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SUMMARY

Building an NHS fit for the future is a life-or-death challenge. First-rate health 
services, accessible when needed, are an imperative for the health of the country. 
In 2025, we are far from this ideal and things cannot continue as they are. 

This persistent state of crisis is a major barrier to reform – it is also the biggest 
reason that promised reforms must succeed. The health of the nation, the health 
of our economy, and the public’s belief in the NHS itself are all on the line. After 
15 years of declining services, spiralling costs, and faltering attempts at reform, 
there is now a window for the sector-wide collaboration and investment needed 
to improve. If reform fails this time, the NHS may not have another chance. 

A truly productive, prevention-first NHS offers the best possible route to 
fiscal sustainability. New modelling for this report finds that the government’s 
productivity and prevention promises could maintain DHSC expenditure in 
England around 8 per cent of GDP – compared to the current trajectory towards 
almost 10 per cent by 2034/35. This equates to a difference of £21 billion per 
year in spending on health by the end of this parliament. 

The 10 Year Health Plan must be ruthlessly focussed on the ‘how’ of reform. 
Previous governments have been tempted by setting out broad visions for 
reform then turning to a plethora of enticingly simple solutions to achieve 
them: announcing a narrow set of targets, then layering on more and more 
priorities; seeking to compel competitive performance, then calling for 
integration and collaboration across teams; promising devolved power and 
autonomy, before new regulators grip the reins tight if something goes wrong. 

This report equips leaders for a different, more effective approach by looking at 
the evidence on what works in driving reform. Delving into the strongest possible 
evidence, it unlocks three sets of insights. 
1.	 A bold plan for change needs a coordinated approach to reform: in a system 

as complex as the NHS, no reform lever is a silver bullet. Clarity on the goals 
of reform, and the best way to coordinate multiple levers to achieve them, 
must be at the heart of the 10 Year Health Plan. 

2.	 Established levers for reform can shore up performance but won’t drive 
long-term transformation: levers like targets, competition and choice, and 
regulation can bring value to a reform plan, but they must be designed wisely 
to avoid unintended consequences and work with other improvement levers. 
	- Targets: the government should avoid setting overbearing central targets; 

instead it should co-produce a small number of evidence-based targets 
with local leaders that focus on outcomes rather than outputs and reflect 
the genuine priorities of NHS systems. 

	- Regulation: regulation must move away from an inspection-led approach 
to a continuous improvement model based on the systematic collection 
and monitoring of real-time data, developing opportunities for peer 
benchmarking, and systematising quality improvement as the core goal 
of regulation.

	- Choice and competition: patient choice is an important right and a force 
for better care, yet government should tread carefully when it comes to 
competition and choice as a lever for improvement. This may offer value 
in a limited set of circumstances – high-volume, low-complexity acute 
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settings and urban areas where patients have a variety of local providers 
to choose between. Yet it also carries major risk of undermining long-
term ambitions to transform care, with negative effects on the NHS’s core 
customers – those living with long-term conditions. Future care models 
should prioritise choice while learning lessons from previous attempted 
competition reforms.

3.	 New levers are waiting in the NHS toolkit: government should look to new 
levers to transform the NHS. Our evidence review shows that empowering 
frontline staff and patients to drive improvement, and deepening the NHS’s 
approach to devolution, both hold particular promise.
	- Unlocking insights from the frontline: those providing NHS care are a 

source of enormous untapped potential when it comes to improving 
performance and ultimately transforming models of care. NHS 
trusts and systems must find new ways to involve frontline staff in 
transformation programmes and make their insights central to ongoing 
learning and improvement. 

	- Empowering patients: strengthening the voice of patients at every level 
and developing a comprehensive care offer for those who use NHS services 
the most will help reduce cost and improve quality. Government should 
take steps to drive a ‘feedback revolution’ in the NHS and support patients 
with long-term conditions to plan and manage their care more effectively.

	- Devolving power and resource: the abolition of NHS England should 
be the opening shot in developing a new operating model for the NHS. 
Making systems the core drivers of improvement in the NHS will make 
the healthcare system more responsive to the communities it serves, but 
it will require redistributing management and leadership capacity and 
granting more freedoms to plan services and allocate resources.

NHS reform will require not just vision but effective execution to succeed. The 
government can only deliver this by understanding which reform levers work best – 
and in what combination – to deliver true transformation of the health service. 
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1. 
THE CHALLENGE AHEAD 

Britain’s health challenges have reached historic proportions. Life expectancy 
and healthy life expectancy have plateaued, and in some areas even fallen 
(Raleigh 2024). More and more of us are living with long-term health conditions, 
the percentage living with obesity continues to rise, and our collective mental 
health is in crisis.

The poor underlying health of our population has increased pressure on health and 
care services and is holding back economic activity and growth (ONS 2025).

The IPPR’s Commission on Health and Prosperity argued that arresting the 
worrying decline in Britain’s health would require a whole-society approach, 
including changes to the places we grow up, live and work in. Despite the need 
to think beyond the NHS when it comes to building a truly healthy Britain, a 
high-functioning, accessible healthcare system fit for the needs of a changing 
population is a crucial enabler in this mission. Unfortunately, our most cherished 
institution, the National Health Service, remains in a critical condition.

The current government faced an especially tough healthcare inheritance on taking 
office, with at least three major challenges:
•	 deteriorating healthcare access and health outcomes
•	 an NHS workforce pushed to the brink
•	 historic underinvestment holding back productivity.

1.1 DETERIORATING HEALTHCARE ACCESS AND HEALTH OUTCOMES 
Comparing autumn 2024 to 2009/10, when Labour was last in power, the number of 
people waiting for diagnostic scans has tripled, and the number waiting more than 
18 weeks for elective care has increased twelvefold. Twenty-five times more people 
waited more than four hours in A&E, affecting 1.6 million people across the autumn 
quarter last year (Adebowale and Williamson 2024).

Access is not the only issue. Quality of healthcare provision has fallen starkly 
over the past decade, with avoidable mortality above comparable European 
nations (Patel et al 2023). Previous IPPR analysis, in conjunction with Carnall 
Farrar, showed that 240,000 fewer people would have died in the decade from 
2010 if the UK had an avoidable mortality rate equal to comparable European 
countries (ibid). This analysis also highlighted cancer care, a priority area in 
the government’s Plan for Change – where the UK is lagging almost all OECD 
countries for survival rates (Prime Minister’s Office 2024) (see figure 1.1). 
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FIGURE 1.1: THE UK LAGS SIMILAR COUNTRIES ON SURVIVAL RATES FOR CANCER
Cross country cancer survival: lung, breast, colorectal and cervical cancer
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1.2 THE NHS WORKFORCE HAS BEEN PUSHED TO THE BRINK
NHS staff have gone to extraordinary lengths to keep patients safe through an 
unprecedented pandemic, and a decade of austerity before that. This casts a long 
shadow. High numbers of staff have left the NHS permanently, and those who have 
remained in the system are physically and emotionally exhausted. In the latest 
NHS survey, almost a third of staff reported that they still felt ‘burnt out’ because 
of work (NHS Staff Survey 2025). Burnout and turnover have in turn led to a loss 
of senior expertise and declining discretionary effort – staff are far less likely to 
go ‘above and beyond’ where they feel overworked and undervalued (Freedman 
and Wolf 2023; Thompson and Jenkins 2024). A New England Journal of Medicine 
review of the UK, France and US found that “clinicians are increasingly exposed 
to avoidable moral conflicts engendered by organisational decisions … that 
compromise care in various ways” (Dean et al 2024). 

Despite increased staff numbers overall, debilitating staff shortages continue to 
hold back key areas including general practice, district nursing and diagnostic 
radiology which form the bedrock of prevention and community-based care (NHS 
Providers 2023). 

1.3 HISTORICAL UNDERINVESTMENT HAS HELD BACK NHS PRODUCTIVITY 
Concerns over NHS productivity have been widespread in recent years. The NHS 
budget has increased by more than 20 per cent in real terms since 2019/20 and the 
number of full-time equivalent doctors and nurses has grown by over 25 per cent 
(Stiebahl et al 2025). However, services have struggled to turn increasing inputs into 
more activity. There has been some recent progress – with latest data showing that 
acute sector productivity grew by 2.4 per cent in the first seven months of 2024/25 



IPPR  |  Realising the reform dividend A toolkit to transform the NHS 9

compared to the same period in 2023/24 (Kelly 2025). Yet overall acute productivity 
is still estimated to be around 8 per cent below the level it was in 2019/20 (ibid). 
Returning productivity to its pre-pandemic level and ultimately sustaining rates 
of productivity growth over the next half-decade will require significant effort and 
effective reform.

The challenge of boosting NHS activity is the product of long-term 
underinvestment in productivity building blocks. Clinicians and experts have 
consistently highlighted that technology and infrastructure are far from 
optimal. “The NHS is still in the foothills of digital transformation” (Darzi 
2024), with fewer CTs and MRIs than almost any comparable country (Patel et 
al 2023). Consistent underinvestment in capital and infrastructure has held 
back more productive delivery of care, with recurrent failures to deliver on 
commitments (figure 1.2; Coyle 2023). 

FIGURE 1.2: GOVERNMENTS HAVE HISTORICALLY FAILED TO DELIVER ON NHS 
INFRASTRUCTURE PROMISES
Health and Social Care Select Committee evaluation of NHS digitisation commitments
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The NHS maintenance backlog – the estimated cost of bringing NHS estates to a 
minimum expected standard – more than doubled in real terms between 2015/16 
(£6.4 billion) and 2023/24 (£13.8 billion) (Fozzard et al 2024). NHS England figures 
suggest that over the two years to May 2024, there have been 12,000 reported 
estate failures that have stopped clinical services (Kelly 2024).

Alongside a failure to invest in its estate, equipment and digital infrastructure, NHS 
organisations have not always been designed strategically to boost productivity 
in the best possible way. Top-down imperatives to ‘do more with less’ have been 
commonplace in the past. Yet those with the most direct insight into the NHS’s 
productivity challenge – frontline staff delivering care – report lower autonomy 
than prior to the pandemic with just 50 per cent feeling involved in deciding on 
changes at work (NHS Staff Survey 2025). This means potential contributions 
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to boosting quality and making care processes more efficient are overlooked. 
Meanwhile, local leaders also lack decision-making power, with one Trust lead 
describing a sense of “sitting and waiting” for priorities to be confirmed and 
funded by distant central teams (Adebowale and Williamson 2024).

1.4 THE NHS FACES A DIFFICULT LONG-TERM PROGNOSIS
Alongside overcoming its difficult inheritance, this government must also grapple 
with more fundamental challenges. 

Major changes in demand for healthcare brought about by a population which is 
getting older – where more people are living with multiple long-term conditions, 
and where expectations on what healthcare can achieve are high – have not been 
accompanied by shifts to the underlying delivery model. Despite waves of reform 
and major clinical advances in recent decades, our healthcare system remains 
hospital centric, focussed on the provision of reactive care rather than preventing 
illness, and far less digitally equipped than other industries.

The government therefore faces a dual task: rebuilding and restoring confidence 
in existing services, while equipping the system to deal with the challenges of 
the future. How effectively it navigates this tension between fixing immediate 
operational problems and developing a new model of care – “flying the plane 
and rebuilding it at the same time” as former health secretary Alan Milburn put 
it – will define this government’s record on health reform (Smyth 2024).
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2. 
PLANNING FOR CHANGE 

To meet the difficult dual challenge of rebuilding and transforming the NHS, the 
government has announced a series of steps to both boost the Service’s current 
performance and transform it in the long run. On the former, the government 
has set out clear milestones to get on top of waiting lists and boost productivity 
and there has been an injection of short-term resource to stabilise performance. 
On the latter, the government has committed to long-term improvement using 
a mission approach and set out, within in its 10 Year Plan process, the kinds of 
transformational shifts necessary to meet long-term challenges.

2.1 SETTING IMMEDIATE PRIORITIES
To deliver on its mission to “build an NHS fit for the future”, the government set 
out its flagship commitment for this parliament as meeting the NHS standard 
that 92 per cent of patients should wait no longer than 18 weeks for elective 
treatment (Prime Minister’s Office 2024). A plan to meet this commitment, 
focussed on expanding patient choice, reforming the delivery of elective care, 
and improving performance oversight was published in January 2025 (NHS 
England 2025). 

To help meet this target, the government committed additional resources to the 
NHS in its autumn budget. The NHS’s day-to-day budget is set to increase by £21 
billion and will reach £192 billion by 2025/26. An additional £3.1 billion per year of 
capital expenditure across health and care is also promised, including investment 
in technology, surgical hubs and scanners (NHS Confederation 2024). 

Alongside additional investment, a productivity target of 2 per cent 
improvement per year has also been set (Kelly 2024). This is an ambitious 
goal, given that quality-adjusted productivity grew by 1 per cent on average 
from 1997 to 2019 – and exceeded 2 per cent in just four years of the entire 
New Labour period (ONS 2024).

2.2 PLANNING FOR TRANSFORMATION: DIAGNOSING THE PROBLEM
On coming to office, the health secretary commissioned Lord Darzi to carry out 
a rapid independent investigation of NHS performance. This investigation was 
intended to serve as a root cause analysis of problems and serve as a starting 
point for reform.

Published in November 2024, the investigation laid bare the NHS’s “critical 
condition” and highlighted four key drivers of poor performance: austerity 
and long-term underinvestment in capital; the ongoing effects of the Covid-19 
pandemic; a lack of patient and staff voice to drive change across the system; 
and poor approaches to system management (Darzi 2024). 

2.3 PLANNING FOR TRANSFORMATION: ESTABLISHING A HEALTH MISSION
Following Lord Darzi’s review, the government formalised its “health mission”: to 
“build an NHS fit for the future”. The government’s mission builds on the objectives 
set out in Labour’s general election manifesto and sets out three key commitments 
(Labour Party 2023, Prime Minister’s Office 2025).
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1.	 An NHS there when people need it: improving ambulance response times, 
boosting access to general practice, ending long waits in A&E and reducing 
hospital waiting times for specialist care.

2.	 Fewer lives lost to the biggest killers: improving cancer survival rates, reducing 
deaths from heart disease by a quarter within 10 years, and reversing the rising 
trend in the rate of lives lost to suicide within five years.

3.	 A fairer Britain where everyone lives well for longer: with a target to improve 
healthy life expectancy for all and halve the gap in healthy life expectancy 
between regions.

This mission-led approach provides a clear, strategic focus for long-term reform, 
and much-needed accountability for the government to deliver on health not just 
healthcare reform. 

2.4 PLANNING FOR TRANSFORMATION: IDENTIFYING STRATEGIC SHIFTS 
THAT CAN DELIVER REFORM
To meet its longer-term commitment to boost population health and transform 
the NHS, the government will set out a 10 Year Health Plan focussed on three 
strategic shifts.
1.	 From hospital-led care to care at home or in the community 
2.	 From analogue to digital
3.	 From sickness to prevention (DHSC 2024).

The plan is being developed through Change NHS, a large-scale consultation 
with those using and providing NHS services. Described by the government as 
the “biggest ever conversation” about the future of the NHS, this process draws 
together the public, patient groups, the workforce, policy experts and system 
leaders, with more than 1 million website visits and tens of thousands of people 
contributing ideas online or in-person (DHSC 2024a). A plan is expected to be 
published in spring 2025.

2.5 THE REFORM DIVIDEND: A STRONGER, MORE SUSTAINABLE NHS
The short- and long-term milestones set out by the government target the right set 
of challenges. Moving to a community-based, digitally led, prevention-first model 
of healthcare can boost care quality and deliver a better service for patients. 

Importantly, it can also help government deal with a long-term fiscal risk – 
rising health expenditure. Rising health spending is the most important driver 
of the projected increase in government debt over the next 50 years (OBR 2024), 
and despite historically low rates of expenditure growth over the past 14 years 
(Anandaciva 2024), health spending makes up more than 40 per cent of day-to-
day departmental expenditure (Stoye et al 2024).

Health demand will grow over time due to demographic trends, while treatment 
innovation and the nature of healthcare as a labour-intensive, tightly regulated 
industry mean that NHS spending will need to increase in the coming years. Yet 
transformation can help moderate this growth, conserving resources for where 
they are most needed inside and outside the NHS. Improving productivity and 
boosting population health can therefore pay dividends for the sustainability of 
the NHS and public expenditure overall.

In analysis undertaken with LCP Health Analytics, we have projected healthcare 
spending in England over the next decade (McDonald et al 2025).1 This updates 

1	 See https://www.lcp.com/en/insights/blogs/latest-projections-show-how-productivity-and-prevention-
reform-can-bend-the-curve-of-nhs-finances 

https://www.lcp.com/en/insights/blogs/latest-projections-show-how-productivity-and-prevention-reform-can-bend-the-curve-of-nhs-finances
https://www.lcp.com/en/insights/blogs/latest-projections-show-how-productivity-and-prevention-reform-can-bend-the-curve-of-nhs-finances
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previous analysis for the IPPR Commission on Health and Prosperity (Patel et al 
2023). We analyse the extent to which delivering the government’s health agenda 
can bend the spending curve through promised improvements in health status and 
productivity. Two scenarios are compared, with model details in the annex.
•	 History repeated: life expectancy follows ONS projections, with flat healthy life 

expectancy and NHS productivity growth of 0.5 per cent per annum in line with 
historical trends.

•	 Prevention and productivity as promised: productivity grows at 2 per cent 
per year,  and the health mission to halve the gap in healthy life expectancy 
between regions is delivered by 2033/34.

FIGURE 2.1: PROJECTED HEALTHCARE SPENDING (DHSC) IN ENGLAND AS A SHARE OF GDP
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If the recent trajectory of stagnant healthy life expectancy and modest 
improvements in NHS productivity continue, government healthcare spending 
will need to rise to almost 10 per cent of GDP in the next decade – just to 
maintain the current level of services. 

