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Abstract 

Purpose: In this chapter we examine the NHS and Adult Social Care in England, focusing on policies 
that have been introduced since 2000 and considering the challenges that providers face in their quest 
to provide a high standard and affordable health service in the near future. 

Methodology/approach: We discuss recent policy developments and published analysis covering 
innovations within major aspects of health care (primary, secondary & tertiary) and adult social care, 
before considering future challenges faced by providers in England, highlighted by a 2017 UK 
Parliament Select Committee.  

Findings: The NHS and adult social care system have experienced tightening budgets and serious 

financial pressure, with historically low real-terms growth in health funding from central Government 

and local authorities. Policymakers have tried to overcome these challenges with several policy 

innovations, but many still remain. With largescale investment and reform, there is potential for the 

health and social care system to evolve into a modern service capable of dealing with the needs of an 

ageing population. However, if these challenges are not met then it is set to continue struggling with 

a lack of appropriate facilities, an overstretched staff and a system not entirely appropriate for its 

patients.  
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Introduction  

This chapter gives an overview of recent trends and reforms in the National Health Service (NHS) and 

Adult Social Care (ASC) in England since 2000. It considers how a selection of key policy interventions 

have affected the care that the NHS and ASC provide, and the future sustainability of these services. 

The English NHS has been in existence for more than seventy years during which time it has overcome 

a series of challenges. It is currently in a period of transition, with numerous reforms implemented or 

proposed in recent years. The NHS and ASC have experienced tightening budgets and serious financial 

pressure, with historically low real-terms growth in health funding from central Government and also 

from local authorities. We begin by identifying some specific features of the NHS and then describe 

recent policy innovations designed to make the health and social care system more sustainable in the 

three main sectors: primary care, secondary care and ASC. We then discuss some future challenges 

facing the NHS and ASC, before concluding.  

 

1. The English Health and Social Care System  

The English NHS is based on the principle of universal access to healthcare, based on need, not ability 

to pay, and free for patients at the point of delivery. The NHS is funded primarily by general taxation. 

In 2014, total health expenditure accounted for 9.9% of GDP, similar to the EU-15 average of 9.8% 

(Health at a Glance: Europe 2018). Demand is projected to increase due to demographic changes such 

as an ageing population and rising prevalence of long-term conditions. Combined with technological 

progress, which allows for the introduction of new treatments (including but not exclusively more 

expensive ones), it is likely that health expenditure will continue to increase.  

The Department of Health and Social Care has ultimate responsibility for the organisation of 

healthcare systems and for developing overall policy on health and adult social care in England, with 

the devolved Parliaments responsible for the systems in Wales, Scotland and Northern Ireland. There 

are several other organisations more directly responsible for commissioning and providing health care 

for patients in England. NHS England, created following the Health and Social Care Act 2012, is in 

charge of commissioning and general strategy in England. They allocate most of the funding to Clinical 

Commissioning Groups (CCGs) that are directly responsible for primary care and purchase services 

from a variety of providers for other aspects of healthcare. Hospital care is provided by Trusts, paid by 

CCGs for the activity they provide, with patients and General Practitioners (GPs) able to choose which 

hospital they select for secondary care. These Trusts are overseen by NHS Improvement, which 

became a part of NHS England in 2019. Local authorities are responsible for assessing needs for ASC 

and commissioning social services, mainly from independent sector care providers. The Care Quality 

Commission (CQC) is responsible for the regulation of health and social care. 

The relationship between different organisations and contracting/payment arrangements have been 

reformed in recent years with the aim of increasing efficiency and quality of care. We focus our 

attention on three central pillars of the health and social care system: Primary Care, Secondary Care 

and ASC.  

