing mandatory targets for the largest food businesses aims to improve diets 
across the population by increasing the average healthiness of sales.   

Businesses will have flexibility in how to achieve a target, for example through 
reformulation, changes to shop layouts or customer incentives. 

External modelling by Nesta238F

239 estimates that an ambitious target, to elevate the sales-
weighted average converted NPM score to 69 or less (up from the current average of 67), 

 
 
 
235 Department of Health and Social Care. 'Technical Consultation Document: Calorie Model' 2018.  
236 Henry CJK. 'Basal metabolic rate studies in humans: measurement and development of new equations' 
Public Health Nutrition 2007: Volume 8.  
237 NHS England. 'Health Survey for England, 2022 Part 2' 2024. (viewed on 3 June 2025) 
238 Office for National Statistics. 'Population Estimates' 2023. (viewed on 1 July 2025)  
239 Blueprint by Nesta. ' Regulate large retailers to change their sales-weighted converted NPM score to ≥ 69 
across their entire food product portfolio' 2024.  

https://www.gov.uk/government/publications/department-of-health-and-social-care-dhsc-calorie-model
https://doi.org/10.1079/PHN2005801
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/2022-part-2/adult-overweight-and-obesity
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates
https://blueprint.nesta.org.uk/intervention/introduce-healthiness-targets-for-large-retailers/
https://blueprint.nesta.org.uk/intervention/introduce-healthiness-targets-for-large-retailers/
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could lead to a calorie reduction of up to 50 kcal per person per day across the population, 
and up to 80 kcal in those living with overweight and obesity. 

The impact of the target could vary depending on the level at which it is set, and how 
businesses choose to achieve it. For example: 

• as an illustration, if a calorie reduction of 40 to 50 kcal per person per day were 
achieved in adults and children, it could reduce obesity prevalence by around 4 
percentage points 

• this is equivalent to reducing cases of adult obesity by 2 million and childhood obesity 
by 340,000 

Approach  
As the detail of the target is still to be agreed, illustrative analysis has been included to 
give a sense of scale of the benefits of a target. 

This illustrative analysis is informed by external modelling by Nesta with some 
adjustments, including accounting for partial food wastage and adjusting calorie reductions 
for children. 

The DHSC BMI Prevalence Model has been used to simulate the change in obesity 
prevalence from this change in calorie intake at population level. The model is based on 
equations by Henry (2005)239F

240 and is calibrated for the population in England using 2019 
height and weight data from Health Survey for England (HSE)240F

241 and population data from 
Office for National Statistics (ONS)241F

242. 

Limitations 
Indicative estimates are subject to change following design of the target, consultation with 
industry, and further policy appraisal. There is uncertainty due to limited evidence on how 
children may be impacted by a target, impacts on children are estimated based on 
estimated impact on adults. This assumes indirect effects through household purchasing, 
parental influence, and product reformulation 

 
 
 
240 Henry CJK. 'Basal metabolic rate studies in humans: measurement and development of new equations' 
Public Health Nutrition 2007: Volume 8. 
241 NHS England. 'Health Survey for England, 2022 Part 2' 2024. (viewed on 3 June 2025) 
242 Office for National Statistics. 'Population Estimates' 2023. (viewed on 1 July 2025) 

https://www.cambridge.org/core/journals/public-health-nutrition/article/basal-metabolic-rate-studies-in-humans-measurement-and-development-of-new-equations/61A9EA486ABFA478FEF2FCE1E70D5BEE
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/2022-part-2/adult-overweight-and-obesity
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates
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