
July 2025

FIT FOR  
THE FUTURE
10 Year Health Plan  
for England

CP 1350 





Fit for the Future: The 
10 Year Health Plan for 
England
Presented to Parliament by the Secretary 
of State for Health and Social Care by 
Command of His Majesty

July 2025

CP 1350





CORRECTION SLIP
Title: Fit for the Future: The 10 Year Health Plan for England

Session: 2024-2025

Number: CP 1350

ISBN: 978-1-5286-5807-2

Date of laying: 3 July 2025 

Correction:

Page 12, first bullet point

Current text

launch a moonshot to end the obesity epidemic. We will restrict junk food advertising targeted 
at children, ban the sale of high-caffeine energy drinks to under 16-year-olds, reform the soft 
drinks industry levy to drive reformulation; and - in a world first - introduce mandatory health 
food sales reporting for all large companies in the food sector. We will use that reporting to set 
new mandatory targets on the average healthiness of sales

Replacement text

launch a moonshot to end the obesity epidemic. We will restrict junk food advertising targeted 
at children, ban the sale of high-caffeine energy drinks to under 16-year-olds, consider 
reforms to the soft drinks industry levy to drive reformulation; and - in a world first - introduce 
mandatory healthy food sales reporting for all large companies in the food sector. We will use 
that reporting to set new mandatory targets on the average healthiness of sales

Page 63, last bullet point

Current text

current food and advertising and promotion restrictions use the 2004 nutrient profile model to 
categorise which foods are more or less healthy. This is plainly out of date, and we will update 
these standards. We estimate this simple modernisation of existing regulation could reduce adult 
obesity cases by nearly 170,000.

Replacement text:

current food and advertising and promotion restrictions use the 2004 nutrient profile model to 
categorise which foods are more or less healthy. This is plainly out of date, and we will update 
these standards. We estimate this simple modernisation of existing regulation could reduce 
childhood obesity cases by nearly 170,000.

Page 124, last paragraph

Current text: 

Last year, the government struck a deal with Eli Lilly to widen access to tirzepatide with a world-
first trial evaluating the utility of weight loss medication to tackle economic inactivity in Greater 
Manchester.

Replacement text:

Last year, the government announced a strategic collaboration with Eli Lilly. One part of which 
was to establish a world-first ‘real world evidence’ study evaluating the effectiveness of weight 
loss medication, including gathering data on health-related quality of life and changes in 



participants' employment status.

Page 123, right column 3rd paragraph

Current text:

 In collaboration with partners across the public, private, and charitable sectors, we will support 
development and roll out of high impact medicines through the Healthcare Goals Programmes, 
including in cancer, obesity and dementia. Through the Dementia Goals Programme we intend 
to set up public-private partnership to accelerate development and implementation of new 
dementia therapies. We will also be more proactive in preparing the system to implement 
medicines in areas like asthma, where new care models have can shift care into the community.

Replacement text: 

In collaboration with partners across the public, private, and charitable sectors, we will support 
development and roll out of high impact medicines through the Healthcare Goals Programme, 
including in cancer, obesity, mental health and dementia. Through the Dame Barbara Windsor 
Dementia Goals programme we intend to set up a public-private partnership to accelerate 
development and implementation of new dementia therapies. We will also be more proactive in 
preparing the system to implement medicines in areas like asthma, where new care models can 
shift care into the community.

Page 125, infographic, left side, second text box down

Current text:

Better access to identified data through HDRS

Replacement text:

Better access to deidentified data through HDRS

Page 155, updated reference, ref 147

Current text:

147Movendi International. ‘Age Verification Failure in Alcohol Online Sales and On-Demand 
Delivery’ 2022. https://movendi.ngo/policy-updates/age-verification-failure-in-alcohol-onlinesales-
and-on-demand-delivery/ (viewed on 26 June 2025)

Replacement text:

147 Movendi International. ‘Alcohol Warning Labelling, How it works and why it’s needed’ 2022 
https://movendi.ngo/policy-updates/special-feature-alcohol-warning-labelling-how-it-works-and-
why-its-needed (viewed on 26 June 2025)

Page 159, updated reference, ref 213

Current text:

213 Based on internal unpublished analysis.

Replacement text:

213 Underlying data available at: https://digital.nhs.uk/supplementary-information/2025/
supplementary-data-underpinning-selected-10-year-health-plan-statistics (viewed on 3 July 2025)
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It is no exaggeration to say that we inherited 
an NHS facing the worst crisis in its history. 
Across the country, people are stuck on 
waiting lists for years on end. Our fabulous 
NHS staff let down by endless bureaucracy. 
And a society that is slowly getting sicker.

That has an effect across the whole of society. 
It causes huge pain and suffering to families. 
It prevents people from working, putting 
them in a precarious position. It boosts 
inequality. And it puts more strain on other 
services.

This government was elected to deliver 
change. To get the NHS back on its feet and 
fit for the future.

We have started immediately. In our first 
year in government, we promised to deliver 
an extra two million appointments. We’ve 
delivered more than four million. We’ve 
recruited more than 1,500 newly qualified 
GPs, cut waiting lists, and invested in 
desperately needed upgrades to hospitals and 
GP surgeries.

But there is much more for us to do. This 
government will seize the huge opportunities 
that lie in front of us in technology, 
innovation and healthcare. On my visits to 
hospitals around the country, I’ve seen the 
potential of new equipment that transforms 
how we treat and manage conditions from 
cancer to diabetes.

So we will build a truly modern NHS that 
delivers the best and fastest treatment for 

 Lorem Ipsum  
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patients and offers taxpayers better value for 
money.

This government is determined to put power 
back in the hands of people and professionals 
to make the best choices about their own 
lives, treatment and care. 

That is what our 10 Year Health Plan to get 
the NHS back on its feet and fit for the future 
will achieve. Three fundamental shifts in how 
the NHS works.

First, from hospital to community. More care 
will be available on your doorstep and from 
the comfort of your own home. It will be 
easier to see a GP and Neighbourhood Health 
Centres will be available in every community. 

Second, from analogue to digital. New 
technology will liberate staff from time-
wasting admin and make booking 
appointments and managing your care as easy 
as online banking or shopping. 

Finally, from sickness to prevention. We will 
reach patients earlier, to catch illness before 
it spreads and prevent it in the first place, by 
making the healthy choice the easy choice. 

At the same time, we will slash unnecessary 
bureaucracy, giving more power and 
resources to the frontline. An extra £29 billion 
in investment will fund the reforms, service 
improvements and new technology required.

This is personal for me. The NHS was my 
mum’s livelihood for years, until she became 
too sick to work. Then it became her lifeline. 
I know how hard our NHS staff work, and I 

know how incredibly important their work is 
when people need their care. 

This is at the heart of who we are as a country 
– the idea that every single person, no matter 
who they are or where they come from, 
deserves the same quality treatment, free at 
the point of use, from the cradle to the grave.

This is a time for radical change – major 
surgery, not sticking plasters. The measures 
in this Plan are radical and urgent. It won’t 
be easy, but the prize will be worth it. This is 
a Plan that will take the NHS from the worst 
crisis in its history, and renew it so it serves 
generations to come.

The Rt Hon Sir Keir Starmer  
KCB KC MP
Prime Minister
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Executive
Summary

The National Health Service (NHS) is at a 
historic crossroads. Lord Darzi’s Investigation 
revealed the sheer extent of its current 
failings, concluding the NHS was in ‘critical 
condition’. He set out in stark terms that this 
government’s inheritance is an NHS where: 

•	 many cannot get a GP or dental 
appointment

•	 waiting lists for hospital and community 
care1 have ballooned

•	 staff are demoralised and demotivated2

•	 outcomes on major killers like cancer lag 
behind other countries3.

That is why the NHS now stands at an 
existential brink. Demographic change and 
population ageing4 are set to heap yet more 
demand on an already stretched health 
service. Without change, this will threaten yet 
worse access and outcomes - and even more 
will opt out to go private if they can afford 
to. People will increasingly wonder why they 
pay so much tax for a service they do not use, 
eroding the principle of solidarity that has 
sustained the NHS. We will be condemned to 
a poor service for poor people.

The choice for the NHS is stark: reform or 
die. We can continue down our current 
path, making tweaks to an increasingly 
unsustainable model, or we can take a new 
course and reimagine the NHS through 
transformational change that will guarantee 
its sustainability for generations to come. This 
Plan chooses the latter. It represents a break 
with the past.

That choice has been informed by the biggest 
conversation about the NHS in its history. 
Over the past 8 months, we have spoken to 
thousands of staff and members of the public 
and considered the 250,000 contributions to 
the Change.NHS website. The conclusion was 
clear: no one defends the status quo. Staff 
and patients are crying out for change.

This is a Plan to create a new model of care, 
fit for the future. It will be central to how we 
deliver on our health mission. We will take the 
NHS’ founding principles - universal care, free 
at the point of delivery, based on need and 
funded through general taxation - and from 
those foundations, entirely reimagine how 
the NHS does care so patients have real choice 
and control over their health and care.

Science and technology will be key to that 
reinvention. Today the NHS is behind the 
technological curve. This Plan propels it to 
the front. The NHS of the future will be a 
service that offers instant access to help and 
appointments. One that predicts and prevents 
ill health rather than simply diagnosing and 
treating it. A patient-controlled system, in 
place of today’s centralised state bureaucracy, 
and one where frontline staff are empowered 
to reshape services. A service with the core 
principles and values of the NHS but with the 
know-how of a wider network of technology, 
life sciences, local government, civil society 
and third sector organisations, working in 
partnership to improve the nation’s health.
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It will be a service equipped to narrow health 
inequalities. Evidence5 shows that people 
in working class jobs, who are from ethnic 
minority backgrounds, who live in rural or 
coastal areas or deindustrialised inner cities, 
who have experienced domestic violence, 
or who are homeless, are more likely to 
experience worse NHS access, worse outcomes 
and to die younger. This is an intolerable 
injustice. Our reimagined NHS will be 
designed to tackle inequalities in both access 
and outcomes, as well as to give everyone, 
no matter who they are or where they come 
from, the means to engage with the NHS on 
their own terms.

Despite the scale of the challenge we face, 
there are more reasons for optimism than 
pessimism. The NHS is the best-placed system 
in the world to harness the advances we 
are seeing in artificial intelligence (AI) and 
genomic science. This Plan describes how we 
will use these advantages to propel the NHS 
into a position of global leadership. When 
coupled with our country’s excellence in 
science, innovation and academia, the UK can 
lead the world in developing the treatments 
and technologies of the future6. 

This Plan will put the NHS at the front of 
the global genomics revolution and make 
the NHS the most artificial-intelligence 
-enabled care system in the world. We will 
get upstream of ill-health and make a reality 
of precision medicine. We will put the NHS 
on a sustainable footing by adopting a new 
value-based approach, that aligns resources to 
achieve better health outcomes. In turn, we 
will unlock broader economic benefits for the 
UK, helping to get people back into work and 
providing a bedrock for the industries of the 
future. This Plan will transform the NHS into 
an engine for economic growth rather than 
simply a beneficiary of it.

We will reinvent the NHS through 3 radical 
shifts - hospital to community, analogue to 
digital and sickness to prevention. These will 
be the core components of our new care 
model. To support the scale of change we 
need, we will ensure the whole NHS is ready 

to deliver these 3 shifts at pace: through 
a new operating model, by ushering in a 
new era of transparency; by creating a new 
workforce model with staff genuinely aligned 
with the future direction of reform, through 
a reshaped innovation strategy; by taking a 
different approach to NHS finances.

From hospital to community: the 
neighbourhood health service, 
designed around you 
If the NHS does not feel like a single, 
coordinated, patient-orientated service, that is 
for a simple reason: it is not one. It is hospital-
centric, detached from communities and 
organises its care into multiple, fragmented 
siloes. We need to shift to provide continuous, 
accessible and integrated care.

The neighbourhood health service is our 
alternative. It will bring care into local 
communities, convene professionals 
into patient-centred teams and end 
fragmentation. In doing so, it will revitalise 
access to general practice and enable hospitals 
to focus on providing world class specialist 
care to those who need it. Over time, it will 
combine with our new genomics population 
health service to provide predictive and 
preventative care that anticipates need, rather 
than just reacting to it.

At its core, the neighbourhood health service 
will embody our new preventative principle 
that care should happen as locally as it can: 
digitally by default, in a patient’s home if 
possible, in a neighbourhood health centre 
when needed, in a hospital if necessary. To 
make this possible we will:

•	 shift the pattern of health spending. 
Over the course of this Plan, the share of 
expenditure on hospital care will fall, with 
proportionally greater investment in out-
of-hospital care. 