Conversely, delivering on prevention and productivity promises offers a clear 
way to bend the curve of healthcare spending. Successful reform to deliver both 
promises could maintain annual DHSC expenditure at 8.1 per cent of GDP. This 
would mean saving £21 billion per year on health by the end of this parliament, 
and £53 billion per year by 2034/35, compared to the high-cost path of failing to 
reform.2 

This shows the ‘size of the prize’ of successful reform efforts geared towards 
boosting prevention and productivity. What is needed is an effective, evidence-
based way to deliver. 

2	 While methodologies differ (primarily because we analyse overall DHSC spending rather than NHS England 
spending), the proportional impact estimated is broadly in line with the Health Foundation submission to 
the Spending Review (Health Foundation 2025).
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3. 
A PLAN THAT WORKS:  
THE NEED FOR BETTER 
REFORM LEVERS ABLE  
TO DELIVER

The scale of the challenge facing the NHS demands a bold approach. As the 
government set out in its health mission, “total, fundamental and long-term 
reform of our NHS is critical to its survival” (Prime Minister’s Office 2025). Or, as 
health secretary Wes Streeting has put it: “The NHS must reform, or it will die.”

For decades health secretaries have set out visions to drive productivity 
improvements, shift healthcare delivery towards prevention, and integrate 
care around patients. But effective reform has proved elusive. Our health 
service finds itself in a paradoxical position – despite successive waves of 
reorganisation, structural change and transformation initiatives, to those 
working in and using the NHS it continues to feel frustratingly complex and 
outdated. While how we bank, date and shop has been transformed, our use 
of the NHS has largely stayed the same (bar some pockets of innovation). 
Government in other areas has made progress: the creation of GOV.UK; the 
digitisation of social security; and the past 15 years of schools’ reform. But the 
NHS continues to lag behind. To put it simply: the NHS is ‘the last unreformed 
state bureaucracy’. 

The question that confronts this government is how to deliver genuine change 
in a system as complex as the NHS, where powerful and entrenched interests 
have proved fiercely resistant to reform. For the 10 Year Plan to succeed it must 
go beyond setting out an aspirational vision and be squarely grounded in how 
change can be delivered. This demands reform strategies that are both effective 
and timely – that is, that can turn the shared vision into reality, and deliver 
quickly so that those using and working in the health service feel a difference 
by the end of this parliament. 

A relentless prioritisation of ‘what works’ will be necessary – the government 
cannot afford to expend scarce resources on costly distractions. So too will be 
a willingness to challenge long-established ways of working and entrenched 
power structures where they block transformation. In the NHS’s ‘reform or die’ 
predicament, trying to win over all stakeholders is neither possible, nor desirable. 
Charting a brave course for the future is the only option for a government set on 
delivering a modernised health service. 

3.1 LOOKING BEHIND TO FORGE AHEAD
To deliver on its vision, the government must critically interrogate past efforts at 
reform. Previous Conservative administrations also made reforming the health 
service central to their aims in government – the limited success they achieved, 
however, offers salutary lessons to the current government. Table 2.1 sets out 
some of the key attempts to reform NHS services over the past 14 years and the 
obstacles they faced to delivering change.



IPPR  |  Realising the reform dividend A toolkit to transform the NHS 15

TABLE 3.1: 14 YEARS OF OBSTACLES TO PREVIOUS NHS REFORM ATTEMPTS

Reform proposal Key goals Outcomes and obstacles to delivery
Health and Care 
Act 2022

Formalisation of integrated care 
systems (ICSs)

Merger between NHS England and 
NHS Improvement

Care Quality Commission (CQC) 
duty to assess council delivery of 
adult social care

ICSs struggling to deliver promised 
collaboration and prevention given fiscal 
constraints (Bliss et al 2024)

Considerable ongoing challenges in 
organising decision-making, with “significant 
duplication” and governance arrangements 
still under development (Sanderson 2024)

Highly centralised NHS structure, risking “too 
many people holding people to account, 
rather than doing the job”, and a multitude of 
regulatory organisations which “encourages 
too many to look upwards rather than to 
those they are there to serve” (Darzi 2024)

“Significant failings” in CQC (Dash 2024)
NHS Long-Term 
Plan 2019

Reduce avoidable deaths from 
cancer, heart disease, stroke

Improve cancer, maternity care and 
mental health access

New GP contract, incentivising 
primary care networks and online 
consultations 

Expansion of personalised care 
models and social prescribing

Covid-19 pandemic derailed clinical goals, 
with major delay and disruption (Thorlby et 
al 2021)

Big implementation gap around staffing 
(Taylor 2022)

“Plethora of other central plans for the NHS” 
(ibid)

Five Year Forward 
View 2014

Sets out “seven new models of 
care” including multispecialty 
community providers (MCPs) and 
acute care collaborations, through 
50 “vanguard” sites

Consolidating stroke and some 
cancer services around specialist 
centres 

New approaches and models of care proved 
difficult to embed and scale, with efforts to 
spread beyond vanguard sites faltering (Ham 
et al 2016).

Local leaders required to draw up 
“sustainability and transformation plans”, 
but relied on willingness of organisations to 
collaborate (ibid)

Funds intended for transformation were 
instead used to reduce Trusts’ financial 
deficits and sustain existing services (NAO 
2018)

The Health and 
Social Care Act 
2012 (the Lansley 
reforms)

Increased competition and wider 
use of market-like mechanisms

Establishment of NHS England and 
clinical commissioning groups

Abolition of strategic health 
authorities and primary care trusts

Jeremy Hunt, health secretary in 2012, 
described fragmentation caused as 
“completely ridiculous” (see Timmims 2020)

Little change to private provision of care 
to NHS patients, with over 90 per cent of 
services still delivered by NHS providers (Ham 
2015)

Described as ‘a vacuum in system leadership 
at a local as well as a national level’ (ibid)

Source: Authors' analysis

This evidence shows that bold commitments and agendas for change have been 
accompanied by one or two simple delivery ‘levers’: the introduction of central 
targets; the introduction of markets and competition; the removal of regional 
authorities; the reintroduction of regional authorities. 

The failure of reform efforts has, in large part, stemmed from policymakers being 
overly optimistic about the ability of individual levers to catalyse change across a 
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complex system. No single lever should be heralded as a ‘silver bullet’, fit to tackle 
all problems that the NHS faces.

Relatedly, policymakers have often thought about ‘levers’ in isolation from the 
institutional context in which they are being ‘pulled’. In some instances, new levers 
have been pulled without considering the way in which they interact with previous 
waves of reform. 

For instance, encouraging providers to collaborate and join care up around the 
needs of patients by developing new governance vehicles (sustainability and 
transformation plans, Integrated Care Systems) had limited impact when other 
institutions were geared towards facilitating competition. Similarly, moves to 
‘devolve’ more power and responsibility to regions and systems were unlikely 
to drive significant change where regulation is highly centralised, and where 
providers and systems were still expected to meet a large number of targets set 
by the centre.

To develop a new roadmap for reform, government should start by asking, 
“When does each lever succeed or fail, and why?” and “How can levers 
be deployed effectively in conjunction with one another to bring about 
successful reform?”

The next chapter explores the strongest available evidence to bring informed and 
rigorous perspectives to these challenges.
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4. 
WHAT WORKS, WHEN?  
A TYPOLOGY OF APPROACHES 
TO HEALTH SERVICE REFORM

The implementation challenge for NHS reform requires not just vision but effective 
execution. The government can only deliver this by understanding which reform 
levers work best, and in what combination, to deliver true transformation and build 
an NHS fit for the future. This chapter brings together the best available evidence 
on key reform ‘levers’ – that is, instruments available to governments to achieve 
system-wide change and progress towards policy goals. 

These insights can support a better, evidence-based approach to the ‘how’ of 
reform, applicable regardless of the specific details of ‘what’ the 10 Year Plan 
consultation concludes. 

4.1 IDENTIFYING REFORM LEVERS 
We selected six levers which represent a policy choice, meaning an approach not 
necessarily included in every health system at the outset but which have commonly 
been used to reform health services like the NHS: 
1.	 targets and performance management
2.	 central regulation and inspection
3.	 devolution and autonomy
4.	 choice and competition
5.	 learning and improvement systems
6.	 patient and community empowerment.

These six levers were selected based on available evidence, then tested and refined 
with a range of health leaders and policy experts. This means we did not include 
‘enablers’ such as funding and leadership that are common requirements of all 
effective health service reform. This chapter will discuss the relationship between 
the six selected levers and these enablers.

We undertook a literature review of the strongest available evidence, including 
systematic reviews, NHS and global case studies (see box). This was used to 
identify how the lever works in theory, what assumptions must be true for the 
lever to succeed, and key examples. 

Every lever has both merit and drawbacks. Through thematic analysis, we identified 
contexts where each lever is likely to work, those it is less suited to, and wider 
impacts including benefits or collateral harms. An evidence table for each lever 
summarises these findings.
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SEARCH METHODOLOGY
•	 We sought to cast the widest-possible net across published and grey 

literature. As a result, we undertook an extensive but non-systematic 
review given the breadth of material. 

•	 Each search began with a review of relevant PubMed-cited trials and 
meta-analyses from the past 20 years. Articles were assessed based on 
title, abstract and/or full-text. 

•	 We then proceeded to snowball sampling of citations from key articles 
and grey literature, and consulted with multiple sector experts to 
identify key sources we may have missed.

•	 This search considered all countries comparable to England, including 
OECD and other comparators. It focussed on, but was not limited to, 
health system evidence.

4.2 ASSESSING LEVERS
We synthesised our findings into comparative metrics. Two researchers 
independently rated each lever as ‘high’, ‘moderate’ or ‘low’ efficacy across five 
government priorities: 
1.	 improving access to services (including waiting lists and equity)
2.	 improving quality (including process and health outcomes)
3.	 potential to deliver prevention 
4.	 community 
5.	 digital shifts.

These metrics are presented in a visual pentagon indicator, where a fuller pentagon 
represents a higher rating for that aim. The pentagon colour represents the likely 
cost for the lever to succeed, assessed on a three-point scale:
•	 £: minimal additional government spending required, or lever crowds in other 

funding
•	 ££: additional cost referenced in evidence base, but either limited or upfront 

only
•	 £££: significant new and sustained investment required. 
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Finally, we rated the overall quality of the evidence available as:
•	 +++: strong evidence including systematic reviews, meta-analyses and RCTs
•	 ++: widespread applied evidence or case studies, but not extensive top-tier 

evidence
•	 +: either lack of evidence or evidence of no significant effect.

These assessments are summarised in table 4.1. Which metrics matter most is a 
question for policymakers to weigh up – and will likely evolve over the course of a 
10-year reform agenda.

TABLE 4.1: SUMMARY OF EFFICACY RATINGS FOR EACH LEVER, ACROSS SEVEN METRICS

Lever Improve 
access

Improve 
quality

Prevention 
shift

Community 
shift

Digital 
shift

Cost to 
succeed

Robustness 
of evidence 

Targets High Low Low Low Mod £££ +++
Central 
regulation and 
inspection

N/ai Modii Low Low Mod £££ ++

Devolution and 
autonomy Mod Mod High High Mod ££ +/++

Choice and 
competition

Mod iii

Low Low Low Low/ 
Modiv ££ +++

Learning and 
improvement

Mod/ 
High Mod Mod High High ££ ++

Patient 
empowerment

Mod/

High
Low/ 
Mod High High Low £/££v +/++

Notes: i Regulation not primarily used to improve access in the evidence reviewed.  
ii Good evidence of regulation preventing significant harm, but not driving excellence. 
iii Some evidence of shorter inpatient stays, but also widens access inequity. 
iv Evidence of increased uptake of technology, but some choices unproven and costly.  
v Low upfront cost and crowds in funding, though may require resources to formalise and scale.
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LEVER 1: TARGETS AND PERFORMANCE  
MANAGEMENT
How does this work? Central leaders set a  
number of key performance targets and hold  
local leaders to account publicly and/or privately.

What must be true for success? (Bevan and  
Hood 2006)

1.	 Target outcome is a good proxy for overall  
performance.

2.	 Key targets can be accurately measured and  
achieved, with ‘gaming’ behaviour minimised.

When has this lever been used?

1.	 NHS Trust ‘star’ ratings, 2001–05 (Hampton 2005; Bevan and Hood 2006).
2.	 GP Quality and Outcomes Framework (QOF) (NHS Digital 2024).
3.	 Dartboard-style interregional performance evaluation in Italy, Australia and regional UK 

(Vola et al 2022; Goodman et al 2013).

When does the lever work? Less suited to? Wider impacts (secondary benefits and 
collateral harms)

1. Specific, limited & measurable 
- New Labour elective targets improved 
access over short term (Propper et al 2008; 
Kriendler 2010) 
- NHS star ratings improved measured 
targets in short term, yet long-term risks 
(Bevan and Hood 2006; Bevan 2025)

- Systematic review: early QOF may have 
slowed rise in emergency admissions and 
mental illness; unclear if causal (Forbes et 
al 2017)

2. Co-produced, well-evidenced targets 

- Systematic review: co-production and 
health focus helps build clinician buy-in 
(Kondo et al 2016)

- Targets must be based on robust evidence 
to improve outcomes (McColl et al 1998)

- Dartboard-style diagrams better for 
comparative judgements than single 
aggregate targets, eg Australia, Italy (Nuffield 
Trust 2013; Goodman et al 2013)

3. Ongoing major funding 

- Essential to 2000s waiting lists success 
(Blythe and Ross 2022) 
- Systematic review: incentives must be large 
enough to motivate behaviour, but not so 
large as to encourage gaming (Kondo et al 
2016)

1. Driving quality, not just output

- Systematic review: ineffective to improve 
hospital quality or health outcomes 
(Eckhardt et al 2019)

- ‘Star ratings’ risk scandals and 
undermine learning (Bevan 2025)

- QOF led to excess prescriptions, worse 
care for non-covered conditions (Dixon et 
al 2011; MacBride-Stewart et al 2008)

2. Driving prevention 

- Evidence review: incentives have “small, 
if any, effects” in prevention to date 
(Christianson et al 2008)

- Systematic review finds “no clear 
evidence” QOF improves mortality (Forbes 
et al 2017)

- Literature review: risk excessive 
concentration on short term (Mannion 
and Braithwaite 2012)

3. Sustained long-term change 

- Systematic review: improve waiting lists 
only temporarily (Kriendler 2010)

- NHS plateau by 2007, leaders noting a 
“slightly tired, perhaps even complacent” 
government mindset (Blythe and Ross 
2022)

1. Risk low staff morale

- “Targets and terror” harmed trust and 
morale (Mannion and Braithwaite 2012)

- Organisational culture, morale and 
recruitment can be negatively affected by 
a poor rating (Nuffield Trust 2013)

- “Blame game” in performance 
management (James 2004)

2. Measurement fixation and distorting 
local priorities

- Systematic review: may divert resources 
from other patients or services (Kriendler 
2010)

- GP 48-hour target reduced continuity, 
access improved for chronically ill but not 
general patients (Campbell et al 2010)

- Some A&E triage targets were costly in 
resources, with little benefit (Smith 1995)

3. Risk of gaming targets

- “Going easy” to avoid more demanding 
targets (Mannion and Braithwaite 2012) 
- May deter top performers from 
delivering quality beyond target (Bevan 
and Hood 2006)
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LEVER 2: CENTRAL REGULATION  
AND INSPECTION
 
How does this work? State-run regulator undertakes  
inspections and assesses providers, professionals  
or medical services based on pre-agreed standards.

What must be true for success? 

1.	 Inspection criteria are good proxy for overall  
performance, assessed frequently and consistently  
(Beaussier et al 2020).

2.	 Clear models of care, with accountability and  
designated organisations responsible for  
meeting standards.

3.	 Appropriate use of incentives and sanctions (Walshe 2022).

When has this lever been used?

1.	 Care Quality Commission (CQC).
2.	 Medicines and Healthcare Products Regulatory Agency, responsible for  

specific regulation of safety and innovation.

When does the lever work? Less suited to? Wider impacts (secondary benefits and 
collateral harms)

1. Specific high-stakes issue, requiring 
expert oversight:

- UK Medicines and Healthcare Products 
Regulatory Agency (MHRA) regulates 
medication and device safety, balances with 
innovation (Richards and Hudson 2016)

- Clinical trial regulation key to transparency 
and patient protection (Maheriya et al 2024)

2. Clear accountability and monitoring

- Regulation must prioritise highest priority 
risks to monitor and enforce, requiring clear 
goals and outcomes (Beaussier et al 2016) 

- New Labour criticised for inconsistent 
standards that varied in depth, scope and 
specificity (Bevan 2011)

- Effective regulators work with and through 
stakeholders including patients, consumers, 
staff to extend their oversight (Walshe 2002)

3. Specific, well-chosen standards 

- Effective regulators deploy varied 
incentives and sanctions depending on the 
organisation and objectives in question 
(Walshe 2022)

- Evidence for developing common language 
and agreed objectives, as achieved in other 
industries like airline safety (Macrae 2014)

- South African RCT: improved compliance 
with pre-selected hospital standards, but no 
effect on overall quality (Salmon et al 2003)

1. Sustain long-term change 

- Cochrane: sparse evidence overall on 
improving health through regulation 
(Flodgren et al 2016; Sutherland and 
Leatherman 2006)

- UK infection inspections made no 
difference to MRSA trend (OPM 2009)

- Early Ofsted did not improve exam 
performance for most schools (Shaw et al 
2003; Hood et al 1999)

2. Under-resourcing of inspections

- Dash Review of CQC found almost 60 per 
cent fewer inspections in 2023–24 than 
2019–20. Some NHS ratings now 10 years 
old, and 19 per cent of locations have 
never been rated (DHSC 2024c)

- Literature review: relying on inspection 
is too costly, too weak and inimical to 
dynamic change (Ham et al 2016)

3. Primary and community care

- CQC primary care inspections costly, 
infrequent and poorly correlated with 
patient satisfaction or chronic disease 
management (Allen et al 2019)

- CQC limited as less improvement 
capability/support in general practice and 
social care (Smithson et al 2018)

- Risk at time of hospital discharge is not 
“uniformly recognised […] nor sufficiently 
addressed” by regulators (Moore 2020)

1. Unclear effect on collaboration 

- Literature review: “toxic impact of fear” 
in workplace (Ham et al 2016)

- Getting It Right First Time (GIRFT) 
national team inspect specialty services, 
eg orthopaedics; national improvement, 
though cannot be attributed to GIRFT 
alone (Barratt et al 2022)

2. Regulator and provider costs

- Deterrence carries “very high costs” for 
sustained inspection and enforcement 
(Walshe 2002)

- Ofsted rating children’s social care 
“inadequate” drives up costs and use of 
agency staff (Hood and Goldacre 2021)

3. Bureaucracy and frustration

- Overlapping fragmented regulators, 
diluting impact (Vincent et al 2020)

- CQC focus on individual providers; less 
tenable as provision becomes integrated 
(Smithson et al 2018)

- Staff validation criticised as 
bureaucratic, inconsistent, and unpopular 
(Browne et al 2021)

- Dash Review of CQC: structural change 
had reduced expertise, seniority, and 
positive engagement by regulators (Dash 
2024) 
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LEVER 3: DEVOLUTION AND AUTONOMY 

How does this work? devolve responsibility to  
local leaders, within service or locally elected.  
Some models grant ‘earned autonomy’ or jointly  
set a small number of KPIs, while others transfer  
full responsibility and accountability to regional  
health leaders.

