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NHS@75: what do the next ten years hold for the NHS?

At this time of great uncertainty, we’re 
engaging stakeholders across the health 
service, and the public, to both identify 
and explore the key challenges and 
opportunities for the NHS over the next 
decade and to develop a vision for the 
NHS@75 that we can all work towards. 

A vision for NHS@75

The forces of change are such that the 
NHS in 2023 will need to look and feel 
very different from today. A ‘healthy 
state’ NHS@75 will have a high degree 
of adaptability: it will need to be an 
agile NHS, characterised by operational 
excellence and the delivery of safe,  
high quality services.

It also requires a public that is informed, 
responsible and proactive about its health 
and wellbeing. It will require a transition 
in behaviour and approach, with the public 
moving from seeing self-care as a nice-to-
have to seeing it as the norm for achieving 
health and wellbeing.

In this vision of the future the public is 
treated by providers who are agile and 
flexible, providing care that optimises 
the outcomes that matter to the patient. 
The norm is provision of proactive and 
preventative care when and where it is 
needed, achieving maximum impact for 
our nation’s citizens.

Overwhelmed

Voting with their feet

Rationed
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Slow to adapt to 
population 

A population that is reluctant to take responsibility 
for its health and wellbeing 

A population that is informed and proactive 
about its health and wellbeing

Highly adaptive to 
population needs

Adaptability of providers

The system is unable to respond to 
patients’ needs and those who can a�ord 

to do so find alternative sources of 
health and social care.

Demand overwhelms the system leading 
to falling healthcare outcomes and a 

series of high profile quality and 
safety failures.

Services are high quality and e�cient, 
with innovation to the fore, resulting in 

improved outcomes for all.

The system improves and works 
e�ectively but rising levels of demand 
result in services being rationed, with 

suboptimal health outcomes.

The NHS is facing a decade of 
unprecedented challenges as it 
approaches its 75th anniversary 
in 2023. Demographic and 
behavioural changes, severe 
financial pressures and the 
impact of new technologies  
will drive significant changes 
across the system, shaping the 
future of healthcare delivery.

Four potential future states of the health system



Healthcare organisations need to resolve 
many of the known issues that integrated 
care systems face, specifically:

•  Trust and governance, gaining 
agreement from organisations to 
share relevant information with their 
health and care economy, and with 
patients and service users, supported by 
information governance. Lack of clarity 
around recent legislation has impeded 
commissioners from accessing and 
sharing patient-identifiable information.

•  Systems to allow for role-based patient 
and service users and operational 
access to a new integrated operation 
and shared care records. In addition, 
systems are need to provide ongoing 
management and support. 

•  Analytics and algorithms to 
proactively provide analytics both at 
an individual and population level, 
allowing for both population and 
individual needs to be predicted and 
planned for.

The issues

In NHS@75, we highlighted that data and 
informatics are central to enabling the 
public to take responsibility for its own 
health and wellbeing. 

Health and care organisations need to have 
information and systems that provide safe 
and high quality care - when required and 
in the most appropriate setting. But they 
also need to open up these systems and 
make appropriate information available 
to the public so that they can make more 
informed decisions for themselves.

Added to this, health and social care 
organisations need to move away from 
their current reactive approach and begin 
to predict and provide care based on events 
happening now.

Integrating health and social care is vital 
to making this a reality. The data that 
allows real-time and predictive decision 
making on health and care exists already 
in every organisations’ systems. The 
challenge is to turn this into meaningful 
and actionable information. 

From data to information

In the healthy NHS@75, patients move 
easily through the health system. Patients 
possess and have firm control over a single, 
integrated care record – acting as a 360 
degree patient profile – available across 
providers and care settings. Data is used to 
empower patients and the public who are 
better placed to make ‘good’ choices about 
their lifestyle and their care.

Information in the NHS can be used in 
a number of different ways, all of which 
have an important role to play in driving 
improvements in care: 

•  Information about patients and the 
population can be used to support 
commissioning decision making

•  Patients themselves need information 
to help them navigate the system and 
make better decisions about their health 
and wellbeing

•  Information for clinicians and carers 
about their patients, including the  
care they receive, their conditions  
and preferences 

•  Providers can use information  
about the system to drive operational 
improvement. 

 

Wanless showed the value of the “full-engaged” scenario, in which 
people better look after their own health: 1.9 percentage points of GDP 
in 2022/23,  e internet, personal health and care budgets, and allowing 
people to truly own their electronic medical and care records  
– preferably joining them up first.

Paul Bate, Care Quality Commission

“

 

I hope this is the reality in a decade’s time; that the NHS will be ‘owned’ 
by the consumer and developed by them. As one of these consumers, 
I would want to have immediate access to my own patient records, 
be able to easily navigate my way around the system and be an equal 
partner in the provision of my own care.

Lord Adebowale CBE

“



•  The ‘source systems’ will differ between 
each integrated care organisation 
and they may be brought in through 
a phased programme of work. For 
example, joining up community 
and social care systems to facilitate 
intermediate care, with other source 
systems coming in later, to bring more 
depth to the information pool

•  Care pathways or conditions may be 
phased in, taking and applying learning 
from earlier phases

•  Rollout of technologies may also be 
phased; in one embryonic integrated 
care organisation, the following 
roadmap is being planned:

Delivering information 
systems: step by step

The systems already exist to do all of  
this, and are being implemented in 
pockets around the UK. A conceptual 
architecture for an integrated care  
system is shown below.