•	 This is not just a long-term ambition. We 
will also deliver this shift in investment 
over the next 3 to 4 years as local areas 
build and expand their neighbourhood 
health services 
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•	 end the 8am scramble by training 
thousands more GPs and building online 
advice into the NHS App. People who 
need one will be able to get a same-day 
GP appointment

•	 introduce 2 new contracts, with roll-out 
beginning next year, to encourage and 
allow GPs to work over larger geographies 
and lead new neighbourhood providers  

•	 support people to be active participants 
in their own care by ensuring people with 
complex needs have an agreed care plan 
by 2027

•	 at least double the number of people 
offered a Personal Health Budget by 2028 
to 2029, offer 1 million people a Personal 
Health Budget by 2030, and ensure it is a 
universal offer for all who would benefit 
by 2035

•	 through the NHS App, allow patients to 
book appointments, communicate with 
professionals, receive advice, draft or view 
their care plan, and self-refer to local tests 
and services 

•	 establish a neighbourhood health centre 
in every community, beginning with places 
where healthy life expectancy is lowest - a 
‘one stop shop’ for patient care and the 
place from which multidisciplinary teams 
operate

•	 neighbourhood health centres will be 
open at least 12 hours a day and 6 days a 
week

•	 increase the role of community pharmacy 
in the management of long-term 
conditions and link them to the single 
patient record

•	 improve access to NHS dentistry, improve 
children’s oral health and increase the 
number of NHS dentists working in the 
system by making the dental contract 
more attractive, and introducing tie-ins for 
those trained in the NHS

•	 deliver more urgent care in the 
community, in people’s homes or through 

neighbourhood health centres to end 
hospital outpatients as we know it by 2035 

•	 end the disgraceful spectacle of corridor 
care and restore the NHS constitutional 
standard of 92% of patients beginning 
elective treatment within 18 weeks

•	 expand same day emergency care services 
and co-located urgent treatment centres. 
We will support patients to book into 
the most appropriate urgent care service 
for them, via 111 or the app, before 
attending, by 2028

•	 invest up to £120 million to develop more 
dedicated mental health emergency 
departments, to ensure patients get fast, 
same-day access to specialist support in an 
appropriate setting

•	 free up hospitals to prioritise safe 
deployment of AI and harness new 
technology to bring the very best of 
cutting-edge care to all patients. All 
hospitals will be fully AI-enabled within 
the lifetime of this Plan.

From analogue to digital: power 
in your hands
Modern technology has given us more power 
over our everyday lives. But that same scale 
of change has yet to come to the NHS. This 
Plan will take the NHS from the 20th century 
technological laggard it is today, to the 21st 
century leader it has the potential to be. 

To do this, we will use the unique advantages 
of the NHS’ healthcare model - world-leading 
data, its power in procurement and its means 
to deliver equal access - to create the most 
digitally accessible health system in the world. 
Patients will have a ‘doctor in their pocket’ in 
the form of the NHS App, while staff will be 
liberated from a burden of bureaucracy and 
administration.

By harnessing the digital revolution, we will 
be able to: 

•	 ensure rapid access for those in generally 
good health
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•	 free up physical access for those with the 
most complex needs

•	 help ensure the NHS’ financial 
sustainability for future generations. 

To make the move ‘from bricks to clicks’ we 
will:

•	 for the first time ever in the NHS, give 
patients real control over a single, secure 
and authoritative account of their data 
with a single patient record to enable 
more co-ordinated, personalised and 
predictive care

•	 transform the NHS App into a world 
leading tool for patient access, 
empowerment and care planning. 

By 2028, the app will be a full front door to 
the entire NHS. Through the app, patients will 
be able to:

	– get instant advice for non-urgent care and 
help finding the most appropriate service 
first time, through My NHS GP

	– choose their preferred provider, whether 
it delivers the best outcomes, has the 
best feedback or is simply closer to home, 
through My Choices

	– book directly into tests where clinically 
appropriate through My Specialist, and 
hold consultations through the app with 
My Consult

	– manage their medicines through My 
Medicines and book vaccines through My 
Vaccines

	– manage a long-term condition through 
My Care, access and upload health data 
through My Health or get extra care 
support through My Companion 

•	 manage their children’s healthcare 
through My Children, or co-ordinate the 
care of a loved one or relative through My 
Carer

•	 allow patients to leave feedback on the 
care they have received - compiled and 
communicated back to providers, clinical 

teams and professionals in easy-to-action 
formats

•	 use continuous monitoring to help make 
proactive management of patients the 
new normal, allowing clinicians to reach 
out at the first signs of deterioration 
to prevent an emergency admission to 
hospital

•	 build ‘HealthStore’ to enable patients to 
access approved digital tools to manage or 
treat their conditions, enabling innovative 
businesses to work more collaboratively 
with the NHS and regulators

•	 introduce single sign on for staff and scale 
the use of technology like AI scribes to 
liberate staff from their current burden of 
bureaucracy and administration – freeing 
up time to care and to focus on the 
patient.

From sickness to prevention: 
power to make the healthy choice
People are living too long in ill health, the gap 
in healthy life expectancy between rich and 
poor is growing7 and nearly 1 in 5 children 
leave primary school with obesity8. Our 
overall goal is to halve the gap in healthy life 
expectancy between the richest and poorest 
regions, while increasing it for everyone, and 
to raise the healthiest generation of children 
ever. This will boost our health, but also 
ensure the future sustainability of the NHS 
and support economic growth.

We will achieve our goals by harnessing a 
huge cross-societal energy on prevention. 
We will work with businesses, employers, 
investors, local authorities and mayors 
to create a healthier country together. 
Specifically, we will:

•	 deliver on our world-leading Tobacco and 
Vapes Bill, which will mean that children 
turning 16 this year (or younger) can never 
legally be sold tobacco. The number of 
11 to 15 year olds who regularly vape has 
doubled9 in the last 5 years, and to crack 
down on this unacceptable trend, we will 
also halt the advertising and sponsorship 
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of vapes and other nicotine products

•	 launch a moonshot to end the obesity 
epidemic. We will restrict junk food 
advertising targeted at children, ban 
the sale of high-caffeine energy drinks 
to under 16-year-olds, consider reforms 
to the soft drinks industry levy to drive 
reformulation; and - in a world first - 
introduce mandatory healthy food sales 
reporting for all large companies in the 
food sector. We will use that reporting to 
set new mandatory targets on the average 
healthiness of sales

•	 restore the value of Healthy Start from 
financial year 2026 to 2027, expand free 
school meals so that all children with a 
parent in receipt of Universal Credit are 
eligible, and update school food standards 
to ensure all schools provide healthy, 
nutritious food. 

•	 harness recent breakthroughs in weight 
loss medication and expand access 
through the NHS. We will negotiate new 
partnerships with industry to provide 
access to new treatments on a ‘pay for 
impact on health outcomes’ basis

•	 encourage citizens to play their part, 
including through a new health reward 
scheme to incentivise healthier choices. 
We will also work with the Great Run 
Company to set up a campaign to 
motivate millions to move more on a 
regular basis 

•	 tackle harmful alcohol consumption by 
introducing new standards for alcohol 
labelling. We will support further growth 
in the no- and low- alcohol market

•	 join up support from across work, health 
and skills systems to help people find and 
stay in work. We will work with all ICBs to 
establish Health and Growth Accelerators 
models

•	 expand mental health support teams 
in schools and colleges – and provide 
additional support for children and young 
people’s mental health through Young 

Futures Hubs

•	 increase uptake of human papillomavirus 
(HPV) vaccinations among young people 
who have left school, to support our 
ultimate aim to eliminate cervical cancer 
by 2040. We will fully roll out lung cancer 
screening for those with a history of 
smoking

•	 create a new genomics population health 
service, accessible to all, by the end of 
the decade. We will implement universal 
newborn genomic testing and population-
based polygenic risk scoring alongside 
other emerging diagnostic tools, enabling 
early identification and intervention for 
individuals at high risk of developing 
common diseases.

A devolved and diverse NHS: a 
new operating model
To realise the ambition of this Plan, we will 
create a new NHS operating model, to deliver 
a more diverse and devolved health service. 
Today, power is concentrated in Whitehall, 
rather than distributed among local providers, 
staff and citizens. 

Our reforms will push power out to places, 
providers and patients - underpinned by 
an explicit goal to make the NHS the best 
possible partner and the world’s most 
collaborative public healthcare provider. To 
achieve this, we will:

•	 combine the headquarters of the NHS and 
the Department of Health and Social Care, 
reducing central headcount by 50%

•	 make ICBs the strategic commissioners of 
local healthcare services. We will build 
ICB capability, and close commissioning 
support units 

•	 introduce a system of earned autonomy 
and, where local services consistently 
underperform, step in with a new failure 
regime. Our priority will be to address 
underperformance in areas with the worst 
health outcomes. Our ambition over a 10-
year period is for high autonomy to be the 
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norm across every part of the country

•	 reinvent the NHS foundation trust (FT) 
model for a modern age. By 2035, our 
ambition is that every NHS provider 
should be an FT with freedoms including 
the ability to retain surpluses and 
reinvest them, and borrowing for capital 
investment. FTs will use these freedoms 
and flexibilities to improve population 
health, not just increase activity

•	 create a new opportunity for the very best 
FTs to hold the whole health budget for a 
defined local population as an integrated 
health organisation (IHO). Our intention is 
to designate a small number of these IHOs 
in 2026, with a view to them becoming 
operational in 2027. Over time they will 
become the norm

•	 set higher standards for leaders, with 
pay tied to performance, and good work 
rewarded

•	 continue to make use of private sector 
capacity to treat NHS patients where it 
is available and we will enter discussions 
with private providers to expand NHS 
provision in the most disadvantaged areas

•	 work in closer partnership with local 
government and other local public 
services. We will streamline how local 
government and the NHS work together 
and make ICBs coterminous with strategic 
authorities by the end of the Plan 
wherever feasibly possible

•	 introduce a new patient choice charter, 
starting in the areas of highest health need. 
This will ensure the NHS is receptive and 
reactive to patient preference, voice and 
choice

•	 trial new ‘patient power payments’, which 
are an innovative new funding flow in 
which patients are contacted after care 
and given a say on whether the full 
payment for the costs of their care should 
be released to the provider. 

A new transparency and quality 
of care
The NHS’ history is blighted by examples 
of systematic and avoidable harm. The 
commonality in these tragedies has been 
a fundamental lack of transparency. We 
will make the NHS the most transparent 
healthcare system in the world.

From this foundation, we will reintroduce a 
new, rigorous focus on high-quality care for 
all. Specifically, we will: 

•	 publish easy-to-understand league tables, 
starting this summer, that rank providers 
against key quality indicators 

•	 allow patients to search and choose 
providers based on quality data on the 
NHS App, including length of wait, patient 
ratings and clinical outcomes. The App 
will also show data on clinical teams and 
clinicians 

•	 use patient reported outcome measures 
and patient reported experience measures 
to help patients when choosing their 
provider on the NHS App

•	 set up a national independent 
investigation into maternity and neonatal 
services. We will also establish a national 
maternity and neonatal taskforce, chaired 
by the Secretary of State for Health and 
Social Care, to inform a new national 
maternity and neonatal action plan, co-
produced with bereaved families

•	 reform the complaints process and 
improve response times to patient safety 
incidents and complaints

•	 change the time limit for the Care Quality 
Commission (CQC) to bring legal action 
against a provider and review how to 
improve patients’ experience of clinical 
negligence claims

•	 reform the National Quality Board (NQB) 
with all other bodies, including Royal 
Colleges, feeding into it. We will task it 
with developing a new quality strategy 
as well as the development of modern 
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service frameworks. Early priorities will 
include cardiovascular disease, mental 
health, frailty and dementia. 

•	 give all providers new flexibilities to make 
additional financial payments to clinical 
teams that have consistently high clinical 
outcomes and excellent patient feedback 
or are significantly improving care

•	 reform CQC towards a more data-led 
regulatory model. When concerns are 
identified, CQC will rapidly assemble 
inspection teams of highly qualified staff 
to assess service quality in greater detail 

•	 make sure persistent poor-quality care 
results in the decommissioning or contract 
termination of services or providers, no 
matter the setting, no matter whether 
the provider is in the NHS or independent 
sector, and no matter whether they are a 
GP practice or an individual NHS trust.

An NHS workforce, fit for the 
future
It will be through the workforce that our 3 
shifts are delivered. Because healthcare work 
will look very different in 10 years’ time, we 
will need a very different kind of workforce 
strategy.   