What must be true for success?

1.	 Regional leaders have, or can develop, the  
resources, capabilities and local expertise to  
plan and deliver better services.

2.	 Different local organisations (inside and  
outside NHS) can collaborate effectively.

When has this lever been used?

1.	 Greater Manchester devo-health (Britteon et al 2022)
2.	 NHS Foundation Trusts (Exworthy et al 2010)
3.	 Regional health boards, Victoria (Ham and Timmins 2015)

When does the lever work? Less suited to? Wider impacts (secondary benefits and 
collateral harms)

1. LT quality and community goals

- UK model: devolution to Greater 
Manchester saw modest increase in life 
expectancy vs control (Britteon et al 2022)

- OECD-wide comparative models: 
health decentralisation linked to better 
prevention, satisfaction, and lower infant 
mortality (Durmuş 2024; Jiménez-Rubio 
2010)

2. Co-produced accountability 

- In Foundation Trust model, formal metrics 
provide safety net though weak incentive 
for top performers; reputation and local 
autonomy are key (Exworthy et al 2010)

- Australian evaluation: boards co-design 
local KPIs with health department, earned 
autonomy if met (Ham and Timmins 2015)

- Hewitt review: insufficient autonomy a 
key factor holding back delivery on long-
promised prevention (Hewitt 2023)

- NPM most effective when involved local 
authorities in target setting (James 2004)

3. Infrastructure to collaborate 

- Greater Manchester local actors built 
shared political efforts (Lorne et al 2019)

- NHS 25-case evaluation: successful 
collaboration requires institutions to 
engender trust (Aunger et al 2022)

1. Retained central control 

- NHS qualitative review: intense focus on 
national targets could undermine local 
partnerships (Gowar et al 2024)

- Decentralisation focus may mask parallel 
centralisation (Exworthy et al 2010)

- Portugal attempted decentralisation 
from 1990, but funding and power still 
centralised; several major state failure risks 
identified (de Campos 2004)

2. Under-resourced aspirations

- ICS survey suggests acute financial deficits 
limiting shift from hospital to community 
(Bliss et al 2024)

- New Zealand case studies: plans held 
back by inability to implement quickly with 
appropriate and timely funding support 
(Lovelock et al 2017)

3. Reducing postcode lotteries

- New Zealand devolution initially had 20 
small regional boards, with confusion and 
inequality (Tenbensel et al 2023)

- Decentralised autonomy may fragment 
health systems (Exworthy et al 2010)

- However, UK researcher argues for 
devolution as a response to current 
postcode lottery and differing local needs 
(Ross and Tomaney 2001)

1. May increase efficiency

- Literature review: generally improves 
efficiency and political accountability 
(Costa-Font 2012)

- Spain improved efficiency and reduced 
expenditure, attributed to better budget 
allocation (Costa-Font and Moscone 
2009)

- North West London ICS empowered 
to collaborate at local leadership level, 
increased theatre utilisation from 70 per 
cent to 83 per cent (Bliss et al 2024)

2. Competitive innovation

- Spain: devolution led to efficiency 
improvements in six of the last 10 
Autonomous Regions to receive health 
powers (Armenteros-Ruiz et al 2024)

- In environmental policy, US states act 
as “laboratories for reform” (Sapat 2004)

3. Decisions closer to community

- Increased local “decision-space” if true 
devolution (Exworthy et al 2010)

- Canterbury, NZ set goal that “people 
should stay well in their own homes and 
communities as far as possible”; saw 
higher community spend, achieved lower 
acute admissions and stronger primary 
care (Charles 2017)
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LEVER 4: CHOICE AND COMPETITION
 
How does this work? Local providers compete to attract  
patients, who bring funding attached. Patients are  
encouraged to choose between several providers based  
on published outcomes.

 What must be true for success?

1.	 Patients (across demographics) sufficiently informed  
and motivated to move to better providers  
(Kreindler 2010).

2.	 Key outcomes accurately measured and communicated.
3.	 Lower-performing providers will respond to patient  

flows by improving quality (Dietrichson et al 2020).

 When has this lever been used?

1.	 New Labour Patient Choice (Robertson and Thorlby 2008).
2.	 Scandinavian primary care reforms 2000s (Dietrichson 2020; Ge 2024). 

When does the lever work? Less suited to? Wider impacts (secondary benefits and 
collateral harms)

1. May improve existing top providers 

- NHS GPs offering choice saw patients 
sorting to better hospitals (Gaynor et 
al 2016)

- Areas with lower competition were 
linked to more heart attack deaths 
(Gaynor et al 2013)

- UK studies: better surgery outcomes 
in areas with high competition 
(Aggarwal 2019; Han 2023)

2. Shorter stays for some 

- NHS reform: areas of higher 
competition saw shorter length of 
stay for elective surgeries though no 
effect on occupancy (Longo et al 2019; 
Aggarwal 2019); however, also saw 
increased cancellations (Bloom et al 
2015)

3. Central coordinator to plan care 

- Systematic review: New Labour 
electives plan required a central 
coordinator to identify long-wait 
patients and proactively offer switch to 
an alternative provider (Kreindler 2010; 
Dawson 2005; Dawson 2007)

- Risk of “choice overload” generating 
health uncertainty, unless general GP 
coverage to help coordinate care (Jilke 
et al 2015; Herwartz and Strumann 
2024)

1. Primary care/prevention 

- Sweden: no change in access or avoidable 
admissions (Dietrichson et al 2020); more 
avoidable admissions for low-income 
elders, implying worse primary care 
(Sveréus et al 2024)

- Also saw GPs issue more sick leave and 
prescribe more medication (Dietrichson et 
al 2020)

2. Leaving choice to patients

- Systematic review: low uptake if patients 
left to choose between providers alone 
(Kreindler 2010)

- Denmark: 5 per cent used right to choose 
hospital (Siciliani and Hurst 2005)

3. Mixed evidence on quality 

- “Little evidence” greater choice will drive 
quality (Fotaki et al 2008)

- NHS reform “did not act as lever to 
improve quality’” focussed on waiting lists 
targets and reputation (Dixon et al 2010)

- Unclear if NHS heart attack deaths rose or 
fell (Propper et al 2008; Cooper et al 2011)

- Australia: reform increased hospital 
mortality (Palangkaraya and Yong 2013)

1. Private sector outsourcing

- Systematic review: lower quality, higher cost 
(Kreindler 2010)

- Norway: private “cherry-picking” of patients 
with fewer comorbidities (Ge et al 2024)

2. Risk inefficiency without clear cost savings

- Systematic review: may undermine 
cooperation (Kreindler 2010)

- Risk under-used capacity, and spending on 
unproven technology (Aggarwal et al 2017)

- NHS reforms saw no effect on cost overall 
(Longo et al 2019)

3. Widen inequalities by education and ability 
to travel

- Systematic review: better educated people 
more likely to use choice (Fotaki et al 2008)

- Sweden and France saw widened 
socioeconomic inequity (Milcent 2023; 
Gustafsson et al 2024)

- Australia: rural-urban divides widen 
(Palangkaraya and Yong 2013)
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LEVER 5: LEARNING AND IMPROVEMENT SYSTEMS 

How does this work? local leaders and frontline staff enabled to  
lead ongoing improvement based on experience and regular  
evaluation. Central leaders may set overall outcomes and  
support accountability/knowledge-sharing, but less  
direct oversight.

What must be true for success?

1.	 Improvement models unlock local  
understanding of inefficiencies,  
priorities, patient needs and potential  
solutions (Hardie et al 2022).

2.	 With the right structures and leadership,  
a range of perspectives can be integrated  
into coherent decision-making  
(Taylor et al 2015).

When has this lever been used?

1.	 East London Foundation Trust quality improvement (IHI 2024). 
2.	 NHS-Virginia Mason Institute (NHS-VMI) lean improvement pilot programme across six NHS trusts 

(Burgess et al 2022).

When does the lever work? Less suited to? Wider impacts (secondary benefits and 
collateral harms)

1. Improving multi-team care processes

- Systematic review: team-led improvement 
shortens length of stay in emergency and 
outpatient departments (Tlapa et al 2020)

- NHS trial improved surgical safety through 
“lean” methods (McCulloch et al 2016)

- ELFT streamlined local pathways across 
several providers (Shah and Course 2018)

- Learning systems engage communities, with 
range of perspectives (Hardie et al 2022)

2. Quality leadership and staff engagement

- Systematic review: high-performing hospitals 
feature effective leaders and interdisciplinary 
teamwork (Taylor et al 2015) 

- Effective learning needs leaders, board focus 
and communication (Jones et al 2017)

- NHS-VMI: overall benefit offset in two trusts by 
leadership challenges (Burgess et al 2022) 

- Clinician-led governance helps overcome 
professional siloes and drive innovation 
(Bolous et al 2023)

3. Digital/data-led implementation

- Systematic review: most “lean” digital 
interventions significantly improved patient 
flow and turnover time (Tlapa et al 2022)

- NHS case studies of learning-led digital rota 
tools, boosting staff retention (Hainey 2021; 
Galloway et al 2022)

1. Long-term outcomes uncertain

- Systematic review: “lean” (not including 
other methods) doesn’t see long-term 
mortality impact (Moraros et al 2016)

- However, further systematic review: 
team-led improvement the only strategy 
to improve safety (Morello et al 2013)

- Improvement methods in geriatric care 
reduced risk of mortality by 20 per cent 
(Silvester et al 2014)

2. Lack of time and/or resources

- Major NHS barrier (Slater et al 2012; 
Robertson et al 2013), including priority 
areas – primary care (Gosling et al 2019)

- Risk sidelining if other priorities divert 
focus and resource (Hunter et al 2014)

- Lack of incentives to improve in NHS 
relative to elsewhere (de Silva 2015)

3. Scaling and sustaining change

- Most NHS improvement is small-scale 
(de Silva 2015), though some examples 
scaled effectively (Albury et al 2018) 

- Hard to evidence impact, with few large 
evaluations and limited performance 
measures (Burgess et al 2022)

- Systematic review: of six NHS studies 
of lean reporting on sustainability, two 
reported success (Woodnutt 2018)

1. Improve efficiency and access

- Systematic review: decrease 
outpatient waiting times, with shorter 
waits for appointments and admitted 
length of stay (Tlapa et al 2020)

-Systematic review: efficiently compare 
treatments by embedding trials into 
clinical care (Casey et al 2021)

- NHS-VMI: 62 per cent improvement in 
process time (Burgess et al 2022) 

2. Cost savings over time

- Systematic review: reduces waste and 
improves value (Evans et al 2023)

- Learning requires digital 
infrastructure, but then adds value 
(Hardie et al 2022)

- “Lean” methods reduce low-value care, 
improve financial outcomes (Narayanan 
et al 2022; Shortell et al 2021)

3. Staff morale?

- Literature review: boosts morale, but 
intensifies work (Mahmoud et al 2021)

- NHS-VMI: all trusts improved staff 
retention, though national trends also 
improving (Burgess et al 2022)

- Systematic review: “authentic 
leadership” focussed on supportive 
work environments improves job 
satisfaction and performance (Alilyyani 
et al 2018)
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LEVER 6: PATIENT AND COMMUNITY EMPOWERMENT 
 
How does this work? We focus on patient and community  
empowerment to improve service design and delivery at  
the system level. This includes patient and group advocacy,  
involvement in service design and co-production, and  
empowerment to deliver services, such as peer support.

This doesn’t encompass empowerment to improve one’s  
own care, such as through shared decision-making – an  
important approach analysed in detail elsewhere (Redding  
et al 2016).

 What must be true for success?

1.	 Patients and communities have capability and power  
to identify local needs and develop solutions.

2.	 Empowerment can be facilitated without  
undermining local ownership  
and agency.

When has this lever been used?

1.	 HIV community mobilisation globally (Caswell et al 2021).
2.	 UK Common Ambition programme funds ‘collaborative communities’ for chronic disease, learning 

disabilities, homelessness and HIV testing (Brown 2024).

When does the lever work? Less suited to? Wider impacts (secondary benefits and 
collateral harms)

1. Active patient community 

- HIV community transformed equity and access 
(Caswell et al 2021) 

- Common Ambition partnerships built new care 
collaborations (Brown 2024)

- Effective NHS collaboration examples, eg 
British Muslim Heritage Centre and diabetes 
care (NHS England 2022)

2. Community-based prevention 

- NIHR systematic review finds improved 
behaviours, outcomes, social support (O’Mara-
Eves et al 2013)

- NHS community health worker pilot improves 
vaccination, cancer screening and reduced GP 
visits 7 per cent (Junghans et al 2024; Owolabi 
2024)

3. Accessing hard-to-reach groups

- Systematic review: more appropriate, 
accessible and effective care (O’Mara-Eves et al 
2013)

- US RCT: paired barbershops with pharmacists, 
improved blood pressure control (Victor et al 
2018)

1. Scale innovative models?

- Literature reviews: hard to scale 
and retain ownership (Rifkin 2014; 
Hampton et al 2025)

- Variation in quality of public 
engagement (McKevitt et al 2018)

2. Difficult to formalise

- Systematic review: patient/public 
involvement not well defined, hard to 
evaluate (Mockford et al 2012)

- Peer support sits at boundary of 
formal and informal; role for more 
charities, community (Q Lab 2024)

- US RCT of coaching HIV patients 
increased “patient activation” but 
didn’t change health outcomes (Carroll 
et al 2019)

3. Over-centralised system 

- NHS studies highlight over-
bureaucracy and “late” PPI after 
decisions made (Hatfield et al 2023; 
Meyrick and Gray 2018)

1. Overcome fear/mistrust

- Systematic review: community 
engagement improves vaccine uptake (Xie 
2024)

- Reduced LGBTQ+ stigma, boost health 
seeking (Biesty et al 2024)

2. Potential cost savings

- Reduces hospitalisations, GP and 
emergency department visits (Bu and 
Fancourt 2021; Anderson et al 2022)

- Systematic review: some interventions 
reduce cost, but mixed (Jack et al 2016)

3. Risk variation between areas and 
conditions

- Patient/public involvement varies across 
providers (Smiddy et al 2015)

- Ethnic disparities in level of patient 
activation, though health education 
mitigates (Eneanya et al 2016).

Low

Med

Digital

CommunityPrevention

Access Quality

High

Empowerment

Cost: £/££ Evidence: +/++
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5. 
BUILDING THE REFORM 
TOOLKIT THE NHS NEEDS

The NHS faces a twin challenge over the course of this parliament: improving 
performance to meet the standards that patients and the public expect while 
transforming its delivery model to meet the demands of the future. It requires 
a policy toolkit to address both imperatives, and to sequence and prioritise 
reform to do so in the most cost-effective and high-impact way. 

This report has set out the evidence base on key reform levers available to improve 
healthcare systems. This final chapter draws together three core lessons for 
policymakers going forward.

LESSON 1: BE CLEAR ON THE GOALS YOU ARE TRYING TO ACHIEVE AND 
COORDINATE REFORM LEVERS TO DRIVE CHANGE
The starting point for any successful change programme is clarity about what 
reform is trying to achieve. Developing a clear set of goals and stress-testing 
the potential tensions must occur before considering the levers that are best 
placed to achieve them. The government’s current approach to reform has had 
a welcome focus on goal setting with the three ‘shifts’ offering a clear direction 
of travel for reform. However, the short-term goal to restore performance in 
hospitals, sits uneasily with a longer-term vision to move care out of hospital 
and shift the delivery model from treating to preventing illness. Potential 
tensions between these goals should be set out clearly to ensure that reform 
efforts can help secure improvement while not undermining broader, more 
transformative ambitions.

After goals have been set, levers to enable change must be thought about 
strategically. The NHS is a complex, interdependent system and no policy 
lever can drive change on its own. Change happens when multiple levers work 
together in a coordinated way. 

The empirical analysis undertaken reveals that certain levers share key 
characteristics. For instance, targets and patient choice tend to be most 
successful in delivering specific, measurable and precise goals. Learning 
and devolution approaches require a greater degree of trust and enabling 
leadership – then this can unlock the best of frontline teams.

Identifying approaches that complement each other is pivotal to an effective 
toolkit that coherently addresses a range of reform priorities. The National Health 
Inequalities Strategy sets a compelling example of how to pursue bold aims 
through a holistic reform plan (see case study).

Crucially, understanding where levers contradict one another is equally essential 
to avoiding past reform mistakes. A proliferation of centrally set targets and 
heavy-handed performance management, while potentially able to turn around 
poor performers, may undermine long-term goals to develop a local-led shift to 
community and encourage learning and improvement.



