
THE REPORT OF THE ACEVO TASKFORCE ON 
PREVENTION IN HEALTH

THE PREVENTION
REVOLUTION:
transforming health 
& social care



2

ACEVO
Regent’s Wharf
8 All Saints Street
London, N1 9RL

Tel: 020 7014 4600

info@acevo.org.uk 
www.acevo.org.uk

Published by ACEVO
Copyright © 2013 ACEVO
All rights reserved.

The contents of this report may be reproduced free of charge in any format or medium, 
provided that it is reproduced accurately and not used in a misleading context. The 
material must be acknowledged as ACEVO copyright and the title of the publication 
specified.

While all reasonable care has been taken in preparing this publication, the publishers 
cannot assume any responsibility for any errors or omission.



3

CONTENTS

Foreword 

About this report

Executive Summary

1. Introduction                                                             

2. Changing the culture

3. National frameworks and incentives

4. An investment approach

References

Page 4

Page 5

Page 6

Page 11

Page 17

Page 29

Page 36

Page 42



4

FOREWORD 
Sir Hugh Taylor

The scale of the challenge facing health and 
social care provision in the UK has been widely 
recognised for some time. Society has changed 
dramatically over the past few decades; rising life 
expectancy and the increased prevalence of long-
term and age-related conditions have placed new 
and greater pressures on health and care services. 
At the same time, health and care services 
must cope with a far more straitened financial 
environment than ever before. These pressures 
have exposed the weaknesses of traditional 
models of treatment, which are typically episodic, 
fragmented, and provided predominantly in clinical 
settings. 

This approach is no longer suitable to meet 
the needs of service users in a way that promotes 
better health outcomes and long-term financial 
sustainability. New models and approaches are 
needed , including new organisational models. 
We must shift focus from reaction to prevention, 
reducing our reliance on high-cost, acute treatment 
by intervening effectively and early. We must 
address the totality of an individual’s health and 
care needs, including the social determinants of 
health. We must  help individuals to take control 
of their health and well-being outcomes, support 
better self-management of long-term conditions, 
and provide care at home and in community 
settings where possible.

This is the most pressing and difficult 
challenge facing health and care services today. 
Consequently, when ACEVO asked me to chair its 
Taskforce on Prevention in Health, examining how 

to shift investment and focus towards preventative 
health and care services, I was very pleased to 
accept. This report calls for a fundamental change 
in behaviour and culture throughout the health 
and social care system: a ‘Prevention Revolution’. 
It sets out a number of key recommendations 
aimed at creating the conditions for change to 
occur. Throughout the report, we emphasise the 
role that the voluntary and community sector must 
play in promoting innovation and transformation 
throughout health and social care. 

I would like to thank all members of the taskforce 
for their invaluable contributions, as well as all those 
who gave their time to engage with the taskforce, 
submit evidence, and contribute their insight and 
understanding.  We owe a particular debt of thanks 
to Alex Massey from ACEVO, the Secretary to the 
Taskforce, both for his organisational support and 
for his consummate skill in helping the Taskforce 
to draw these threads together and produce this 
report.  The challenge now is for all elements of 
the health and care system to work together to take 
this agenda forward, and fashion a health and care 

service fit for the challenges of the 21st century.

Sir Hugh Taylor, Chairman, Guys’ and St 
Thomas’ NHS Foundation Trust
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ABOUT THIS REPORT

The ACEVO Taskforce on Prevention in Health was established in 2012 to examine ways to encourage a 
shift in focus and investment towards preventative health and care provision. It is widely accepted that the NHS 
needs to do things differently in order to adapt to long-term changes in demand and a constrained funding 
environment.  An ageing population and increased prevalence of long-term health conditions will place ever-
greater pressure on NHS finances and social care budgets over the coming years. 

Meeting this challenge requires much greater focus on the provision of integrated, preventative care and 
support, capable of addressing the wider determinants of health, supporting better self-management of 
conditions, and reducing the need for treatment in acute settings.

The report of the ACEVO Taskforce on Prevention in Health sets out a number of key recommendations aimed 
at achieving a ‘Prevention Revolution’ in health and care provision.

The Taskforce was chaired by Sir Hugh Taylor, Chair of Guy’s and St Thomas’ Trust. The Taskforce members 
were: Professor Paul Corrigan; Professor Chris Drinkwater (President and Public Health Lead, NHS Alliance) ; Dr 
Jennifer Dixon (Director, Nuffield Trust); Ben Jupp (Director, Social Finance); David McCullough (CEO, WRVS); 
Su Sayer CBE (CEO, United Response); Lesley Dixon (CEO, PSS); Neil Hunt (CEO, Royal College of GPs); Dawn 
Warwick (Director of Adult Social Services,  Wandsworth Borough Council); Sarah Pickup (President, Association 
of Directors of Social Services) Alex Massey (ACEVO) was Secretary to the Taskforce. 

The Taskforce would like to thank all those people and organisations who contributed to this report through 
their evidence, examples and insight.
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EXECUTIVE SUMMARY

Health and social care services urgently need 
to face up to a financial and demographic crisis 
that threatens their ability to meet the health needs 
of the UK population in the future. The system 
faces a combination of rising demand caused by 
an ageing population, increasing prevalence of 
long term conditions, and flat or falling resources.  
This looks entirely unsustainable over the medium 
to long term. This report calls for a ‘prevention 
revolution’, in which preventative support, advice 
and treatment is fully integrated into all stages of 
the care pathway, with the aim of addressing the 
wider determinants of ill-health, supporting people 
to manage long-term conditions more effectively, 
and providing treatment and support in community 
settings wherever possible, reducing the need for 
treatment in acute settings.

Throughout the report, we emphasise the role 
played by voluntary organisations in: providing 
preventative, holistic care in community settings; 
fostering innovation; strengthening patient 
engagement; and catalysing cultural change.

This report sets out a number of 
recommendations aimed at shifting focus and 
investment towards the provision of integrated, 
preventative care and support. The report looks 
at three key areas : changing the culture and 
practices at the local level; changing national-level 
frameworks and incentives; and the role of long-
term investment in driving transformation. 

CHANGING THE CULTURE:

1) Incentivising prevention: currently, both GPs 
and hospitals are poorly incentivised to prioritise 
prevention in their interactions with patients. 
The annual reward and incentive scheme for GP 
practices, the Quality and Outcomes Framework 
(QOF), largely rewards processes and outputs 
rather than rewarding outcomes such as a 
reduction in hospital admissions for those with 
chronic conditions.

• We recommend that the National Institute 
for Heath and Clinical Excellence (NICE) 
undertakes a full review of the QOF 
framework with the aim of  developing 
a more balanced approach, including 
outcome-based incentives for improving 
health and wellbeing through preventative 
care and support. 

2) Professional development: the wider 
social determinants of health are currently 
underrepresented in GP training and professional 
development programmes. 

• The General Medical Council (GMC) 
should undertake a review of professional 
development and training opportunities for 
GPs with the aim of strengthening the focus 
on effective prevention, integration and the 
potential of non-clinical interventions to 
improve health outcomes.

• The GMC should explore ways to give GPs 
more opportunities to spend time in social 
care services and voluntary and community 
sector providers.

KEY RECOMMENDATIONS:
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3) Collaboration and engagement: In order to progress towards a better-integrated system 
of local care and support, more effective communication and joint-working is required at the 
local level between the NHS, social care services, provider organisations across different 
sectors, and patients themselves. 

We call on the NHS Commissioning Board to lead on this agenda at the national level:

• The NHS Commissioning Board should take a lead on identifying and disseminating 
best practice in effective integration in local health economies.

• The NHS Commissioning Board should also monitor the development of provider 
engagement with Health and Wellbeing Boards (HWBs) in the early stages of clinical 
commissioning.

The report also calls for leadership to develop new models of partnership working at the 
local level, between providers and commissioners as well as within the provider market:

• ACEVO will explore the possibility of playing a convenor role by testing different 
approaches in up to ten local areas, with the aim of developing models which could 
be rolled out more widely. 

• HWBs should prioritise effective engagement with the local provider market and seek 
to build strong partnerships that support better commissioning, stronger integration 
of services and more innovative and effective provision. 

• We call for providers to take a proactive approach to the formation of new relationships 
and partnerships, including new organisational models,  to develop integrated, 
holistic programmes of care.

4) Strengthening patient power through co-production: Ultimately, the strongest drivers of 
change will be patients themselves. Both practitioners and commissioners must recognise 
the value that patients can bring to the development of their own and others’ services

• We recommend that the Community Health Champions initiative be rolled out more 
widely with the aim of establishing champions in every local community.

• Individual and group-based patient charter models should be explored more fully 
with the aim of rolling them out as widely as possible.
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NATIONAL FRAMEWORKS AND 
INCENTIVES:

1) Regulation: Healthcare provision is currently 
regulated on an organisation-by-organisation 
basis, rather than by looking at the quality of care 
and patient experience in the round. This serves 
to reinforce existing silos and focus attention on 
improving the performance of specific organisations, 
rather than on how the different parts of the NHS 
can work together for the benefit of patients.

• We recommend that the various NHS 
regulatory bodies such as Monitor, the Care 
Quality Commission, the NHS Confederation, 
NHS Commissioning Board and Public 
Health England work with the Department 
of Health to develop an outcomes framework 
for cross-system regulation of the NHS, 
including a strong emphasis on performance 
in relation to supporting prevention through 
cross-system integration.

• The indicators used by the NHS 
Commissioning Board  to oversee CCGs 
should reflect outcomes and incentivise  the 
provision of integrated, preventative care.

• The NHS Commissioning Board should 
also produce guidance setting out clear 
expectations for how local commissioning 
should be carried out to the benefit of 
service users.

2) Guidance and research: NICE produces 
guidance on the appropriate treatment and care of 

people with specific diseases and conditions within the NHS in 
England and Wales. Despite NICE’s positive record, there remain 
significant gaps in the guidance’s coverage of social determinants 
of health and the value of non-clinical interventions, particularly as 
they relate to effective prevention.

 

• We recommend that national agencies with research 
functions such as NICE, the National Institute for Health 
Research (NIHR) and Public Health England (PHE) work 
with Academic Health Science Networks to address existing 
research gaps.

• This should include a focus on improving understanding 
of the value of preventative services and their potential 
impact on both health outcomes and the costs of care.

3) Tariffs and payment systems: the funding mechanism used 
to make payments to hospitals is based not on outcomes, but rather 
on volumes of activity. For  long-term and complex conditions it 
places no financial incentive on hospitals to reduce demand for 
avoidable procedures or to focus on preventing readmissions. 
In this section we explore alternative models, such as capitation 
funding.

• We recommend that the NHS Commissioning Board and 
Monitor explore options to move towards a funding system 
for hospitals that incentivises integrated, preventative care 
for long-term and complex conditions

• The NHS Commissioning Board should explore with its 
partners ways to encourage integrated care by giving local 
commissioners the flexibility to develop locally innovative 
payment models that better align financial incentives with 
the prevention agenda.