While, by 2035, there will be fewer staff than 
projected in the 2023 Long-Term Workforce 
Plan, those staff will be better treated, more 
motivated, have better training and more 
scope to develop their careers. The NHS will 
be not only the country’s biggest employer 
but its best. To achieve this, we will: 

•	 ensure every single member of NHS 
staff has their own personalised career 
coaching and development plan, to help 
them acquire new skills and practice at the 
top of their professional capability 

•	 make AI every nurse’s and doctor’s 
trusted assistant - saving them time and 
supporting them in decision making. 
Over the next 3 years we will overhaul 
education and training curricula with the 
aim of future-proofing the NHS workforce

•	 work with the Social Partnership Forum 
to develop a new set of staff standards, 
which will outline minimum standards for 
modern employment. We will introduce 
these standards in April 2026 and publish 
data on them at the employer level every 
quarter

•	 continue to work with trade unions and 
employers to maintain, update and reform 
employment contracts and start a big 
conversation on significant contractual 
changes that provide modern incentives 
and rewards for high quality and 
productive care

•	 reduce the NHS’ sickness rates from its 
current rate of 5.1%10 - far higher than 
the average in the private sector11 - to the 
lowest recorded level in the NHS

•	 give leaders and managers new freedoms, 
including the power to undertake 
meaningful performance appraisals, 
to reward high performing staff, and 
to act decisively where they identify 
underperformance 

•	 develop advanced practice models for 
nurses and other professionals, and work 
across government to prioritise UK medical 
graduates for foundation and specialty 
training

•	 increase the number of nurse consultants, 
particularly in neighbourhood settings

•	 	over the next 3 years, create 1,000 new 
specialty training posts with a focus on 
specialties where there is greatest need 

•	 accelerate delivery of the 
recommendations in General Sir Gordon 
Messenger’s review of health and care 
leadership12 and establish a new College 
of Executive and Clinical Leadership to 
define and drive excellence

•	 introduce new arrangements for 
senior managers’ pay to reward high 
performance and to withhold pay 
increases from executive leadership teams 
who do not meet public, taxpayer and 
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patient expectations on timeliness of care 
or effective financial management

•	 reorientate the focus of NHS recruitment 
away from its dependency on 
international recruitment, and towards its 
own communities - to ensure sustainability 
in an era of global healthcare workforce 
shortages. It is our ambition to reduce 
international recruitment to less than 10% 
by 2035

•	 create 2,000 more nursing apprenticeships 
over the next 3 years - prioritising areas 
with the greatest need. Expansion of 
medical school places will be focused on 
widening access to talented students from 
underprivileged backgrounds. 

Powering transformation: 
innovation to drive healthcare 
reform
Our aim is to be in the driving seat of the 
biggest industrial revolution since the 19th 
century as we harness technology to create a 
new model of care in the NHS. We will use the 
UK’s competitive edge - NHS data, life sciences 
prowess, world leading universities - to lead 
the world on the innovation that will most 
accelerate reform. 

We have identified 5 transformative 
technologies - data, AI, genomics, wearables 
and robotics - that will personalise care, 
improve outcomes, increase productivity and 
boost economic growth. We will:

•	 create a new Health Data Research Service 
in partnership with the Wellcome Trust 
and backed by up to £600 million of joint 
investment

•	 make the NHS the most AI-enabled health 
system in the world with AI seamlessly 
integrated into clinical pathways

•	 support the Generation Study as it sequences 
the genomes of 100,000 newborn babies. 
This study will inform our longer-term 
ambition to make genomic sequencing at 
birth universal

•	 launch a new large-scale study to 

sequence the genomes of 150,000 adults 
this year - and assess how genomics can 
be used in routine preventive care. A new 
globally unique set of studies will explore 
personalised prevention of obesity, 
applying genomic and other insights to 
identify people who are at the highest risk 
of developing obesity

•	 make wearables standard in preventative, 
chronic and post-acute NHS treatment 
by 2035. All NHS patients will have access 
to these technologies, which will be part 
of routine care. We will provide devices 
for free in areas where health need and 
deprivation are highest

•	 beginning next year, expand surgical 
robot adoption in line with National 
Institute for Health and Care Excellence 
(NICE) guidelines 

•	 establish new global institutes with the 
ambition to help the UK lead the world on 
science and innovation 

•	 speed up clinical trial recruitment. By 
March 2026, clinical trials setup time will 
fall to 150 days 

•	 expand NICE’s technology appraisal process 
to cover devices, diagnostics and digital 
products. NICE will also be given a new role 
to identify which outdated technologies 
and therapies can be removed from the 
NHS to free up resources for investment in 
more effective ones

•	 introduce multi-year budgets and require 
NHS organisations to reserve at least 3% 
of annual spend for one-time investments 
in service transformation, to help translate 
innovations into practice more rapidly  

•	 expand the role life sciences and 
technology companies can play in service 
delivery. We will streamline procurement 
of technology, and we will move to a 
single national formulary for medicines 
within the next 2 years.
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Productivity and a new financial 
foundation
Today the NHS accounts for 38% of day-
to-day government spending - a figure 
projected to rise to nearly 40% by the end 
of the Parliament13. While the NHS will need 
investment in the future, it is now self-evident 
that more money alone has not always led to 
better care. 

The era of the NHS’ answer always being 
‘more money, never reform’ is over. It will be 
replaced with a new value-based approach 
focused on getting better outcomes for the 
money we spend. Our new financial flows 
will incentivise innovation to support the flow 
of money from hospital into community and 
reward best practice across the NHS. 

Our three shifts each help secure financial 
sustainability. More care in the community 
is cheaper and more effective than care in 
hospitals. Digitalisation, as in other industries, 
will deliver far more productively for far lower 
cost. Prevention bends the demand curve. We 
will:

•	 urgently resolve the NHS’ productivity 
crisis. For the next 3 years we have set the 
NHS a target to deliver a 2% year on year 
productivity gain

•	 restore financial discipline by ending the 
practice of providing additional funding to 
cover deficits. Over time, our aim is for the 
NHS to move into surplus, with the majority 
of providers achieving that by 2030 

•	 	break the old, short-term cycle of financial 
planning, by asking all organisations to 
prepare robust and realistic five-year 
plans, demonstrating how financial 
sustainability will be secured over the 
medium term

•	 deconstruct block contracts - paid 
irrespective of how many patients are seen 
or how good care is - with the intention 
of realigning the activity delivered 
and funding being provided by an ICB. 
Payment for poor-quality care will be 
withheld and high-quality care will attract 
a bonus. In addition, we will introduce new 

incentives for the best NHS leaders, clinicians 
and teams

•	 move from national tariffs based 
on average costs to tariffs based on 
best clinical practice that maximises 
productivity and outcomes. We will also 
test the development of ‘year of care’ 
payments starting in financial year 2026 
to 2027. This will drive the shift of activity 
and resource from hospital to community

•	 distribute NHS funding more equally 
locally, so it is better aligned with 
health need. In the meantime, we will 
target extra funding to areas with 
disproportionate economic and health 
challenges. 

•	 ensure all trusts have the authority to 
retain 100% of receipts from the disposal 
of land assets they own, and are able to 
use the proceeds from disposals across 
multiple financial years 

•	 develop a business case for the use 
of Public Private Partnership (PPP) for 
Neighbourhood Health Centres, ahead of 
a final decision at the autumn budget

•	 explore a new mechanism for the NHS to 
access low risk pension capital

•	 in the longer-term, move to a new NHS 
financial model, where money will 
increasingly follow patients through their 
lifetime. Providers will be rewarded based 
on how well they improve outcomes for 
each individual, as well as how well they 
involve people in the design of their 
care, not solely on whether they provide 
episodic instances of care on demand.
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It’s change 

or bust

We choose change

01
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The National Health Service stands at 
a historic crossroads. As Lord Darzi’s 
independent investigation14 into the National 
Health Service in England found, the NHS is in 
a ‘critical condition’. Public satisfaction is the 
lowest it has ever been, millions are waiting 
for treatment and the health of the nation is 
deteriorating, dragging down the health of 
our economy with it.

The choice is stark: continue like this, making 
tweaks to an increasingly unsustainable 
model, or take a new course and reinvent 
the NHS through transformational change 
that will guarantee its sustainability for 
generations to come. This Plan chooses the 
latter: it represents a break with the past.

It sets out how we will reinvent our healthcare 
model. We need to move on from today’s 
hospital-centric system, where patients 
are largely treated as passive recipients of 
disconnected episodes of care. Outdated 
ways of working, organising and thinking 
are being challenged by new developments 
in demography and technology just as much 
as they are by changes in disease patterns 
and social attitudes. This Plan has at its core - 
powered by exponential advances in human 
knowledge - the ambition to create a new 
model where patients are empowered to 
control their care. 

That does not mean undoing the founding 
principles of the NHS: universal care, free at 
the point of use, based on need not ability 
to pay, funded from general taxation. Far 
from it. We will take these principles and then 
transform how care is delivered by harnessing 
the power of advances in technology 
and science. Today the NHS is behind the 
technological curve. 

The scientific and technological revolution 

is reshaping the world. This Plan will put 
the NHS at the forefront of that revolution. 
It will be a service that offers instant access 
to advice and appointments. One which 
predicts and prevents ill health rather 
than simply diagnosing and treating it. A 
patient-controlled system, in place of today’s 
centralised state bureaucracy and one where 
frontline staff are empowered to reshape 
services. A health service with the core 
principles and values of the NHS but with the 
know-how of a wider network of technology, 
life sciences, local government and third 
sector organisations, working in partnership 
to improve the nation’s health. This plan 
aims to catalyse a new national effort to 
revolutionise the delivery of care.

Why change is needed
Both the public and staff recognise our 
current model of care is no longer fit for 
purpose. Over the past eight months, we 
have led the biggest national conversation 
about the future of the NHS in its history, 
with events involving over 4,000 staff and 
members of the public and 1.9 million visits 
to our Change NHS website, where 250,000 
experiences and ideas for change were 
shared. 

Voluntary organisations, community groups, 
MPs and healthcare organisations ran 650 
events with 17,000 members of the public 
to reach the people we could not. We have 
consulted expert working groups made up 
of NHS and care staff, Royal Colleges, trade 
unions, think tanks, patient representatives, 
frontline NHS and care leaders, charities, 
economists, scientists, and tech entrepreneurs. 

No one defends the status quo. Staff and 
patients are crying out for change. 
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There has never been such a consensus across 
all parts of the health service that it needs 
radical reform. 

“There is a need, a real dire 
need to make it better now. 
And it is very clear that if 
something radical doesn’t 
change, then the NHS as we 
know it will not be able to 
continue to exist”

Jess, public deliberative event 

participant in Leicester, November 

2024

This government agrees that the status 
quo is no longer an option. Today’s NHS is 
broken. Patients are seen too late when they 
should be diagnosed earlier. Prevention and 
care in the community plays second fiddle 
to treatment in hospital. Children are sicker 
today than a decade ago and adults are 
falling into ill health earlier in life. Patients 
have little say and even less choice. 

Worse, the NHS is leaving behind those 
that need it the most, with working class 
communities most impacted by this failure. 
This is an intolerable injustice. In the current 
system, areas that have the highest need 
for the NHS have the fewest GPs, the worst 
performing services, and the longest waits. 
The most deprived people spend more of 
their lives in ill health, life expectancy among 
women with the lowest incomes is falling15, 
while infant mortality is twice as high among 
Black people than White people16. 

Over recent years, those who can afford to 
opt out have been voting with their feet. 
More people are paying for private medical 
insurance17 and out-of-pocket expenditure 
on healthcare is growing faster here than 
in any other G7 country18. Nearly half of 
younger people now say they would consider 
paying for private treatment19. The public 

is increasingly anxious about the future of 
the NHS. A poll on the 75th anniversary of 
its founding revealed that 7 in 10 people 
believe more charges will be introduced 
over the next 10 years20. Some may argue 
this is a good thing if it reduces demand 
on an overstretched health service, but this 
government sees it as a sign of failure.

The NHS was never intended to be just a 
safety net only for those who cannot afford 
to pay. Such a healthcare system would be 
doomed to provide a low-quality service, 
widen inequalities and to lose public support, 
as better-off taxpayers question why they are 
asked to pay for a service they do not use. 
Yet, as more people with the means to do 
so choose to go private or take out private 
medical insurance, that is the path we are on. 
The very real risk is that the NHS becomes a 
poor service for poor people. 

For the first time in a generation some 
politicians are openly calling for the NHS’ 
founding principles to be abandoned and the 
taxpayer-funded, free at the point of need 
health service to be scrapped. This would be a 
devastating mistake. We choose to reform the 
NHS, not give up on it. 

It is time to move beyond a “one more heave” 
iterative approach to change and instead 
take a decisive leap to propel the NHS into 
the modern age. That is needed because it is 
more than just a decade-long organisational 
upheaval and ‘stop:go’ funding that has 
brought the NHS to its knees. The problems 
go far deeper than either. In the 21st Century, 
4 big factors are shaping healthcare of the 
future. Each presents a challenge but also an 
opportunity. 