 

2. Primary Care  

Primary care in the NHS has seen significant change. The management and arrangement of providers 

has been reformed, firstly with Primary Care Trusts (PCT) replacing Primary Care Groups between 2000 

and 2004. These were then combined into 152 PCTs from 303 in 2006, before PCTS being replaced 
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with Clinical Commissioning Groups as part of the reforms in the Health and Social Care Act 2012 (NHS 

Confederation Primary Care Trust Network. 2011). PCTs were designed to 1) commission care from 

hospitals and other providers for populations registered with practices located in their areas; 2) 

provide other services such as community care; and 3) improve public health and tackle health 

inequalities. CCGs are consortiums of GP practices, and there are over 200 serving an average 

population of 226,000 people each (King’s Fund). They have taken agreater role in commissioning than 

PCTs and now commission most health services, including hospital care, maternity services, mental 

health services and community care. The commissioning role of CCGs increased over time, linked to 

policies such as the introduction of Payment by Results and Patient Choice, which we discuss further 

in section 3.  

One of the most significant primary care reforms in recent years was the General Medical Services 

(GMS) contract in 2004 (Gregory, 2009), which altered the relationship between GPs and the 

Department of Health (DH). These contracts, detailing the legal framework under which GPs operate 

and paid, were between the Department of Health (DH) and GP practices, replacing the previous, 

direct relationship between individual GPs and the DH. This facilitated a more structured approach to 

primary care, with practices able to opt in or out of providing certain services, and this new contracting 

arrangement also involved the creation of a financial incentive scheme – the Quality and Outcomes 

Framework (QOF) – which rewarded practices for providing high quality care through a range of 

process-based indicators. The 2004 set of indicators included 146 indicators across four domains – 

clinical, organisational, patient experience and additional services, although the number of indicators 

has varied since then. Practices scored points based on achievement against each indicator, and a 

higher score led to a higher financial reward for practices. GP responses to the introduction of QOF 

have been well studied. Most of the research has suggested QOF improved performance. Doran et al 

(2011) finds that indicators included in QOF saw significant improvements, while those omitted 

suffered only small detrimental falls. Kontopantelis et al (2014) found that performance levels for 

removed indicators remained stable after a similar restructuring of the scheme in April 2006, 

suggesting that even temporary incentives can be used to encourage permanent improvements to 

clinical behaviour. Minchin et al (2018) reach a different conclusion using data from 2010 to 2017, 

finding an immediate drop in performance for measures which were no longer incentivised post 2014. 

Kontopantelis et al (2012) found that increasing the threshold required to gain reward can incentivise 

higher levels of performance for influenza immunisation, and Harrison et al (2014) found a decrease 

in emergency hospital admissions for conditions that were included in QOF compared to emergency 

admissions for conditions that were not incentivised.  

An ethnographic study (McDonald et al 2007) suggests that while the introduction of QOF did not 

affect the working practices of GPs but there was more concern amongst nurses, with an increase in 

their administrative duties and less time with patients. McGregor et al (2008) also report that they felt 

under-rewarded for the additional work they carried out. The impact of QOF does not appear to have 

made much impact on pharmaceutical expenditure , with Fleetcroft et al (2011) arguing that this is 

likely caused by prescription behaviour that is not following “best practice”, while Gutacker et al 

(2015) question whether QOF measures capture adequately the quality of care for people with severe 

mental illness (SMI), as they find higher admissions rates in high-performing practices. These studies 

show that the design of such incentive schemes needs to be carefully planned and furthermore needs 

to consider the existence of unintended consequences. 

One would expect better primary care performance to generate cost savings for local hospitals. 

However, Dusheiko et al (2011) using a database of 5 million patients across 8000 general practices 

showed that only the performance of stroke care amongst ten chronic diseases is associated with 
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lower hospital costs, with these savings mainly due to reductions in emergency admissions and 

outpatient visits.  

Although clinical outcomes appear to have improved as a result of the QOF, workloads have also 

increased. Hobbs et al (2016) find a substantial increase in practice consultation rates, average 

consultation duration, and total patient-facing clinical workload in English general practice between 

2007 and 2015. In turn, the higher workload is having a negative impact on workforce retention, with 

an increasing number of GPs altering their plans and planning to retire earlier, taking career breaks or 

moving overseas (see e.g. Dale et al 2015; Dale et al 2017; Fletcher et al 2017; Owen et al 2019). 