• The NHS should  develop  alternatives to the standard 
one-year accounting cycle in order to promote and support 
preventative provision that will produce benefits over time.
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AN INVESTMENT APPROACH:

Short-term annualised budgeting and the fact 
that most services are commissioned through 
a block grant means that health and care 
commissioners are not used to thinking about long-
term returns on investment.  There is a need to 
develop longer-term investment models combining  
rigorous financial and social management of funds. 
This is as applicable to public investment as it is to 
social investment.

• We recommend exploration of the potential 
of social impact bonds (SIBs) to fund 
preventative programmes that could release 
savings within the NHS over the long term.

• We recommend that the NHS Commissioning 
Board, together with the Department 
of Health and NHS partners, explore 
the possibility of establishing an ‘NHS 
Investment Bank’ to support the transition 
towards preventative care 

• We support the recommendation put forward 
by the Association of Directors of Adult Social 
Services (ADASS) to create ring-fenced local 
innovation funds to provide investment to 
develop community and preventive services 
for older people.
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SECTION 1: INTRODUCTION

The focus of this report is the need for major 
change in how treatment, care and support is 
provided to those who need it. For reasons set out 
below, health and care services urgently need to 
face up to a financial and demographic crisis that 
threatens their ability to meet the health needs of 
the UK population in the future. The system faces 
a combination of rising demand and flat or falling 
resources which looks entirely unsustainable over 
the medium to long term.

In 2012 the Association of Chief Executives 
of Voluntary Organisations (ACEVO) convened a 
taskforce of experts from across the field of health 

and social care, to look at the issues facing health 
and care services, and to suggest methods by 
which they can adapt. This report sets out their 
findings and conclusions. 

The overarching finding of the taskforce is that 
the health and social care system urgently needs to 
change the way that it treats and supports people, 
especially those with ongoing medical conditions. 
This report calls for a ‘prevention revolution’, in 
which preventative support, advice and treatment 
is fully integrated into all stages of the care pathway, 
with the aim of addressing the determinants of ill-
health, supporting people to manage long-term 
conditions more effectively, and providing treatment 
and support in communities, reducing the need for 
treatment in acute settings. 

It is now widely accepted that health and care 
provision must change if it is to cope with the 
combined pressures of demographic change, 
changing lifestyles and spending restraint. 
Numerous studies have shown that the current 
model of funding and provision of health and care 
services will not cope with the demands placed 
on it by a changing UK population over the next 
decades. 

As life expectancy in the UK continues to 
improve, the number of older people will continue 
to increase, carrying significant implications 
for demand for health and social care services. 
Between 1985 and 2010, average life expectancy in 

THE NEED FOR CHANGE

the UK rose from 71.7 years to 78.5 years for males, 
and from 77.4 years to 82.4 years for females. It 
is projected to reach an average of 83.4 years for 
males and 87.0 years for females by 2035.1Chronic 
health conditions are highly prevalent amongst the 
older population- it is estimated that up to 75% of 
those over 75 have one or more long-term health 
conditions, while 41% of all adult men and 43% of 
all adult women now live with a long-term illness.2 

These trends are expected to continue, meaning 
that the number of people requiring health and 
care services will continue to increase over the next 
decade and more. 

1 ‘2010-based Period and Cohort Life Expectancy tables’, Office for National Statistics, 2011, 
   http://www.ons.gov.uk/ons/rel/lifetables/period-and-cohort-life-expectancy-tables/2010-based/p-and-c-le.html 
2 Riley, B & Simon, C, Preparing the future GP: Evidence for enhancing generalist skills, RGCP, April 2012
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The financial implications for health and care services are very significant, as older people 
and those with long-term conditions require significantly more treatment and support. Around 
80% of primary care consultations and two thirds of emergency hospital admissions in the 
UK are related to long-term conditions.3A 2009 study by the British Medical Journal found 
that more 94% of 85+ year olds had seen their GP and 77% had seen a practice nurse in the 
previous year,4while long-term conditions are taking up a large and ever-increasing share of 
the NHS budget. An estimated £70 billion of total health and social care spending in 2009/10 
was spent on treating people with long-term conditions. 

The growth in the cost of treating diabetes, one of the most prevalent long-term conditions, shows how 
long-term health conditions are putting strain on NHS services. The number of diabetes prescriptions 
rose by nearly 50% between 2005/6 and 2011/12, from 27.1 million to 40.6 million. This brought the 
cost of providing diabetes drugs to  £760.3 million in 2011/12, compared to £514 million in 2005/6.5 

The cost of treating diabetes is certain to rise further as the prevalence of the condition continues to grow. 
Recent research suggests that the number of people living with either Type 1 or Type 2 diabetes will rise from 
around 3.8 million today to 6.25 million in 2035. Consequently, the direct cost to the NHS of treating diabetes 
in the UK is projected to rise from £9.8 billion to £16.9 billion over the next 25 years. Ultimately this would 
mean the NHS spending 17% of its entire budget on the treatment of diabetes alone, rising from 10% today.6 

THE RISING COST OF DIABETES

Although these statistics seem bleak, they also suggest that an approach to care and treatment that emphasises supporting 
people to manage their condition more effectively, and reduces the number of complications requiring treatment in acute 
settings, could potentially save significant sums of money. Research suggests that 7,000 fewer emergency hospital beds would 
be needed by the NHS if all areas of England achieved the rate of admission and average length of stay for over 65s as those 
with the lowest use. 

This equates to a potential opportunity to reduce the number of overnight stays by 2.3 million per year and to reinvest £462 
million a year in community and primary care services.7While some of these forecasts may be optimistic, there is undoubtedly 
scope for significant improvement in the care and support available to older people. The Francis Report into the Mid-Staffordshire 
Foundation Trust not only revealed shocking examples of basic failure to provide adequate care; it also emphasised the need 
for real culture change, centred around ‘putting the patient first.’8

3 Singh, D and Ham, C, Improving care for people with long-term conditions, University of Birmingham, 2006
4 Corrigan, P, Social Impact Bonds: A New Way to Invest in Better Healthcare, Social Finance, September 2011
5 Prescribing for Diabetes in England: 2005/6 to 2011/12, Health and Social Care Information Centre, August 2012. 
   http://www.ic.nhs.uk/pubs/prescribingdiabetes0512 
6 Hex N, Bartlett C, Wright D, Taylor M & Varley D, Estimating the current and future costs of Type 1 and Type 2 diabetes in the 
   UK, including direct health costs and indirect societal and productivity costs, Diabetic Medicine, July 2012
7 Imison, C, Thompson, J & Poteliakhoff, C, Older people and emergency bed use: exploring variation, King’s Fund, August 2012
8 Francis, R et al, Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, February 2013
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This should include an understanding of the broad range of factors that affect health and wellbeing in later 
life, including physical and social determinants of health. Evidence suggests that social activity and interaction, 
for example, can reduce incidences of disability amongst older adults.9A mature approach to providing care and 
support to older people should include consideration of the wider determinants of health and wellbeing- an area 
where voluntary and community organisations have led the way, with initiatives such as Age UK’s ‘Fit as a Fiddle’ 
programme.10As we discuss in this report, alternative providers with new and innovative approaches have a 
crucial role to play in catalysing culture change throughout health and social care.

As a result both of growing costs and restricted 
revenue, the health and social care system is facing 
a significant funding shortfall that has the potential 
to threaten its ability to meet the health needs of the 
population in the future. 

The NHS budget has grown continuously since 
it was founded:  its budget has increased by an 
average of 4% a year in real terms since 1949, 
taking NHS spending to 7.9% of UK national 
income in 2007/8.11Unfortunately, the NHS 
can no longer expect its budget to continue to 
grow steadily. Although the incoming Coalition 
government largely protected the NHS budget 
following the 2010 election, it plans a real-terms 
NHS spending freeze for the years up to 2014-15 
which would equate to the most significant period 
of budget restraint for the service in 50 years. 

After that point it is uncertain whether or not 
the NHS will face real-terms cuts. Analysis by the 
Nuffield Trust suggests that, if NHS spending as a 
proportion of national income is held constant in 
real terms between 2015 and 2022, other public 
services could only grow by a maximum of 0.6% 
per year in real terms over that period.12Although 
cutting the NHS budget is politically difficult, future 
governments may prefer to do so rather than 

FUNDING PRESSURE

impose such a long period of budget restraint on 
all other services.

In any case, the possibility of the NHS receiving 
regular budget increases as it did in the past seems 
remote for the next 5-10 years at least. Given the 
factors influencing rising demand for healthcare, 
the NHS urgently needs to work out how to do 
more with less. The NHS has recognised the 
existence of this problem and responded with the 
Quality, Innovation, Productivity and Prevention 
programme (QIPP), which aims to both improve 
the quality of care and make up to £20billion of 
efficiency savings by 2014-15.13However, progress 
towards the QIPP goals is slow in comparison to the 
scale of the challenge. 

Social care provision faces an equally 
challenging financial future. The King’s Fund has 
estimated that a funding gap of at least £1.2 billion 
is likely to open up by 2014.14Local authorities have 
reported a growing gap between demand for social 
care and available funding; the RSA has calculated 
that the average adult services department faces a 
theoretical budget gap of 8.5%.15

This report aims to set out a number of practical 
steps to speed up the transition to a health and 
social care system capable of generating efficiencies 
through the provision of effective preventative care 
to patients.

9 James B, Boyle P, Buchman A & Bennett, P, “Relation of Late-Life Social Activity With Incident Disability Among Community-
   Dwelling Older Adults”, Journal of Gerontology: Medical Sciences, April 2011
10 Age UK Website, ‘Fit as a Fiddle’, available at http://www.ageuk.org.uk/health-wellbeing/fit-as-a-fiddle/  
11 Crawford, R. & Emmerson, C, NHS and social care funding: the outlook to 2021/22, Nuffield Trust, July 2012
12 Ibid.
13 QIPP, Department of Health website, available at http://www.dh.gov.uk/health/category/policy-areas/nhs/quality/qipp/
14 King’s Fund Briefing, ‘The Future of Social Care’, March 2012
15 Carr-West, J, Plugging the Funding Gap: the social care challenge, RSA, October 2012



14

The term ‘prevention’ in health encompasses 
a range of interventions, from high-level public 
health interventions such as anti-smoking or anti-
obesity campaigns, to closely targeted individual 
interventions aimed at supporting a person’s health 
and wellbeing and avoiding the need for acute 
treatment. 

For the purposes of this study, and in the context 
of the pressures outlined above, the Taskforce 
concentrated on how to support people to maintain 
better health and wellbeing, provide more effective 
treatment for those with long-term conditions or 
other chronic health needs, and prevent crises 
of ill-health requiring treatment in acute settings. 
In order to make progress in addressing the 
challenges facing health and care services in the 
UK, a preventative approach to the treatment of 
long-term conditions must include the following 
aspects:

• Effective integration and coordination of 
services around an individual’s care needs, 
including clinical services, social care 
services, and independent sector services 
that address the wider social determinants 
of health

• Support for self-management of conditions 
by patients, enabling them to improve their 
own health and wellbeing outcomes

• Provision that provides care and treatment in 
community-based settings rather than acute 
settings where possible, and addresses the 
totality of a patient’s needs 

• Meaningful patient involvement in decisions 
about their own care and in planning services 
for the wider community

• Collaborative, integrated commissioning 
of local services in partnership with local 
patients and providers 

This report examines the barriers to promoting 
prevention in health and care services, focusing 
particularly on three key areas: changing the 
culture and practices at the local level; changing 
national-level frameworks and incentives; and the 
role of investment in driving transformation.16

WHAT DO WE MEAN BY 
PREVENTION?