First, an ageing population living with 
multiple health conditions. That will require 
more seamless services. The challenge is that 
as today’s generations grow old, they are 
far more likely to want to live out the end of 
their lives cared for in their own homes with 
more choice and control over how their care 
is delivered. The opportunity is to refashion 
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care so that it is aligned with that more 
independent mindset.

Second, changes in illness. More than a 
quarter of the population have a long-term 
health condition21, and they now account 
for 65% of NHS spending22. The NHS today 
is no longer just a safety net to help people 
in crisis - it must provide a continuous service 
for those who have a chronic illness. The 
challenge is to shift from a model of care that 
is episodic and disempowering, to one that is 
continuous and empowering. The opportunity 
is to enable patients to exercise greater 
control over both their health and care.

Third, higher public expectations. How the 
NHS provides services is stuck in the past. We 
order goods, socialise, and do our banking 
at the touch of a button. Yet booking an 
NHS appointment means queueing on the 
telephone, or even outside a GP’s surgery, 
and waiting for letters that never arrive. It is 
not that the public want surgeries or hospitals 
to behave like supermarkets or salesrooms. 
The relationship people desire is personal, 
not transactional. The challenge is to find 
new ways of treating each patient as an 
individual rather than as just another number. 
The opportunity is to harness that appetite 
for knowledge and control to give patients 
greater voice and far more choice. 

Fourth, increases in cost. In 2010, we spent 
below the OECD average on healthcare 
and achieved above average outcomes23. 
Today we spend the average and achieve 
worse outcomes. More resources have failed 
to deliver corresponding improvements in 
productivity or performance. The NHS today 
accounts for 38% of day-to-day government 
spending – a figure projected to rise 40% 
by the end of the decade24 - crowding out 
investment which could tackle the wider 
social determinants of ill health. That is 
unsustainable. This Plan ends the era of more 
money being the answer to every problem. 
We have to get more out for what is being 
put in. That is a challenge, but it is also an 
opportunity to adopt a new value-based 

approach, obtain better value for taxpayers’ 
money and secure the sustainability of all 
public services.

Why change is possible
Despite the challenges, there are more 
reasons for optimism than pessimism. The 
NHS has unique advantages in seizing the 
opportunities that lie ahead25. We stand at 
the cusp of an era where data and AI will 
fundamentally transform healthcare; where 
a digital healthcare revolution promises to 
unlock a new era of access and choice; where 
new discoveries in preventative medications 
offer to transform population health; and 
where genomics and predictive analytics 
will deliver an increasingly sophisticated 
understanding of individual health risk, 
powering a totally new approach to 
prevention. 

The NHS is the best-placed system in the 
world to harness these advances. We have 
examined how other countries fund and 
provide healthcare and have concluded that 
the new age we are entering of being able to 
predict and prevent ill health make the NHS’ 
principles the best ones from which to build 
into the future:

•	 It has unparalleled data: The NHS has the 
best population health data in the world. 
It has extensive population coverage; 
it covers people cradle-to-grave; and 
it is not skewed by people’s ability to 
pay for healthcare. The NHS number is 
a powerful tool for data linkage across 
different settings. As healthcare becomes 
more data-driven, the NHS has a huge 
advantage

•	 It is more efficient by design: As a single-
payer, it has marked advantages in 
securing the best price for innovative 
treatments – making it far more able 
to deliver a new era of personalised or 
preventative medicines. And it does not 
need to run complicated co-payment 
schemes, making it one of the cheapest 
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health systems to administer in the world26

•	 It will thrive with predictive technology: 
Fields like genomics are making it easier 
to understand each individual’s health 
status and health risk. As need becomes 
more predictable, insurance models begin 
to break down – as insurers compete to 
avoid covering high-risk individuals. On 
the other hand, the NHS covers each 
individual ‘from cradle to grave’ and has 
a natural incentive to take advantage of 
this new science, which will in turn create 
huge health and economic benefits.

This Plan describes how we will use these 
advantages to propel the NHS into a position 
of global leadership. When coupled with our 
country’s excellence in science, innovation 
and academia27, the UK can lead the world in 
developing the treatments and technologies 
of the future. 

It is the collision of huge advances in genomics 
and analytics that will allow our whole 
model of health care to be transformed. 
Inexpensive gene sequencing will allow 
doctors to routinely diagnose and treat 
patients based on information about their 
individual genomes. It is possible in the future 
that gene editing will allow us to cure rather 
than just treat diseases28. Vaccines for a wide 
range of chronic illnesses are already in clinical 
development. 

In the next decade science will reveal the 
nature of a baby’s personal genome, giving 
parents and clinicians the ability to unlock 
the secrets of a child’s future health. This 
Plan will put the NHS at the forefront of the 
global genomics revolution. Advances in AI 
technology will assist patients and clinicians, 
accelerate drug discovery and extend the 
predictive nature of genomics. This AI will also 
be an early warning system, detecting subtle 
signs of health changes by analysing data 
from wearables, lifestyle and medical records 
to trigger timely interventions at an individual 
and a population level. Pre-disease states, 
before a person displays symptoms, will be 

identified and targeted. This Plan will make 
the NHS the most AI-enabled care system in 
the world. 

Getting upstream of ill health and making 
a reality of precision medicine will not only 
improve outcomes, but also contain costs. 
As this Plan sets out, we will put the NHS 
on a sustainable footing by adopting a new 
value-based approach, that aligns resources to 
achieving better health outcomes. In turn, we 
will unlock broader economic benefits for the 
UK, helping to get people back into work and 
providing a bedrock for the industries of the 
future. This Plan will transform the NHS into 
an engine for economic growth rather than 
simply being a beneficiary of it. 

Improving NHS productivity is a key focus 
of this Plan. Our approach is not to ask for 
more, but to stop doing things that are 
not productive, or do things differently. 
Home based hospital models, supported 
by community teams, can cost as little as 
one fifth of inpatient care29. Two-thirds of 
outpatient appointments - which currently 
cost in total £14 billion a year30 - will be 
replaced by automated information, digital 
advice, direct input from specialists and 
patient-initiated follow ups as we introduce a 
new digital front door to the NHS via the NHS 
App. Patients simply being able to book an 
appointment digitally will generate significant 
savings in comparison to today’s convoluted 
process31. AI-backed ambient voice technology 
will automate clinicians’ note-taking, 
delivering a significant productivity gain while 
also allowing them to better engage with 
patients. Shifting the focus from sickness to 
prevention will reduce the burden of disease 
and improve health and life expectancy. 

How change will happen
We will reimagine the NHS through 3 radical 
shifts. The shift from hospital to community 
will reverse decades of services becoming 
ever more distant from local communities 
through a historic expansion of provision in 
people’s neighbourhoods. By bringing more 
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integrated services into local communities, 
patients will have more power to tailor care 
to their individual needs and more convenient 
access. The shift from analogue to digital will 
transform the NHS from being a bricks and 
mortar service to a digitally led one, where 
patients can access care online and offline 24 
hours a day, 365 days a year. By embracing the 
digital revolution, we will give patients the 
ability to control their appointments, choose 
their providers and access the help they need 
to manage their health and their care. By 
working with partners to make the healthy 
choice the easy choice, we will transition the 
NHS from a sickness service to a prevention 
service, powered by the new engine of 
genomic science. 

There are 3 shifts, but only one core purpose: 
to put power in patients’ hands. By equipping 
patients with more choice and voice in the 
system, the most disadvantaged communities 
will have the agency and opportunities that 
better-off citizens take for granted. We will 
end the class divide in healthcare by giving 
power to people who have always been 
denied it. This Plan is unashamedly a means of 
redistributing power in our society. 

The prize is enormous, but realising this 
opportunity will require a programme of 
profound change. Today’s NHS is not set up 
to harness the technology advances we are 
seeing. We will need new types of skills in the 
workforce. We will need new infrastructure in 
the community. We will need new reforms to 
how the system is organised and how money 
flows around it. We will need to embrace 
technology and build new partnerships with 
innovators. We will need new ways to actively 
empower patients. This Plan describes what 
those changes will be and how they will 
happen. 

First a new operating model to drive 
devolution. Improvements in care will be 
driven less by top-down regulation and 
more by bottom-up transparency, with 
performance more open to public scrutiny 
and patient input than ever before. There will 

be greater plurality of provision, and the best 
NHS providers will be in charge of improving 
the health of whole local populations. A new 
choice charter will not only give patients more 
power, but will create new incentives for 
improved service performance. This will be 
underpinned by changing how NHS money is 
allocated and creating sharper incentives and 
a new pay-for-performance culture that will 
drive better value and outcomes.

Second, that same philosophy will create a 
new workforce model which aims to harness 
the ingenuity of staff working at the frontline 
of healthcare and which gives them the 
freedom to innovate. The NHS will remain 
stuck in the past unless its staff are freed up 
to shape the future. This profound change 
in culture will mean embracing reforms to 
skill mix and training to allow more clinical 
tasks to be performed by nurses and allied 
health professionals - backed by AI - liberating 
doctors to work to the top of their license. 

Third, embracing partnership. Instead of 
going it alone, the Plan sets out how the 
NHS will create new collaborations with 
commercial partners, universities, councils and 
mayors, and make five big technological bets. 
This will accelerate transformation and, in the 
process, make our country a global leader in 
health innovation. Doing this entails a shift in 
mindset to think of healthcare less as a single 
institution and more a wide network, with 
more NHS resources being spent on the new 
technologies that can improve population 
health and deliver better care. 

This transformation will take time, so this is 
unashamedly a 10 Year Health Plan. The scale 
of transformation over 10 years will require 
us to test, learn and grow as we implement, 
in line with the Government’s public service 
reform principles. The pace of delivering the 
commitments over the full 10 years of the 
Plan will be subject to future decisions outside 
the scope of this Plan, for example through 
planning guidance rounds, future government 
Spending Reviews or wider changes in 
economic and fiscal circumstances.
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The process of change has to begin at once. 
The pace of change in healthcare and science 
is electric and will only quicken in the years 
ahead. So, we have to actively prepare now 
to harness the benefits of the healthcare 
revolution that is already underway and set 
the NHS up not just to embrace the future but 
to lead it. 

By the end of this Parliament the NHS will 
be back on its feet and we will have laid the 
foundations of longer term transformation. 
Within 10 years the NHS will look very 
different from today. 

Its model of care will have been transformed 
into a world-class service where citizens know 
their risks from birth, where clinical staff and 
AI work together to provide instant access to 
help, where patients have a ‘doctor in their 
pocket’, where neighbourhood health has 
replaced outpatient care, and where diseases 
are increasingly prevented before they 
happen. 

Securing the NHS’ founding 
promise in the 21st century
We are living in an era of profound economic, 
social and political change. But one thing 
remains constant: an NHS that is based on the 
enduring core principle that care is publicly 
funded, universal, free at the point of use. 

That principle is more relevant than ever 
in today’s world, and this Plan upholds it. 

It is the practices of the NHS that need to 
change to make it relevant to this and future 
generations of patients.

When the NHS was created in 1948 it was a 
revolution. For the first time, it made universal 
healthcare accessible to the public. But its 
creator, Nye Bevan, never intended for it to 
be preserved in aspic. Instead, he compelled 
future generations to embrace modernisation, 
decreeing that the NHS “must always be 
changing, improving.”32 

The scale of change today, however, has to be 
greater than ever before. The need is greater 
because the NHS risks becoming obsolete 
without it. And the potential for change is 
greater because the NHS is better placed than 
any other system in the world to harness the 
healthcare revolution that has begun. That is 
why this Plan is a reimagining - one to make 
the NHS fit for the future. 
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•	 Over 4.1 million extra elective appointments delivered since July 202433  

•	 	Hospital waiting lists are falling, dropping over 200,000 since July 202434

•	 	Over 160 Community Diagnostic Centres are now open – allowing people to 
get diagnostic tests and scans closer to their home35  

•	 	10 new or expanded surgical hubs opened over the last year, and another 7 
will be open by August 202536  

•	 	Rolled out the first of our updates to the NHS App to give patients more 
choice and control – with patients now able to track prescriptions through it37 

•	 	Invested an extra £889 million on top of the existing budget for general 
practice with £102 million for upgrades to 1,000 GP surgeries38  39  

•	 	Agreed a deal with GPs for better services for the first time in four years40

•	 	Recruited over 1,700 newly qualified GPs since October 202441 

•	 	Frozen prescription charges to help with the cost of living, and invested in 
pharmacies so people can get more support on their doorstep, including 
mental health support and free emergency contraception42  

•	 	Above inflation pay rises for NHS staff for 2 years in a row43 

•	 	£120m funding for 85 dedicated mental health emergency departments44  

•	 	Over halfway towards our target of recruiting 8,500 extra mental health 
workers45  

•	 	Committed to a national roll out of mental health support teams in schools, 
with almost 1 million more young people set to benefit this year46 

•	 	Announced 40 same-day emergency care centres to be built this year47 

•	 	£750 million for 400 hospitals, mental health units and ambulance sites to fix 
their buildings48 and new radiotherapy machines for 28 hospitals49  

•	 	Committed to a new health data research service so that scientists can 
develop the treatments of the future50, such as the world-leading trial to 
speed up diagnosis of 12 of the most common and lethal cancers using a 
blood test.51

We are already making significant 
progress in getting the NHS back 
on its feet  
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02
From hospital to 

community 
The Neighbourhood Health 
Service designed around 
you
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This is a Plan to put power in patients’ hands. 
To do that, we need to create an NHS that 
delivers convenient care, at a time and 
place that fits around people’s lives. Where 
it’s easy to get health advice or book a GP 
appointment. Where people can personalise 
their care to their own individual needs, 
choices and preferences. The NHS must work 
for its patients, not demand they fit around 
the way it has chosen to organise care.