IPPR  |  Realising the reform dividend A toolkit to transform the NHS 27

CASE STUDY: NATIONAL HEALTH INEQUALITIES 
STRATEGY 1997–2010
The UK government led a systematic attempt to reduce health inequalities in 
England, aiming to reduce by at least 10 per cent the gap in life expectancy 
between the fifth of local authorities with the worst health and deprivation, 
and the population as a whole (Barr et al 2017). The strategy successfully 
reduced inequality. A clear decline was seen in the life expectancy gap, as 
well as specific condition and risk factor prevalence, while life expectancy 
inequalities increased before and afterwards (ibid; Vodden et al 2023).

This was a cross-departmental strategy with four key themes: 
supporting families; engaging communities in tackling deprivation; 
improving prevention, treatment and care; and tackling the underlying 
social determinants of health. Levers and enablers included:
•	 a single, clear, outcome-based target, with further local targets 

for inequalities
•	 regional devolution and autonomy for area-based regeneration and 

health initiatives
•	 national regulation to protect the most vulnerable, including 

introduction of the national minimum wage and tax and benefit 
changes to reduce child poverty

•	 supported learning systems, with a Health Inequalities National 
Support Team providing technical advice for areas to implement 
evidence-based approaches

•	 strong resourcing, with an estimated £20 billion spent from 1997 to 2007.

LESSON 2: TARGETS, CHOICE AND REGULATION CAN SHORE UP 
PERFORMANCE, BUT WON’T DRIVE TRANSFORMATION
Our analysis suggests that the levers relied on most heavily in healthcare 
reform over the past two decades – target setting, choice and competition, 
and regulation – can play a role in recovering performance but won’t drive 
fundamental transformation in the NHS. 

Though they may help shore up performance in the short term, policymakers 
should be aware of the negative unintended consequences that these levers can 
bring. Most importantly, they should think carefully about the ways in which these 
approaches can ‘lock’ our healthcare system into current ways of working and 
militate against the more transformational change that the government aspires to. 

Targets should be used sparingly and judiciously
Policymakers should be judicious over when and how they impose performance 
targets. Rigid target setting can come at a significant cost. Setting and enforcing 
additional targets imposes large administrative costs, can have negative effects on 
an already demoralised workforce, and can distort long-term priorities as providers 
‘hit the target but miss the point’. 

Fortunately, the current government has begun to reduce its reliance on central 
target setting. The most recent NHS operational planning guidance reduced the 
number of national targets set on systems and providers from 32 to 18 (O’Dowd 
2025), while the newly renegotiated GP contract has retired 32 pay-for-performance, 
Quality and Outcome Framework indicators. These are welcome first steps, but the 
government should go further in reducing dependence on targets. 

Nonetheless, there is a place for accountability measures, and targets can be part 
of this if used well. When setting targets policymakers should do the following.
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Set a small number of evidence-based, co-produced targets that reflect 
genuine system priorities: targets are most effective when those delivering 
against them believe they reflect genuine system priorities and are tools for 
benchmarking and improvement, not just top-down performance management. 
Several evidence-based approaches exist to deliver these goals and combine 
the best of targets with learning and improvement, including compelling 
‘dartboard’-style diagrams that show better performance through indicators 
closer to the green centre (Bevan et al 2018).

Focus on outcomes rather than outputs: targets have been the favoured lever 
of choice to drive additional activity and reduce waits for care. However, for 
targets to better align with a long-term agenda to make care more preventative, 
integrated and holistic, any additional targets should be based on outcomes 
rather than outputs (Van Ark 2022).

Devolve rather than hoard target-setting power: centrally set targets encourage 
systems and providers to look upwards to central government rather than 
outwards to the communities they serve when making decisions. Where target 
setting continues to be a lever used in the NHS, more of it should occur at the 
system rather than the national level.

Competition and choice are not a silver bullet in driving productivity or quality
Over the past three decades, competition and choice have been seen as key 
levers to increase access to and the quality of healthcare. Empowered patient 
choice in healthcare is welcome. People have become used to greater choice 
in all aspects of their life. The NHS cannot be left behind. Maintaining choice 
in healthcare is therefore, in part, a question of rights and entitlements in a 
modern healthcare system.

However, for policymakers that also want to use choice as a lever of reform and 
improvement, the lessons from the past few decades are more salutary. There is 
some evidence that competition and choice may play a role in boosting activity 
in acute settings, particularly where care pathways are relatively straightforward 
(for instance in the case of elective hip and knee surgery or cataract procedures). 
But, overall, the evidence is clear that it often comes with downsides – and is not 
applicable to all settings of care. 

Competition and choice are far less effective in stimulating improvement – and can 
even worsen the quality of care. This is especially true in emergency care settings 
and primary and community services that support older people and those living 
with long-term conditions, now the NHS’s ‘core customers’ who account for 70 per 
cent of all healthcare spending in the latest major study undertaken in 2012 – a 
share that will have since grown further (Department of Health 2012). In these 
settings, there is strong evidence that market-based competition can undermine 
the cooperation and collaboration between providers that is a prerequisite for 
comprehensive joined-up care. 

Relatedly, there is evidence that without stringent regulation, competition can 
lead to those with the most acute health needs receiving worse access to care 
– providers have incentives to selectively treat patients who are the least costly 
and easiest to manage, while avoiding high-risk or complex cases. 

Finally, as with any market, for competition to drive more efficient and higher-
quality service delivery there must be a broad range of willing providers. As a 
(necessarily) tightly regulated industry, barriers to new suppliers entering the 
market are high across the board, particularly in rural areas where exercising 
choice would involve patients travelling long distances to receive care. The 
potential for competition and choice to drive improvement is therefore 
circumscribed by geography as well as setting.
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If policymakers seek to use competition and choice, they should: 
Focus on making choice meaningful: this would involve improving people’s 
access to information on the quality and safety of services – particularly in 
sectors where there is less routine data collection on key performance metrics, 
including where NHS services are contracted to other providers. This may also 
require a more active approach to regulation to ensure that patients can make 
informed choices across good options. 

Understand and act on barriers to patients exercising choice in the current 
system: including patients not being able to afford to travel for care, having 
low levels of health literacy, or not understanding which choices are available 
to them. 

Be clear about who choice may benefit and who it leaves behind: pro-choice 
reforms may drive improvement in high-volume, low-complexity acute settings 
and in urban areas where patients have a variety of willing local providers 
to choose between. Choice and competition are far less effective in driving 
improvements for those living with long-term conditions – the NHS’s core 
customers – and in rural areas where more natural monopolies for care 
provision exist.

Regulation can help set the floor, but in its current form it can’t raise the ceiling
There is a strong case for investing in capacity to ensure standards are being met 
in healthcare settings and that patient interest is put at the heart of the system. 
Where regulation works effectively, it can play an important role in enforcing 
minimum standards on providers and rooting out poor performance. However, it 
is more effective in moving services from “awful to adequate” than “good to great” 
(Barber 2017). 

At a fundamental level, the success of regulation relies on the public and service 
providers having confidence in the regulator. Unfortunately, the government has a 
difficult inheritance to overcome in this area. A comprehensive review of the Care 
Quality Commission (CQC) carried out by the now Chair of NHS England in October 
2024 found that the regulator had “lost credibility in the health and social care 
sectors” (Dash 2024) and the health secretary has declared that the regulator is 
currently not fit for purpose. 

Before attempts are made to rethink our approach to healthcare regulation, 
confidence and trust in the current system must be rebuilt. Fortunately, the 
CQC’s improvement journey has already begun with the appointment of a new 
senior leadership team and the announcement of immediate measures to clear 
a large provider registration backlog, increase the frequency of assessments, 
and resolve long-standing IT issues (Care Quality Commission 2025).

However, looking forward, a new approach to regulation will be needed. The 
most promising future direction of travel will come from building on potential 
complementarities between regulation, learning and improvement, and staff 
and patient engagement. 

To build a new approach to regulation, policymakers should do the following.
 
Move away from an inspection-led approach to a continuous improvement 
approach: the core tenets of this approach would include more systematic 
real-time data collection and monitoring, developing more opportunities for 
peer benchmarking, and systematising quality improvement as a core goal of 
regulation (Bevan et al 2018).
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Balance regulatory powers to ‘sanction’ and ‘incentivise’: while regulators must 
occasionally use their more stringent intervention powers to guarantee patient 
safety and mitigate risk, heavy-handed regulation can be a brake on reform. 
Appropriate use of incentives such as the granting of greater autonomy to 
high-performing systems and providers and public recognition of achievements 
should be seen as core features of the regulatory toolkit.

LESSON 3: A NEW TOOLKIT IS AVAILABLE TO MEET NEW CHALLENGES
Used judiciously, targets, competition and choice, and regulation may have value in 
shoring up the short-term performance of the NHS, but where government seeks to 
transform rather than stabilise healthcare services, a new toolkit is necessary. The 
three additional levers set out in our evidence review – learning and improvement, 
devolution, and patient and staff engagement – hold great promise in this regard. 
A comprehensive reform programme would look to use these levers in tandem to 
drive sustained improvement. 

Moving towards this approach requires political courage. The reason that 
policymakers have historically been more inclined to use ‘hard’ levers such 
as target-setting, competition and regulation partially stems from the fact 
that these levers grant the feeling of greater control over the reform agenda. 
Retaining a high level of central control may feel especially tempting given the 
NHS’s current performance crisis. 

However, in the longer term, a new operating model is required for the NHS 
– continuous improvement will only occur where systems and providers feel 
empowered to drive reform rather than react to plans issued from above. 
Below, we map out what a new approach could look like.

Unlock insights from the frontline for rapid improvement
Decision-making in the NHS often lacks information and insights from those 
providing care. This leads NHS organisations to set the wrong priorities and miss 
opportunities to improve. Stronger staff engagement is essential for a responsive 
and high-performing NHS, but it requires institutional reform and investment. 

Most importantly, this requires a true shift to digital: the systematic collection of 
real-time data for analysis and learning (Hardie et al 2022). Frontline staff, both 
clinical and non-clinical, must be empowered to use these insights to design and 
implement changes at the local level which can be tested, refined and optimised 
to drive continuous improvement. 

Hardwiring staff-led learning and improvement into the NHS will also require 
reforms to processes and the underlying culture of the system. In the first 
instance, investment in digital systems, data and analytics will be required to 
ensure that performance can be better understood, frontline insights can be 
collected systematically, and improvement can be accurately measured. This 
will also require a new approach to operational management The evidence is 
clear that high-quality leadership and management in the NHS delivers better 
care for patients. Operational staff and analysts must be much more closely 
embedded with clinical teams to make improvement a shared endeavour.

Culturally, approaches to leadership and management will need to be more 
permissive and distributed – frontline teams will need to be entrusted with 
stewarding improvement efforts with senior leaders playing an enabling role. 

To drive frontline led improvement, the following steps should be taken: 
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Every NHS trust should develop staff insight pathways for service improvement 
and establish a permanent trust-wide team of improvement specialists. All staff 
should have time protected to participate in these schemes. Additionally, NHS 
Trusts should create ‘worker boards’, to contribute to corporate governance 
alongside existing executive boards.

Every Integrated Care System should establish an Improvement Team whose 
responsibilities include improving resource allocation and shared learning 
across services (such as acute and community care).

Invest in leadership and data capacity. Alongside refreshing the NHS’s long-
term clinical workforce plan, the government should issue a long-term plan for 
the NHS’s operational management and data analytics workforce.

Strengthening the role of patients to drive change
Alongside empowering those working in the system to drive improvement, NHS 
reform must have an unflinching focus on the end-user – patients themselves. 
Targeted reforms to strengthen the institutional voice of patients in the NHS and 
empower them to better manage their health will both be vital to improving care 
quality and transforming the delivery model.

In the first instance, decision-makers should look to make better use of existing 
channels for patient participation in transformation programmes, for instance 
the Healthwatch network and GP patient participation groups (PPGs). Government 
should use the opportunity provided by the abolition of NHS England and the 
reconfiguration of central bodies to clearly map out a new architecture for 
patient engagement.

Moving forward, policymakers should also look at alternative channels to plug 
patient insights directly into a learning model like that outlined above – patient 
feedback including routinely collected complaints data should be embedded into 
discussions on productivity, care quality and access. 

Alongside strengthening the institutional voice of patients, changes to the care 
model should also be central to reform. Much emphasis has been placed on 
choice as a tool for patient empowerment, but for those patients who account 
for the bulk of NHS activity and cost – those living with long-term conditions – 
continuity of care is prized most highly and has the most substantial positive 
impact. Incentivising continuity of care for those who benefit from it most and 
developing a comprehensive care offer for those living with long-term conditions 
should be core pillars for any plans for clinical reform. 

To strengthen the role of patients in driving improvement, government should:

Drive the ‘feedback revolution’ in healthcare by creating better 
mechanisms for patients to share their experience of care in real time. 
Routine, embedded, live feedback by users of services and frontline staff 
should increasingly become the norm. This feedback alongside existing 
data from the NHS’s Friends and Family Test and complaints data should 
be curated into dashboards, to provide a live snapshot of user experience 
which can inform service design and improvement, as well as informing 
citizens’ use of public services. Data should, ultimately, be publicly 
available so that people can see the experience of others using the same 
public service, as well as the responses by service providers (such as 
updates on service changes as a result of feedback).
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Develop an enhanced service offer for those diagnosed with a long-term 
condition to reduce long-term costs and improve outcomes. This should start 
with those diagnosed with long-term conditions co-producing an integrated 
health and care plan with a healthcare professional. The subsequent service 
offer would include access to longer consultations in primary care, training or 
peer support to self-manage health needs, and the offer of a personal health 
and social care budget.

The government should ‘recentralise to decentralise’
The NHS remains one of the most centralised health systems in the 
developed world (Ham 2022). This has a direct bearing on the levers for 
reform that policymakers have chosen to pull in recent decades – centralised 
targets and a top-down approach to regulation have been prioritised over 
more adaptive approaches to improvement.

Our evidence review suggests that a more decentralised model can help boost the 
efficiency and productivity of healthcare delivery and help better match services to 
the needs of local populations. However, changes will be necessary to ensure that 
a success is made of more comprehensive devolution. 

The necessary first steps to reduce the power of central bodies in the healthcare 
system have already been taken, as government has moved to reduce layers of 
bureaucracy at the centre. But the abolition of NHS England should be the starting 
pistol for a more fundamental reset of the NHS’s operating model. 

In the coming months, difficult decisions will need to be made about what 
functions need to sit in a smart, strategic centre. There are obvious candidates 
here – negotiating commercial contracts with the life-sciences industry, curating 
an effective healthcare data architecture, and optimally distributing funding 
between regional or local care systems. 

In other instances, a mixed approach which marries central standard setting 
with more local strategy development may be more advantageous – sharing and 
spreading good practice between NHS organisations, planning and delivering the 
workforce of the future, rolling out large-scale public health programmes such as 
vaccination and screening. Other functions that once sat centrally should move to 
a regional or local level to unlock the strengths of devolution as a reform lever.

Getting devolution right will require matching ambition with resource. Management 
capacity freed up at the centre should be redistributed to regions and Integrated 
Care Systems (ICSs). The recently announced efficiency drive in ICSs (West et al 
2025) which will see operating budgets cut by 50 per cent, may secure cash savings 
in the short term. Yet if government wishes to decentralise well, it will have to grow 
not shrink capacity across systems.

Alongside more effective resourcing of regional and system decision-makers, 
local autonomy must also be made more meaningful. The centre should avoid 
being overly prescriptive on process and activity targets, and should instead 
move towards setting outcome-based targets for systems. Local leaders would 
be empowered to deliver against them in the ways they see fit. A healthier 
balance between high-level national priorities and more specific, locally 
tailored goals will have to emerge. New approaches to target setting will also 
have to be coupled with more financial freedoms for systems, including choice 
over how to fund their hospitals and allocate resource to other providers. 
Given the importance of shifting care into the community, a high-level target to 
increase the share of resources going to out-of-hospital services could be set 
centrally with systems free to deliver on this goal in whichever way they see fit.



IPPR  |  Realising the reform dividend A toolkit to transform the NHS 33

To decentralise power and build a system-led NHS, policymakers should do 
the following.

Redistribute central staff to ICSs and providers to drive transformation. 
Acknowledging that at a subnational level, the NHS is under- rather than 
over-managed, management capacity should be redistributed from central 
bodies to NHS systems and provider organisations.

Replace the vast majority of targets with a small number of outcome mission 
metrics. Set an overarching health mission for ICSs to meet but replace the 
majority of centrally set targets with a leaner set of ‘milestone’ metrics to 
indicate delivery against the mission. These metrics should be codeveloped by 
ICSs and the centre. 

Devolve the power to shift resources around the system. Greater autonomy 
over resource allocation should be devolved to systems, including over how to 
finance hospitals, allowing them to shift funding and interventions ‘upstream’.