16 These barriers are similar to those highlighted in wider analysis on the importance of shifting to ‘early action’ in across a range 
of public services by the cross-sector Early Action Taskforce (www.community-links.org/earlyaction/the-taskforce/) and we 
consider that there are important lessons to be shared across public services in promoting prevention in health and social care
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Throughout this report we look at the contribution that voluntary and community sector 
organisations can play in developing innovative new approaches to care and support, 
including the provision of effective preventative services. The sector encompasses a very wide 
range of organisations, greatly varying in size and scope, including a range of organisational 
forms from registered charities to mutuals and social enterprises. They are united by a 
number of common features, including their commitment to a public benefit mission, their 
independence from government and their non-profit status (including organisations such as 
social enterprises that reinvest all profits generated). 

The voluntary and community sector has acted as a pioneer of the preventative approach 
to care and support, and already has considerable experience and expertise in this area, as 
well as a proven track record of empowering individuals and supporting them to self-manage 
long term conditions.17This success is partly due to the sector’s distinct organisational 
culture. Voluntary organisations are strongly driven by their values and public benefit mission, 
leading to a client-focused approach centred around the needs of beneficiary groups. 
Generally speaking, they are also more willing than public agencies to take on a degree of 
risk in order to innovate and develop new approaches to care and support. Consequently, 
the voluntary sector has often led the way in developing  new preventative approaches that 
help to release funding pressure on statutory services. For example, programmes such as 
the British Heart Foundation’s health professionals service can significantly reduce hospital 
admissions by providing clinical, emotional and social support to sufferers of coronary heart 
disease, providing advice on healthy lifestyles and self-care, and acting as an interface 
between primary, secondary and tertiary care. Independent evaluation has found that BHF 
heart failure nurses reduce all-cause admissions by an average of 35%, achieving a saving of 
£1,826 per patient, and a total saving of over £8 million in a single year.18

Throughout this report we include case studies showing how voluntary and community 
organisations provide innovative services that improve both health outcomes and the patient 
experience of care, as well as improving cost-effectiveness by proactively addressing the 
underlying causes of poor health and wellbeing, rather than simply reacting to crises of ill-
health. Working with NHS commissioners and providers, social care services, local authorities 
and other local partners, voluntary and community sectors will have a crucial role to play in 
catalysing the change that the NHS needs. It will require innovative partnerships between 
providers from different sectors in order to offer integrated care that addresses the full range 
of a patient’s needs. 

THE VOLUNTARY AND COMMUNITY SECTOR  
AS CATALYST

17 Girach, M. Hardisty, H and Massey, A,  A Clinical Commissioner’s Guide to the Voluntary Sector, ACEVO & NHS Alliance, 2012
18 British Heart Foundation, UK coronary heart disease statistics 2009-2010
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SECTION 2: CHANGING THE 
CULTURE

If the challenges set out in the previous section 
are to be met, the culture of health and care 
provision must change to embed a ‘presumption 
of prevention’ at all stages of the care pathway. 
Each patient interaction with a health professional 
should be seen as an opportunity to examine the 
underlying factors influencing health and wellbeing, 
assess the risk of further health issues developing, 
and to offer support that addresses the causes of 
ill-health and helps patients stay well and out of 
hospital. To achieve this, local care and support 
must be integrated around the needs of patients, 
incorporating social care as well as non-traditional 
provision to address the wider social determinants 
of health and wellbeing.19

This requires a culture change towards a 
whole-patient approach to the provision of 
integrated care and support. Patients must be 

helped to better understand long-term or chronic 
conditions and supported to manage them more 
effectively, avoiding crises of acute ill-health. 
Health professionals must be better equipped 
to understand the impact of non-clinical factors 
such as social isolation, housing, employment 
and emotional health on physical health and 
wellbeing,  and be able to offer access to a range 
of support where needed. This will require effective 
collaboration with local partners including local 
government, social care services, and voluntary and 
community  organisations able to offer specialist 
support, as well as promote real involvement by 
patients in decisions about their own care and 
treatment. The Diabetes Year of Care programme 
(below) is a good example of how collaborative care 
planning and support provision, combined with 
stronger support for self-management of diabetes, 
led to improvements in both the patient experience 
and health outcomes.

The Diabetes Year of Care aimed to redesign diabetes care to provide personalised care 
and support for people with diabetes and develop a new commissioning model for long term 
conditions. Three-year pilot projects were run in three sites (North of Tyne, Tower Hamlets and 
Calderdale & Kirklees) through a partnership involving the Department of Health, the charity 
Diabetes UK, the Health Foundation and NHS Diabetes. 

The pilots aimed to give people with diabetes better self-management support and more control 
over their care, through collaborative care planning with a high degree of patient involvement in 
decision-making about their care. It also gave patients a central role in local service planning 
and commissioning design. The pilot evaluation found that local teams have been able to deliver 
personal care planning and better support for self management for people with diabetes in their 
areas, and support stronger integration of local services, including those provided by third sector 
partners providing therapeutic, lifestyle and social support in peoples’ homes.20

EXAMPLE: DIABETES YEAR OF CARE

19 Windle, K. et al, Preventing loneliness and social isolation: interventions and outcomes, SCIE, October 2011
20 Diabetes UK, Year of Care- Report of findings from the pilot programme, June 2011
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In this section we identify four key areas where changes could be made to hasten this 
culture change: incentives, training and skills, co-production in commissioning, and patient 
involvement.

As the first point of contact for the majority of people requiring health care, GPs have a 
crucial role to play in driving changes in culture and practice in the NHS.  The need for GPs 
to embrace the need for an integrated preventative approach to care and support provision 
is doubly important as Clinical Commissioning Groups (CCGs) begin to take up their full 
commissioning responsibilities from April 2013. 

Currently, however, both GPs and hospitals are poorly incentivised to prioritise prevention 
in their interactions with patients. The annual reward and incentive scheme for GP practices, 
the Quality and Outcomes Framework (QOF), was introduced in 2004. Participation by GP 
practices in QOF is voluntary but most practices choose to take part. Unfortunately, QOF 
largely rewards processes and outputs rather than rewarding outcomes such as a reduction 
in hospital admissions for those with chronic conditions. For example, GP practices are 
rewarded for maintaining a register of patients with Chronic Obstructive Pulmonary Disease 
(COPD) but not for any measure connected to reducing hospital admissions for COPD 
patients. Similarly with asthma, practices are paid for outputs such as maintenance of a 
patients’ register, checking patients’ smoking status, and assessing asthma control. However, 
no outcomes-based measure is included.

INCENTIVES

• The practice can produce a register of patients with asthma, excluding 
patients with asthma who have been prescribed no asthma-related drugs 
in the preceding 12 months

• The percentage of patients aged 8 years and over diagnosed as having 
asthma from 1 April 2006 with measures of variability or reversibility

• The percentage of patients with asthma between the ages of 14 and 19 
years in whom there is a record of smoking status in the preceding 15 
months

• The percentage of patients with asthma who have had an asthma review in 
the preceding 15 months that includes an assessment of asthma control 
using the 3 RCP questions

2012-13 QOF OUTCOME INDICATORS FOR ASTHMA21 

21 Quality and Outcomes Framework for 2012/13, Guidance for PCOs and practices, British Medical Association and NHS Employers, 2012
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Research carried out by the King’s Fund has 
indicated that the QOF has not improved GPs’ 
prevention and health promotion work since it was 
introduced in 2004. The research indicates that 
payment for output-based performance measures 
such as keeping a register of patients with chronic 
conditions has not caused practices to actively 
seek to identify and reach out to new patients; 
practices have become better at meeting ‘tick-
box’ QOF requirements, rather than producing 
better preventative outcomes.22This impression 
is reinforced by data showing that GP practices 
achieved on average 98% of all possible QOF points 
for care for conditions such as diabetes, despite the 
National Diabetes Audit finding that fewer than half 
of people with diabetes are receiving all of their 
recommended care processes.23The research 
also suggests that the QOF encourages medicinal 
interventions whilst discouraging a wider and more 
holistic approach to care.24

In late 2012 the Department of Health opened a 
consultation on changes to QOF indicators including 
the full adoption of NICE’s 2012 recommendations 
for QOF changes. The proposals also include the 
discontinuation of organisational QOF payments 
and diverting the savings to commission GPs to 
carry out risk profiling of frail older patients and 
those with mental health conditions, in order to 
reduce unplanned admissions to hospital.25These 
changes, while potentially useful, fall short a 
genuine shift towards a more balanced set of 
indicators, including outcomes-based indicators 
that incentivise best practice in prevention and 
integration. NICE’s recommended changes, while 
aimed at improving the monitoring of long-term 
conditions and referrals to support services, are still 
based on output measurements- e.g. the number 
of patients offered risk assessments or reviews of 
their condition- rather than outcomes. 

22 Dixon, A et al, Impact of Quality and Outcomes Framework on health inequalities, King’s Fund, April 2011
23 Featherstone H & Whitham, L, Incentivising Wellness: Improving the treatment of long-term conditions, Policy Exchange, 2010
24 Riley, B & Simon, C, Preparing the future GP: Evidence for enhancing generalist skills, RGCP, April 2012
25 Sofia Lind, “Department of Health publishes details of proposed GP contract changes and paves way for imposition,” 
    Pulse, 13 December 2012

• The practice can produce a register of all patients aged 16 years and over with rheumatoid arthritis

• The percentage of patients with rheumatoid arthritis aged 30-84 years who have had a 
cardiovascular risk assessment using a CVD risk assessment tool adjusted for RA in the 
preceding 15 months

• The percentage of patients aged 50-90 years with rheumatoid arthritis who have had an 
assessment of fracture risk using a risk assessment tool adjusted for RA in the preceding 27 
months

• The percentage of patients with rheumatoid arthritis who have had a face to face annual 
review in the preceding 15 months

NICE RECOMMENDED NEW QOF INDICATORS FOR 
RHEUMATOID ARTHRITIS (AUGUST 2012)
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Output and process-based measures can certainly be useful; increasingly process 
measures such as level of patient confidence in managing their long-term condition are 
being used in care planning as an intermediate outcome. However, they should be used 
in conjunction with outcome measures rather than in isolation. We recommend that NICE 
undertakes a full review of the QOF framework with the aim of  developing a more balanced 
approach, including outcome-based incentives for improving health and wellbeing through 
preventative care and support. This may include outcomes measures for chronic and long-
term conditions such as reductions in hospital admission rates and early identification of 
undiagnosed sufferers.