Our public engagement was clear: the NHS is 
far from that vision today. Too often, using 
the NHS means navigating a complex web of 
services; making many trips, at personal cost, 
to see different professionals on different 
days; or being forced to constantly repeat 
yourself to professionals who have not talked 
to each other, or had proper access to your 
medical records.

There are 2 reasons for this unsatisfactory 
status quo. First, more and more staff 
and resource have been concentrated in 
hospitals - while in parallel, hospitals have 
become further distanced from many local 
communities - embedding a model where 
‘you come to care’, rather than one where 
‘care comes to you’. Second, that healthcare 
in this country is organised into multiple, 
fragmented siloes - across community care, 
primary care, mental healthcare, hospitals, 
social care providers, local government and 
the voluntary sector. If the NHS doesn’t feel 
like a single, coordinated, patient-orientated 
service, that’s for a simple reason: it isn’t one.

“My mother has dementia, and 
it has been a frustrating journey 
navigating between the right 
parts of the NHS and more 
widely how the NHS community 
and hospital settings interact 
with other services such as the 
GP and the local council. There 
is no cohesion, no clarity of who 
should help, lots of signposting 
of services and people who 
can help but no-one taking 
responsibility for a solution.

Muhammed52, public participant,  

via Change NHS website

This doesn’t work for anyone. But it works 
least well for those who already experience 
disadvantage. They are far more likely to 
have complex needs, making poorly joined 
up care particularly ineffective. And they are 
less able to take the time off work or secure 
the childcare cover they need to fit into the 
NHS’ ‘9-5’ appointment availability. This is the 
inverse care law in practice53.
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“It is a bit of a catch 22 for the 
NHS at the minute. Everything’s 
9 to 5 and it is also about 
encouraging people with health 
conditions and disabilities to get 
back into work. So, I work as 
much as I am able to, but those 
appointments drop in the letter 
box pretty much every week 
and sometimes I find myself 
with 3 appointments across 3 
different days. Smack bang in 
the middle of a working day. I 
can either work or I can go to 
appointments.”

Hannah, public deliberative event in 

Leicester, November 2024

The neighbourhood health service is our 
alternative. It will bring care into local 
communities; convene professionals into 
patient-centred teams; end fragmentation 
and abolish the NHS default of ‘one size fits 
all’ care. It will transform access to general 
practice and prevent unnecessary hospital 
admissions. It will help reintegrate healthcare 
into the social fabric of places. 

Most importantly, it will be a service where 
good outcomes no longer depend on a 
patient’s ability to navigate complexity, 
advocate for themselves loudly or skip a shift 
at work. Its promise is simple: for those who 
have felt like the NHS is designed for almost 
anyone else, the neighbourhood health 
service will put them first.

As first steps to deliver the neighbourhood 
health service, we will restore GP access 
and ensure a far better experience of 
arranging care. People with complex needs 
will be offered a care plan and supported to 
personalise their care.  
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Securing the financial sustainability of the NHS 
The neighbourhood health service will not 
only ensure our model of care is fit for the 
future. It will also put the NHS back on the 
path to long-term financial sustainability. 

Our choice to do more in the community, 
and to bring more staff and resource into 
the places people live as a result, will achieve 
substantial value. For example, analysis 
commissioned by NHS Confederation found 
that systems that invested more in community 
care saw on average 15% lower non-elective 
admission rates and 10% lower ambulance 
conveyance rates, together with lower 
average activity for elective admissions and 
A&E attendances84. 

More specifically, the more integrated 
and coordinated care provided by the 
Neighbourhood Health Service will support 
NHS sustainability in a range of ways:

•	 More integrated working within the NHS 
– and between the NHS, local government 
and voluntary sector - can deliver large 
efficiencies. A recent systematic review 
showed a 6% reduction in costs and a 6% 
improvement in patient outcomes from 
integrated care85 

•	 Where Integrated Neighbourhood Teams 
have been trialled in England, they have 
significantly reduced hospital use. In 
Derby86 integrated teams led to 2,300 
fewer Category 3 ambulance callouts and 
1,400 fewer short hospital stays among 
the over 65 population within a year

•	 Evidence shows care plans and personal 
health budgets both improve outcomes 
and deliver value. One evaluation87 in 
England found they delivered quality of life 
improvements worth between £1,520 and 
£2,690 per patient, per episode of care

•	 Different approaches to bringing hospital 
care to people’s home reliably show 
value improvements. For example, one 
trial88 found that Hospital at Home is less 
expensive than inpatient treatment, with 
average savings of £2,265 per patient, per 
care episode

•	 Our creation of digital-and-AI enabled 
modern hospitals draw on international 
evidence that they can deliver more 
productive and higher quality care. South 
Korea’s smart hospital network89 has 
shown promise in driving efficiencies, 
higher staff satisfaction and better patient 
outcomes

We will fully digitally enable the 
Neighbourhood Health Service, with the NHS 
App allowing patients to book appointments, 
communicate with professionals, see who is 
on their team, share their data, receive advice 
and self-refer or tests: a ‘doctor in the pocket’ 
of every patient. For those who need them, 
neighbourhood teams - organised around 
people with similar needs, rather than into 
NHS institutional siloes - will deliver truly 
seamless care, in the community. For the first 
time in the NHS’ history, personalisation and 
convenience will become the default. 

As we do more in the community - funded 
by a reduction in hospitals’ share of total NHS 
expenditure - we will reduce demand  
on hospitals. 

It will be by preventing demand and boosting 
operational productivity that we can restore 
constitutional waiting time standards and 
deliver increasingly innovative hospital care.

By 2035, the Neighbourhood Health Service 
will have further evolved to fully incorporate 
genomic data, digital tools and technology. 
The Single Patient Record (outlined in chapter 
3), supplemented by advances in genomic 
data, will enable personalised predictive care. 
Instead of spotting a symptom and joining 
a long waiting list, neighbourhood care will 
increasingly happen before a disease happens, 
enabling a real and transformative shift to 
prevention.  
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A new era for general practice
The 2024 GP Patient Survey54 found that 
over 25% of people did not have a good 
experience of making a GP appointment the 
last time they needed one. GP access has 
become so poor that A&E has become some 
people’s de-facto primary care, particularly in 
more disadvantaged areas, where there are 
far fewer GPs per head. 

That is no foundation from which to build the 
Neighbourhood Health Service. We will act to 
end the 8am scramble for GP appointments 
and bring back the family doctor.

“My local GP surgery, we call it 
‘the ghost’, the ghost surgery. 
Because if you go down there, 
well, you can no longer actually 
make an appointment.”

Douglas, public deliberative event in 

London, December 2024

This means we will need more capacity in 
primary care. Our work has already begun. 
Between October 2024 and April 2025, we 
recruited 1,700 extra GPs55. We will train 
thousands more in the coming years, and 
through the course of this Plan we will 
increase the proportion of staff we train for 
community and primary care roles, as outlined 
in chapter 7.

We will also free up GP capacity. Across the 
country, GPs told us how the burden of 
bureaucracy steals joy from work and time 
from patient care. We have already cut down 
central targets and, as a next step, we will 
deliver the recommendations of the ‘Red Tape 
Challenge’ - a programme to identify and 
then cut needless bureaucracy. 

In the next 2 years, we will support providers 
to roll out technology to cut unnecessary 
administrative and clerical work. Ambient 
voice technology (‘AI scribes’), digital triage 
and the Single Patient Record will end the 

Case study: ‘Total Triage’ – ending 
the ‘8am scramble’ - Brondesbury 
Medical Centre in London 
Brondesbury Medical Centre90 has 
transformed access to care by introducing a 
total triage system, which has significantly 
improved patient access and reduced staff 
pressure. The practice, serving a diverse urban 
population, had previously struggled with 
high call volumes and long waits at peak 
times.

All patient requests, whether submitted 
online or by phone, now go through a 
streamlined online e-consultation digital 
triage process. Reception staff support 
patients without internet access by 
completing the online form on their behalf, 
ensuring equitable access.

Since adopting this approach, online requests 
have increased tenfold, while phone calls have 
dropped significantly. Routine appointment 
waits have fallen from 14 days to 3 days, with 
over 95% of patients seen within a week. 
The new system also makes it easier to match 
patients with the right clinician, improving 
continuity of care. As a result, patient 
satisfaction has risen from 66% to 85%, 
reflecting quicker access, better outcomes, 
and a more responsive service.

need for tasks like clinical note taking, 
letter drafting and manual data entry. We 
estimate that saving just 90 seconds on each 
appointment would generate over 2,000 
full time equivalent worth of GP capacity56, 
with local trials showing that ambient voice 
technology can achieve this on its own57. 
That will mean more appointments, at more 
convenient times, and better continuity of 
care for those with complex needs.

In parallel, we will end the 8am scramble - a 
feat some local GP practices have already 
achieved. To scale their success, we will build 
AI-powered online advice into the App (via 
the My NHS GP tool, chapter 3). We will also 
use digital telephony to ensure all phones are 
answered quickly. 
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Those who need it, will get a digital or 
telephone consultation for the same day they 
request it. Enhanced access could have wide-
ranging benefits, for example by reducing 
the need for parents to take children out of 
school for medical appointments.

However, truly revitalised general practice will 
depend on more fundamental reform. Having 
served us well for decades, the status quo of 
small, independent practices is struggling to 
deal with 21st century levels of population 
ageing and rising need. Without economies 
of scale, many dedicated GPs are finding it 
difficult to cope with rising workloads. Far 

too often, that means work is causing chronic 
stress and mental illness among hardworking 
professionals. Many GPs are voting with their 
feet: 74% of fully qualified GPs were partners in 
2015, compared to just 55% today58.

Where the traditional GP partnership model 
is working well it should continue, but we 
will also create an alternative for GPs. We 
will encourage GPs to work over larger 
geographies by leading new neighbourhood 
providers. These providers will convene teams 
of skilled professionals, to provide truly 
personalised care for groups of people with 
similar needs.

Case study: Primary care at scale
Primary Care Sheffield91 is a social purpose 
organisation rooted in the values of the NHS, 
founded by the city’s GPs. It delivers support 
to its membership – the 69 GP Partnerships 
and 16 primary care networks in the city – 
whilst also directly managing a further 9 
GP surgeries. Through its 442 staff, many 
deployed at a neighbourhood level, it delivers 
a range of services to a population of 600,000, 
from diagnostics (24-hour electrocardiograms, 
tele-dermatology) to a home visiting service. 

The scale of Primary Care Sheffield offers 
significant resilience to GP practices in the city, 

through the provision of shared back-office 
functions and flexing capacity across practices 
during busy winter and bank holiday periods. 
During the winter of 2023 to 2024, one of 
the highest periods of demand for the NHS 
on record, it provided over 12,000 additional 
respiratory illness appointments, and a 
further 15,000 additional appointments for 
children. It also supports the wider healthcare 
system, with evidence of lower hospital use, 
better uptake of contraceptive services and 
significant extra care capacity for patients 
with severe mental illness.
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Fixing the Foundations in Dentistry
Satisfaction with NHS dentistry has fallen 
to a record low; from 85% in 2019 to 69% 
in 202492. The British Dental Association 
estimates 13 million adults - over 1 in 4 - are 
struggling to find NHS dental care93. 

Worse, evidence94 shows that even amongst 
those who do get appointments, it is patients 
with the greatest clinical need who miss out. 
Today, more people are paying for private 
treatment, while those who cannot afford the 
cost go without- leaving them unable to eat 
properly, work, or, in some instances, forced 
to resort to DIY dentistry. We will continue 
our urgent action to improve NHS dentistry 
in the short term and lay the foundations to 
make it fit for the future. 

By 2035, the NHS dental system will be 
transformed, so it provides high quality care 
at the right time, and nobody goes without 
because they cannot afford it. We will build 
a service which is attractive to, and values 
dental care professionals. With a new dental 
contract at its heart, NHS dentistry will be 
more transparent for patients. It will provide 
more readily accessible, good quality care - 
including better prevention - to those most  
in need. 