34 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

REFERENCES

Adebowale, V and Williamson A (2024) Bridge to the future: How to get the NHS through the 
winter and ready for reform, IPPR. https://www.ippr.org/articles/bridge-to-the-future-
how-to-get-the-nhs-through-the-winter-and-ready-for-reform 

Aggarwal A, Lewis, D, Mason M, Purushotham A, Sullivan R, and van der Meulen J (2017) ‘Effect 
of patient choice and hospital competition on service configuration and technology 
adoption within cancer surgery: a national, population-based study’, The Lancet. 
Oncology, 18(11): 1445–1453. https://doi.org/10.1016/S1470-2045(17)30572-7

Aggarwal AK, Sujenthiran A, Sullivan R, Walker K, Cathcart P, Clarke N and van der Meulen 
J (2019) ‘Impact of patient choice and hospital competition on patient outcomes after 
prostate cancer surgery: A national population-based study’, Cancer, 125(11): 1898–1907. 
https://doi.org/10.1002/cncr.31987

Albury D, Beresford T, Dew S,  Horton  T, Illingworth J and Langford K (2018) Against the odds: 
Successfully scaling innovation in the NHS, The Health Foundation.  
https://www.health.org.uk/reports-and-analysis/reports/against-the-odds-successfully-
scaling-innovation-in-the-nhs 

Alilyyani B, Wong, CA and Cummings G (2018) ‘Antecedents, mediators, and outcomes of 
authentic leadership in healthcare: A systematic review’, International Journal of Nursing 
Studies, 83: 34–64. https://doi.org/10.1016/j.ijnurstu.2018.04.001

Allen T, Walshe K, Proudlove N and Sutton M (2019) ‘Using quality indicators to predict 
inspection ratings: Cross-sectional study of general practices in England’, The British 
Journal of General Practice: The Journal of the Royal College of General Practitioners, 
70(690): e55–e63. https://doi.org/10.3399/bjgp19X707141

Anandaciva S (2024) What does the autumn budget 2024 mean for health and care, The King’s 
Fund. https://www.kingsfund.org.uk/insight-and-analysis/long-reads/autumn-budget-
2024-health-and-care 

Anderson G, Rega ML, Casasanta D, Graffigna G, Damiani G and Barello S (2022) ‘The 
association between patient activation and healthcare resources utilization: A 
systematic review and meta-analysis’, Public Health, 210: 134–141.  
https://doi.org/10.1016/j.puhe.2022.06.021

Armenteros-Ruiz T, Ballesteros-Ron A, Rodriguez-Mañero M and Reyes-Santías F (2024) 
‘Evaluating the decentralisation of the Spanish healthcare system: A data envelopment 
analysis approach’, BMJ Open. https://doi.org/10.1136/bmjopen-2023-076853

Aunger JA, Millar, R, Rafferty, AM, Mannion, R, Greenhalgh, J, Faulks D and McLeod H (2022) 
‘How, when, and why do inter-organisational collaborations in healthcare work? A realist 
evaluation’, PLOS ONE, 17(4): e0266899. https://doi.org/10.1371/journal.pone.0266899

Barber M (2017) How to deliver improved outcomes for school systems, World Innovation 
Summit for Education. https://www.wise-qatar.org/app/uploads/2017/09/rr.4.2017_
barber.pdf 

Barr B, Higgerson J and Whitehead M (2017) ‘Investigating the impact of the English health 
inequalities strategy: Time trend analysis’, BMJ, 358: j3310. https://doi.org/10.1136/bmj.
j3310

Barratt H, Hutchings A, Pizzo E, … and  Raine R (2022) ‘Mixed methods evaluation of the 
Getting it Right First Time programme in elective orthopaedic surgery in England: An 
analysis from the National Joint Registry and Hospital Episode Statistics’, BMJ Open, 12: 
e058316. https://doi.org/10.1136/bmjopen-2021-058316     

Beaussier A-L, Demeritt D, Griffiths A and Rothstein H (2016) ‘Accounting for failure: Risk-
based regulation and the problems of ensuring healthcare quality in the NHS’, Health, 
Risk & Society, 18(3–4): 205–224. https://doi.org/10.1080/13698575.2016.1192585

Beaussier A-L, Demeritt D, Griffiths A and Rothstein H (2020) ‘Steering by their own lights: 
Why regulators across Europe use different indicators to measure healthcare quality’, 
Health Policy, 124(5): 501–510. https://doi.org/10.1016/j.healthpol.2020.02.012

https://www.ippr.org/articles/bridge-to-the-future-how-to-get-the-nhs-through-the-winter-and-ready-for-reform
https://www.ippr.org/articles/bridge-to-the-future-how-to-get-the-nhs-through-the-winter-and-ready-for-reform
https://doi.org/10.1016/S1470-2045(17)30572-7
https://doi.org/10.1002/cncr.31987
https://www.health.org.uk/reports-and-analysis/reports/against-the-odds-successfully-scaling-innovation-in-the-nhs
https://www.health.org.uk/reports-and-analysis/reports/against-the-odds-successfully-scaling-innovation-in-the-nhs
https://doi.org/10.1016/j.ijnurstu.2018.04.001
https://doi.org/10.3399/bjgp19X707141
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/autumn-budget-2024-health-and-care
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/autumn-budget-2024-health-and-care
https://doi.org/10.1016/j.puhe.2022.06.021
https://doi.org/10.1136/bmjopen-2023-076853
https://doi.org/10.1371/journal.pone.0266899
https://www.wise-qatar.org/app/uploads/2017/09/rr.4.2017_barber.pdf
https://www.wise-qatar.org/app/uploads/2017/09/rr.4.2017_barber.pdf
https://doi.org/10.1136/bmj.j3310
https://doi.org/10.1136/bmj.j3310
https://doi.org/10.1136/bmjopen-2021-058316
https://doi.org/10.1080/13698575.2016.1192585
https://doi.org/10.1016/j.healthpol.2020.02.012


IPPR  |  Realising the reform dividend A toolkit to transform the NHS 35

Bevan G (2011) ‘Regulation and system management’, in Understanding New Labour’s market 
reforms of the English NHS, The King’s Fund. https://assets.kingsfund.org.uk/f/256914/
x/8cd15f2d5e/chapter_7_understanding_new_labours_market_reforms_september_ 
2011.pdf 

Bevan G (2024) ‘Hospital league tables: An idea whose time has passed?’, LSE Blog.  
https://blogs.lse.ac.uk/politicsandpolicy/hospital-league-tables-an-idea-whose-time-
has-past/ 

Bevan G and Hood C (2006) ‘What’s measured is what matters: Targets and gaming in the 
English public health care system’, Public Administration, 84(3): 517–538.  
https://doi.org/10.1111/j.1467-9299.2006.00600.x

Bevan G, Evans A and Nuti S (2018) ‘Reputations count: Why benchmarking performance is 
improving health care across the world’, Health Economics, Policy and Law, 14(2): 141–161. 
https://doi.org/10.1017/S1744133117000561

Biesty CP et al (2024) ‘Community led health promotion to counter stigma and increase trust 
amongst priority populations: Lessons from the 2022–2023 UK mpox outbreak’, BMC 
Public Health, 24(1):  1638. https://doi.org/10.1186/s12889-024-19176-4

Bliss A, Williamson S and Alayo L (2024) The state of integrated care systems 2023/24, 
NHS Confederation. https://www.nhsconfed.org/publications/state-integrated-care-
systems-202324

Bloom N et al (2015) ‘The Impact of Competition on Management Quality: Evidence from 
Public Hospitals’, The Review of Economic Studies, 82(2): 457–489.  
https://doi.org/10.1093/restud/rdu045

Blythe N and Ross S (2022) Strategies to reduce waiting times for elective care, The King’s 
Fund. https://www.kingsfund.org.uk/publications/strategies-reduce-waiting-times-
elective-care 

Bolous NS et al (2023) ‘Harnessing a clinician-led governance model to overcome healthcare 
tribalism and drive innovation: A case study of Northumbria NHS Foundation Trust’, 
Journal of Health Organization and Management, 37(9): 1–16. https://doi.org/10.1108/
JHOM-05-2022-0157

Britteon P et al (2022) ‘The effect of devolution on health: a generalised synthetic control 
analysis of Greater Manchester, England’, The Lancet Public Health, 7(10): e844–e852. 
https://doi.org/10.1016/S2468-2667(22)00198-0

Brown S (2024) Four partnerships developing collaborative communities to improve care, The 
Health Foundation and SQW. https://www.health.org.uk/features-and-opinion/features/
four-partnerships-developing-collaborative-communities-to-improve 

Browne, J et al (2021) ‘Recent research into healthcare professions regulation: A rapid 
evidence assessment’, BMC Health Services Research, 21(1): 934. https://doi.org/10.1186/
s12913-021-06946-8

Bu F and Fancourt D (2021) ‘How is patient activation related to healthcare service 
utilisation? Evidence from electronic patient records in England’, BMC Health Services 
Research, 21(1): 1196. https://doi.org/10.1186/s12913-021-07115-7

Burgess N et al (2022) Leading change across a healthcare system: How to build improvement 
capability and foster a culture of continuous improvement, Warwick Business School. 
https://warwick.ac.uk/fac/soc/wbs/research/vmi-nhs/reports/report_-_leading_
change_across_a_healthcare_system_22.09.2022.pdf 

Campbell SM et al (2010) ‘Changes in patient experiences of primary care during health 
service reforms in England between 2003 and 2007’, Annals of Family Medicine, 8(6): 
499–506. https://doi.org/10.1370/afm.1145

Care Quality Commission [CQC] (2025) ‘Returning to “Good” regulation and looking ahead’. 
https://carequalitycomm.medium.com/returning-to-good-regulation-and-looking-
ahead-f74b0a1066f7 

Carroll JK et al (2019) ‘“Get Ready and Empowered About Treatment” (GREAT) study: A 
pragmatic randomized controlled trial of activation in persons living with HIV’, Journal of 
General Internal Medicine, 34(9): 1782–1789. https://doi.org/10.1007/s11606-019-05102-7

Casey JD et al (2021) ‘What can a learning healthcare system teach us about improving 
outcomes?’, Current opinion in critical care, 27(5): 527–536. https://doi.org/10.1097/
MCC.0000000000000857

https://assets.kingsfund.org.uk/f/256914/x/8cd15f2d5e/chapter_7_understanding_new_labours_market_reforms_september_2011.pdf
https://assets.kingsfund.org.uk/f/256914/x/8cd15f2d5e/chapter_7_understanding_new_labours_market_reforms_september_2011.pdf
https://assets.kingsfund.org.uk/f/256914/x/8cd15f2d5e/chapter_7_understanding_new_labours_market_reforms_september_2011.pdf
https://blogs.lse.ac.uk/politicsandpolicy/hospital-league-tables-an-idea-whose-time-has-past/
https://blogs.lse.ac.uk/politicsandpolicy/hospital-league-tables-an-idea-whose-time-has-past/
https://doi.org/10.1111/j.1467-9299.2006.00600.x
https://doi.org/10.1017/S1744133117000561
https://doi.org/10.1186/s12889-024-19176-4
https://www.nhsconfed.org/publications/state-integrated-care-systems-202324
https://www.nhsconfed.org/publications/state-integrated-care-systems-202324
https://doi.org/10.1093/restud/rdu045
https://www.kingsfund.org.uk/publications/strategies-reduce-waiting-times-elective-care
https://www.kingsfund.org.uk/publications/strategies-reduce-waiting-times-elective-care
https://doi.org/10.1108/JHOM-05-2022-0157
https://doi.org/10.1108/JHOM-05-2022-0157
https://doi.org/10.1016/S2468-2667(22)00198-0
https://www.health.org.uk/features-and-opinion/features/four-partnerships-developing-collaborative-communities-to-improve
https://www.health.org.uk/features-and-opinion/features/four-partnerships-developing-collaborative-communities-to-improve
https://doi.org/10.1186/s12913-021-06946-8
https://doi.org/10.1186/s12913-021-06946-8
https://doi.org/10.1186/s12913-021-07115-7
https://warwick.ac.uk/fac/soc/wbs/research/vmi-nhs/reports/report_-_leading_change_across_a_healthcare_system_22.09.2022.pdf
https://warwick.ac.uk/fac/soc/wbs/research/vmi-nhs/reports/report_-_leading_change_across_a_healthcare_system_22.09.2022.pdf
https://doi.org/10.1370/afm.1145
https://carequalitycomm.medium.com/returning-to-good-regulation-and-looking-ahead-f74b0a1066f7
https://carequalitycomm.medium.com/returning-to-good-regulation-and-looking-ahead-f74b0a1066f7
https://doi.org/10.1007/s11606-019-05102-7
https://doi.org/10.1097/MCC.0000000000000857
https://doi.org/10.1097/MCC.0000000000000857


36 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

Caswell G et al (2021) ‘The continuing role of communities affected by HIV in sustained 
engagement in health and rights’, Journal of the International AIDS Society, 24(Suppl 3): 
e25724. https://doi.org/10.1002/jia2.25724

Charles A (2017) Developing accountable care systems: Lessons from Canterbury, New 
Zealand, The King’s Fund. https://assets.kingsfund.org.uk/f/256914/x/c8c88edc2c/
developing_accountable_care_systems_2017.pdf 

Christianson J, Leatherman S and Sutherland K (2008) Financial incentives, healthcare 
providers and quality improvements, The Health Foundation

Cooper Z et al (2011) ‘Does hospital competition save lives? Evidence from the English NHS 
Patient Choice reforms’, The Economic Journal, 121(554): F228–F260.  
https://doi.org/10.1111/j.1468-0297.2011.02449.x

Costa-Font J and Moscone F (2009) ‘The impact of decentralization and inter-territorial 
interactions on Spanish health expenditure’, in G. Arbia and B.H. Baltagi (eds) Spatial 
econometrics: Methods and applications (pp.167–184). Physica-Verlag HD.  
https://doi.org/10.1007/978-3-7908-2070-6_9

Costa-i-Font J (2012) Fiscal federalism and European health system decentralization: A 
perspective. http://www.ssrn.com/abstract=2196415 

Coyle D (2023) The unsustainable is not sustained, The Health Foundation.  
https://www.health.org.uk/reports-and-analysis/reports/the-unsustainable-is- 
not-sustained 

Darzi A (2024) Independent investigation of the NHS in England, Department of Health and 
Social Care. https://www.gov.uk/government/publications/independent-investigation-
of-the-nhs-in-england/summary-letter-from-lord-darzi-to-the-secretary-of-state-for-
health-and-social-care 

Dash P (2024) Review into the operational effectiveness of the Care Quality Commission: 
Full report, Department of Health and Social Care. https://www.gov.uk/government/
publications/review-into-the-operational-effectiveness-of-the-care-quality-
commission-full-report 

Dawson D et al (2004) ‘Is patient choice an effective mechanism to reduce waiting times?’, 
Applied Health Economics and Health Policy, 3(4): 195–203.  
https://doi.org/10.2165/00148365-200403040-00003

Dawson D et al (2007) ‘The effects of expanding patient choice of provider on waiting times: 
Evidence from a policy experiment’, Health Economics, 16(2): 113–128.  
https://doi.org/10.1002/hec.1146

de Campos A (2004) ‘Decentralization and privatization in Portuguese health reforms’, Revista 
Portuguesa de Saúde Pública, 4. https://run.unl.pt/bitstream/10362/99611/1/RUN%20
-%20RPSP%20-%202004%20-%20vol%20tematico4a01%20-%20p7-20.pdf 

de Silva (2015) What’s getting in the way? Barriers to improvement in the NHS. The Health 
Foundation. https://www.health.org.uk/publications/what%E2%80%99s-getting-in-the-
way-barriers-to-improvement-in-the-nhs 

Dean W, Morris D, Llorca P-M, Talbot SG, Fond G, Duclos A and Boyer L (2024) ‘Moral injury 
and the global health workforce crisis: Insights from an international partnership’, New 
England Journal of Medicine, 391(9): 782–785. https://doi.org/10.1056/NEJMp2402833

Department of Health (2012) Long term conditions compendium of information (Third 
Edition). https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/216528/dh_134486.pdf 

Department of Health and Social Care [DHSC] (2024) Our ambition to reform the NHS.  
https://www.gov.uk/government/speeches/our-ambition-to-reform-the-nhs 

Department of Health and Social Care DHSC (2024a) More than one million change.nhs.
uk visits as NHS debate hits Somerset. https://www.gov.uk/government/news/over-1-
million-changenhsuk-visits-as-nhs-debate-hits-somerset 

Department of Health and Social Care DHSC (2024b) Review into the operational effectiveness 
of the Care Quality Commission: Full report. https://www.gov.uk/government/
publications/review-into-the-operational-effectiveness-of-the-care-quality-
commission-full-report 

https://doi.org/10.1002/jia2.25724
https://assets.kingsfund.org.uk/f/256914/x/c8c88edc2c/developing_accountable_care_systems_2017.pdf
https://assets.kingsfund.org.uk/f/256914/x/c8c88edc2c/developing_accountable_care_systems_2017.pdf
https://doi.org/10.1111/j.1468-0297.2011.02449.x
https://doi.org/10.1007/978-3-7908-2070-6_9
http://www.ssrn.com/abstract=2196415
https://www.health.org.uk/reports-and-analysis/reports/the-unsustainable-is-not-sustained
https://www.health.org.uk/reports-and-analysis/reports/the-unsustainable-is-not-sustained
https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england/summary-letter-from-lord-darzi-to-the-secretary-of-state-for-health-and-social-care
https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england/summary-letter-from-lord-darzi-to-the-secretary-of-state-for-health-and-social-care
https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england/summary-letter-from-lord-darzi-to-the-secretary-of-state-for-health-and-social-care
https://www.gov.uk/government/publications/review-into-the-operational-effectiveness-of-the-care-quality-commission-full-report
https://www.gov.uk/government/publications/review-into-the-operational-effectiveness-of-the-care-quality-commission-full-report
https://www.gov.uk/government/publications/review-into-the-operational-effectiveness-of-the-care-quality-commission-full-report
https://doi.org/10.2165/00148365-200403040-00003
https://doi.org/10.1002/hec.1146
https://run.unl.pt/bitstream/10362/99611/1/RUN%20-%20RPSP%20-%202004%20-%20vol%20tematico4a01%20-%20p7-20.pdf
https://run.unl.pt/bitstream/10362/99611/1/RUN%20-%20RPSP%20-%202004%20-%20vol%20tematico4a01%20-%20p7-20.pdf
https://www.health.org.uk/publications/what%E2%80%99s-getting-in-the-way-barriers-to-improvement-in-the-nhs
https://www.health.org.uk/publications/what%E2%80%99s-getting-in-the-way-barriers-to-improvement-in-the-nhs
https://doi.org/10.1056/NEJMp2402833
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216528/dh_134486.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216528/dh_134486.pdf
https://www.gov.uk/government/speeches/our-ambition-to-reform-the-nhs
https://www.gov.uk/government/news/over-1-million-changenhsuk-visits-as-nhs-debate-hits-somerset
https://www.gov.uk/government/news/over-1-million-changenhsuk-visits-as-nhs-debate-hits-somerset
https://www.gov.uk/government/publications/review-into-the-operational-effectiveness-of-the-care-quality-commission-full-report
https://www.gov.uk/government/publications/review-into-the-operational-effectiveness-of-the-care-quality-commission-full-report
https://www.gov.uk/government/publications/review-into-the-operational-effectiveness-of-the-care-quality-commission-full-report