This increased burden on practice staff is unlikely to be sustainable and is one of several issues that 

the latest contract between GPs and the DH, introduced in 2019, is intended to address. The new 

contract promises additional funding for 20,000 extra staff by 2023/24, as well as reforming QOF, and 

modernising delivery of care with enhanced digital provision and community provision of urgent care.  

Deprivation plays a key role in determining health care need and there are several issues relating to 

deprivation that could harm the sustainability of primary care in poorer areas. People in poorer areas 

tend to have worse health, with the Health Foundation reporting that people from deprived regions 

were more likely to have multiple health conditions and at an earlier age (Stafford et al 2018). This 

puts extra pressure on GP resources, with Robson et al (2014) showing that a typical 50-year-old from 

the most deprived quintile has the same consultation rate as a 70-year-old from the least deprived 

quintile. Furthermore, GPs in the most deprived areas have 15% more patients per full-time equivalent 

than those in the least deprived areas.  

These issues are contributing to an even greater problem with staff retention in deprived areas than 

elsewhere, with the GP workforce having fallen 50% faster in practices in the most deprived decile 

compared to the least deprived decile (GPOnline 2018).  

A major use of resources in the NHS is on clinical tests, with Lord Carter reporting that laboratory tests 

account for up to £3bn (Carter 2006), 4.6% of the approximately £65bn spent by the Department of 

Health in 2006/7 (Department of Health 2007), with approximately 45% of these requested by primary 

care physicians. O’Sullivan et al (2018) report that there was a 230% increase in total test-rates across 

44 tests studied, and that 40 of the 44 tests saw increased rates from 2000/1 to 2015/16.  

As NHS England reported in a General Practice Sustainability and Transformation Delivery Programme 

(2016) “there are significant challenges being faced by primary care and General Practice in particular. 

The growing workload and need to manage increasing numbers of patients with multiple and complex 

health needs, coupled with the uncertainty of future workforce, means we need to radically rethink 

the model of General Practice if we are to make it sustainable beyond the current decade”. The next 

stage of primary care reform - the General Practice Forward View (GPFV) introduced in 2016 - was 

developed in this environment, , following discussion with a wide variety of interest groups. An 

additional £2.4bn per year by 2020/21 was intended to reverse a long period of underinvestment in 

the sector, with the nine years from 2006 until 2015 seeing the proportion of NHS funding used for 

general practice decline from 11 per cent to 7.9 per cent. 

Significant resources were earmarked for the development of multidisciplinary teams, with funding 

allocated to allow practices to access practice-based pharmacists, and provide extra mental health 

workers. The recruitment of 5000 additional full-time equivalent (FTE) GPs in the following five years 

was also proposed, although this target is some way off being achieved with numbers of FTE GPs 

actually falling by 1018 between September 2015 and March 2018 (NHS Digital 2018).  
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Funding was also promised for the development of technology and to improve out-of-hours access, 

with increased collaboration across practices in networks and hubs. with Mental health services were 

provided to help GPs suffering from burn-out and stress, and this support has been well received by 

GPs. A pilot scheme to trial the introduction of medical assistants was also announced to help address 

GP workload concerns.  

These policies, together with extra funding, have the scope to improve a GP care system that has been 

under severe pressure but it is too early to judge whether these new innovations will resolve the 

challenges faced by primary care in England. The struggles with recruitment show that there are many 

challenges to overcome if the plans are to be fully implemented.  

 

3. Secondary and Tertiary care  

Secondary and tertiary care relate to care provided in hospitals, whether it is planned elective, 

emergency or highly specialised (tertiary) care. According to NHS Providers, in March 2017 there were 

233 NHS providers of secondary and tertiary care – 152 Foundation Trusts and 81 other providers 

(additional non-NHS organisations that also provide secondary and tertiary care services). 