Our first step is to stabilise NHS dentistry 
and make sure the budget we have is spent 
on those who need care most. Initially, we 
will prioritise urgent care. We have already 
made progress this year, creating capacity for 
700,000 additional urgent appointments. 

Training a dentist costs the taxpayer up to 
£200,00095. Having consulted on the principle 
of requiring all dentists to work in the NHS 
for a minimum period, we will now make it 
a requirement for newly qualified dentists to 
practice in the NHS for a minimum period. 
We intend this minimum period to be at least 
3 years. That will mean more NHS dentists, 
more NHS appointments and better oral 
health.

In parallel, we will deliver a step change 

in prevention. Children will be our urgent 
priority. Tooth extraction is the leading 
cause of hospital admission among children 
aged 5 to 9 years old, yet it is almost entirely 
preventable96. We will improve access to 
dental care for children, making better use 
of the wider dental workforce, especially 
dental therapists, including through a new 
approach to upskill professionals to work at 
the top of their clinical potential beginning in 
2026 to 2027. This will build on our supervised 
toothbrushing programme and expand the 
use of fluoride varnish and fissure sealants — 
proven interventions that significantly reduce 
decay. 

We will expand community water fluoridation 
in the north east of England from 2028 so 
that it reaches 1.6 million more people by 
April 2030. We will assess further rollout in 
areas where oral health outcomes are worst. 
And we will refurbish older, existing water 
fluoridation schemes in the north east, west 
midlands and east of England, benefitting a 
further 6 million people by 2030.

In the short-term, we will work with dentists 
to improve the dental contract. From financial 
year 2026 to 2027, payments will better reflect 
the cost of treating patients with higher 
needs, and we will reduce low-value activity 
— including check-up frequency exceeding 
that stipulated in the National Institute for 
Health and Care Excellence (NICE) guidance, 
through changes to financial incentives and 
improved system oversight. These changes will 
improve access to care and ensure dentists are 
rewarded fairly. 

We are clear that even greater change is 
needed. This year, we will begin the process 
of more fundamental contract reform. We 
want a contract that matches resources to 
need, improves access, promotes prevention 
and rewards dentists fairly, while enabling the 
whole dental team to work to the top of their 
capability. 

Our Neighbourhood Health Service will 
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provide opportunities for dental care 
professionals, including dental therapists and 
dental nurses, to work as part neighbourhood 
teams to provide integrated and proactive 
care in a way that meets individual needs 
while also maximising the capacity and 
capability of the workforce. Dental therapists 
could undertake check-ups, treatment, 
and referrals, while dental nurses would 
lead individual and community oral health 
education efforts. The work therapists cannot 
do would be safely directed to dentists.

Similar approaches are already being adopted 
in some areas. For example, a Paediatric 
Dentistry Advice Clinic model has transformed 
the Whittington’s Community Dental Service’s 
ability to enable every child in their catchment 
of north west and north central London to 
get timely access to specialist-led dental care. 
A consultant dentist in London provides 
virtual support to a community dental team, 
enabling them to treat children within their 
service and preventing onwards referral to 
secondary care.

We will introduce 2 new contracts, with 
roll-out beginning next year. The first will 
create ‘single neighbourhood providers’ that 
deliver enhanced services for groups with 
similar needs over a single neighbourhood 
(c.50,000 people). In many areas, the existing 
primary care network (PCN) footprint is 
well set up as a springboard for this type 
of working. The second will create ‘multi-
neighbourhood providers’ (250,000+ people). 
These larger providers will deliver care that 
requires working across several different 
neighbourhoods (e.g. end of life care).

Multi-neighbourhood providers will also be 
responsible for unlocking the advantages 

and efficiencies possible from greater scale, 
working across all GP practices and smaller 
neighbourhood providers in their footprint. 
They will support sustainability and professional 
autonomy by delivering a shared back-office 
function, overseeing digital transformation and 
estate strategy, and by providing data analytics 
and a quality improvement function. They will 
be large enough to create new commercial 
partnerships, including clinical trials, so that 
the Neighbourhood Health Service becomes a 
hotbed for innovation. And they will actively 
support and coach individual practices who 
struggle with either performance or finances 
- including by stepping in and taking over 
when needed. In some places this role is 
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already being played by GP federations, with 
excellent results. We will also give integrated 
care boards (ICBs) freedom to contract with 
other providers for neighbourhood health 
services, including NHS Trusts.

Convening neighbourhood teams

Too often, the NHS has tried to get around 
its fragmentation by creating ever more 
complicated schemes to support collaboration, 
without ever actually breaking down its own 
institutional siloes. Neighbourhood providers 
will enable an altogether simpler approach.

They will convene a diverse mix of 
professionals into new neighbourhood teams. 
They will draw on the full talents of the NHS, 
across primary, community and acute settings 
- but they will also have the flexibility to 
include staff from other sectors where they 
are involved in a patient’s care. For example, 
professionals working in hospice outreach 
services will be part of teams delivering high 
quality end of life care. 

Social care professionals will be part of teams 
and we will deepen their involvement in 
rehabilitation, recovery and frailty prevention. 
We will work with social care organisations 
to enable care professionals to carry out 
more healthcare activities, such as blood 
pressure checks, to help people receive 
more proactive and timely care. We will also 
improve pay, terms and conditions for social 
care staff through Fair Pay Agreements. In the 
longer-term, our creation of a National Care 
Service, informed by Baroness Louise Casey’s 

independent commission into adult social 
care, will support better integration of health 
and care services.

We will expand the talents of neighbourhood 
teams by scaling new roles. As we developed 
this Plan, we saw successful models such 
as community health workers - who lead 
community outreach door-to-door, street-
to-street. We also saw the impact of peer 
support workers – people who are experts by 
experience and help others to better manage 
their care. We welcome these innovations, 
and local areas will have the ability both to 
trial new roles and to adopt existing, proven 
models. We also know volunteers can play an 
important role in supporting neighbourhood 
services and we will help neighbourhood 
teams draw on this through a new central 
platform for NHS volunteers, launching later 
this year.  

This approach has demonstrated impressive 
results when trialled locally. For example, 
the Birmingham & Solihull Community 
Care Collaborative is pioneering the shift 
from hospital to community, deploying 
multidisciplinary teams and implementing a 
new data-led care model. Washwood Heath, 
a new hub in East Birmingham, has seen 
A&E attendances fall by over 30% in the last 
12 months among targeted patients, and 
length of hospital stay fall 14%. Focused 
on prevention and early intervention, this 
approach is now being rolled out across 
Birmingham and Solihull.

Case study: Community health and wellbeing workers (“Chewies”)
Inspired by Brazil’s successful family health strategy, community health workers visit residents 
in their homes on a monthly basis. They build personal relationships, rather than delivering 
transactional care – allowing the service to identify health and social needs early and personalise 
support.

Their impact has been significant. For example, a one-year evaluation of Westminster's CHWW 
programme97 - one of the country's most established - showed a 47% increase in immunisation 
uptake and an 82% increase in cancer screening and NHS Health Check uptake in visited 
households (compared to unvisited households), while hospital admissions fell by 10% and 
emergency department visits by 7% among people living in postcodes covered by the service.
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Personalised, patient-centred care
Patients will not just be passive recipients of 
care: in the Neighbourhood Health Service, 
they will be active partners in its delivery. We 
will support this in several ways. 

First, through care plans. These are a vital 
enabler of seamless care. Evidence shows 
high-quality care plans can improve care 
experience, while also achieving a return on 
investment of £3 to the £1 spent on those 
who use healthcare most often59. However, 
recent data also shows only about 20% of 
people with a long-term condition have one60. 
We will set a new standard that, by 2027, 95% 
of people with complex needs will have an 
agreed care plan. We will expect all care plans 
to be co-created with patients and cover their 
holistic needs, not just their treatment. They 
will align with national standards for high-
quality care but, within that, give patients 
significant choice and freedom. 

Unpaid carers will also be actively involved 
in care planning. We will mirror the inclusive 
practices of family group conferencing, which 
are meetings where family, friends and carers 
agree decisions about care together. We will 
capture information about unpaid carers 
systematically, to ensure their responsibilities 
are recognised and supported.

Second, as we outline in chapter 3, we will 
support patients to manage and direct 
their care digitally through the NHS App. 
By 2028, patients will be able to see who 
is involved in their care, communicate with 
professionals directly, draft and view their 
care plans, book and hold appointments and 
leave feedback. For many people, this will 
mean they can access all they need from their 
neighbourhood team. This will include both 
booking and holding appointments with 
health professionals through their phone.

Third, we will expand uptake of Personal 
Health Budgets (PHBs). PHBs help patients 
manage how their health and care needs 
are met. In their simplest form, a patient is 
told how much money is available for their 

assessed needs and they then work with 
their care team to decide how to spend it. 
That might be on physiotherapy, mobility 
aids, a choice of wheelchair, or on activities 
to support them to get involved in their 
community. 

Evidence shows that this approach not only 
improves patient experience and quality of 
life, but helps patients become active partners 
in their care. 180,000 people benefit from 
PHBs today61 and we will at least double the 
number offered a PHB by financial year 2028 
to 2029, increasing this to 1 million by 2030. 
We will make PHBs a universal offer for all 
who would benefit from them by 2035. For 
example, this will help make end of life care 
from hospices or the voluntary sector, more 
easily accessible for people at the end of their 
life (where appropriate), and their families, 
helping people die in the place of their 
choosing.

Fourth, we will support patients to be more 
active in the delivery of their own care, 
recognising that people are the authority 
in managing their own health conditions. 
Good self-care depends on having the right 
knowledge, skills and support. However, 
evidence shows large inequalities in access 
to these resources, including by class and 
ethnicity. We will partner with a range of 
charities to deliver new, formal support that 
helps people with a new diagnosis manage 
their condition and live their lives.

These will be the foundations through which 
we abolish ‘one size fits all’ care. 

In the next 3 years we will roll out this new 
approach to the groups most failed by the 
current system - to maximise our ability to 
improve lives, ease pressure on hospitals and 
adult social care, and support the health 
service’s financial sustainability. 

•	 People with long-term conditions 
will benefit from teams that include 
hospital specialists, GPs and other care 
professionals, meaning better health 
outcomes, fewer complications and 
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fewer unplanned hospital visits. They will 
have access to advice, guidance, self-care 
support and appointment management 
via the NHS App (see chapter 3).

•	 People living in care homes or who have 
frailty are particularly likely to experience 
poor outcomes when their care is poorly 
coordinated. They often end up in 
hospital unnecessarily and can lose their 
independence while there.  
Care will come to them, including hospital 
care - supported by wearables and other 
monitoring technology. ‘Call before convey’ 
will avoid unnecessary transfers to hospital, 
and teams spanning health and social care 
professionals will help integrate care.

•	 People nearing the end of their lives often 
do not have the support they need for a 
good death, in the place of their choosing 
- which for most people is their home. 
Community-based advice and support will 
help more people die in their home, while 
community teams will work closely with care 
homes and paramedics to share care plans 

to avoid people being taken to A&E by 
default. Teams will include hospice outreach 
staff and palliative care professionals. 
Rapid response teams will help symptom 
management, including pain.

•	 People with severe and enduring 
mental illness face being bounced 
from one service to another, with little 
to no continuity. For many, care only 
comes during a crisis, with emergency 
departments acting as the default 
care provider. Even then, waits are 
unacceptably long - with recent Royal 
College of Nursing research62 finding that 
some people with mental health crises 
faced waits of up to 3 days in emergency 
departments before admission. We will 
transform mental health services into 
24/7 neighbourhood care models. We 
will improve assertive outreach care 
and treatment to ensure 100% national 
coverage in the next decade, with a focus 
on narrowing mental health inequalities.

•	 Disabled people often do not get the 

A care model for every neighbourhood 
Neighbourhood services will be designed in 
a way that reflects the specific needs of local 
populations. While we will be clear on the 
outcomes we expect, we will give significant 
licence to tailor the approach to local need. 
While the focus on personalised, coordinated 
care will be consistent, that will mean the 
service offer will look different in rural 
communities, coastal towns or deprived inner 
cities.

There are already innovative models 
demonstrating what a neighbourhood 
approach can look like in rural and coastal 
areas - demonstrating the wide applicability 
of its principles. Whitstable Medical 
Practice is a single GP practice primary care 
network with 300 staff, including 32 GPs, 27 
allied health professionals and a range of 
community multi-disciplinary teams.  

The practice works across 3 sites, serving 
nearly 45,000 patients.