IPPR  |  Realising the reform dividend A toolkit to transform the NHS 37

Dietrichson J, Ellegård LM and Kjellsson G (2020) ‘Patient choice, entry, and the quality of 
primary care: Evidence from Swedish reforms’, Health Economics, 29(6): 716–730.  
https://doi.org/10.1002/hec.4015

Dixon A et al (2010) Patient Choice: How patients choose and how providers respond, The 
King’s Fund. https://assets.kingsfund.org.uk/f/256914/x/33f0517b4f/patient_choice_
june_2010.pdf 

Dixon et al (2011) The Quality and Outcomes Framework (QOF): Does it reduce health 
inequalities? NIHR. https://www.kingsfund.org.uk/insight-and-analysis/reports/impact-
quality-outcomes-framework-health-inequalities 

Durmuş, V (2024) ‘Does the healthcare decentralization provide better public health security 
capacity and health services satisfaction? An analysis of OECD countries’, Journal of 
Health Organization and Management, 38(2): 209–226. https://doi.org/10.1108/JHOM-01-
2023-0021

Eckhardt H, Smith P and Quentin W (2019) ‘Pay for quality: Using financial incentives to 
improve quality of care’, in Improving healthcare quality in Europe: Characteristics, 
effectiveness and implementation of different strategies, European Observatory on 
Health Systems and Policies. https://www.ncbi.nlm.nih.gov/books/NBK549278/ 

Eneanya ND, Winter M, Cabral H, Waite K, Henault L, Bickmore, T. and ... Paasche-Orlow 
MK (2016) ‘Health literacy and education as mediators of racial disparities in patient 
activation within an elderly patient Cohort’, Journal of Health Care for the Poor and 
Underserved, 27(3): 1427–1440. https://doi.org/10.1353/hpu.2016.0133

Evans J, Leggat SG and Samson D (2023) ‘A systematic review of the evidence of how 
hospitals capture financial benefits of process improvement and the impact on hospital 
financial performance’, BMC Health Services Research, 23(1): 237. https://doi.org/10.1186/
s12913-023-09258-1

Exworthy DM, Frosini F, Jones L, Peckham S, Powell M, Greener I, Anand P and Holloway 
J (2010) Decentralisation and performance: Autonomy and incentives in local health 
economies, National Institute for Health Research Service Delivery and Organisation. 
https://researchonline.lshtm.ac.uk/id/eprint/18627/1/FR-08-1618-125.pdf

Flodgren G, Gonçalves‐Bradley DC and Pomey M-P (2016) ‘External inspection of compliance 
with standards for improved healthcare outcomes’, Cochrane Database of Systematic 
Reviews, 12(CD008992). https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.
CD008992.pub3/full 

Forbes LJ, Marchand C, Doran T and Peckham S (2017) ‘The role of the Quality and Outcomes 
Framework in the care of long-term conditions: A systematic review’, British Journal of 
General Practice, 67(664): e775–e784. https://doi.org/10.3399/bjgp17X693077

Fotaki, M, Roland M, Boyd A, Mcdonald R, Scheaff R and Smith L (2008) ‘What benefits 
will choice bring to patients? Literature review and assessment of implications’, 
Journal of Health Services Research & Policy, 13(3): 178–184. https://doi.org/10.1258/
jhsrp.2008.007163

Fozzard, K., Kelly, E and Issa, Z (2024) The NHS maintenance backlog: rising costs and falling 
investment, The Health Foundation. https://www.health.org.uk/reports-and-analysis/
analysis/the-nhs-maintenance-backlog-rising-costs-and-falling-investment

Freedman, S and Wolf, R (2023) The NHS productivity puzzle, Public First and Institute for 
Government. https://www.instituteforgovernment.org.uk/sites/default/files/2023-06/
nhs-productivity-puzzle_0.pdf 

Galloway R, Onyiriuka O,  Brown A,  Fitzpatrick C and Richardson D (2022) ‘HealthRota: An 
evaluation of a digital rostering platform for managing hospital doctors’ rotas and leave’, 
Future Healthcare Journal, 9(2): 166–170. https://doi.org/10.7861/fhj.2022-0022

Gaynor M, Moreno-Serra R and Propper C (2013) ‘Death by market power: Reform, 
competition, and patient outcomes in the National Health Service’, American Economic 
Journal: Economic Policy, 5(4): 134–166. https://doi.org/10.1257/pol.5.4.134

Gaynor M, Propper C and Seiler S (2016) ‘Free to choose? Reform, choice, and consideration 
sets in the English National Health Service’, American Economic Review, 106(11): 3521–
3557. https://doi.org/10.1257/aer.20121532

Ge G, Iversen T, Kaarbøe O and Snilsberg Ø (2024) ‘Impacts of Norway’s extended free choice 
reform on waiting times and hospital visits’, Health Economics, 33(4): 779–803.  
https://doi.org/10.1002/hec.4801

https://doi.org/10.1002/hec.4015
https://assets.kingsfund.org.uk/f/256914/x/33f0517b4f/patient_choice_june_2010.pdf
https://assets.kingsfund.org.uk/f/256914/x/33f0517b4f/patient_choice_june_2010.pdf
https://www.kingsfund.org.uk/insight-and-analysis/reports/impact-quality-outcomes-framework-health-inequalities
https://www.kingsfund.org.uk/insight-and-analysis/reports/impact-quality-outcomes-framework-health-inequalities
https://doi.org/10.1108/JHOM-01-2023-0021
https://doi.org/10.1108/JHOM-01-2023-0021
https://www.ncbi.nlm.nih.gov/books/NBK549278/
https://doi.org/10.1353/hpu.2016.0133
https://doi.org/10.1186/s12913-023-09258-1
https://doi.org/10.1186/s12913-023-09258-1
https://researchonline.lshtm.ac.uk/id/eprint/18627/1/FR-08-1618-125.pdf
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD008992.pub3/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD008992.pub3/full
https://doi.org/10.3399/bjgp17X693077
https://doi.org/10.1258/jhsrp.2008.007163
https://doi.org/10.1258/jhsrp.2008.007163
https://www.health.org.uk/reports-and-analysis/analysis/the-nhs-maintenance-backlog-rising-costs-and-falling-investment
https://www.health.org.uk/reports-and-analysis/analysis/the-nhs-maintenance-backlog-rising-costs-and-falling-investment
https://www.instituteforgovernment.org.uk/sites/default/files/2023-06/nhs-productivity-puzzle_0.pdf
https://www.instituteforgovernment.org.uk/sites/default/files/2023-06/nhs-productivity-puzzle_0.pdf
https://doi.org/10.7861/fhj.2022-0022
https://doi.org/10.1257/pol.5.4.134
https://doi.org/10.1257/aer.20121532
https://doi.org/10.1002/hec.4801


38 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

Goodman DC Morden NE, Ralston SL, Chang C-H, Parker DM and Weinstein SJ (2013) The 
Dartmouth Atlas of children’s health care in Northern New England, The Dartmouth 
Institute

Gosling J Mays N, Erens B, Reid D, Taylor W and Jones B (2019) Quality improvement in 
general practice. https://reader.health.org.uk/quality-improvement-in-general-practice 

Gowar C, Naylor C, Cream J and Chikwira L (2024) Realising the potential of integrated care 
systems, The King’s Fund. https://www.kingsfund.org.uk/insight-and-analysis/reports/
integrated-care-systems-workforce 

Gustafsson PE Fonseca-Rodríguez O, San Sebastián M, Burström B and Mosquera PA (2024) 
‘Evaluating the impact of the 2010 Swedish choice reform in primary health care on 
avoidable hospitalization and socioeconomic inequities: An interrupted time series 
analysis using register data’, BMC health services research, 24(1): 972.  
https://doi.org/10.1186/s12913-024-11434-w

Hainey CL (2021) ‘Implementation of a ward staff self-rostering system: Improving morale and 
retention’, Nursing Management. https://doi.org/10.7748/nm.2021.e1987

Ham C (2015) ‘The government’s record on NHS reform: Our verdict’, The King’s Fund.  
https://www.kingsfund.org.uk/insight-and-analysis/blogs/the-governments-record-nhs-
reform-our-verdict 

Ham C (2022) Governing the health and care system in England, NHS Confederation.  
https://www.nhsconfed.org/publications/governing-health-and-care-system-england 

Ham C, Berwick D and Dixon J (2016) Improving quality in the English NHS: A strategy for 
action, The King’s Fund. https://www.gloshospitals.nhs.uk/media/documents/The_
Kings_Fund_-_Improving_quality_in_the_English_NHS.pdf 

Ham C, Buckley T and Baylis A (2016) Policy changes to implement the NHS Five Year Forward 
View, The King’s Fund. https://www.kingsfund.org.uk/insight-and-analysis/long-reads/
five-year-forward-view-progress-report 

Ham C and Timmins N (2015) Managing health services through devolved governance, The 
King’s Fund. https://www.kingsfund.org.uk/insight-and-analysis/reports/managing-
health-services-devolved-governance-victoria-australia 

Hampton P (2005) Reducing administrative burdens: Effective inspection and enforcement. 
HM Treasury. https://www.regulation.org.uk/library/2005_hampton_report.pdf 

Hampton S, Murray J, Lawton R and Sheard L (2025) ‘Understanding the challenges and 
successes of implementing “hybrid” interventions in healthcare settings: Findings from 
a process evaluation of a patient involvement trial’, BMJ Quality & Safety, 34(2): 92–99. 
https://doi.org/10.1136/bmjqs-2024-017268

Han L , Boyle JM, Walker K, Kuryba A, Braun MS, … and Aggarwal A (2023) ‘Impact of patient 
choice and hospital competition on patient outcomes after rectal cancer surgery: 
A national population-based study’, Cancer, 129(1): 130–141. https://doi.org/10.1002/
cncr.34504

Hardie T, Horton T, Thornton N, Home J and Pereira P (2022) Developing learning health 
systems in the UK: Priorities for action, The Health Foundation.  
https://www.health.org.uk/reports-and-analysis/reports/developing-learning-health-
systems-in-the-uk-priorities-for-action 

Hatfield D, Aranda K, Ferns G, Flaherty B and Hart A (2023) ‘“It is still coming from the centre 
and coming out”: The material conditions adding to over-bureaucratised patient and 
public involvement for commissioning health and care in England’, Health Expectations, 
26(4): 1636–1647. https://doi.org/10.1111/hex.13768

Health and Social Care Committee (2023) Evaluation of government commitments made 
on the digitisation of the NHS, House of Commons. https://committees.parliament.uk/
publications/33979/documents/186799/default 

Health Foundation (2025) Health Foundation submission to the Spending Review 2025. 
https://www.health.org.uk/news-and-comment/consultation-responses/health-
foundation-submission-to-the-spending-review-2025 

Herwartz H and Strumann C (2024) ‘Too many cooks could spoil the broth: Choice overload 
and the provision of ambulatory health care’, International Journal of Health Economics 
and Management, 24(3): 357–373. https://doi.org/10.1007/s10754-024-09379-y

https://reader.health.org.uk/quality-improvement-in-general-practice
https://www.kingsfund.org.uk/insight-and-analysis/reports/integrated-care-systems-workforce
https://www.kingsfund.org.uk/insight-and-analysis/reports/integrated-care-systems-workforce
https://doi.org/10.1186/s12913-024-11434-w
https://doi.org/10.7748/nm.2021.e1987
https://www.kingsfund.org.uk/insight-and-analysis/blogs/the-governments-record-nhs-reform-our-verdict
https://www.kingsfund.org.uk/insight-and-analysis/blogs/the-governments-record-nhs-reform-our-verdict
https://www.nhsconfed.org/publications/governing-health-and-care-system-england
https://www.gloshospitals.nhs.uk/media/documents/The_Kings_Fund_-_Improving_quality_in_the_English_NHS.pdf
https://www.gloshospitals.nhs.uk/media/documents/The_Kings_Fund_-_Improving_quality_in_the_English_NHS.pdf
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/five-year-forward-view-progress-report
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/five-year-forward-view-progress-report
https://www.kingsfund.org.uk/insight-and-analysis/reports/managing-health-services-devolved-governance-victoria-australia
https://www.kingsfund.org.uk/insight-and-analysis/reports/managing-health-services-devolved-governance-victoria-australia
https://www.regulation.org.uk/library/2005_hampton_report.pdf
https://doi.org/10.1136/bmjqs-2024-017268
https://doi.org/10.1002/cncr.34504
https://doi.org/10.1002/cncr.34504
https://www.health.org.uk/reports-and-analysis/reports/developing-learning-health-systems-in-the-uk-priorities-for-action
https://www.health.org.uk/reports-and-analysis/reports/developing-learning-health-systems-in-the-uk-priorities-for-action
https://doi.org/10.1111/hex.13768
https://committees.parliament.uk/publications/33979/documents/186799/default
https://committees.parliament.uk/publications/33979/documents/186799/default
https://www.health.org.uk/news-and-comment/consultation-responses/health-foundation-submission-to-the-spending-review-2025
https://www.health.org.uk/news-and-comment/consultation-responses/health-foundation-submission-to-the-spending-review-2025
https://doi.org/10.1007/s10754-024-09379-y


IPPR  |  Realising the reform dividend A toolkit to transform the NHS 39

Hewitt P (2023) The Hewitt Review: An independent review of integrated care systems.  
https://www.gov.uk/government/publications/the-hewitt-review-an-independent-
review-of-integrated-care-systems 

Hood C, James O, Jones G, Scott C and Travers T (1999) Regulation inside government: Waste-
watchers, quality police, and sleaze-busters, Oxford University Press.  
https://global.oup.com/academic/product/regulation-inside-government-
9780198280996?cc=gb&lang=en& 

Hood R and Goldacre A (2021) ‘Exploring the impact of Ofsted inspections on performance in 
children’s social care’, Children and Youth Services Review, 129: 106188.  
https://doi.org/10.1016/j.childyouth.2021.106188

Hunter DJ, Erskine J, Hicks C, McGovern T, Small A, Lugsden E, Whitty P, Steen IN and Eccles 
M (2014) ‘A mixed-methods evaluation of transformational change in NHS North East’, 
Health and Social Care Delivery Research, 2(47): 1–186. https://doi.org/10.3310/hsdr02470

Institute for Healthcare Improvement (IHI) (2024) Fostering an improvement culture: Learning 
from East London NHS Foundation Trust’s improvement journey over 10 years.  
https://www.ihi.org/resources/publications/fostering-improvement-culture-learning-
east-london-nhs-foundation-trusts 

Jack HE et al (2017) ‘Impact of community health workers on use of healthcare services in the 
United States: A systematic review’, Journal of General Internal Medicine, 32(3): 325–344. 
https://doi.org/10.1007/s11606-016-3922-9

James O (2004) ‘The UK core executive’s use of public service agreements as a tool of 
governance’, Public Administration, 82(2): 397–419. https://doi.org/10.1111/j.0033-
3298.2004.00400.x

Jilke S, Van Ryzin GG and Van de Walle S (2015) ‘Responses to decline in marketized 
public services: An experimental evaluation of choice overload’, Journal of Public 
Administration Research and Theory, 26(3): 421–432. https://doi.org/10.1093/jopart/
muv021

Jiménez-Rubio D (2010) ‘Is fiscal decentralization good for your health? Evidence from a 
panel of OECD countries’, University of York (Health, Econometrics and Data Group). 
https://www.york.ac.uk/media/economics/documents/herc/wp/10_30.pdf 

Jones L, Pomeroy L, Robert G, Burnett S, Anderson JE and Fulop NJ (2017) ‘How do 
hospital boards govern for quality improvement? A mixed methods study of 15 
organisations in England’, BMJ Quality & Safety, 26(12): 978–986. https://doi.org/10.1136/
bmjqs-2016-006433

Junghans C, Harris M and Majeed A (2024) ‘Community health and wellbeing workers: An 
off-the-peg solution for improving health and care in England’, British Journal of General 
Practice, 74(740): 122–122. https://doi.org/10.3399/bjgp24X736569

Kelly, J (2024) ‘NHS productivity’, NHS England. https://www.england.nhs.uk/long-read/nhs-
productivity/ 

Kelly, J (2025) NHS productivity update, NHS England. https://www.england.nhs.uk/long-
read/nhs-productivity-update-feb-25/ 

Kondo KK et al (2016) ‘Implementation Processes and Pay for Performance in Healthcare: A 
Systematic Review’, Journal of General Internal Medicine, 31(1): 61–69.  
https://doi.org/10.1007/s11606-015-3567-0

Kreindler SA, Damberg CL, Mendelson A, et al (2010) ‘Policy strategies to reduce waits for 
elective care: a synthesis of international evidence’, British Medical Bulletin, 95(1): 7–32. 
https://doi.org/10.1093/bmb/ldq014

Labour Party (2023) Build an NHS fit for the future. https://labour.org.uk/wp-content/
uploads/2023/05/Mission-Public-Services.pdf 

Longo, F, Siciliani L, Moscelli G and Gravelle H (2019) ‘Does hospital competition improve 
efficiency? The effect of the patient choice reform in England’, Health Economics, 28(5): 
618–640. https://doi.org/10.1002/hec.3868