The 2008 review of the health of Britain’s working age population led by Dame Carol Black 
concluded that GPs have a key role to play in promoting good health and wellbeing, preventing 
illness, and providing effectively and early interventions to improve health outcomes.26GPs 
are exceptional medical professionals but even they cannot be expected to have a complete 
understanding of all specialised conditions and interventions. For example, given their strong 
clinical background, GPs may not be as familiar with the impact of social, environmental or 
economic factors on health and the value of the many interventions that address these areas. 
In addition, there is some evidence that opportunities to take a preventative approach to 
treatment and support are missed in primary care: according to survey data, 54% of patients 
say that their GP has not provided advice on diet and exercise, whilst 72% say that their GP 
has not asked about emotional issues affecting their health in the last 2 years.27

Furthermore, these areas of focus are currently underrepresented in GP training and 
professional development programmes. As the Royal College of GPs has concluded, ‘community 
appraisal and diagnosis, in-depth understanding of the needs of the local population, the 
social determinants of health and the evidence base for tackling health inequalities are 
new areas for most GPs and are currently not covered in training programmes.’28The 
RGCP has identified a number of areas of training and development which are crucial to 
improving preventative treatment and support, but are currently underrepresented in GP 
training. These include supporting self-care, understanding the impact of social factors on 
health, understanding alternatives to hospital admissions, and understanding the impact of 
integrated care for long-term conditions such as COPD, cancer and diabetes.29

PROFESSIONAL DEVELOPMENT

26 Black, C et al, Working for a healthier tomorrow¸ Department of Work and Pensions, March 2008
27 Riley, B & Simon, C, Preparing the future GP: Evidence for enhancing generalist skills, RGCP, April 2012
28 Ibid. 
29 Ibid.
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GPs’ dual role as commissioners and key 
primary care contact for most patients makes 
it especially important that they are supported 
to gain a full understanding of these issues. We 
therefore recommend that the General Medical 
Council (GMC), which regulates all stages of 
doctors’ training and professional development in 
the UK and has a statutory role to promote high 
standards and co-ordinate medical education, 
should work with partners such as the RGCP to 
undertake a review of professional development 
and training opportunities for GPs with the aim of 
strengthening the focus on effective prevention, 
integration and the potential of non-clinical 
interventions to improve health outcomes.

In partnership with the Royal Colleges, the 
GMC should seek to promote training and 
development opportunities that build the 
capacity of primary care professionals to provide 
integrated, preventative support to patients. In 
addition, the GMC should explore ways to give 
GPs more opportunities to spend time in social 
care services and voluntary and community sector 
providers, to support closer working and help GPs 
gain a better understanding of the variety of care 
and support options available to patients outside 
clinical settings.

In order to progress towards a better-integrated 
system of local care and support, more effective 
communication and joint-working is required at the 
local level between the NHS, social care services, 
independent provider and advocacy organisations, 
and patients themselves. The government’s 
systemic reforms have the potential to support 
this, but genuinely integrated provision of holistic 
preventative care must be developed at the local 
level, through more effective joint commissioning 
and delivery of integrated care among local 
stakeholders. The NHS Commissioning Board 
should take a lead on identifying and disseminating 
best practice in effective integration in local health 
economies.

One area where effective collaboration and 
communication is particularly important  is in the 
commissioning of local service provision. Clinical 

COLLABORATION AND 
ENGAGEMENT

commissioning at the local level has the potential 
to drive improvements in health outcomes, but 
commissioners will need to work closely with local 
partners to ensure that they are able to understand 
and meet the needs of the local population through 
integrated commissioning. From a perspective 
of encouraging prevention, it is crucial that 
commissioners engage with non-traditional service 
providers, such as voluntary and community 
organisations, social enterprises and mutuals. 

This report aims to set out a number of practical 
steps to speed up the transition to a health and 
social care system capable of generating efficiencies 
through the provision of effective preventative care 
to patients.
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A key quality of the independent sector is 
its close links to beneficiary groups, extensive 
understanding of their circumstances and health 
needs, and capacity to provide innovative and 
effective support, including around social and 
environmental determinants of health.  Voluntary 
and community organisations have a long history of 
providing services which extend beyond traditional, 
clinical interventions to more ‘whole-patient’ focused 
approaches, such as the community support and 
social participation.32Consequently the voluntary 
and community sector will have a key role to play 
in supporting commissioners to understand local 
health needs and procure services accordingly, as 
well in the direct provision of innovative services. 
The work of voluntary organisations frequently 
blurs the lines between clinical and non-clinical, 
health care and social care, and as such is well-
placed to support better join-up between different 
parts of the health and care system, as well as the 
integration of services around the needs of the 
patient.

The voluntary sector is diverse and plural by 
nature and consequently can be difficult to engage 
with comprehensively at the local level. There will 
therefore be an important role for local convenors 
in bringing together relevant stakeholders to enable 
collective engagement with commissioning bodies. 
Representative ‘umbrella’ organisations at both 
the local and national level may be well-placed 
to facilitate this process. ACEVO will explore the 
possibility of playing a lead convenor role by testing 
different approaches in up to ten local areas, with 
the aim of developing models which could be rolled 
out more widely. 

In addition, the contribution of local Health 
and Wellbeing Boards (HWBs) will be central to 
supporting effective collaboration between CCGs 
and providers, including the independent sector. 
Established by the 2012 Health and Social Care 
Act, HWBs act as a forum to bring together key 
participants, including elected representatives, in 
local health and social care systems. HWBs will 
be required to undertake Joint Strategic Needs 
Assessments (JSNA) of their local area and develop 
a joint strategy to address identified needs.33

Neurological Commissioning Support (NCS) is a non-profit organisation formed by four 
partner charities (the MND Association, MS Society, Parkinson’s UK and the Epilepsy Society) to 
provide practical support to commissioners  to plan and commission more effective neurology 
services. It has a £340,000 three-year grant from the Department of Health to work with clinical 
commissioners in England between 2011 and 2013. The NCS supports commissioners to:

• analyse their needs, services and finances

• help them engage with, and listen to, service users

• design cost-effective services that meet the needs of people affected by a long-term 
neurological condition.

One example of NCS’ work is their project in Cornwall and the Isles of Scilly, which worked 
with local partners in 2010/11 to develop new initiatives to support people with neurological 
conditions like Parkinson’s, MS, motor neurone disease, Huntington’s, acquired brain injury and 
epilepsy. Much of the work focused on improving information, advice and access to services to 
people with these conditions. This included production of a local Neurology Services Directory 
and the appointment of two neurology care advisers, as well as piloting of a telecare project for 
neurological conditions (the NeuroResponse system).31The pilot significantly improved patient 
satisfaction rates from 49% to 93% by supporting people to self-manage their condition more 
effectively and avoid unnecessary hospital visits.

NEUROLOGICAL COMMISSIONING SUPPORT30

30 Neurological Commissioning Support website, available at  http://www.ncssupport.org.uk 
31 Neuroresponse - Ventures project at The Young Foundation, available at http://youngfoundation.org/projects/neuroresponse/
32 Girach, M, Hardisty, H & Massey, A, A Clinical Commissioner’s Guide to the Voluntary Sector, ACEVO, 2012
33 Department of Health, A short guide to health and wellbeing boards, February 2012, available at http://healthandcare.dh.gov.uk/hwb-guide/ 



23

As the list above shows, there is no requirement on HWBs to include provider representation 
in their membership, although they are free to include additional members. While the majority 
of HWBs will no doubt appreciate the value of close engagement with providers, including 
those from the voluntary sector, there is a danger that some will undervalue and neglect it. 
HWBs should prioritise effective engagement with the local provider market, and seek to 
build strong partnerships that support better commissioning, stronger integration of services 
and more innovative and effective provision.34

The NHS Commissioning Board should also monitor the development of provider 
engagement with HWBs in the early stages of clinical commissioning, with a view to assessing 
whether mandatory provider representation on HWBs might be necessary. 

DEVELOPING THE PROVIDER MARKET

The delivery of integrated, preventative care and support requires closer collaboration 
not just between providers and commissioners, but also between providers themselves. 
The fragmented nature of health and care provision, characterised by numerous providers 
working with little coordination, is a major obstacle to integration and personalisation. As 
National Voices, a coalition of health and social care charities in England, stated in 2011: 
‘“Patients and service users want services that are organised around, and responsive to, our 
human needs. We are sick of falling through gaps. We are tired of organisational barriers and 
boundaries that delay or prevent our access to care. We do not accept being discharged from 
a service into a void.”35

To overcome these failings, providers will need to work in partnership in order to address 
the full range of an individual’s health and care needs, including addressing the social 
determinants of health, offering community-based care where appropriate, and supporting 
better self-management of long-term conditions. This will require exploration of different 
models of partnership between provider organisations to break down silos and convene 
around patients’ care pathways.

• One local elected representative

• A representative of local Healthwatch 

• A representative of each local clinical commissioning group

• The local authority director for adult social services

• The local authority director for children’s services

• The director of public health for the local authority

HEALTH AND WELLBEING BOARDS - MANDATED MEMBERSHIP 
UNDER THE HEALTH AND SOCIAL CARE ACT 2012

34 Churchill, N (ed), Getting Started: prospects for health and wellbeing boards, The Smith Institute, December 2012
35 National Voices, Principles for Integrated Care, May 2012, available at  
    http://www.nationalvoices.org.uk/sites/www.nationalvoices.org.uk/files/principles_for_integrated_care_20111021.pdf
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One possible approach is based on a lead provider model, in which a provider organisation 
is commissioned on the basis that they will convene an integrated collection of services to 
meet the health and care needs of a specified local population, such as people with diabetes. 
To do so, the lead provider enters into contractual relationships with a number of other 
providers, in order to offer a holistic and comprehensive programme of care. This could 
include a range of contractual arrangements, such as subcontracting models or joint-venture 
partnerships, led by an organisation holding a prominent place in the care pathway and 
retaining ultimate responsibility for the whole of the care programme. Under this model, 
the lead provider is held accountable by commissioners for creating an “integrated and 
accountable programme of care for a population of patients with particular needs,”36while 
secondary providers are held accountable through their contracts with the lead provider for 
delivering their portion of the programme. This allows the lead provider to commission a 
range of organisations, including voluntary organisations focusing on community-based care, 
to create an integrated care programme.

Early examples of lead provider models delivering integrated care in the NHS have been 
collated by the QIPP Right Care Programme, and include the Pennine MSK Partnership, 
commissioned to provide a comprehensive programme of rheumatology, orthopaedics and 
chronic musculoskeletal services for the Oldham area.37The Partnership works with a range of 
providers to deliver this programme, but holds responsibility for delivery of agreed  outcomes, 
quality evaluation, patient choice and identification of variation across the musculoskeletal 
pathway.38

A lead provider model requires new approaches from commissioners as well as providers. 
Rather than separately commissioning a number of organisations to provide services funded 
by activity, a programme of care is commissioned as a whole, with the entire budget passed 
to the lead provider. In the example above, Pennine MSK Partnership is commissioned 
through an integrated budget for musculoskeletal services on a payment-by-results basis. 
This enables it to work with a number of providers, working in both clinical and community 
settings, to provide integrated and holistic care. This approach requires much less micro-
management of care pathways by commissioners, instead allowing the lead provider to 
coordinate and integrate all aspects of the care pathway, and holding it to account against 
agreed outcomes.