It delivers a wide range of services, including 
many traditionally found in hospitals, such 
as day surgery, integrated urgent treatment 
centres, pharmacy, physiotherapy, specialist 
clinics and outreach services. It also offers 
evening and weekend GP appointments 
and consultant led outpatient clinics. It is 
accredited for research, has pioneered local 
data-sharing agreements to create single 
patient records, and provides enhanced 
online services. 97% of its patients reported 
they had confidence and trust in the last GP 
they saw and 91% would recommend it to 
someone who had moved to the local area, 
and it is rated outstanding by the Care Quality 
Commission (CQC)98.
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health support they need and face stark 
health inequalities, including poorer life 
expectancy. Individuals with learning 
disabilities die about 20 years earlier on 
average63. Care from a neighbourhood 
team will improve their life outcomes 
through more holistic, on-going support.

•	 Children and their parents: face new 
life events and major transitions. In the 
early years, it is vital to get prevention 
right, as well as addressing any potential 
developmental concerns, particularly in 
the critical 1,001 days64. We will introduce 
new models where health visitors can 
administer vaccines to babies and children 
in underserved groups, to increase uptake. 
Moreover, we will ensure that health 
visitors fully support children’s broader 
development as part of this government’s 
plan to give children the Best Start in Life 
- including in supporting higher uptake 
of and better quality early childhood 
developmental checks. 

This work will begin this year with the launch 
of the National Neighbourhood Health 
Implementation Programme.

We will bring the NHS closer to 
patients 
We need an estate that provides 
neighbourhood teams with the equipment, 
working space and technology they need to 
make our new care model a reality. Our aim is 
to establish a Neighbourhood Health Centre 
(NHC) in every community.

We will begin establishing NHCs in the places 
where healthy life expectancy is lowest. Once 
open, NHCs will be a ‘one stop shop’ for 
patient care and the place from which multi-
disciplinary teams operate.

Wherever possible, we will maximise value for 
money by repurposing poorly used, existing 
NHS and public sector estate. NHCs will be 
open at least 12 hours a day and 6 days a 
week providing access to coordinated services 
locally, removing the need to go to hospital 
for urgent care

Case Study: Tower Hamlets 
Women’s Hub
The co-location of services into a 
Neighbourhood Health Centre will be 
transformative for people who have faced 
systematic challenges around the coordination 
of their care. For example, we know that 
women have faced particular difficulty with 
NHS fragmentation in the past99 and we are 
committed to women’s health never again 
being ignored.

In Tower Hamlets100, women’s health hubs 
have proven effective by providing women 
referred by their GP with a single point of 
access, triage and direction to the right care, 
in the right place. The benefits have included:

•	 a reduction in the number of gynaecology 
referrals that needed to be seen in 
secondary care. In its first 12 months, only 
25% of referrals needed hospital care, 
representing a 60% reduction

•	 a decrease in the average wait for a 
gynaecology appointment from 27 weeks 
to 11 weeks with waiting lists falling by 
30% in a matter of months

•	 	95% of patients receiving an initial 
response from their referral within 48 
hours and 100% doing so within 5 days

NHCs will need to consider how they build 
on this evidence and provide coherent, 
coordinated experiences of care for those who 
have otherwise not had one.

NHCs will co-locate NHS, local authority 
and voluntary sector services, to help 
create an offer that meets population need 
holistically. That will mean NHCs will not 
only bring historically hospital-based services 
such as diagnostics, post-operative care 
and rehabilitation into the community, but 
they will also offer services like debt advice, 
employment support and smoking cessation 
or weight management services. NHCs could 
host a variety of services, such as fracture 
liaison services, supporting the government’s 
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commitment to national roll out by 2030. Co-
location will not only help ensure convenient 
access to services, particularly for those 
with complex needs, but will support more 
integrated working by professionals.

Ensuring every child has the best start 
in life is essential to future health and 
education outcomes. Building on the legacy 
of Sure Start, Family Hubs and Start for Life 
programmes have started to bring together 
children’s services, NHS, and public health 
with a focus on the critical 1,001 days. We 
will bring this support to all our communities 
by matching Start for Life to Family Hubs 
expansion to ensure seamless provision of 
services for families with young children. 
Through local commissioning, we will ensure 
that Neighbourhood Health Services work 
in partnership with family hubs, schools, 
nurseries and colleges to offer timely 
support to children, young people and 
their families including those with Special 
Educational Needs and Disabilities (SEND). 
Start for Life services will be extended to the 
whole conception to age 5 range, enabling 
additional health visitor and speech and 
language support for children and their 
families.

Pharmacy will have a vital role in the 
Neighbourhood Health Service – bringing 
health to the heart of the high street. This 
has been the direction of reform in other 
countries and there is much we can learn. For 
example, Canada’s ‘Pharmacy Care Clinics’65 
provide services including support with 
minor ailments through to chronic disease 
management. As well as improving patient 
choice and convenience, there is now strong 
evidence that a bigger role for pharmacy 
can deliver efficiencies and support financial 
sustainability.

Over the next 5 years, we will transition 
community pharmacy from being focused 
largely on dispensing medicines to becoming 
integral to the Neighbourhood Health Service, 
offering more clinical services. As community 
pharmacists increasingly become able to 

independently prescribe, we will increase 
their role in the management of long-term 
conditions, complex medication regimes, and 
treatment of obesity, high blood pressure and 
high cholesterol. We will also give community 
pharmacy a bigger role in prevention by 
expanding their role in vaccine delivery 
and in screening for risk of cardiovascular 
disease and diabetes. Over time, community 
pharmacy will be securely joined up to the 
Single Patient Record, to help them provide 
a seamless service - and to give GPs sight of 
patient management. 

Pharmacists will play a critical role in our 
ambition to improve access to fast and 
convenient healthcare for women. We have 
already announced plans to make emergency 
hormonal contraception freely available 
from community pharmacists by the end of 
this year. From 2026, to help hit our target 
to eliminate cervical cancer, women and 
young people who missed out on the human 
papillomavirus (HPV) vaccination at school will 
be able to have the vaccine administered at 
their local pharmacy. 

We now get many of life’s essentials delivered 
straight to our home. Medicines should not 
be an exception. Over the first half of this 
Plan, we will modernise our approach to 
dispensing of medicines and make better 
use of the technology available, including 
dispensing robots and hub and spoke models. 
We will engage with the sector and the public 
on proposals to modernise our approach to 
medicine dispensing, so that it is fit for the 
21st century.

The Neighbourhood Health 
Service will lead on prevention
In chapter 4, we outline how we’ll create 
a new genomic population health service. 
This will take advantage of a new era of 
prevention promised by combined advances 
in genomic technologies, diagnostics and the 
power of predictive analytics - to create a far 
more sophisticated understanding of both 
people’s existing needs and future risk of 
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poor health. By default, it will be delivered in 
neighbourhoods, not hospitals.

Realising its promise relies on the 
Neighbourhood Health Service doing more 
to make information from predictive analytics 
meaningful. It does little to know about an 
individual’s risk of disease if that knowledge 
does not lead to behaviour change, or 
different approaches to care. 

We will look to clinicians to use genomic 
insights to inform care delivery. Nurses and 
other clinical staff working in the community 
will lead these services. We will expect 
neighbourhood teams to adjust their skill mix 
based on individual or population insights, 
while ICBs and neighbourhood providers will 
consider genomic insights in how they define 
‘groups with similar needs’ - and commission 
and provide care accordingly. Patients will be 
supported to change behaviour or lifestyle 
through genomic counselling, and access to 
data on their individual risk.

To begin embedding this approach into 
neighbourhood care, we will:

•	 make a complete account of a patient’s 
risk accessible to them, through the Single 
Patient Record and NHS App (chapter 3)

•	 actively support innovation in genomics 
and similar fields, as part of our innovation 
strategy (see chapter 8)

•	 support neighbourhood teams to work 
with the NHS Genomic Medicine Service 
to understand and act on insights from 
genomics, as part of our approach to 
ensuring staff have the skills (including 
genomic counselling skills) they need to 
meet the future (see chapter 7). This will 
include skills in supporting patients to 
make behaviour change on the basis of 
their future risk of developing a condition 

•	 train genomics champions in the 
neighbourhood in conjunction with the 
NHS Genomic Medicine Service. These 
will be local health professionals with 
the requisite knowledge and ability to 
increase uptake of local genomic testing in 

their community, equitably 

As we outline in chapter 4, genomic testing 
will be a choice and our approach will be 
anchored in patient consent. We will utilise 
the ethics advisory committees and structures 
of the NHS Genomic Medicine Service, 
Genomics England and Our Future Health to 
ensure strong safeguards, where needed.

The future of hospital care
Our shift from hospital to community is not 
just about what we do in neighbourhoods, 
it is also about the future of hospitals. As 
outlined in our Plan for Change, restoring 
the NHS’ constitutional standard of 92% 
of patients beginning treatment within 18 
weeks of referral is a first-order priority for 
this government. Over the lifetime of this 
Plan we will reduce waiting times further still 
and as digital access becomes the norm many 
patients will get instant access to a clinician, 
removing the need to wait for advice or care. 

However, our strategy is not ‘fix the roof, and 
then begin reform’: it is only through reform 
that we can restore standards. We will adopt 
a relentless focus on preventing demand, 
improving operational efficiency and boosting 
productivity.

To achieve this, we will replace the status 
quo of ‘hospital by default’ with a new 
preventative principle that care should 
happen as locally as it can: digital-by-default, 
in a patient’s home where possible, in a 
neighbourhood health centre when needed, 
in a hospital if necessary. To deliver, we will 
increase the share of NHS resources spent in 
the community and decrease the share spent 
in hospital over the course of this plan. 

Small amounts of community expenditure can 
unlock disproportionate amounts of hospital 
capacity. For example, a 2023 study by NHS 
Confederation66 found that £100 spent on 
community care could achieve, on average, 
£131 in acute sector savings. 

As we take demand pressures off hospitals, 
they will do less firefighting. They will have 
greater means to boost productivity through 
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technology and AI; they will be able to make 
science and innovation a core purpose, not 
just a nice to have; and they will have more 
means to contribute to economic and social 
development in their capacity as anchor 
institutions. 

Redesigning outpatient services

The elective waiting list67 stands at 7.4 million, 
up from 2.3 million in 2010. Just 60% of 
people are seen within 18-weeks68. While 
elective care is non-urgent, it is still important. 
Long waits can be anxious, leave people 
needlessly in pain or otherwise interrupt their 
lives. 

There are many ways we can reduce the 
number of low-complexity elective hospital 
appointments - to benefit patients, free up 
clinical capacity and boost productivity. For 
example, as outlined in our elective reform 
plan, patient-initiated follow-up is a way 
to give patients greater control over when 
they need an appointment, such as when 
their symptoms change. Evidence69 shows 
that not booking in patients by default 
can safely reduce the number of follow-up 
appointments which, in turn, gives hospitals 
more capacity for those who most need them. 

We will make patient-initiated follow-
up a standard approach for all clinically 
appropriate pathways by 2026. Over the 
course of the plan, we will use the NHS App 
to further expand this approach. First, by 
allowing patients to sign up for patient-
initiated follow-up directly through the App. 
Second by enabling patients to update their 
clinicians directly on their condition, to help 
them make faster, more accurate decisions on 
next steps.

Specialists are increasingly able to provide 
advice without the patient needing to travel 
to an appointment. For example, ‘advice and 
guidance’ - where a GP requests advice from a 
consultant through the NHS e-referral service 
- helped divert 1.3 million referrals from 
hospitals in 2024 to 202570. Such approaches 
have proven particularly effective in high-

volume specialties. Technology will enable us 
to embed it in many more specialties through 
the next 10 years.

Advances in technology continue to change 
the way hospital care is delivered. In 
specialties like dermatology, AI-enabled digital 
tools are already transforming diagnoses. For 
example, teledermatology hubs71 allow GPs 
to refer patients with suspected skin cancer 
to community-based ‘photo clinics’. Trained 
healthcare assistants use a smartphone with a 
dermoscopic lens attachment to capture high-
quality images of suspicious skin lesions. These 
are analysed by AI to support triage. Benign 
cases are discharged without any need for a 
hospital appointment. Suspicious cases receive 
specialist care. Subject to NICE approval, this 
will be standard practice in dermatology by 
2028 to 2029.

We will take an active role in expanding 
similar approaches to other specialties (where 
clinically appropriate). In the next few years, 
we will prioritise ophthalmology, cardiology, 
respiratory medicine and mental health. In the 
case of mental health, that could mean virtual 
therapists providing 24/7 support for mild or 
moderate need. For people with more severe 
illness, remote monitoring will help support a 
proactive response in crisis.