Lorne C, McDonald R, Walshe K and Coleman A (2019) ‘Regional assemblage and the spatial 
reorganisation of health and care: the case of devolution in Greater Manchester, 
England’, Sociology of Health & Illness, 41(7): 1236–1250. https://doi.org/10.1111/1467-
9566.12867

https://www.gov.uk/government/publications/the-hewitt-review-an-independent-review-of-integrated-care-systems
https://www.gov.uk/government/publications/the-hewitt-review-an-independent-review-of-integrated-care-systems
https://global.oup.com/academic/product/regulation-inside-government-9780198280996?cc=gb&lang=en&
https://global.oup.com/academic/product/regulation-inside-government-9780198280996?cc=gb&lang=en&
https://doi.org/10.1016/j.childyouth.2021.106188
https://doi.org/10.3310/hsdr02470
https://www.ihi.org/resources/publications/fostering-improvement-culture-learning-east-london-nhs-foundation-trusts
https://www.ihi.org/resources/publications/fostering-improvement-culture-learning-east-london-nhs-foundation-trusts
https://doi.org/10.1007/s11606-016-3922-9
https://doi.org/10.1111/j.0033-3298.2004.00400.x
https://doi.org/10.1111/j.0033-3298.2004.00400.x
https://doi.org/10.1093/jopart/muv021
https://doi.org/10.1093/jopart/muv021
https://www.york.ac.uk/media/economics/documents/herc/wp/10_30.pdf
https://doi.org/10.1136/bmjqs-2016-006433
https://doi.org/10.1136/bmjqs-2016-006433
https://doi.org/10.3399/bjgp24X736569
https://www.england.nhs.uk/long-read/nhs-productivity/
https://www.england.nhs.uk/long-read/nhs-productivity/
https://www.england.nhs.uk/long-read/nhs-productivity-update-feb-25/
https://www.england.nhs.uk/long-read/nhs-productivity-update-feb-25/
https://doi.org/10.1007/s11606-015-3567-0
https://doi.org/10.1093/bmb/ldq014
https://labour.org.uk/wp-content/uploads/2023/05/Mission-Public-Services.pdf
https://labour.org.uk/wp-content/uploads/2023/05/Mission-Public-Services.pdf
https://doi.org/10.1002/hec.3868
https://doi.org/10.1111/1467-9566.12867
https://doi.org/10.1111/1467-9566.12867


40 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

Lovelock K, Martin G, Gauld R and MacRae J (2017) ‘Better, Sooner, More Convenient? The 
reality of pursuing greater integration between primary and secondary healthcare 
providers in New Zealand’, SAGE Open Medicine, 5: 2050312117701052.  
https://doi.org/10.1177/2050312117701052

MacBride-Stewart SP, Elton R and Walley T (2008) ‘Do quality incentives change prescribing 
patterns in primary care? An observational study in Scotland’, Family Practice, 25(1): 
27–32. https://doi.org/10.1093/fampra/cmm074

Macrae C (2014) Close calls: Managing risk and resilience in airline flight safety, Palgrave 
Macmillan UK. https://doi.org/10.1057/9781137376121

Maheriya B, Patel T, Shaikh R and Chauhan S (2024) ‘A comprehensive analysis of European 
clinical trial governance: The evolution from directive to regulation’, Journal of Generic 
Medicines, 20(4): 170–177. https://doi.org/10.1177/17411343241303843

Mahmoud Z, Angelé-Halgand N, Churruca K, Ellis LA and Braithwaite J (2021) ‘The impact 
of lean management on frontline healthcare professionals: A scoping review of the 
literature’, BMC Health Services Research, 21(1): 383. https://doi.org/10.1186/s12913-021-
06344-0

Mannion R and Braithwaite J (2012) ‘Unintended consequences of performance measurement 
in healthcare: 20 salutary lessons from the English National Health Service’, Internal 
Medicine Journal, 42(5): 569–574. https://doi.org/10.1111/j.1445-5994.2012.02766.x

McColl A, Roderick P, Gabbay J, Smith H and Moore M (1998) ‘Performance indicators for 
primary care groups: An evidence based approach’, BMJ, 317(7169): 1354–1360.  
https://doi.org/10.1136/bmj.317.7169.1354

McCulloch P, Morgan L, Flynn L, Rivero-Arias O, Martin G, Collins G and New S (2016) Safer 
delivery of surgical services: A programme of controlled before-and-after intervention 
studies with pre-planned pooled data analysis. Southampton (UK): NIHR Journals 
Library (Programme Grants for Applied Research). http://www.ncbi.nlm.nih.gov/books/
NBK401839/ 

McDonald S, Pijper, A, Grasic K and Oboli G (2023) Projecting healthcare expenditure to 
2033/34. IPPR/Lane Clarke & Peacock. https://www.lcp.com/media/1150633/ippr_nhs_
funding_scenarios.pdf 

McKevitt C, Ramsay A, Perry C, Turner SJ, Boaden R, Wolfe C and Fulop NJ (2018) ‘Patient, 
carer and public involvement in major system change in acute stroke services: The 
construction of value’, Health Expectations, 21(3): 685–692. https://doi.org/10.1111/
hex.12668

Meyrick J and Gray D (2018) ‘Evidence-based patient/public voice: a patient and public 
involvement audit in the field of sexual health’, BMJ Sexual & Reproductive Health, 44: 
267-271. https://doi.org/10.1136/bmjsrh-2018-200082

Milcent C (2023) ‘The sorting effect in healthcare access: Those left behind’, Economics and 
Human Biology, 51: 101282. https://doi.org/10.1016/j.ehb.2023.101282

Mockford C, Staniszewska S, Griffiths F, Herron-Marx S (2012) ‘The impact of patient and 
public involvement on UK NHS health care: A systematic review’, International Journal 
for Quality in Health Care: Journal of the International Society for Quality in Health Care, 
24(1): 28–38. https://doi.org/10.1093/intqhc/mzr066

Moore L (2020) ‘Leaving hospital: A step too far for risk-based regulation?’, Medical Law 
Review, 28(4): 675–695. https://doi.org/10.1093/medlaw/fwaa015

Moraros J, Lemstra M and Nwankwo C (2016) ‘Lean interventions in healthcare: do they 
actually work? A systematic literature review’, International Journal for Quality in Health 
Care, 28(2): 150–165. https://doi.org/10.1093/intqhc/mzv123

Morello RT, Lowthian JA, Barker AL, McGinnes R, Dunt D and Brand C (2013) ‘Strategies for 
improving patient safety culture in hospitals: a systematic review’, BMJ Quality & Safety, 
22(1): 11–18. https://doi.org/10.1136/bmjqs-2011-000582

Narayanan S, Vickery SK, Nicolae ML, Castel MJ and McLeod MK (2022) ‘The effects of lean 
implementation on hospital financial performance’, Decision Sciences, 53(3): 557–577. 
https://doi.org/10.1111/deci.12510

National Audit Office [NAO] (2018) Developing new care models through NHS vanguards. 
https://www.nao.org.uk/wp-content/uploads/2018/06/Developing-new-care-models-
through-NHS-Vanguards.pdf 

https://doi.org/10.1177/2050312117701052
https://doi.org/10.1093/fampra/cmm074
https://doi.org/10.1057/9781137376121
https://doi.org/10.1177/17411343241303843
https://doi.org/10.1186/s12913-021-06344-0
https://doi.org/10.1186/s12913-021-06344-0
https://doi.org/10.1111/j.1445-5994.2012.02766.x
https://doi.org/10.1136/bmj.317.7169.1354
http://www.ncbi.nlm.nih.gov/books/NBK401839/
http://www.ncbi.nlm.nih.gov/books/NBK401839/
https://www.lcp.com/media/1150633/ippr_nhs_funding_scenarios.pdf
https://www.lcp.com/media/1150633/ippr_nhs_funding_scenarios.pdf
https://doi.org/10.1111/hex.12668
https://doi.org/10.1111/hex.12668
https://doi.org/10.1136/bmjsrh-2018-200082
https://doi.org/10.1016/j.ehb.2023.101282
https://doi.org/10.1093/intqhc/mzr066
https://doi.org/10.1093/medlaw/fwaa015
https://doi.org/10.1093/intqhc/mzv123
https://doi.org/10.1136/bmjqs-2011-000582
https://doi.org/10.1111/deci.12510
https://www.nao.org.uk/wp-content/uploads/2018/06/Developing-new-care-models-through-NHS-Vanguards.pdf
https://www.nao.org.uk/wp-content/uploads/2018/06/Developing-new-care-models-through-NHS-Vanguards.pdf


IPPR  |  Realising the reform dividend A toolkit to transform the NHS 41

NHS Confederation (2024) Autumn budget 2024: What you need to know, NHS Confederation. 
https://www.nhsconfed.org/publications/autumn-budget-2024-what-you-need-know 

NHS Digital (2024) QOF 2023-24. https://qof.digital.nhs.uk/ 
NHS England (2022) Diabetes UK and the British Muslim Heritage Centre working together to 

tackle health inequalities in Greater Manchester. https://www.england.nhs.uk/diabetes/
case-studies/diabetes-uk-and-the-british-muslim-heritage-centre-working-together-to-
tackle-health-inequalities-in-greater-manchester/ 

NHS England (2025) Reforming elective care for patients. https://www.england.nhs.uk/wp-
content/uploads/2023/04/reforming-elective-care-for-patients.pdf 

NHS Providers (2023) Stretched to the limit: Tackling the NHS productivity challenge.  
https://nhsproviders.org/media/696112/stretched-1gd.pdf

NHS Staff Survey (2025) ‘NHS staff survey’. https://www.nhsstaffsurveys.com/results/ 
Nuffield Trust (2013) Rating providers for quality: a policy worth pursuing?  

https://www.nuffieldtrust.org.uk/research/rating-providers-for-quality-a-policy- 
worth-pursuing 

O’Dowd A (2025) NHS England cuts targets in drive to reduce waiting times, British Medical 
Journal, 388. https://doi.org/10.1136/bmj.r235 

Office for National Statistics [ONS] (2024) Public service productivity, healthcare, 
England. https://www.ons.gov.uk/economy/economicoutputandproductivity/
publicservicesproductivity/articles/publicservicesproductivityestimateshealthcare/
financialyearending2022 

Office for National Statistics [ONS] (2024a) Healthy life expectancy in England 
and Wales: between 2011 to 2013 and 2021 to 2023. https://www.ons.gov.uk/
peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/
bulletins/healthstatelifeexpectanciesuk/between2011to2013and2021to2023 

Office for National Statistics [ONS] (2025) Economic inactivity 
by reason (not seasonally adjusted). https://cy.ons.gov.uk/
employmentandlabourmarket/peoplenotinwork/economicinactivity/datasets/
economicinactivitybyreasonnotseasonallyadjustedinac01nsa 

Office for National Statistics [ONS] (2025a) ‘Comparison of life expectancy estimates 
with projections, UK and constituent countries’ (Dataset). https://www.ons.gov.uk/
peoplepopulationandcommunity/populationandmigration/ 
populationprojections/datasets/comparisonoflifeexpectancyestimateswith 
projectionsukandconstituentcountries/current 

O’Mara-Eves A, Brunton G, McDaid D, Oliver S, Kavanagh J, Jamal F, Matosevic T, Harden A and 
Thomas J (2013) ‘Community engagement to reduce inequalities in health: A systematic 
review, meta-analysis and economic analysis’, Public Health Research, 1(4).  
https://doi.org/10.3310/phr01040

OPM Evaluation Team [OPM] (2009) Evaluation of the healthcare commission’s healthcare 
associated infections inspection programme. https://scholar.google.com/scholar_
lookup?journal=OPM%20report&title=Evaluation%20of%20the%20healthcare%20
commission%E2%80%99s%20healthcare%20associated%20infections%20inspection%2-
0programme&publication_year=2009&pages=1-23& 

Owolabi (2024) ‘“Saviours”: How community health and wellbeing workers are helping to 
tackle health inequalities in England’, NHS England Blog. https://www.england.nhs.uk/
blog/saviours-how-community-health-and-wellbeing-workers-are-helping-to-tackle-
health-inequalities-in-england/ 

Palangkaraya A and Yong J (2013) ‘Effects of competition on hospital quality: An examination 
using hospital administrative data’, The European journal of health economics: HEPAC: 
health economics in prevention and care, 14(3): 415–429. https://doi.org/10.1007/s10198-
012-0386-7

Patel P, Quilter-Pinner H, Williamson A and Thomas C (2023) For public health and public 
finances: Reforming health and social care, IPPR. https://www.ippr.org/articles/for-
public-health-and-public-finances 

Prime Minister’s Office (2024) Plan for change. https://www.gov.uk/missions 
Prime Minister’s Office (2025) Build an NHS fit for the future. https://www.gov.uk/ 

missions/nhs 

https://www.nhsconfed.org/publications/autumn-budget-2024-what-you-need-know
https://qof.digital.nhs.uk/
https://www.england.nhs.uk/diabetes/case-studies/diabetes-uk-and-the-british-muslim-heritage-centre-working-together-to-tackle-health-inequalities-in-greater-manchester/
https://www.england.nhs.uk/diabetes/case-studies/diabetes-uk-and-the-british-muslim-heritage-centre-working-together-to-tackle-health-inequalities-in-greater-manchester/
https://www.england.nhs.uk/diabetes/case-studies/diabetes-uk-and-the-british-muslim-heritage-centre-working-together-to-tackle-health-inequalities-in-greater-manchester/
https://www.england.nhs.uk/wp-content/uploads/2023/04/reforming-elective-care-for-patients.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/04/reforming-elective-care-for-patients.pdf
https://nhsproviders.org/media/696112/stretched-1gd.pdf
https://www.nhsstaffsurveys.com/results/
https://www.nuffieldtrust.org.uk/research/rating-providers-for-quality-a-policy-worth-pursuing
https://www.nuffieldtrust.org.uk/research/rating-providers-for-quality-a-policy-worth-pursuing
https://doi.org/10.1136/bmj.r235
https://www.ons.gov.uk/economy/economicoutputandproductivity/publicservicesproductivity/articles/publicservicesproductivityestimateshealthcare/financialyearending2022
https://www.ons.gov.uk/economy/economicoutputandproductivity/publicservicesproductivity/articles/publicservicesproductivityestimateshealthcare/financialyearending2022
https://www.ons.gov.uk/economy/economicoutputandproductivity/publicservicesproductivity/articles/publicservicesproductivityestimateshealthcare/financialyearending2022
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2021to2023
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2021to2023
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandlifeexpectancies/bulletins/healthstatelifeexpectanciesuk/between2011to2013and2021to2023
https://cy.ons.gov.uk/employmentandlabourmarket/peoplenotinwork/economicinactivity/datasets/economicinactivitybyreasonnotseasonallyadjustedinac01nsa
https://cy.ons.gov.uk/employmentandlabourmarket/peoplenotinwork/economicinactivity/datasets/economicinactivitybyreasonnotseasonallyadjustedinac01nsa
https://cy.ons.gov.uk/employmentandlabourmarket/peoplenotinwork/economicinactivity/datasets/economicinactivitybyreasonnotseasonallyadjustedinac01nsa
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/comparisonoflifeexpectancyestimateswithprojectionsukandconstituentcountries/current
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/comparisonoflifeexpectancyestimateswithprojectionsukandconstituentcountries/current
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/comparisonoflifeexpectancyestimateswithprojectionsukandconstituentcountries/current
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/comparisonoflifeexpectancyestimateswithprojectionsukandconstituentcountries/current
https://doi.org/10.3310/phr01040
https://scholar.google.com/scholar_lookup?journal=OPM%20report&title=Evaluation%20of%20the%20healthcare%20commission%E2%80%99s%20healthcare%20associated%20infections%20inspection%20programme&publication_year=2009&pages=1-23&
https://scholar.google.com/scholar_lookup?journal=OPM%20report&title=Evaluation%20of%20the%20healthcare%20commission%E2%80%99s%20healthcare%20associated%20infections%20inspection%20programme&publication_year=2009&pages=1-23&
https://scholar.google.com/scholar_lookup?journal=OPM%20report&title=Evaluation%20of%20the%20healthcare%20commission%E2%80%99s%20healthcare%20associated%20infections%20inspection%20programme&publication_year=2009&pages=1-23&
https://scholar.google.com/scholar_lookup?journal=OPM%20report&title=Evaluation%20of%20the%20healthcare%20commission%E2%80%99s%20healthcare%20associated%20infections%20inspection%20programme&publication_year=2009&pages=1-23&
https://www.england.nhs.uk/blog/saviours-how-community-health-and-wellbeing-workers-are-helping-to-tackle-health-inequalities-in-england/
https://www.england.nhs.uk/blog/saviours-how-community-health-and-wellbeing-workers-are-helping-to-tackle-health-inequalities-in-england/
https://www.england.nhs.uk/blog/saviours-how-community-health-and-wellbeing-workers-are-helping-to-tackle-health-inequalities-in-england/
https://doi.org/10.1007/s10198-012-0386-7
https://doi.org/10.1007/s10198-012-0386-7
https://www.ippr.org/articles/for-public-health-and-public-finances
https://www.ippr.org/articles/for-public-health-and-public-finances
https://www.gov.uk/missions
https://www.gov.uk/missions/nhs
https://www.gov.uk/missions/nhs


42 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

Propper C, Sutton M, Whitnall C and Windmeijer F (2008) ‘Did “targets and terror” reduce 
waiting times in England for hospital care?’, The B.E. Journal of Economic Analysis & 
Policy, 8(2). https://doi.org/10.2202/1935-1682.1863

Propper C, Burgess S and Gossage D (2008) ‘Competition and quality: Evidence from the NHS 
Internal Market 1991–9’, The Economic Journal, 118(525): 138–170. https://doi.org/10.1111/
j.1468-0297.2007.02107.x

Q Lab (2024) Peer support available to all, Q Community. https://q.health.org.uk/funding-
and-programmes/q-lab/peer-support-available-to-all 

Raleigh V (2024) What is happening to life expectancy in England?, The King’s Fund.  
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/whats-happening-life-
expectancy-england 

Redding D, Wood S, Ejbye J, Khan H and Finnis A (2016) Realising the value: Ten actions to put 
people and communities at the heart of health and wellbeing, Nesta.  
https://www.nesta.org.uk/report/realising-the-value-ten-actions-to-put-people-and-
communities-at-the-heart-of-health-and-wellbeing/ 

Richards N and Hudson I (2016) ‘UK medicines regulation: Responding to current challenges’, 
British Journal of Clinical Pharmacology, 82(6): 1471–1476. https://doi.org/10.1111/
bcp.13077