Of the 233 NHS providers there are: 

 105 acute providers (providing largely hospital-based services) 

 10 ambulance services 

 16 community providers (providing services such as district nursing and health visits) 

 72 integrated providers  

 13 mental health providers; and 

 17 specialist providers  

These providers experienced large-scale reform in the early part of the last decade. Hospitals that 

performed well on a range of financial and clinical metrics could apply for Foundation Trust status 

from October 2002, with the first operating in 2004/5 (Marini 2008). This status gave them more 

independence in managing their funds, including the ability to retain surpluses for use in later years. 

This transferred decision-making away from central government to local groups who would be more 

in touch with the needs and preferences of the communities they served.  

From 2003 there was also a significant change in the way hospitals were funded, with a move away 

from block grants towards an activity-based system called Payment by Results (PbR). Historically, 

hospitals in England were paid a fixed budget based on previous costs and activity regardless of actual 

volume of provision. However, from 2003/4 an activity-based system was introduced, with providers 

paid a fixed price for each patient treated within a predefined group of treatments called healthcare 

resource groups (HRGs), e.g for a coronary bypass or a cataract surgery. Farrar et al (2009) provides 

evidence that the introduction of Payment by Results led to reductions in unit costs of hospital care, 

with shorter mean length-of-stay and an increase in the proportion of admissions that were day cases. 

Farrar et al (2009) further find that the new payment system did not affect quality.  

PbR also allowed financial flows to follow patients, encouraging hospitals to compete for patients and 

to reward with increased revenues those that were performing better. It also allowed the entry of 

private providers into the public healthcare system by giving them access to a source of profit from 

NHS funds. This was a way of increasing capacity by allowing NHS patients to use private facilities that 

were already operating for paying patients. The role of private providers in the NHS is relatively small, 

with the proportion of publicly-funded patients treated by private providers reaching only 4.5% of all 
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non-emergency treatments in 2013 (Moscelli et al 2018) and spending on the independent sector 

accounting for 7.3% of total NHS commissioning in 2018-19 (O’Dowd 2019).  

The two developments, PbR and the entry of private providers, were part of a wider range of reforms 

designed to encourage competition between hospitals in the NHS. Patient choice and an effort to 

increase competition amongst providers was a key feature of NHS policy in the first decade of the 

twenty-first century. This began in 2002 by giving patients freedom to seek treatment from an 

alternative provider if their NHS waiting time was more than six months. A policy of offering patients 

a choice of up to five alternative providers upon referral was introduced from 2006 and extended 

further in 2008 to any accredited provider, including those in the private sector who were willing to 

provide care for the nationally defined tariff.  

Cooper et al. (2011) study the effects of hospital choice on in-hospital acute myocardial infarction 

(AMI, more commonly known as heart attack) mortality rates as a proxy for hospital quality and find 

that mortality rates fell significantly in more competitive markets between 2002-8. Gaynor et al (2013) 

suggest that gains from the expansion of patient choice reforms could amount to approximately 

£302m per annum taking into account elements of quality (deaths at all locations within 30 days of 

AMI, productivity (average length of stay) and total expenditure per patient). Moscelli et al (2018) 

shows that patient choice also reduced hip fracture mortality but had no effect on stroke mortality. 

Bloom et al (2015) suggests that greater competition encourages better management, which in turn, 

leads to better outcomes across a range of medical, administrative, and workforce measures. Gravelle 

et al (2014) provide empirical evidence showing that across several measures, hospital quality is 

positively related to the quality of competitor hospitals (but this does not hold for other measures), 

and the effect becomes weaker in more recent years (Longo et al 2017).  