36 Corrigan, P & Laitner, S, Developing a powerful disruptive innovator to create integrated and accountable programmes 
    of care, Right Care Casebook Series, July 2012
37 Corrigan, P & Nye, A, Pennine MSK Partnership: A case study of an Integrating Pathway Hub (IPH) “Prime Contractor”, 
   Right Care Casebook Series, April 201238 Girach, M, Hardisty, H & Massey, A, A Clinical Commissioner’s Guide 
   to the Voluntary Sector, ACEVO, 2012
38 Ibid.
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There are challenges associated with implementing a lead provider model successfully. 
Cultural differences between providers of different types must be overcome, while previous 
supply chain models in public service delivery have raised a number of issues. For example, 
the Work Programme, a payment-by-results employment service commissioned by the 
Department of Work and Pensions, has encountered problems, particularly where voluntary 
and community-sector providers have entered into subcontracting arrangements with 
larger prime providers. In some cases, charitable providers have found themselves taking 
on an excessive level of financial risks in payment-by-results contracts, while others have 
complained of a lack of communication between prime and secondary providers.39 It is likely 
that payment-by-results profiles will need to be softened as they are passed down from larger 
prime providers to smaller community providers through subcontracting. In addition, complex 
supply chain models must not impede clear accountability for outcomes. Performance 
data must be transparently available- another criticism of the Work Programme- to support 
accountability to the public as well as to commissioners. Health and Wellbeing Boards are 
well-placed to hold a challenge function, monitoring the performance of local lead provider 
arrangements to ensure they offer patients  the highest standards of care and support.

Despite these challenges, there is currently a real opportunity for providers and 
commissioners alike to explore new models of partnership to provide integrated care and 
support. This would extend beyond the lead provider model to fully integrated joint ventures 
or care organisations that provide care across primary, community and acute settings, 
and are accordingly financially incentivised to prioritise prevention. There is widespread 
acceptance of the inadequacy of existing, fragmented provision and the benefits of integration 
around care pathways, culminating in a duty placed on NHS bodies to promote integration 
by the Health and Social Care Act 2012. There is momentum behind the push for better-
integrated provision which providers should seek to take advantage of, rather than waiting 
for commissioners to lead the way. We call for providers to take a proactive approach 
to the formation of new relationships and partnerships to develop integrated, holistic 
programmes of care.

39 ACEVO Work Programme Survey, ACEVO, October 2011, available at http://www.acevo.org.uk/document.doc?id=1730
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STRENGTHENING PATIENT POWER 
THROUGH CO-PRODUCTION

Ultimately, the strongest drivers of change will 
be patients themselves. The 2012 Health and 
Social Care Reform Act places strong emphasis 
on the improving patient choice and control over 
the services they receive, but while this is an 
important driver of change, it must be combined 
with meaningful patient involvement in shaping 
and designing services around their needs, or 
‘co-production’. It is now widely accepted that 
the model of patients as passive recipients of 
care inhibits the development of better services, 
creating a bias towards top-down solutions and a 
tendency to treat immediate health needs without 
looking beyond them to the causes and drivers of 

ill-health.40Both practitioners and commissioners 
must recognise the value that patients can bring to 
the development of their own and others’ services. 
Patients can not only contribute to improving their 
own care pathway, but can also help to improve 
understanding of the needs of local communities 
and assist commissioners to plan and commission 
the right services and support. It can also help 
to add impetus to the prevention and integration 
agendas by encouraging the growth of care and 
support services that are more closely focused 
around patients’ priorities and preferences. 

NESTA’s People Powered Health programme has been developed to support the design and 
delivery of innovative, integrated services for people living with long term health conditions. The 
project, which operates in six areas of the UK, aims to give patients the opportunity to contribute 
to their own and others’ care, rather than seeing them as passive care recipients. Professionals 
link patients to wider support networks to improve their health outcomes.

One such project, run in partnership with NHS Newcastle West Clinical Commissioning Group, 
aims to embed a single, integrated process of ‘social prescribing’ for people with LTCs. This will 
provide community-based, social healthcare that is tailored to individual needs through a whole-
person approach. It includes support workers to signpost people to existing service provision 
and strengthen networks of support in the community. It also supports health champions and 
volunteer health trainers, supporting people to improve their own health and wellbeing, and 
fostering  a culture of mutual support in the community.

In order to embed this approach into commissioning practice, the consortium is undertaking 
work to identify and address barriers to innovation, including  overemphasis on outputs rather 
than outcomes  in the commissioning process, and cultural and organisational issues that lead 
to lack of collaboration and silo working.42

NESTA  PEOPLE POWERED HEALTH41 

40 Boyle D et al, Right Here, Right Now: taking co-production into the mainstream, NESTA, July 2010
41 NESTA, People Powered Health, available at http://www.nesta.org.uk/areas_of_work/public_services_lab/people_powered_health 
42 People Powered Health Project Summaries, NESTA, available at 
    http://www.nesta.org.uk/library/documents/PPPprojectSummaries.pdf 
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Health and Wellbeing Boards are under a 
statutory duty under the Health and Social Care 
Act to engage patients and the public in the 
commissioning and provision of services, and will 
be expected to promote a healthy level of patient 
engagement and voice in cooperation with all local 
stakeholders. However, there are obstacles to full 
and effective patient engagement. Firstly, many 
patients may not be aware of their right to influence 
the development of local health and care provision, 
and not aware of the mechanisms put in place to 
allow them to do so. The evidence suggests that 
public understanding of the reforms implemented 
through the Health and Social Care Act is limited; 
a survey by PR Week in February 2012 found that 
only 17% of people felt that they understood how 
the Act would change the NHS.43The survey also 
suggested a high level of disillusionment with the 
reforms, with only 10% of respondents believing 
that they would benefit patients. If people feel that 
they do not understand the changes being made to 
the NHS and do not feel they will benefit patients, 
there is a danger that they will not want or be able 
to engage with the local structures that the reforms 
put in place. 

In addition, patients from disadvantaged or 
marginalised groups may face a range of barriers 
to access, such as low levels of literacy, financial 
barriers, language barriers, and longstanding 
disengagement from local health systems. It 
is especially important to engage with hard-to-
reach groups as they are among the most likely 
to be disengaged from their local health and 
care services; however it can be difficult to do so 
effectively. Voluntary and community organisations 
play an important role in advocating on behalf of 
those groups who otherwise face obstacles to 
making their needs understood.

To support HWBs and CCGs to overcome 
these obstacles we would highlight the value 
of community health champions, as have been 
pioneered by voluntary organisations such as PSS 
and Better Together. Community health champions 
are volunteers who are trained and supported to 
volunteer and to improve the health and wellbeing 
of their local communities. They work with local 
commissioners and providers to provide local 
intelligence, experience and understanding of the 
needs of local communities, in order to improve 
service quality and outcomes. They support 
patients to understand and make use of their rights, 
as well as promoting better health and wellbeing 
throughout their communities.44

Through a partnership between the NHS 
Confederation and the charity Better Together, over 
17,000 volunteer community health champions 
have been trained to support more than 105,000 
people in their communities and workplaces. An 
analysis by the York Health Economics Consortium 
indicates that this approach can produce a return 
on investment of up to £112.42 for every £1 
invested, by supporting more appropriate and 
better tailored services. The Community Health 
Champions approach has been found to support  
more efficient and effective service delivery, 
including by decreasing hospital admissions and 
improving the management of long-term conditions. 
Consequently we recommend that the Community 
Health Champions initiative be rolled out more 
widely with the aim of establishing champions in 
every local community.

43 Owens, J, ‘Reputation Survey: NHS reform - NHS reforms in poor health,’ PR Week, 01 March 2012, available at 
    http://www.prweek.com/uk/features/1119696/Reputation-Survey-NHS-reform---NHS-reforms-poor-health/
44 NHS Confederation, ‘Community Health Champions’, available at 
    http://www.nhsconfed.org/Publications/Documents/community_health_champions.pdf
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We also encourage exploration of the potential 
of patient charters setting out actions and 
responsibilities expected of both patients and 
clinicians. These can be used to inform patients 
how they can contribute to improving their own care 
and outcomes, as well as codifying the important 
idea that the patient-clinician relationship should 
be an active and reciprocal one. An example is 
the Diabetes Personal Care Charter developed by 
Hammersmith and Fulham Primary Care Trust, 
which includes a checklist of actions. Patients are 
asked to take responsibility for their wellbeing by 
completing a range of actions under the headings 
‘understanding your condition’, ‘adjusting lifestyle 
to maintain health’, ‘being in control’, ‘growing your 
knowledge’ and ‘being pro-active’. For clinicians, 
the checklist covers actions to be taken at the point 
of diagnosis, to follow up diagnosis, and in ongoing 
care, including steps such as providing details 
of local diabetes patient education and support 
groups, and putting patients in touch with diabetes 
mentors.46

As well as individual patient charters, there is 
scope for exploration of the potential of group 
charters to give people more control over the health 
and care services they receive, and encourage 
the development of peer-support networks around 
particular conditions. This could in effect take the 
form of an obligation on the system to engage with 
patient groups that are formed around a specific 
condition.  A group of (eg) twenty people living 
with diabetes in a particular area could approach 
their local NHS to request changes to the care 
they receive, such as more choice of community-
based care and support options. In exchange, the 
group would act as a peer-support and advice 
network, supporting improved self-management 
of conditions, and avoiding social isolation and 
loneliness. 

We believe there is considerable potential 
for both individual and group charter models to  
strengthen patient engagement with the health and 
care system, and to build local networks of support. 
Individual and group-based patient charter 
models should be explored more fully with the 
aim of rolling them out as widely as possible.

PSS is a charity that pioneers innovative ways to support people within their communities, 
providing tailored services to around 30,000 people per year. Its Community Health Champions 
programme trains local volunteers to support patients to access the services they require and to 
raise awareness of the issues faced by local communities in relation to health and wellbeing. The 
volunteers are characterised by close links to local communities, excellent community knowledge 
and a good understanding of the issues and challenges faced by the local population. Their role 
includes:

• Promoting health and wellbeing among the community, friends and family

• Providing signposting to local organisations and services

• Raising awareness of community issues and getting involved in local projects and activities

• Providing buddying and peer support to support people to access the services they need

PSS COMMUNITY HEALTH CHAMPIONS45 

45 PSS Website, available at http://www.psshealthtrainers.com/cpage-103-0-health-champions.html
46 Diabetes Personal Care Charter, NHS Hammersmith and Fulham, September 2011  
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SECTION 3: NATIONAL 
FRAMEWORKS AND INCENTIVES

This section examines how national frameworks 
and incentives can be changed to support the 
preventative agenda. Previous studies have 
identified a range of organisational and cultural 
issues at the national level which impede the 
transition to an integrated healthcare system capable 
of a preventative approach to supporting patients. 
A Nuffield Trust report based on discussions with 
NHS and social care professionals characterised 
NHS culture at the national level as risk-averse and 
slow to adapt to change, as shown by its reluctance 
to disrupt existing hospital provision, its use of 
narrow performance targets, and its prescriptive 
rules in areas such as competition and payment 
approaches.47This is exacerbated by structural and 
organisational issues that inhibit better cooperation 

across different parts of the NHS, as well as with 
social care and independent organisations. For 
example, the systemic divide between primary care 
and secondary care in the NHS is often identified 
as a barrier to integration and prevention in care 
and support provision. Primary and secondary NHS 
care is divided by many significant differences, 
from employment and staffing practices to funding 
and regulation, which act as an obstacle to effective 
cross-system collaboration.