For many organisations, the sheer scale 
of this will be daunting. However, this 
is the ideal model, and every element 
is not required for an integrated care 
organisation to function. In addition,  
this may be phased:

The conceptual
architecture of
integrated care
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The viability of our health service, in an age of financial constraint and 
demographic challenge, depends on patients taking much more control 
of their own health and care – a new operating model where, through 
the seamless sharing of information, the NHS unleashes the power of the 
people it serves.

Tim Kelsey, NHS England

“

 -  Organisational rollout will start with 
the initial ‘access systems’, essentially 
creating the integrated ‘first contact’ 
organisation – the fact that no other 
integrated systems exist behind this will 
be invisible to patients/service users

 -  Core operational rollout will bring 
in the ‘source systems’ and ‘core 
management systems’

 -  Supporting rollout, brings in the 
‘supporting systems’ to the back 
office, creating control and proactive 
management.



Mrs Wilson

GP

Community 
nurse

Care 
worker

Hospital 
consultant

Now: Mrs Wilson is a passive consumer of health and care

Mrs Wilson – Fragmented care

• Letter from Choose and Book to ring and make appointment, but no real data to 
support choice except distance and waiting time

• Receives another letter from hospital out patient department giving appointment
• At the hospital, she spends time performing a detailed assessment
• After appointment, the GP letter is copied to her; she doesn’t fully understand 

her diagnosis or treatment plan
• Separate appointments with Community Nurse and Care Worker; on every 

occasion she must provide a history and go through some level of assessment

• Creates own written notes
• Has access to previous record of attendance at A&E after a fall
• GP letter with attached computer summary of medical problems
• Not aware recently bereaved but notices she has a low mood

• Creates own written care record
• No knowledge of this referral or any other medical information except what 

Mrs Wilson and her daughter have told her
• Does not know about low mood

• Uses own paper records at patient’s home, then inputs data into two di�erent 
systems – the GP system and the Community system

• No knowledge of this referral until Mrs Wilson mentions it
• Thinks Mrs Wilson may be depressed but not sure how the GP is treating this

• Uses own GP system and Choose and Book
• Di�cult to access any real quality data except waiting times
• Receives a monthly email with attachment listing patients at higher risk based 

on hospital attendance – Mrs Wilson does not appear on this list. 
• Doesn’t know what has happened to Mrs Wilson unless she comes in for another 

appointment
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 No care coordination, multiple appointm
ents, duplicate inform

ation

 No care coordination, multiple appointm
ents, duplicate inform

ation

Organisation based care recordsOrganisation based care records

Mrs Wilson GP

Community 
nurse

Care 
worker

Hospital 
consultant

Future: Mrs Wilson is engaged and 'self manages' her own health and care 

Mrs Wilson – Integrated care

• Early signs of a stomach ulcer and depression are spotted and treated in 
the community

• When any new care needs develop, Mrs Wilson initially accesses her care 
record and plan through the patient portal

• She manages her schedule electronically, in consultation with care coordinator
• She uses Telehealth and Telecare devices to monitor and provide updates on 

COPD, diabetes and depression. Mrs Wilson is supported by the Third Sector 
to help with bereavement counselling

• Mrs Wilson is in control of her Personal Health Record and can provide access 
to other care settings

• Involved in the creation of Mrs Wilson’s Care Plan, and then has access to the  
Care Plan and Integrated Care Record, with limited access controlled through  
role based access agreement

• Time needed for assessments and history much reduced – and hence the time 
Mrs Wilson spends in hospital.

• Involved in the creation of Mrs Wilson’s Care Plan, and then has access to the  
Care Plan and Integrated Care Record, with limited access controlled through  
role based access agreement – which she accesses through a mobile device 

• Alerted if Mrs Wilson’s conditions change, and impact on care needs 

• Health and Care risk stratification identifies Mrs Wilson as high risk of 
deterioration. A Care Plan is developed and the Community Nurse assigned as 
Care Co-ordinator

• Manages Mrs Wilson’s Care Plan with the MDT
• Mrs Wilson’s integrated care record includes key hospital admissions, 

community and mental health treatment and social care packages, along 
with details of her medication, allergies and advanced directives – which the 
Community Nurse accesses through a mobile device

• Alerted if Mrs Wilson’s conditions deteriorate, and manages the response with 
Mrs Wilson

• Involved in the creation of Mrs Wilson’s Care Plan, and then has access to the  
Care Plan and Integrated Care Record

• Alerted directly by the system if Mrs Wilson’s conditions deteriorate –
informed by diagnoses, treatment, Telehealth and Telecare
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Predictive and proactive care management

From fragmentation to integration

Mrs Wilson, aged 60, suffers from diabetes and chronic obstructive pulmonary disease attends her GP with stomach pains, and  
is referred to her local hospital with a suspected stomach ulcer. Mrs Wilson is recently bereaved, and is suffering from low mood.
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Leaving hospitals out of it, primary, community, social care and social 
housing should all be operating as one. They all have information at 
their disposal. They’re not terribly good at using it within their own 
systems, and there is almost no interchange between the four systems, 
all of whom have hermetically sealed information systems.

Rt Hon Stephen Dorrell, MP

“