A pre-requisite of competition is that patients choose a hospital based on quality and the evidence on 

this is mixed. Gaynor et al (2016) find for coronary bypass, hospitals with higher quality (as measured 

by mortality rates) had more patients. A similar result holds for hip replacement patients (Beckert et 

al, 2012; Gutacker et al 2016) and cataract surgery in relation to waiting times (Sivey, 2012). However, 

there was evidence that patients were not fully aware of their right to choose, or were not offered the 

full range of choices that the policy intended (Mays 2011) .Smith et al (2018) in a study of more than 

200,000 admissions in Derbyshire, find that distance to hospital is the main factor in choosing a 

hospital and that performance information available on the internet plays a minor role.  

In a similar development to QOF in primary care, pay-for-performance schemes were also introduced 

in secondary care (Meacock et al 2014). The Commissioning for Quality and Innovation (CQUIN) 

framework was introduced across England in April 2009, to encourage the achievement of specific 

goals for quality and innovation. This was a similar size to QOF, with the financial value of rewards 

reaching 2.5% of providers’ annual contracts by 2012, although targets were agreed locally between 

providers and commissioners. Evidence suggests the impact of CQUIN was limited (e.g. McDonald et 

al 2013). 

Best Practice Tariffs (BPT) were introduced in April 2010 and aimed to encourage providers to adopt 

the most clinically and cost effective ways of delivering care. They increased the HRG tariff offered to 

providers who treated conditions in certain ways; for example, the gall bladder removal BPT increased 

the day-case price while leaving the in-patient treatment price unchanged. The outcomes from BPT 

were more favourable, with McDonald et al (2012) showing they increased day-case rates for gall-

bladder, and improved outcomes for hip-fracture, but not stroke.  
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Targets on waiting times for elective treatments have been pervasive within the NHS. Maximum 

waiting time guarantees were set respectively at 12 months in 2002-03 and 9 months in 2003-04, and 

then progressively reduced to 18 weeks by 2006. Penalties for missing targets were introduced in 

2000-05, with strong political oversight. These contributed to significant reductions in waiting times, 

by about 6-9 percentage points on the proportion of patients waiting more than six months (Propper 

et al, 2010). In 2010 waiting times guarantees were included in the NHS Constitution, which . requires 

that at least 92% patients should start their treatment within 18 weeks. In 2013 about 94% of patients 

on the list (“incomplete pathway”) were waiting less than 18 weeks but this proportion has 

progressively reduced to 86% in 2018. The median waiting time has increased from 5.6 weeks in April 

2013 to 7.2 in April 2019. 

There are also maximum waiting times for cancer treatment, patients whose operations have been 

postponed and for mental health treatment. There are also maximum waiting times for emergency 

care, more precisely a four-hour waiting time maximum in A&E hospital departments, and for 

attendance by an ambulance (NHS 2019with financial punishments if these targets are missed. 

Unfortunately, these targets are proving harder to reach. Despite increasing activity, an increase in 

demand means that the proportion of patients treated within the 4-hour Accident and Emergency 

(A&E) target continues to fall (Appleby 2019). In October 2019 only 83.6% of A&E patients were 

admitted or transferred within four hours, some way below the 95% target and the worst performance 

since the target was introduced in 2004. There has long been debate on the unintended consequences 

of policies like these. There are, for example, incentives to treat people below the threshold at the 

expense of patients who have already gone past it (see e.g., Gruber et al 2018; Hunt 2014).  

The desire to offer care in settings outside of hospital has increased, and the 2014 Five Year Forward 

View (FYFV) proposed ways to encourage this. The FYFV was created with input from many different 

stakeholders including patient groups, clinicians, providers and regulators, and intended to show how 

the health service needed to change to cope with challenges faced by the NHS including widening 

health inequality and funding. It focused on more preventative medicine, more control of patient care, 

and new models of integrated care. Specific actions designed to change the delivery of care include 

vanguard sites, which use  more joined-up care across disciplines. Integrated care puts emphasis on 

coordination of care and move away from the previous market-based reforms. Sustainability and 

transformation partnerships see the NHS collaborate with local authorities and charities, and 

accountable care systems, inspired by US models, are another way of working together across 

community providers. Fifty “vanguard” sites have been testing new models of care.  