 

Below we suggest measures to address national-
level barriers to the promotion of preventative care 
through better integration and innovation in service 
provision.

47 Goodwin N et al, Integrated care for patients and populations: improving outcomes by working together, 
    King’s Fund & Nuffield Trust, 2012
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The quality of healthcare provision is currently regulated on an organisation-by-
organisation basis, rather than by looking at the quality of care and patient experience in the 
round. Regulation of the quality of service offered by individual providers serves to reinforce 
existing silos and focus attention on improving the performance of specific organisations, 
rather than on how the different parts of the NHS can work together for the benefit of patients. 
In addition, there is a lack of regulatory focus on the need for the NHS’ different component 
parts to work together to develop integrated, preventative models of care and foster innovation 
and best practice. 

We recommend that the various NHS regulatory bodies such as Monitor, the Care Quality 
Commission, the NHS Confederation, NHS Commissioning Board and Public Health 
England work with the Department of Health work to develop an outcomes framework 
for cross-system regulation of the NHS, including a strong emphasis on performance in 
relation to supporting prevention through cross-system integration. The ultimate aspiration 
should be to develop a single outcomes framework incorporating both health and social care. 
This should include measures to assess the level of integration of care, and the quality of 
preventative care and support for those with long-term conditions. 

CROSS-SYSTEM REGULATION

The 2012 Health and Social Care Act made major changes to local commissioning 
systems, replacing Primary Care Trusts with newly-established Clinical Commissioning 
Groups formed of local GP practices. Given the scale of this change, there is a need for 
oversight, accountability and support at the national level as CCGs take up their duties in full 
from April 2013. The NHS Commissioning Board, working with Monitor and other relevant 
partners, should take a proactive role in supporting CCGs to fulfil their commissioning 
responsibilities effectively and holding CCGs and component CCG practices to account for 
their performance. 

To do this effectively, the indicators used by the NHSCB to oversee CCGs should reflect 
outcomes and incentivise  the provision of integrated, preventative care. The NHSCB 
should also produce guidance setting out clear expectations for how local commissioning 
should be carried out to the benefit of service users, including effective cross-sector 
collaboration to offer integrated and preventative care and support, listening to patients and 
their advocacy organisations  in service planning and design, and working with the voluntary 
sector and other independent providers to develop innovative ways to support patients more 
effectively. CCGs will have a central role to play in shaping the future development of local 
healthcare provision, and it is essential that they are fully supported to improve local services, 
and their performance monitored through a robust and transparent framework.

NATIONAL ACCOUNTABILITY AND SUPPORT FOR CCGS
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WRVS is a charity that supports older people  to live well at home, in the community and in 
hospitals. With a network of over 40,000 volunteers nationally, WRVS uses its strong community 
links as a platform to deliver a range of services that improve the hospital experience for older 
people and their relatives, reduce hospital readmissions by linking hospital and home based 
services, contribute financially to patient and community services, and provide people with 
practical and accessible information about local services.

WRVS services include:

• Signposting to specialist services (such as stroke and dementia charities), to community 
services, and to general statutory and voluntary services 

• Provision of services  such as  personalised befriending services from trained volunteers;

• Transport services, both within hospitals and between home and hospital.

Within the NHS, WRVS has a chain of approximately 350 general retail and coffee shop 
services serving 20 million customers in about 260 hospitals. In total, the hospital retail service 
is a £56 million social enterprise. The c. £6 million surpluses it produces are gifted back to the 
NHS to pay for patient services and also contribute to the costs of integrated health and social 
care services for older people in nearby communities.

WRVS48 

48 WRVS website, available at http://www.wrvs.org.uk/ 
49 NICE Guidance PH9: Community engagement,  NICE 2008. Available at 
    http://publications.nice.org.uk/community-engagement-ph9/appendix-d-gaps-in-the-evidence
50 NICE Guidance PH35: Preventing type 2 diabetes: population and community-level interventions, NICE 2011. Available at 
    http://publications.nice.org.uk/preventing-type-2-diabetes-population-and-community-level-interventions-ph35/appendix-d-gaps-in-the-evidence

The National Institute for Health and Clinical 
Excellence (NICE) produces guidance on the 
appropriate treatment and care of people with 
specific diseases and conditions within the NHS 
in England and Wales. They focus strongly on 
clinical aspects of treatment and support, as 
one might expect, although in recent years more 
guidance has been produced covering non-
clinical aspects such as community engagement 
(published in 2008), and focusing more strongly 
on preventative approaches to specific conditions. 
NICE has established a positive record since its 
establishment in 1999 and its merger with the 
Health Development Agency in 2005. However, 
there remain significant gaps in the guidance’s 
coverage of social determinants of health and the 
value of non-clinical interventions, particularly as 
they relate to effective prevention. 

Assessment of NICE guidance by independent 
Programme Development Groups (PDGs) has 
identified a number of these gaps. Regarding 
community engagement, for example, the PDG 

NICE GUIDANCE

assessment pointed to a shortage of research 
on the impact of activities to address the wider 
social determinants of health, and a lack of 
understanding of how mechanisms of effective 
community engagement can have an impact on 
longer-term health outcomes.  It recommended 
that research studies be commissioned to 
establish the link between effective approaches to 
community engagement and longer-term health 
outcomes,49and explore barriers and facilitators to 
effective engagement with communities. 

Similarly, with regard to guidance on the 
prevention of Type 2 Diabetes, the PDG 
assessment identified a shortage of information 
on how the environment in which people live may 
affect their risk of developing pre-diabetes, and on 
the effectiveness of interventions to develop the 
awareness, knowledge, understanding and skills of 
healthcare professionals and others responsible for 
people at high risk of developing pre-diabetes.50
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Supporting People is a preventative programme designed to help vulnerable live as 
independently as possible, through the funding of housing support that can be used to maintain 
vulnerable people’s independence in their own homes or in hostels, sheltered housing or other 
specialised support housing. The programme is funded by the Department for Communities and 
Local Government with services largely delivered by voluntary and community sector providers 
and housing associations.

A report in 2008 by Capgemini showed that the £1.6 billion spent each year on Supporting 
People saved the Exchequer £3.4billion. This national research has been supported by a range 
of regional and individual level studies. For example, the South West Supporting People Working 
Group estimates that £160 million spent on Supporting People in 2009/10 saved £379 million to 
the public purse, or £2.36 for every pound spent.3 In Yorkshire and Humber the figure equates 
to £2.12 saved and in the North East £2.064 for every pound spent.51

SUPPORTING PEOPLE FUND

In order to strengthen the available research 
base, we recommend that national agencies with 
research functions such as NICE, the National 
Institute for Health Research (NIHR) and Public 
Health England (PHE) work with Academic Health 
Science Networks to address existing research 
gaps. In particular there is scope to expand beyond 
the strong bio-medical focus of current research, 
and improve understanding and implementation of 
effective preventative approaches, including those 
focusing on addressing social determinants of health 
and wellbeing, as well as on the development and 
evaluation of new models of delivery, for example 
around co-production. A multi-agency approach 
is likely to be most effective in establishing best 
practice in this area, and developing a broader and 
more comprehensive research base.

One impediment to the promotion of integration 
and preventative care in the NHS is the funding 
mechanism used to make payments to hospitals, 
known as the ‘payment by results’ system. 

Despite its name, the mechanism does not 
award payment based on outcomes, but rather 
on volumes of activity. It specifies a fixed tariff 
for particular procedures, and pays hospitals 
based on the number of procedures carried out. 
Around £28bn of NHS care was funded through 
tariff payments in 2011.52The system works well 
enough for simple treatments, but for long-term 
and complex conditions it places no financial 
incentive on hospitals to reduce demand for 
avoidable procedures or to focus on preventing 
readmissions. In fact, the tariffs system can create 
a perverse disincentive on hospitals to reduce 
admissions as they are funded according to the 
number of procedures undertaken, consequently 
encouraging ‘volume-driven care rather than value-
driven care.’53Since ‘payment by results’ tariffs 
were introduced in 2004, emergency hospital 
admissions have increased by 19.4% to 5.29 
million per year.54

51 Supporting People, National Web archives, available at
    http://webarchive.nationalarchives.gov.uk/+/www.direct.gov.uk/en/DisabledPeople/HomeAndHousingOptions/SupportedHousingSchemes/DG_4000297  
52 Dowler, C, ‘Monitor: patient costs could inform national prices’, Health Service Journal, 27 June 2012
53 Miller, H, From Volume To Value: Better Ways To Pay For Health Care, Health Affairs, September 2009
54 Featherstone, H, All Together Now: Competitive Integration in the NHS, Policy Exchange, October 2012

TARIFFS & PAYMENT SYSTEMS
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We recommend that the NHS should explore options for moving towards a more flexible 
system of payment to encourage integrated care. One possible approach would be a 
capitation model, in which payments are made on a per-patient basis to a local organisation, 
rather than for each episode of care. This creates an incentive for all local partners to avoid 
unnecessary episodes of care through prevention and more efficient and effective treatment, 
but can create different problems if poorly implemented- for example, there is a risk that 
a flat-fee capitation model could place too much financial risk on providers, or incentivise 
providers to try to avoid the most expensive patients, such as those with multiple or complex 
conditions. 

Other capitation models exist that get around this issue while retaining the incentive for 
prevention. Examples include ‘condition-adjusted capitation’, in which payment levels vary 
based assessments of the patient’s health and levels of dependency.55This mitigates the 
risk on providers and removes any financial disincentive to take more costly patients, while 
still rewarding providers offering higher-quality care that prevents unnecessary treatment. 
However, this approach carries problems of its own, including the difficulty of establishing 
clear criteria of dependency and the risk that providers may be incentivised to categorise 
patients as high-dependency. Other alternatives include the use of pooled budgets between 
different organisations to support closer collaboration, for example across health and social 
care, bundled payments for services relating to a particular care pathway, and wider use of 
personal health budgets.56Commissioners must have the flexibility to try innovative models of 
care designed to incentivise best practice, including cross-system collaboration and the use 
of non-traditional provision to improve outcomes.