To help support more patients to receive 
specialist care at home, we will ensure the 
NHS can provide GP and consultant-led 
elective services virtually through the NHS 
app - available to everyone, regardless of 
where they live - where safe to do so and 
always subject to patient choice. We will not 
allow privately provided digital healthcare to 
be the only option and we will increase the 
availability of virtual services for NHS patients. 
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“Being treated at home could be 
better especially for those with 
long term conditions and allow 
them to see friends and family 
easier. Much more comfortable 
environment to help with 
recovery time.” 

Aisha, community-led engagement 

with children and young people 

For those who need an operation or more 
complex test, there is also much we can do 
to deliver their care in the community. For 
example, in the past few decades, surgery has 
moved from fully invasive (e.g. open surgery) 
to increasingly non-invasive (e.g. keyhole 
surgery). Combined with improvements in 
anaesthetics and post operative care, 80% 
of surgeries can now be carried out as day 
cases72. New advances in robotics are reducing 
the need for hospital-based diagnostics like 
endoscopy or colonoscopy, while countries 
like Denmark are pioneering in day case 
knee operations73 supported by wrap around 
physiotherapy (with trials in the NHS also 
underway). We will adopt these models as 
we continue to move away from a default of 
surgery requiring multiple day hospital stays. 
This will be supported by the new surgical 
hubs announced in our elective reform plan.

Combined, these changes will contribute 
to our goal to end outpatient care as we 
know it. By 2035, most outpatient care will 
happen outside of hospitals. Digital tools 
will help people manage their care from the 
convenience of their home, with support from 
clinicians when needed. Personalised support, 
informed by advances in individual data, will 
help people get ready for planned treatment, 
and receive effective rehabilitation in the 
community afterwards. 

Case study: Nimbuscare - 
Improved triage and navigation in 
York 
The York Community Frailty Hub101 was 
established in November 2023 to tackle 
fragmented care for older frail people in 
the community. It brings together general 
practice, the acute trust, adult social care,, the 
ambulance service, and the voluntary sectors 
into one coordinated system. 

The service is made up of 3 key parts: a 
frailty prevention team, a discharge support 
team, and a frailty crisis response team. The 
crisis response team helps reduce avoidable 
hospital admissions through a dedicated 
advice and guidance line and rapid multi-
disciplinary community response. In 84% of 
cases, the York Community Frailty Hub has 
helped paramedics avoid hospital transfers 
by providing advice after an ambulance is 
dispatched, enabling patients to be safely 
supported in the community rather than in 
hospital. 

The Hub also serves as an alternative to calling 
999, offering early advice to frail residents, 
families, carers and health professionals, and 
working collaboratively to determine the 
best course of action to keep people safely at 
home. 

Redesigning urgent and 
emergency care
The most important social contract between 
the public and the NHS is that it will be there 
for us in a time of crisis. But all too often 
today, ambulances do not arrive in good 
time, waits in emergency departments are 
unacceptably long, while the disgraceful 
spectacle of corridor care has become business 
usual - normalised with benign nomenclature 
like ‘temporary escalation spaces’. 

The constitutional standard that 95% of 
patients are admitted, referred or discharged 
within 4 hours has not been met since 2015.

In the long-term our ambition is for digital 
technology, community care, predictive 
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analytics and greater operational efficiency to 
mean long waits are no longer the assumed 
default. 

Often, overwhelmed emergency care is the 
result of poorly managed hospital flow. Some 
hospitals are seeing nearly twice as many 
overnight admissions as others (from 45 to 81 
people per 1,000 weighted population)74. This 
indicates much improvement can be achieved 
by spreading good practice from the best of 
the NHS to the rest of the NHS - for example, 
supporting low performers to improve 
prevention, or discharge processes. 

As we outline in our urgent and emergency 
care (UEC) plan 2025 to 2026, all systems will 
be expected to set out how they intend to 
expand access to urgent and emergency care 
services at home and in the community, so 
patients do not attend hospital unnecessarily. 
That will mean systems need to better 
understand their virtual ward capacity, and 
plan with the ambulance service and 111 
how to use this capacity most effectively. It 
will also mean doing more with population 
health data to identify frequent emergency 
department attenders, and to offer proactive, 
targeted support. We will help reduce 
demand by increasing uptake of vaccines (see 
chapter 4), and by introducing new national 
standards for care technology that helps 
prevent falls. The use of predictive tools is 
already being used to good effect to prevent 
falls by some care providers75 and by 2035, it 
will be commonplace.

We will continue the transformation of UEC 
services in hospitals through the expansion 
of same day emergency care services and 
co-located urgent treatment centres, going 
further to split urgent and emergency care 
into separate streams, and investing in digital 
tools to support better triage, patient flow 
and discharge through coordination centres.

Research has estimated around 1 in 5 people 
who attend an emergency department do not 
need urgent or emergency care. Unnecessary 
attendances at A&E often happen because 

people simply do not know where else to 
go, or because other appointments weren’t 
easily available76 (e.g. in general practice). 
Evidence from 2017 suggested an increasing 
number of callers to 111 were being sent to 
A&E77. By 2028, My NHS GP, a new AI-enabled 
tool in the NHS App, will help patients better 
navigate the health service. While this will not 
be a replacement for 999 in an emergency, 
it will help people who do not have an 
urgent or emergency care need, but who 
are struggling to find an alternative to A&E, 
to access more suitable care (e.g. via a GP or 
pharmacist). 

There is no reason why so many patients 
should have to wait hours, or sometimes 
days, in an A&E department. Learning from 
the most effective UEC models from around 
the world, by 2028 we will support more 
patients to book into an appropriate urgent 
care service for them, via 111 or the App, 
before attending. This will be an optional 
way for people with urgent needs to identify 
the fastest route to care without a long wait 
in the emergency department. It will also 
enable clinical professionals to triage patients 
in advance and redirect them if appropriate. 
Countries that have implemented booking, 
such as the Netherlands and Denmark,  
have realised significant benefits from  
the approach78. 

The ambulance service will play a key role 
in supporting neighbourhood health. 
Advanced analytics and AI tools will allow 
far more people to be assessed remotely, 
and ambulances to only be sent when 
necessary. Paramedics will have secure 
access to Single Patient Records, as well 
as remote support from a specialist team 
- either a neighbourhood team, or hospital-
based specialist. They will be able to view 
diagnostics, see the patient on a video screen 
and give expert advice to help the paramedic 
decide how best to proceed: whether to 
treat them there and then, take them to a 
neighbourhood health centre for further 
tests, or convey them to hospital if required.
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When people’s immediate UEC needs are 
met, rehabilitation often takes too long to 
organise and is insufficiently integrated into 
wider local services, particularly adult social 
care. These services - often referred to as 
intermediate care - will be fully integrated 
with neighbourhood health services. We will 
expand overall capacity through a transition 
to more intensive, but shorter, periods of 
rehabilitation and recovery.

Many people experiencing a mental health 
crisis go to A&E because it is the most visible 
or accessible option79. However, emergency 
departments are not always the best 
environment for mental health needs, and 
historically mental health services have not 
been sufficiently integrated into urgent care 
pathways. We will increase capacity for urgent 
mental health care by developing dedicated 
mental health emergency departments 
(MHEDs), ensuring patients get fast, same-day 
access to specialist support in an appropriate 
setting.

Over the course of the first half of this Plan, 
we will invest up to £120 million to bring the 
number of MHEDs to around 85, meaning 
there will be one co-located (or very close 
to) 50% of existing type 1 A&E units80. These 
units will provide walk-in access, receive 
patients conveyed by ambulance, or referred 
by the police or 111 and undertake rapid 
assessment typically within 4 hours, alongside 
short-term support and safe discharge or 
onward referral. MHEDs will work closely with 
physical health A&E teams to make sure any 
physical health needs are met. They will also 
support first response services, which can help 
meet need in the community.

The hospital of the future

As we reduce demand on hospitals by doing 
more in the community, we will free them 
from perpetual firefighting. That means, by 
2035, hospitals will spend a smaller proportion 
of the NHS’ total budget and employ a smaller 
proportion of its total staff. But it will also 
mean that they are liberated to focus on 

Case study: South Korea’s 
National Smart Hospital 
Programme 
Seoul National University Bundang Hospital102 
has adopted a fully digital medical record 
system and uses autonomous mobile robots 
to transport supplies, reducing staff workload 
and infection risks. Its Healthcare Innovation 
Park supports collaboration across disciplines, 
accelerating the development of advanced 
medical technologies. 

Samsung Medical Centre has implemented AI-
driven predictive analytics to better manage 
resources, helping to address overcrowding 
and reduce patient wait times. By forecasting 
patient flow and adjusting staffing 
accordingly, the hospital has improved both 
care quality and operational efficiency. 

At a national level, the Korea Health Industry 
Development Institute has promoted the 
rollout of smart hospital models across 
the country. Initiatives include AI-powered 
infection control, smart outpatient services, 
and remote monitoring tools. These 
innovations have helped lower staff stress, 
boost patient satisfaction, and improve 
healthcare delivery overall. 

providing the best, most cutting-edge and 
most productive care for those who most 
need it.

Today, the very best care is still the preserve 
of a small number of hospitals - often, large 
teaching hospitals. We want every patient to 
have access to the high-quality hospital care, 
across the whole country. That will mean 
spreading new approaches like:

•	 advanced robotics already in use at Guy’s 
and St Thomas’81 in specialties including 
urology, gynaecology and transparent 
surgery are resulting in better patient 
outcomes and shorter hospital stays

•	 advanced use of personalised medicine - 
utilising genomics, AI and data - in Leeds 
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Teaching Hospitals NHS Trust82, a national 
trial site for personalised cancer vaccines

•	 world-leading gamma knife technology 
in Sheffield83 which delivers non-invasive 
radiation therapy with computer-guided 
precision, to treat brain and upper spine 
conditions more effectively

We recognise not every hospital will need 
every new technology - but our aspiration is 
far more scale and spread, so that hospitals 
can offer all patients world class care. 

In countries like South Korea, a new fleet of 
AI-enabled hospitals has begun to transform 
both care and efficiency. In England, we will 
deploy similar principles to ensure hospitals 
harness automation in staff rostering and 
procurement; AI to support reporting in 
radiology and pathology; remote monitoring 
to support virtual care of patients at home; 
and predictive models to predict need and 
manage hospital flow. 

In clinical services, we will deploy technology 
in all aspects of care - from using ambient 
AI to support note taking in appointments 
and for discharge summaries to managing 
the flow of patients through a hospital (see 
chapter 3). This will free up and support NHS 
staff to do what they know best and focus 
on the patient. We will expect the NHS to 

partner more effectively with the health tech 
industry in this endeavour. All hospitals will be 
fully AI enabled within the lifetime of  
this Plan.

Many hospitals already make a strong 
contribution to research and life sciences. 
Moreover, those that do so deliver better 
patient care as a result. We will increasingly 
expect hospitals to make this a business-as-
usual activity, not a ‘nice to have’. We outline 
how we will increase skills and time for clinical 
research in chapter 7, and how we will make 
the NHS a hotbed for innovation in chapter 8. 

We will also expect hospitals to do more 
as anchor institutions to support wider 
societal and economic goals. Through their 
procurement, supply chains and role as an 
employer, they have significant influence over 
social and economic development in their 
communities. We outline our plan for NHS 
employment to become a force for economic 
prosperity and social mobility in chapter 7. 

In a similar vein, we will prioritise the NHS’ 
existing commitments set out in Delivering a 
Net Zero Health Service - including achieving 
net zero by 2040 for the emissions the NHS 
controls and by 2045 for the emissions it 
can influence. It will continue to partner 
with Great British Energy on solar energy 
for public sector buildings. All NHS bodies 
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will be expected to decarbonise, reduce 
environmental impact and increase resilience 
to climate risks in line with the climate change 
duties set out in the Health and Care Act 
2022.

Conclusion
The creation of a Neighbourhood Health 
Service marks a break from the past and a 
sharp choice: to put a higher share of NHS 
expenditure into community settings, and less 
in hospitals over the next 10 years. 

We make this decision because it will mean 
we can genuinely transform our model of 
care and bring the NHS into the 21st century. 
Instead of fragmentation and one-size-fits-all 
- patients will have real choice over the care 
they receive, real power to steer their care 
team (including through the NHS App and a 
care plan), and care will be more personalised.

This will mean we need less acute space, 

fewer emergency staff based in hospitals 
and fewer outpatient departments in future. 
As services transition into community this 
will be a sign of success. Lower demand, 
and higher productivity will enable hospital 
transformation, enabling hospitals to lower 
waiting times for good.

The Neighbourhood Health Service is not just 
the right care model for today - it is fit for the 
future. A hospital-led, episodic care model - 
that waits for and reacts to need - is unlikely 
to realise the full preventative potential of 
genomics, data and predictive analytics. 
Neighbourhood care can. As a model of care 
that comes to people proactively, it will be 
able to harness scientific advance to become 
truly predictive and pre-emptive. 
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