The FYFV led to the creation of a set of sustainability and transformation plans (STPs), one for each of 

44 areas in the country covering an average of 1.2m people (Alderwick and Ham 2017). This new 

approach to healthcare requires significant changes and time to implement. As such, it is still too early 

to see major results from their introduction.   

 

4. Adult Social Care  

Local authorities have lead responsibility for adult social care (ASC) in England. They have a duty under 

the Care Act 2014 and associated guidance (DH 2015) to promote wellbeing when carrying out their 

care and support functions. Wellbeing is defined broadly under the guidance to the Act to include, for 

example, personal dignity, emotional wellbeing, protection from abuse and neglect, and social and 

economic wellbeing. The concept of ‘independent living’ is described as a core part of the wellbeing 

principle (DH 2015). 
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ASC is funded through a combination of revenue from central taxation, local taxes and charges to 

service users. Social care in England, unlike the NHS, is not free at point of use. Access to publicly 

funded ASC is subject to both an assessment of care needs and a financial means test. This means test 

considers the service user’s wealth to decide whether they are eligible for publicly funded social care 

and how much the user needs to contribute in user charges. The means test takes account of both 

savings and incomes, and for residential care the value of the person’s house is usually taken into 

account as well. Over two-fifths of older care home residents and around one-third of older users of 

home care services fully fund their own care, and about 60% of the costs of ASC for older people are 

met by service users and their families. 

ASC is provided mainly by independent sector organisations, mostly small businesses. These include 

over 9,500 domiciliary care agencies and over 15,700 care homes with 80% rated as good by the Care 

Quality Commission (CQC 2019). While most care homes provide care for both publicly funded and 

privately funded residents, home care agencies tend to provide care for either publicly funded users 

or privately funded users. The market for publicly funded care is under considerable pressure with its 

sustainability being at risk (CQC 2019). An important factor is that local authorities are under strong 

financial constraints and the provider sector argues that the fees offered by local authorities are too 

low (UKHCA 2018). 

The number of users of publicly funded ASC has fallen considerably in recent years. The number 

receiving long term support fell by 3.5% between 2015/6 and 2018/9 (NHS Digital 2019). This reflects 

a decline in local authority funding of ASC. Gross current expenditure by local authorities on ASC fell 

by 3.4% in real terms from 2009/10 to 2018/19 (NHS Digital 2019). This fall has resulted in deep 

concern about the sustainability of ASC. Age UK (2019) have estimated that 1.4 million people have 

unmet needs for care and that 300,000 of them need help with three or more essential daily tasks. 

The Association of Directors of Adult Social Services (ADASS) latest budget survey shows that only 35% 

of directors are fully confident that their budgets will be sufficient to meet specific statutory duties. 

Demand for ASC is expected to rise markedly over the coming decades (Wittenberg et al 2018). Public 

expenditure on ASC for older people is projected to rise under the current funding system from around 

£7.2 billion (0.45% of GDP) in 2015 to £18.7 billion (0.75% of GDP) in 2040 at constant 2015 prices. 

Public expenditure on ASC for younger adults is projected to rise from around £8.9 billion (0.55% of 

GDP) in 2015 to £21.2 billion (0.85% of GDP) in 2040 at constant 2015 prices. These projections are 

under a set of base case assumptions, in particular that there are no changes in disability rates (by age 

and gender) and no changes in the balance between different types of care or in the ASC funding 

system. They are sensitive to assumptions about future trends in mortality and disability rates and in 

the real unit costs of care. 