A Year of Care funding model was explored in the report setting out findings from the 
Diabetes Year of Care Programme, Thanks for the Petunias; a guide to developing and 
commissioning non-traditional providers to support the self-management of people with long 
term conditions.57This report explored ways to incentivise and improve the commissioning 
of non-traditional providers for long-term conditions, including by setting a tariff for non-
traditional provision that makes payments staggered across the year of care based on services 
and outcomes. Under the model proposed by Thanks for the Petunias, a non-traditional 
provider organisation acts as a local lead, referring patients to a range of local providers. 
Payments would be made through a tariff system incorporating differentiated payments for 
different levels of need with incentive payments to encourage long-term support.

55 Miller, H, From Volume To Value: Better Ways To Pay For Health Care, Health Affairs, September 2009 
56 Goodwin N et al, Integrated care for patients and populations: improving outcomes by working together, 
    King’s Fund & Nuffield Trust, 2012
57 King, S. et al, “Thanks for the Petunias,” a guide to developing and commissioning non-traditional providers to support the 
    self-management of people with long term conditions, NHS, May 2011
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Further work on this approach was done by Professor Chris Drinkwater, proposing a phased tariff system 
containing incentives for improved outcomes, including the following stages:

• Phase 1: a payment for number of individuals referred to the service and undergoing initial assessment.  
This could be weighted for disadvantage by using post codes.

• Phase 2: A payment based on the percentage of those initially assessed who remain engaged at 3 
months and have made progress towards achieving goals set in their action plan.

• Phase 3: A payment based on a patient reported outcome survey that samples the views of service users 
at six months after referral.

• Phase 4: A payment part based on the number of people still engaged in activities at one year, ascertained 
by annual care planning review by the GP and part based on a proportion of any financial savings made 
from baseline costs.

• Phase 5: Annual contract review with commissioner, lead provider and sub-contractors.  This meeting 
will look at the collated annual information from the service with a view to making any necessary service 
and contract amendments.

• The tariff would also include elements to ensure that costs are covered and to build capacity.

We recommend that the NHS Commissioning Board and Monitor explore options to move towards a funding 
system for hospitals that incentivises integrated, preventative care for long-term and complex conditions. 
To begin this process, the NHS Commissioning Board should explore with its partners ways to encourage 
integrated care by giving local commissioners the flexibility to develop locally innovative payment models that 
better align financial incentives with the prevention agenda. 

The Minister for Health, Norman Lamb, has been quoted as saying, “If a group of primary care, secondary 
care and social care partners say that with a capitated budget approach they can create incentives to maintain 
the health of the population better, to reduce the number of people unnecessarily going to hospital, the system 
ought to allow that to happen.”58Permitting local innovation of this type would help to build the experience and 
knowledge base and lay the groundwork for systemic change.

UNLIMITED POTENTIAL is a Salford-based social enterprise which aims to support people to 
live healthier and happier lives. It employs 30 full-time staff and has an annual turnover of more 
than £1million, reinvesting all surpluses into the local community. Unlimited Potential takes a 
holistic view of the factors influencing health and wellbeing, providing services that link people 
to appropriate networks of support, tackle isolation, and promote healthy lifestyle change. Its 
services include:

HEALTH TRAINERS: Unlimited Potential’s Health Trainers support people to make lifestyle 
changes to improve their health and well-being, by offering practical advice and good connections 
into local networks, services and support, and by helping people to develop and implement 
personal action plans to improve their own wellbeing. 

RE-ENERGISE: Re-energise aims to reduce levels of depression, anxiety and stress by enabling 
people to be more physically active and  by creating opportunities for people to develop stronger 
social networks. Focusing on long-term lifestyle change, it offers outreach and recruitment, one-
to-one support and confidence building, and  collective activity and socialisation.

58 Williams, D, “Lamb plans to support new wave of integrated care experiments”, Health Service Journal, 21 November 2012
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Investment in prevention requires a long-term 
approach to improving outcomes and saving 
money. The benefits of integrated, preventative 
care take time to manifest themselves and even 
longer to produce any financial savings through 
improved health outcomes and reduced demand 
for treatment. Consequently, the annual funding 
model imposed on the NHS by the Treasury 
inhibits the exploration and development of new 
approaches that achieve better value for money 
over the longer-term. This model requires the NHS 
to receive and spend its money within the same 
calendar year, so commissioners concentrate on 
balancing their annual spend with the funding they 
receive each year. Such a short cycle discourages 
thinking about returns on investment which will 
usually take several years to come to fruition.59 

Commissioners do not feel they have the flexibility 
to ‘invest to save’ over the long-term, for instance by 
allocating a small percentage of funding over a few 
years to strengthen local provision of preventative 
care and support.

Short-termism is also a significant problem for 
service providers, particularly those from voluntary 
and community sector. It creates uncertainty over 
the medium-to-long term future of service provision, 
which can prevent organisations from feeling able 
to invest as needed in staff and capacity. It can also 
be destabilising for existing staff and can inhibit 
the recruitment of new staff, with a consequent 
impact on standards of provision. This is not 
conducive to encouraging the development of 
services that aim to achieve a gradual improvement 
in health outcomes over time through preventative 
approaches. This has been recognised in the 

SHORT-TERMISM

official guidance covering relationships between 
voluntary sector and the public sector, known as 
‘the Compact’, which advises funders to ‘commit 
to multi-year funding where appropriate and where 
it adds value for money. The funding term should 
reflect the time it will take to deliver the outcome.’60

Consequently the NHS needs to move towards 
alternatives to the standard one-year accounting 
cycle in order to promote and support preventative 
provision that will produce benefits over time. 
Local sites pioneering innovative approaches will 
need the freedom to operate a longer planning cycle, 
including ‘invest-to-save’ approaches that will not 
pay off for a period of several years. Commissioners 
must therefore be able to work with local partners 
to write strategic commissioning intentions for 
a period of 3-4 years or more. We recommend 
that the NHS Commissioning Board support this 
approach by allowing innovative local sites the 
freedom to develop long-term commissioning plans 
outside of the constraints of annual funding, with a 
view to embedding this approach more widely over 
the longer term.

To support the transition towards a longer-
term approach to investment in health and care 
services, we also recommend exploration of the 
potential of investment funds in the NHS. This topic 
is examined in the following section.

59 Corrigan, P, Social Impact Bonds: A new way to invest in better healthcare, Social Finance, September 2011 
60 The Compact, available at http://www.ncvo-vol.org.uk/sites/default/files/the_compact.pdf 
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SECTION 4: AN INVESTMENT 
APPROACH

A crucial element for encouraging the growth of 
preventative approaches to care and treatment is 
long-term investment. As discussed in the previous 
section, NHS funding encourages a very short-
term approach to investment; indeed, research 
has identified this issue as a key barrier to early 
action across a range of public services.61 In order 
to realise the potential of preventative care, longer-
term models of funding are required to support 
services which will produce a return over the 
medium or long-term, for example by reducing the 
demand for high-cost emergency treatment. This 
requires an approach to investment that does not 
focus entirely on short-term returns that fit in with 
annualised funding. 

Short-term annualised budgeting and the fact 
that most NHS services are commissioned through 
a block grant means that NHS commissioners 
are not used to thinking about long-term returns 
on investment. With the exception of Foundation 
Trusts, NHS bodies that run into deficit are often 
awarded money to continue operating through the 
regular end-of-year budget reconciliation process. 
This means that there may be little organisational 
incentive to concentrate on value for money. 
More generally, expenditure on prevention is too 
infrequently viewed an investment, the impact of 
which needs to be measured over the medium-
to-long-term. At times, the management of many 
preventative programmes is actually poorer than 
acute provision, with examples of significant 
variation in the outcomes of programmes such 
as weight management or support for self-care. 

Acute care is in some cases more transparent than 
preventative programmes, where often the impact 
is insufficiently well-tracked over the medium term.

We argue that alongside shifting the culture and 
the incentives around prevention, new forms of 
managing investment need to be developed, which 
both increase the total available funding for a radical 
shift towards more preventative programmes, and 
ensure a more rigorous management of impacts 
both on health outcomes and on the health 
economy. 

Social investment is a small but a rapidly 
growing field in the UK, with the market estimated 
at a size of around £165m in 2010,62and forecast 
to reach around £750 million by 2015.63Social 
investors seek a combination of a financial return 
and a social impact; often they are trusts and 
foundations investing some of their endowment in 
line with their public benefit mission. Reflecting its 
dual focus on financial and social impact, social 
investment (when managed well) is helping to 
bring additional resources and additional rigour 
into the management of resources, and could be 
an important source of finance for a shift towards 
prevention. An investment approach with dedicated 
funds that are managed for a medium-term 
financial and social impact should be an important 
part of the overall ecology of NHS funding.

61 The Early Action Taskforce, The Deciding Time: Prevent today or pay tomorrow, Community Links, 2012
62 Brown, A & Norman, W, Lighting the Touchpaper: Growing the Market for Social Investment in England, Boston Consulting 2010 
63 Brown, A & Swersky, A, The First Billion: A forecast of social investment demand, Boston Consulting Group, September 2012
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Good investment decisions, whether made by the NHS or social investors, rely on an understanding of the social and financial 
returns produced by different types of intervention. There have been a number of evaluations of the return on investment 
produced by individual programmes or limited pilot projects; for example, the whole-system demonstrator pilots for Telehealth 
and Telecare have been significant, and a number of programmes have undergone individual evaluations. Understanding social 
impact has also begun to develop; examples include a 2010 analysis by the Department of Health of five social enterprises, 
which found that every £1 of investment produced a social return worth between £2.52 and £5.67.64

However, it is striking that there is still considerable uncertainty on the impact of a number of programmes. A research 
paper produced for Age UK found that many local commissioners remain unconvinced of the economic benefits of preventative 
approaches and would welcome a broader evidence base to support investment decisions.65A 2011 National Audit Office 
review found only limited hard evidence of benefits of social enterprise in health care because of the lack of a track record in the 
sector. This creates an obstacle to establishing successful social investments, which need to be able to convince both investors 
and commissioners of their capacity not only to improve social outcomes, but to release financial savings in the long-to-medium 
term. 

In the previous section of this report we called for NICE, the NIHR, PHE and AHSNs to take a multi-agency approach to 
addressing gaps in the research base, such as around the social determinants of health and the potential of new models 
of delivery. This should also include a focus on improving understanding of the value of preventative services and their 
potential impact on both health outcomes and the costs of care. It should be presented in ways that will be of value to 
investors as well as commissioners. 

ENABLING AN INVESTMENT APPROACH THROUGH 
GOOD EVALUATIONS OF PREVENTATIVE PROGRAMMES

The Government has established a range of support for investment in the delivery of public services, including creating 
Big Society Capital, an independent financial institution that invests in social finance intermediaries. Social Impact Bonds, 
arrangements through which investors develop services and commissioners only make payments if outcomes are improved, 
are one form of social investment that could be particularly important for enabling a shift to prevention (see box).  Momentum 
behind social impact bonds in public services has grown following well-publicised pilot programmes such as the Peterborough 
Prison resettlement bond, set up in 2010, which pays providers based on their success in supporting the rehabilitation and 
resettlement of prisoners. Since then new SIBs have been launched in a number of other public service areas, including 
announcements in November 2012 of new SIBs in Essex and London to support young people at risk of entering care and 
rough sleepers respectively.66

The government has also established a £20 million Social Outcomes Fund to co-commission local social impact bonds 
that release savings for central government.  However, the gradual spread of SIBs has yet to reach the NHS. Consequently 
we recommend exploration of the potential of social impact bonds (SIBs) to fund preventative programmes that could release 
savings within the NHS over the long term. Below we examine how SIBs might work in NHS services.