Rifkin SB (2014) ‘Examining the links between community participation and health outcomes: 
A review of the literature’, Health Policy and Planning, 29 Suppl 2(Suppl 2): ii98-106. 
https://doi.org/10.1093/heapol/czu076

Robertson R and Thorlby R (2008) Patient choice, The King’s Fund. https://www.kingsfund.
org.uk/insight-and-analysis/briefings/patient-choice-briefing 

Robertson S, Witty K, Braybrook D, Lowcock D, South J and White A (2013) ‘“It’s coming 
at things from a very different standpoint”: Evaluating the “Supporting Self-Care in 
General Practice Programme” in NHS East of England’, Primary Health Care Research & 
Development, 14(2): 113–125. https://doi.org/10.1017/S1463423612000151 

Ross W and Tomaney J (2001) ‘Devolution and health policy in England’, Regional Studies, 
35(3): 265–270. https://doi.org/10.1080/713693808

Salmon J, Heavens J and Lombard C (2003) Quality assurance project. The impact of 
accreditation on the quality of hospital care: KwaZulu-Natal Province, Republic of South 
Africa. https://cohsasa.co.za/content-quality-assurance-project-impact-accreditation-
quality-hospital-care-kwazulu-natal-province/ 

Sanderson M (2024) Still early days? The development of Integrated Care Systems, NIHR. 
https://pru.hssc.ac.uk/outputs/blog/still-early-days-the-development-of-integrated-
care-systems.html 

Sapat A (2004) ‘Devolution and innovation: The adoption of state environmental policy 
innovations by administrative agencies’, Public Administration Review, 64(2): 141–151. 
https://doi.org/10.1111/j.1540-6210.2004.00356.x

Shah A and Course S (2018) ‘Building the business case for quality improvement: A 
framework for evaluating return on investment’, Future Healthcare Journal, 5(2).  
https://www.elft.nhs.uk/sites/default/files/import-news/Building-the-business-case-
for-quality-improvement_Future-Healthcare-Journal-2018.pdf 

Shaw I, Newton DP, Aitkin M and Darnell R (2003) ‘Do OFSTED inspections of secondary 
schools make a difference to GCSE results?’, British Educational Research Journal, 29(1): 
63–75. https://doi.org/10.1080/0141192032000057375

Shortell SM, Blodgett JC, Rundall TG, Henke RM and Reponen E (2021) ‘Lean management and 
hospital performance: Adoption vs. implementation’, The Joint Commission Journal on 
Quality and Patient Safety, 47(5): 296–305. https://doi.org/10.1016/j.jcjq.2021.01.010

Siciliani L and Hurst J (2005) ‘Tackling excessive waiting times for elective surgery: A 
comparative analysis of policies in 12 OECD countries’, Health Policy (Amsterdam, 
Netherlands), 72(2): 201–215. https://doi.org/10.1016/j.healthpol.2004.07.003

Silvester KM, Mohammed MA, Harriman P, Girolami A and Downes TW (2014) ‘Timely care for 
frail older people referred to hospital improves efficiency and reduces mortality without 
the need for extra resources’, Age and Ageing, 43(4): 472–477. https://doi.org/10.1093/
ageing/aft170

https://doi.org/10.2202/1935-1682.1863
https://doi.org/10.1111/j.1468-0297.2007.02107.x
https://doi.org/10.1111/j.1468-0297.2007.02107.x
https://q.health.org.uk/funding-and-programmes/q-lab/peer-support-available-to-all
https://q.health.org.uk/funding-and-programmes/q-lab/peer-support-available-to-all
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/whats-happening-life-expectancy-england
https://www.kingsfund.org.uk/insight-and-analysis/long-reads/whats-happening-life-expectancy-england
https://www.nesta.org.uk/report/realising-the-value-ten-actions-to-put-people-and-communities-at-the-heart-of-health-and-wellbeing/
https://www.nesta.org.uk/report/realising-the-value-ten-actions-to-put-people-and-communities-at-the-heart-of-health-and-wellbeing/
https://doi.org/10.1111/bcp.13077
https://doi.org/10.1111/bcp.13077
https://doi.org/10.1093/heapol/czu076
https://www.kingsfund.org.uk/insight-and-analysis/briefings/patient-choice-briefing
https://www.kingsfund.org.uk/insight-and-analysis/briefings/patient-choice-briefing
https://doi.org/10.1017/S1463423612000151
https://doi.org/10.1080/713693808
https://cohsasa.co.za/content-quality-assurance-project-impact-accreditation-quality-hospital-care-kwazulu-natal-province/
https://cohsasa.co.za/content-quality-assurance-project-impact-accreditation-quality-hospital-care-kwazulu-natal-province/
https://pru.hssc.ac.uk/outputs/blog/still-early-days-the-development-of-integrated-care-systems.html
https://pru.hssc.ac.uk/outputs/blog/still-early-days-the-development-of-integrated-care-systems.html
https://doi.org/10.1111/j.1540-6210.2004.00356.x
https://www.elft.nhs.uk/sites/default/files/import-news/Building-the-business-case-for-quality-improvement_Future-Healthcare-Journal-2018.pdf
https://www.elft.nhs.uk/sites/default/files/import-news/Building-the-business-case-for-quality-improvement_Future-Healthcare-Journal-2018.pdf
https://doi.org/10.1080/0141192032000057375
https://doi.org/10.1016/j.jcjq.2021.01.010
https://doi.org/10.1016/j.healthpol.2004.07.003
https://doi.org/10.1093/ageing/aft170
https://doi.org/10.1093/ageing/aft170


IPPR  |  Realising the reform dividend A toolkit to transform the NHS 43

Slater BL, Lawton R, Armitage G, Bibby J and Wright J (2012) ‘Training and action for patient 
safety: embedding interprofessional education for patient safety within an improvement 
methodology’, The Journal of Continuing Education in the Health Professions, 32(2): 
80–89. https://doi.org/10.1002/chp.21130

Smiddy J, Reay J, Peckham S, Williams L and Wilson P (2015) ‘Developing patient reference 
groups within general practice: A mixed-methods study’, British Journal of General 
Practice, 65(632): e177–e183. https://doi.org/10.3399/bjgp15X683989

Smith P (1995) ‘On the unintended consequences of publishing performance data in the 
public sector’, International Journal of Public Administration, 18(2–3): 277–310.  
https://doi.org/10.1080/01900699508525011

Smithson R, Richardson E, Roberts J, Walshe K, Wenzel L, Robertson R, Boyd A, Allen T and 
Proudlove N (2018) Impact of the Care Quality Commission on provider performance: 
Room for improvement?, The King’s Fund and Alliance Manchester Business School. 
https://assets.kingsfund.org.uk/f/256914/x/3bc00421c8/impact_cqc_provider_
performance_2018.pdf 

Smyth C (2024) ‘NHS is in last-chance saloon, warns Labour’s top health adviser’, The Times. 
https://www.thetimes.com/uk/healthcare/article/alan-milburn-nhs-budget-reform-
streeting-lfmpfw56t 

Stiebahl S, Harker R and Danechi S (2025) ‘NHS key statistics: England’.  
https://commonslibrary.parliament.uk/research-briefings/cbp-7281/ 

Stoye G, Warner M and Zaranko B (2024) The past and future of UK health spending, Institute 
for Fiscal Studies. https://ifs.org.uk/publications/past-and-future-uk-health-spending 

Sutherland K and Leatherman S (2006) Regulation and quality improvement: A review of 
the evidence, The Health Foundation. https://www.health.org.uk/sites/default/files/
RegulationQualityImprovement_ReviewEvidence_full.pdf 

Sveréus S, Petzold M and Rehnberg C (2024) ‘Change in avoidable hospitalizations for low-
income elders following quasi-market reform in primary care: Evidence from a natural 
experiment in Sweden’, Social Science & Medicine (1982), 346: 116711.  
https://doi.org/10.1016/j.socscimed.2024.116711

Taylor M (2022) Time to rethink the NHS Long Term Plan, NHS Confederation.  
https://www.nhsconfed.org/articles/time-rethink-nhs-long-term-plan 

Taylor N, Clay-Williams R, Hogden E, Braithwaitye J and Groene O (2015) ‘High performing 
hospitals: A qualitative systematic review of associated factors and practical strategies 
for improvement’, BMC Health Services Research, 15(1): 244. https://doi.org/10.1186/
s12913-015-0879-z

Tenbensel T, Cumming J and Willin E (2023) ‘The 2022 restructure of Aotearoa New Zealand’s 
health system: Will it succeed in advancing equity where others have failed?’, Health 
Policy, 134: 104828. https://doi.org/10.1016/j.healthpol.2023.104828

Thompson N and Jenkins J (2024) Improving NHS productivity: The overlooked role of 
workforce management, Behavioural Insights Team. https://www.bi.team/comment/
improving-nhs-productivity-the-overlooked-role-of-workforce-management/ 

Thorlby R, Gardner T,  Everest G, Allen L, Shembavnekar N, Fisher R,  Dunn  P, Turner-Berry 
F,  Fraser C, Briggs A and Alderwick H (2021) The NHS Long Term Plan and COVID-19, The 
Health Foundation. https://www.health.org.uk/reports-and-analysis/reports/the-nhs-
long-term-plan-and-covid-19 

Timmins N (2020) ‘Breaking with Lansley’s Act’, The Health Foundation.  
https://www.health.org.uk/features-and-opinion/blogs/breaking-with-lansley-s-act 

Tlapa D, Tortorella GL, Baez-Lopez YA, Limon-Romero J, Alvarado-Iniesta A and Rodriguez-
Borbon MI (2020) ‘Effects of lean healthcare on patient flow: A systematic review’, Value 
in Health, 23(2): 260–273. https://doi.org/10.1016/j.jval.2019.11.002

Tlapa D, Zepeda-Lugo CA, Tortorella GL, Fogliatto F, Kumar M, MacCawley A, Vassolo R, 
Enberg L and Baez-Lopez YA (2022) ‘Effects of lean interventions supported by digital 
technologies on healthcare services: A systematic review’, International Journal of 
Environmental Research and Public Health, 19(15): 9018. https://doi.org/10.3390/
ijerph19159018

Van Ark B (2022) Making public sector productivity practical, The Productivity Institute. 
https://www.productivity.ac.uk/research/making-public-sector-productivity-practical/ 

https://doi.org/10.1002/chp.21130
https://doi.org/10.3399/bjgp15X683989
https://doi.org/10.1080/01900699508525011
https://assets.kingsfund.org.uk/f/256914/x/3bc00421c8/impact_cqc_provider_performance_2018.pdf
https://assets.kingsfund.org.uk/f/256914/x/3bc00421c8/impact_cqc_provider_performance_2018.pdf
https://www.thetimes.com/uk/healthcare/article/alan-milburn-nhs-budget-reform-streeting-lfmpfw56t
https://www.thetimes.com/uk/healthcare/article/alan-milburn-nhs-budget-reform-streeting-lfmpfw56t
https://commonslibrary.parliament.uk/research-briefings/cbp-7281/
https://ifs.org.uk/publications/past-and-future-uk-health-spending
https://www.health.org.uk/sites/default/files/RegulationQualityImprovement_ReviewEvidence_full.pdf
https://www.health.org.uk/sites/default/files/RegulationQualityImprovement_ReviewEvidence_full.pdf
https://doi.org/10.1016/j.socscimed.2024.116711
https://www.nhsconfed.org/articles/time-rethink-nhs-long-term-plan
https://doi.org/10.1186/s12913-015-0879-z
https://doi.org/10.1186/s12913-015-0879-z
https://doi.org/10.1016/j.healthpol.2023.104828
https://www.bi.team/comment/improving-nhs-productivity-the-overlooked-role-of-workforce-management/
https://www.bi.team/comment/improving-nhs-productivity-the-overlooked-role-of-workforce-management/
https://www.health.org.uk/reports-and-analysis/reports/the-nhs-long-term-plan-and-covid-19
https://www.health.org.uk/reports-and-analysis/reports/the-nhs-long-term-plan-and-covid-19
https://www.health.org.uk/features-and-opinion/blogs/breaking-with-lansley-s-act
https://doi.org/10.1016/j.jval.2019.11.002
https://doi.org/10.3390/ijerph19159018
https://doi.org/10.3390/ijerph19159018
https://www.productivity.ac.uk/research/making-public-sector-productivity-practical/


44 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

Victor RG, Lynch K, Li N, Blyler C, Muhammad, E Handler J, Brettler J and Elashoff RM (2018) 
‘A cluster-randomized trial of blood-pressure reduction in Black barbershops’, New 
England Journal of Medicine, 378(14): 1291–1301. https://doi.org/10.1056/NEJMoa1717250

Vincent C, Oikonomou O, Carthey J and Macrae C (2020) ‘Redesigning safety regulation in the 
NHS’, BMJ, 368: m760. https://doi.org/10.1136/bmj.m760

Vodden, A, Holdroyd I, Bentley C, Marshall L, Barr B, Massou E and Ford J (2023) ‘Evaluation of 
the national governmental efforts between 1997 and 2010 in reducing health inequalities 
in England’, Public Health, 218: 128–135. https://doi.org/10.1016/j.puhe.2023.02.021

Vola F, Benedetto V, Vainieri M and Nuti S (2022) ‘The Italian interregional performance 
evaluation system’, Research in Health Services & Regions, 1(1): 10.  
https://doi.org/10.1007/s43999-022-00010-6

Walshe K (2002) ‘The rise of regulation in the NHS’, BMJ, 324(7343): 967–970.  
https://doi.org/10.1136/bmj.324.7343.967

West D, Anderson H and Kituno N (2025) ICBs ordered to cut costs by 50%, Health Service 
Journal. https://www.hsj.co.uk/policy-and-regulation/icbs-ordered-to-cut-costs-
by-50/7038846.article 

Woodnutt S (2018) ‘Is lean sustainable in today’s NHS hospitals? A systematic literature 
review using the meta-narrative and integrative methods’, International Journal for 
Quality in Health Care, 30(8): 578–586. https://www.jstor.org/stable/48519936 

Xie YJ, Liao X, Lin M, Yang L, Cheung K, Zhang Q, Li Y, Hao C, Wang HH, Gao Y, Zhang D, 
Molassiotis A, Siu GKH and Leung AYM (2024) ‘Community engagement in vaccination 
promotion: Systematic review and meta-analysis’, JMIR public health and surveillance, 10: 
e49695. https://doi.org/10.2196/49695

https://doi.org/10.1056/NEJMoa1717250
https://doi.org/10.1136/bmj.m760
https://doi.org/10.1016/j.puhe.2023.02.021
https://doi.org/10.1007/s43999-022-00010-6
https://doi.org/10.1136/bmj.324.7343.967
https://www.hsj.co.uk/policy-and-regulation/icbs-ordered-to-cut-costs-by-50/7038846.article
https://www.hsj.co.uk/policy-and-regulation/icbs-ordered-to-cut-costs-by-50/7038846.article
https://www.jstor.org/stable/48519936
https://doi.org/10.2196/49695


45 IPPR  |  Realising the reform dividend A toolkit to transform the NHS

ANNEX: MODELLING ASSUMPTIONS

This represents outputs from the healthcare funding projections analysis carried out by Lane Clark & 
Peacock LLP for the Institute of Public Policy Research.

In this analysis, annual costs are projected from a 2023/24 baseline that is set in line with total 
Department of Health and Social Care net expenditure from operating activities. The projections 
allow for expected future changes in healthcare utilisation rates, unit costs and population 
demographics, leveraging data from the ONS, OBR and NHS England. The scenarios outlined in the 
tables below model the effect of varying the assumptions for future healthcare-related productivity 
improvements and general population health, with changes in life expectancy and healthy life 
expectancy used as a proxy for the latter.

The principles of the analysis are consistent with LCP’s 2023 healthcare funding projections, previously 
described (McDonald et al 2023).

This analysis has been produced for IPPR, and LCP accepts no liability towards any other organisations for 
this analysis.

TABLE A1: SCENARIO SPECIFICATIONS

Scenario Core assumptions Total costs in 
2029/30

Annual savings 
by 2029/30

Total costs in 
2034/35

Annual savings by 
2034/35

Repeating history 
(baseline)

- ONS projected LE3 and flat 
HLE4

- NHS productivity growth of 
0.5% pa

£256bn - £342bn -

Improved 
productivity

- ONS projected LE and flat HLE

- NHS productivity growth of 
2% pa

£237bn £19bn £294bn £48bn

Improved 
prevention

- Halving HLE gap in regions 
(relative to post-COVID HLE5)

- NHS productivity growth of 
0.5& pa

£254bn £2bn £336bn £6bn

Combined 
prevention & 
productivity

- Halving HLE gap in regions

- NHS productivity growth of 
2% pa

£235bn £21bn £289bn £53bn

3	 Comparison of life expectancy estimates with projections, UK and constituent countries (ONS 2025a).
4	 Consistent with the trend seen in the 2010s.
5	 Post-Covid HLE based on 2021–23 ONS data (61.7 years in England and 64.0 years in the South East, the region with the highest HLE) (see 

ONS 2024a). In this scenario the average rate of projected growth in national HLE is 0.17 per cent per year.
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TABLE A2: PROJECTED HEALTHCARE SPENDING (DHSC NET CASH OUTFLOW FROM 
OPERATING ACTIVITIES) IN ENGLAND AS A SHARE OF GDP

 Repeating history 
(baseline)

Combined prevention & 
productivity

2019/20 7.1% 7.1%

2020/21 10.2% 10.2%

2021/22 9.5% 9.5%

2022/23 8.2% 8.2%

2023/24 8.0% 8.0%

2024/25 8.1% 8.0%

2025/26 8.2% 7.9%

2026/27 8.4% 8.0%

2027/28 8.6% 8.1%

2028/29 8.7% 8.1%

2029/30 8.8% 8.1%

2030/31 9.0% 8.1%

2031/32 9.1% 8.1%

2032/33 9.3% 8.1%

2033/34 9.4% 8.1%

2034/35 9.6% 8.1%
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