Major challenges for the future sustainability of ASC are supply of unpaid care by family and friends 

(sometimes referred to as informal care) and supply of staff to provide formal care services. Provision 

of unpaid care is associated with poorer mental and physical health and quality of life, particularly at 

higher intensities of caring (Brimblecombe et al 2018). Unless the proportion of the population 

providing unpaid care (by age and gender) rises as demand for care for older people rises, there will 

be a substantial shortage of unpaid care (Brimblecombe et al 2018). Such a shortfall in unpaid care 

will put further pressure on formal care services. Yet care providers are already facing challenges in 

recruiting and retaining staff. The annual turnover rate among social care staff is almost 31% and the 

vacancy rate is almost 8% (Skills for Care 2019). 
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ASC has been the subject of much debate and many reviews and proposals for reform over the last 20 

years. A major topic of the debate has been the funding arrangements and the means test. The Royal 

Commission on Long Term Care (1999) recommended that personal care should be free of charge. 

Free personal care was implemented in Scotland in 2002 but not in the rest of the UK. It has recently 

been advocated by a number of organisations, but the introduction of free personal care would cost 

an estimated £3.9 billion in 2020 rising to £5.8 billion in 2035 (at constant 2015 prices) (CASPeR 2018). 

A recent joint report by two House of Commons committees (2018) argued that ”the balance needs 

to be redressed, aspiring over time and moving towards, as funding permits, universal access to 

sustainably funded social care, free at the point of delivery”. 

The Commission on the Funding of Care and Support (2011) recommended a lifetime cap on liability 

to meet care charges. Under this proposal, service users would be required to contribute to the costs 

of their care until their accumulated care costs reached a set limit after which care would be free. The 

May Government decided to implement a lifetime cap in 2016 but then postponed its introduction 

until 2020. 

ASC was a major topic of debate in the 2017 UK general election. The May Government planned to 

publish a Green Paper on ASC but did not do so. Boris Johnson undertook on taking office as prime 

minister that he would resolve the issue of social care but with his proposals not yet forthcoming, it is 

likely to remain a major political issue for some time 

 

5. Future challenges 

A UK Parliament Select Committee (UK Parliament 2017) held an enquiry into the Long-term 

Sustainability of the NHS and Adult Social Care in 2017 and considered evidence from a wide range of 

contributors. Their overriding concern was that in its current form, the system is unsustainable and 

will require significant reform if it is to continue to meet its key function of providing healthcare free 

at the point of use for all citizens.  

They highlighted several issues likely to cause problems for the NHS and ASC if not addressed.  

o They argue for consistent and increased funding, with a new sustainable model for social 

care funding. 

o The focus on short-term issues makes reform difficult. 

o There is a need to look at reforming service provision, with a move to more integrated 

care, rather than the disaggregated system that has been a feature of healthcare services 

in England. 

o They identiy a lack of long-term workforce planning, an issue that needs to be addressed 

in order to provide the resources required for healthcare in future. 

o Public health is an area that has been neglected and can offer ways to improve the health 

of the English population in a cost effective way. 

o ASC is under immense pressure due to an ageing population and severe cuts to local 

authority funds. If this is not resolved, it is likely that there will be harmful spill-over effects 

on the healthcare system. 

 

 Financing issues 
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There has been and it is likely there will continue to be serious financial issues within the NHS. A 

National Audit Office (NAO) report on NHS financial stability (2019) identified a £991m combined 

deficit of NHS trusts and NHS Foundation Trusts in 2017-18 (1.2% of their total income), with a forecast 

deficit of £558m in 2018-19. CCGs are also overspending, with a £213m deficit (equivalent to 0.3% of 

the money available for locally commissioned services) in 2017-18. 

Additional Government funding announced in June 2018 will increase the NHS England budget by 

£20.5bn by 2023-24, an average annual real increase of 3.4%. A new long-term plan, published in 

January 2019, details what the Government expects from NHS providers in return, and their 

requirements are designed to provide a more sustainable future for the NHS. They include a return to 

financial balance, with improvements in financial and operational performance, productivity growth 

of 1.1% per year, a reduction in the growth of demand by utilising more preventative care and 

integrated care systems, a reduction in variation, and a better use of capital to improve healthcare 

systems. Other high-income countries are facing similar challenges to fund health and social care.  

Cylus et al (2018) present evidence from across the globe and conclude that “there is no single optimal, 

or commonly preferred, solution to achieving sustainable revenues.” 