SOCIAL IMPACT BONDS

64 Measuring social value – How five social enterprises did it, Department of Health, November 2010
65 Henwood, M, Beyond Eligibility: universal and open access support and social care, Melanie Henwood Associates for Age UK, September 2012
66 BBC News, “New social impact bonds launched in London and Essex”, 23 November 2012, available at  
    http://www.bbc.co.uk/news/uk-england-20462253 
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SIB models provide ways to bring in revenue from outside the public sector to fund services, 
by offering investors a financial return based on the achievement of social outcomes.

• A public sector body agrees a contract to make payments based on improved social outcomes 
that could release savings by reducing demand for public services

• Investors agree to fund a programme based on the prospect of a financial return

• Investors will receive a financial return (plus repayment of the initial investment) if the 
programme is successful in improving specified outcomes

• The level of financial return on investment is based on the degree of improvement achieved 
in social outcomes

The benefits of social impact bonds include the following:

• They enable social investment to be brought in to support effective intervention

• They transfer a degree of risk from the public sector to private investors 

• Their outcomes-based metrics free providers to be innovative with regard to how the service 
is delivered

• They incentivise better understanding and measurement of impact and social outcomes over 
the longer-term

• They reward the achievement of demonstrable social outcomes 

SOCIAL IMPACT BONDS 

SIBS IN THE NHS

Improving preventative support for people with long-term conditions has been identified as 
one of the most promising areas for social impact bonds in NHS services. As this report has 
outlined, the treatment of long-term conditions takes up a large and ever-growing proportion 
of the NHS budget, much of it wastefully spent. By providing more efficient and effective 
care and support, a service provider receiving investment could produce savings to the NHS 
further down the line, for example by achieving a reduction in demand for prescriptions or 
a reduction in readmissions to hospital. For example, research by the Alzheimer’s Society 
indicated that the NHS could save £80 million a year by reducing the length of stay of people 
with dementia in hospital by a week.67More recently, an analysis by Deloitte of the economic 
benefit of the Care in the Home schemes provided by the Red Cross found that the schemes 
provide a rate of return of between 40% and 280%. 

This return resulted from a reduction in hospital admissions and length of stay, reduced 
readmission rates, and prevention or minimisation of the need for expensive domiciliary 
and residential care.68Recent work by Social Finance supports this hypothesis. They have 
found particular promise for social impact bonds around specific interventions among high-
risk groups, such as those with diabetes or asthma, who could be supported to better self-
manage their own condition.

67 Counting the cost: Caring for people with dementia on hospital wards, Alzheimer’s Society, 2009
68 The economic impact of care in the home services, Deloitte, November 2012 



39

The British Red Cross Care in the Home Schemes provide support to patients in their homes, 
provided by volunteers, which is aimed at preventing admission to hospital, or facilitating 
discharge from hospital. The charity has care in the home contracts with over 38 NHS trusts and 
social service departments. As well as improving the patient experience by enabling to receive 
more care in the home rather than acute settings, the Care in the Home schemes can produce 
efficiencies in a number of ways:

• reduced admissions – patients are not unnecessarily subjected to inpatient stays;

• reduced length of stay;

• reduced emergency services call-out;

• better integration with social care and community provision partners; and

• freeing capacity within healthcare systems elsewhere.

Cost savings are estimated at up to £1 million per commissioner per annum.

One such scheme is the Crisis Intervention Community Support Service (CICSS) commissioned 
by Nottingham North and East Practice Based Commissioning Consortium. The service offers 
responsive, timely, integrated care to vulnerable people. Key benefits:

• no waiting times – clinicians can refer from the patient’s home telephone and, if need be, a 
community worker will visit the patient within 1 hour of the call;

• short-term intensive home-based support is followed by long-term planning to establish the 
support package the individual needs, on an ongoing basis, to stay in their home;

• collaborative working with other service providers maximising multi-agency support package 
opportunities; and

• supports clinicians by being a single point of access to a range of community care, avoiding 
an unwanted hospital admission.

CICSS was implemented on 1 July 2009. Clinicians indicated that it allowed them to avoid an 
admission in 75% of instances. There are additional wider financial savings associated with long-
term home-based, rather than inpatient, care.69

RED CROSS CARE IN THE HOME SCHEMES

Analysis by Professor Paul Corrigan for Social 
Finance suggests that two parts of the NHS would 
be most likely to be interested in the potential 
of social impact bonds of this type: local clinical 
commissioning groups and Foundation Trusts.70As 
they take up their commissioning duties in full from 
2013, clinical commissioners will find themselves 
under pressure to improve outcomes and meet 
rising demand without extra resources. They will 
therefore have a strong incentive to consider how 
to reduce demand achieve better value for money 
in the services they commission. Unusually for 
NHS bodies, GP practices are used to thinking 
about value for money and return on investment, as 
they themselves are operated as small businesses. 
CCGs will therefore have both the incentive and the 
background to explore the potential of SIBs to save 

money by improving health outcomes. Similarly, 
Foundation Trusts have had to be more conscious 
of value for money and return on investment, and 
are likely to be well placed to structure social impact 
bond contracts, such as for intermediate care 
services and other interventions to prevent hospital 
readmission. As of summer 2011, Foundation 
Trusts together held a surplus of more than £2 
billion.71

Whether commissioned by clinical 
commissioning groups or Foundation Trusts, social 
impact bonds are much easier to arrange where a 
social enterprise- either an established organisation 
or a new spin-out community trust company- is the 
lead provider.

69 Quality and Productivity Evidence, British Red Cross, www.evidence.nhs.uk/qualityandproductivity 
70 Corrigan, P, Social Impact Bonds: A new way to invest in better healthcare, Social Finance, September 2011
71 Corrigan, P, Social Impact Bonds: A new way to invest in better healthcare, Social Finance, September 2011 
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The Refresh Project was a social prescribing service run by Salford Health Matters (SHM), a 
community interest company. It focused on addressing issues that impact on health outcomes 
such as social isolation, financial insecurity, inactivity and low self-esteem. The project included 
provision of a free gym pass to encourage exercise and relaxation. 

A Social Return on Investment analysis was carried out on the Refresh project as part of an 
NHS study in 2009. The analysis identified a number of positive outcomes for patients, including 
better sleep, better fitness, better health overall, and reduced medication. The SROI analysis of 
the Refresh Project calculated a return on investment of £4.28 for every £1 invested, mainly due 
to improved health and wellbeing leading to a reduction in prescriptions. 

SALFORD HEALTH MATTERS REFRESH PROJECT72

LOCAL AND NATIONAL INVESTMENT FUNDS

Alongside social investment, there is scope for 
a longer-term approach to public investment in 
the NHS. Funding is often not managed in a way 
that holds the system as a whole accountable for 
the management of performance. The need to 
combine rigorous financial and social management 
of funds is as applicable to public investment as it 
is to social investment.

The idea of a creating an NHS banking function 
has previously been suggested by a range of 
organisations including the NHS Confederation73 

and the NHS Future Forum.74A national NHS 
‘investment bank’ could play an important role in 
providing access to capital and encouraging the 
growth of medium-term investment in innovative 
health and care services. By releasing working 
capital against assessed business cases it could 
provide direct start-up or scaling funding to support 
the development of promising projects, as well as  
help attract private investment into services by 
offering match-funding. 

The functions of an NHS investment bank 
could include providing support for non-traditional 

providers to develop and add scale to their service 
offerings, and supporting NHS organisations as 
they adapt to the changes in demand, funding 
and approaches to health and care. Voluntary and 
community organisations find it difficult to access 
capital when they require it, and the evidence 
suggests that the level of capital investment 
available to the sector has not kept pace with the 
sector’s growth.75

A lack of access to capital causes a number of 
problems including ongoing financial uncertainty, a 
narrow focus on organisational survival rather than 
future development, and an inability to invest in the 
development of new services or the wider provision 
of existing services. Access to capital from an NHS 
Investment Bank would provide a valuable source 
of funding to support the development and spread 
of independent provision capable of providing more 
effective treatment and releasing future savings 
within the NHS. A distinctive element of this would 
be that it would actively manage the investments 
made, working alongside either the voluntary 
and community sector, NHS bodies or both in 
partnership. 

72 Measuring social value – How five social enterprises did it, Department of Health, November 2010
73 Treasury committee inquiry on the private finance initiative- Submission from the NHS Confederation, NHS Confederation, April 2011
74 Choice and Competition: Delivering Real Choice, Report of the NHS Future Forum, 2011
75 Ludlow, J, Capitalising the voluntary and community sector: a review, NCVO, March 2010
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In addition, NHS organisations will face significant challenges in adapting to an 
environment of constrained funding and changing approaches to the provision of care and 
support, including a movement towards community-based care and self-management rather 
than treatment in acute settings. As the NHS Confederation has argued, ‘organisations 
will increasingly need funding … to help with changing their services to adapt to changing 
demand, changes in healthcare, and to manage the cost of infrastructure.’76An NHS 
investment bank could provide a flexible source of capital funding to assist NHS bodies in 
this transition.

We recommend that the NHS Commissioning Board, together with the Department 
of Health and NHS partners, explore the possibility of establishing an ‘NHS Investment 
Bank’ to support the transition towards preventative care and fund innovative preventative 
projects that reduce demand on acute services by treating and supporting patients more 
effectively. A range of options for funding the bank should be investigated, from accessing 
a portion of the NHS capital budget, to making use of existing surplus funds within the NHS. 
An Audit Commission report produced in September 2012 found that the NHS as a whole 
currently holds around £4 billion in cash surplus across PCTs, Strategic Health Authorities, 
hospital trusts and foundation trusts.77

At the local level there is also a need for greater availability of financial investment in the 
development of innovative local services. We support the recommendation put forward by 
the Association of Directors of Adult Social Services (ADASS) to create ring-fenced local 
innovation funds to provide investment to develop community and preventive services for 
older people.78This will help support CCGs and local authorities to invest in services that shift 
care and treatment from acute to community-based settings, and send a strong message to 
commissioners about the need to prioritise this transition.

76 NHS Confederation, Supplementary written evidence to the House of Commons Treasury Committee, 2011
77 NHS financial year 2011/12, Audit Commission, September 2012
78 The Case for Tomorrow: Facing the Beyond, Association of Directors of Adult Social Services, 2012 
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enterprising third sector, and call upon organisations to be:

Professional and passionate in achieving change 
and delivering results
Well-led, with a commitment to professional 
development, training and diversity
Well-governed and accountable, with robust and fit-for-purpose 
systems to protect independence and enable effective 
decision-making
Enterprising and innovative, taking an entrepreneurial approach to 
funding issues and striving for continuous improvement and 
sustainable development.
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