 Workforce/recruitment 

Perhaps the major concerns currently affecting the NHS relate to staffing, with significant staff 

shortages and issues relating to recruitment and training of future clinicians. The King’s Fund (2018) 

reported that there were shortages of more than 100,000 staff in late 2018, and if current trends 

continued, this number could be somewhere between 250,000-350,000 by 2030. 

It is likely that the NHS will need to move away from a highly specialised workforce to one which is 

more flexible. In particular, extra lower-skilled carers will probably be required due to the ageing 

population and an increase in chronic diseases. There are concerns about the reliance on immigrant 

staff, especially with the challenges that Brexit may bring. It will require extra funding and a serious 

long-term plan to ensure that these issues can be avoided, with a new or strengthened organisation 

likely needed to oversee workforce planning.  

 New models of delivery 

The House of Lords (UK Parliament 2017) noted that, like health systems across the world, the NHS 

was set up to “treat short-term episodes of ill health”, but is not particularly well designed to deal with 

the needs of an increasingly ageing population with more complex comorbidities that often require 

long-term care. This evolution in population characteristics is unlikely to be reversed and as such, a 

restructuring of providers is required, with much more emphasis on treating patients in community 

settings rather than in hospitals. Ballard (2013) notes that “integrating care around the needs of 

patients, and in doing this working with small groups of trusted providers of care rather than 

duplicating services and operating with multiple companies, is likely to improve patient care and 

minimise the total resource cost”. The FYFV starts to address this concern, introducing several 

innovative models of care, namely:  

o Multispecialty Community Provider: where several services are combined to create 

integrated out-of-hospital care 

o Primary and Acute Care Systems: with primary and secondary care services provided 

by single organisations 

o Urgent and emergency care networks: to provide more integration between A&E and 

other services. 
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These frameworks all offer the potential to provide care in a way more suited to the needs of the 

population. However, their introduction has so far been limited to a small number of sites and there 

remain concerns, from e.g. Health Foundation (2016) and NHS Providers (2016), about how service 

transformation will continue into the next decade. 

 

 Public health/preventative care  

The English population continues to suffer a large amount of preventative ill health, with about a third 

of all deaths classed as premature (LGA 2016), and about 40% of the burden on health services in 

England avoidable if issues such as obesity, alcohol misuse and smoking could be eliminated – obesity 

alone cost the NHS £5.1bn in 2006/7 (Scarborough et al 2011).  

This issue came under scrutiny in the early part of the 2000s, with Sir Michael Marmot chairing an 

independent review, and publishing a report (Fair Society, Healthy Lives, 2010), looking at ways that 

health inequalities could be reduced. However, the inequalities noted in that report are proving 

persistent and hard to address.  

It is also likely that significant savings could be realised if public health was improved, but public health 

budgets in the NHS and at local authorities have been cut in recent years. However, it is not hard to 

argue that the public have a key role to play in improving their own health. There is often debate about 

the consequences of Government interfering in people’s personal decisions, but increasing education 

and encouraging people to take more responsibility for their own health could help to mitigate the 

ever-growing levels of demand for healthcare.  

 

6. Conclusion  

The NHS has survived a series of challenges during its seventy-plus year history and has been subject 

to repeated re-organisations and re-structuring, often principally driven by the will of the political 

party in government. However, there is a sense that the NHS and ASC are currently at a crossroads, 

facing new challenges and threats from many directions, and that they are struggling to maintain their 

longstanding core services. There is a desire from all stakeholders to ensure that the NHS continues 

to serve the population on a universal basis but its future will be shaped by the way its organisations 

react to the policies recently introduced and any that are developed in the future. With largescale 

investment and reform, there is potential for the health and social care system to evolve into a modern 

service capable of dealing with the needs of an ageing population. However, if these challenges are 

not met then it is set to continue its struggle with a lack of appropriate facilities, an overstretched staff 

and a system not entirely appropriate for its patients.  
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