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The purpose of this report is to stimulate debate about the opportunities and
risks associated with delivering an affordable health care system over the next 
20 years. As there are many factors that will influence health care in the future,
we have undertaken a scenario planning exercise to explore political, social,
economic and technological trends and develop possible and plausible futures.

The scenarios were developed through a combination of desktop research, 
one-to-one interviews, and a stakeholder workshop. The scenarios were then
further refined through a series of additional interviews.

The four scenarios are: 

1. The Gadget Show – high technology adoption with high public engagement

2. Plural Provision – low technology adoption with high public engagement

3. Stability with Integration – low technology adoption with low public engagement

4. Modern Traditional – high technology adoption with low public engagement

The potential opportunities and risks presented by each of the scenarios are
discussed, including those associated with health inequalities and access,
planning, costs, market development and information. While individual scenarios
present specific issues, some themes are common to all:

•  the challenges of addressing health inequalities are likely to continue

•  despite the possibility of new technologies, the demand for provision of long
term care for older people is unlikely to fall

•  the development of new technologies and improvements in software
compatibility is likely to raise information governance issues.

The four scenarios described in this report are based on only two of the dimensions
that are considered to be of high uncertainty and high importance. Nevertheless,
the scenario development approach provides a useful framework for a group of
stakeholders to explore the potential opportunities and risks of commissioning
health care in the English NHS over the next 20 years. 

Executive
summary
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Many factors will influence the shape of health care in the future, so predicting
the requirements of a health care system over the next 20 years will always be a
subjective exercise. Rather than develop a single vision for the future of health care,
a scenario planning exercise was undertaken, to inform the Department of Health
and the new NHS England in strategic policy making. Four possible scenarios for
health care over the next 20 years were produced, based on several of the most
uncertain yet potentially important trends. Scenario planning is typically used
when it is difficult to forecast important trends with any degree of certainty.

Each of the scenarios carries different implications for policy makers, health care
providers and their supply chains, and patients. The presentation of each
scenario has been slightly exaggerated to stimulate debate. 

The scenarios described in this report are not comprehensive. For example,
potential trends in internal payment mechanisms between NHS commissioners
and providers have largely been excluded. While some trends can be influenced
by policy makers, the scenarios also include a number of the factors that are
largely outside of their direct control. Under all of the scenarios, it is assumed
that health care in the NHS remains free at the point of delivery. 

The development of the scenarios comprised:

1. Identification of the main technological, social, economic and political trends 
based on a desktop research exercise (see Appendix A for a list of the
reference material used for this) and a wide range of interviews. 

2. The development of briefing material on the main trends identified for a 
stakeholder workshop.1

3. Shaping the scenarios in a one-day workshop, involving a wide range of 
stakeholders from within and outside the NHS.

4. Further refinement of the scenarios, including the development of clinical 
vignettes, through a series of meetings with academics, clinicians and health
service managers.

The commissioning challenges and key issues for future policy from each of the
scenarios were also identified.

A broad range of people were involved in the development of the scenarios
including policy advisors, NHS managers, clinicians, academics, and business
and management consultants. See Appendix B for a list of the people who
participated in the interviews and the workshop.

Introduction

Methods
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1 In particular, see
www.piru.ac.uk/projects/current-
projects/nhs-futures.html

http://www.piru.ac.uk/projects/current-projects/nhs-futures.html


Using a PEST (Political, Economic, Social and Technological) analysis a broad
range of trends were identified that are likely to impact on health care over the
next 20 years. The trends are summarised below. See www.piru.ac.uk/projects/
current-projects/nhs-futures.html for a detailed description of the trends.

Trend 
analysis
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Political

•  More local decision making for public services
•  Increased public participation in service

provision
•  Increasing globalisation of health markets
•  Incremental increase in the use of competition
•  EU moving slowing into health policy
•  Growing importance of environmental

sustainability
•  New payment systems being developed that

are more outcome focused and aim to deliver
greater value for the public

Economic

•  High national debt and limited economic
growth likely to constrain funding allocations
to the public sector for many years

•  Spend on health care still expected to rise as
a percentage of GDP

•  Risk of rising mental health associated with
the economic downturn

•  Globalisation of all markets and rise of new
economic powers, e.g., China, India.

•  Percentage of the population working falling
as life expectancy rises

•  Near employment parity between the genders

Social

•  An ageing population, with more people with
complex needs

•  More single person households and weaker
social support networks

•  Rising obesity and lifestyle conditions
•  Systematic inequalities in health remain
•  Communication revolution, social media/internet
•  Localism – communities taking more control
•  Democratisation from transparency and social

media
•  ‘Co-production’ of services
•  Specialisation of the health care workforce

Technological

•  Increased accessibility of information
•  Increased diagnostic access in the

community/home
•  Increasing range of monitoring devices
•  Minimally invasive/image-guided and robotic

surgery
•  DNA testing able to predict disease and

personalise treatments
•  Regenerative medicine
•  Increasing digitisation of information

http://www.piru.ac.uk/projects/current-projects/nhs-futures.html
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The combination of trends was used to produce the scenarios. The relative
importance of the trends in shaping the future of health care, and the degree of
uncertainty associated with each of the trends, was determined as shown below.

The use of new technologies and the degree of public engagement with their
own health care were identified as two dimensions with a high degree of
uncertainty, but which could have a significant influence on future models of
care. These two dimensions were used to develop the four scenarios, as shown
below. The four scenarios are called: The Gadget Show, Plural Provision, Stability
with Integration and Modern Traditional. 

Developing
the scenarios

The Gadget Show
high technology adoption
with high public engagement

Plural Provision
low technology adoption
with high public engagement

Stability with Integration
low technology adoption with
low public engagement

Modern Traditional
high technology adoption
with low public engagement

Powerful and responsible users 

Uncertainty

Incremental use 
of new technology

Radical use of 
new technology 

Powerful supply-side organisations 
Passive users content 
to be guided by strong
professional Influence. 

Motivated people 
and communities, 
taking responsibility 
for their own health,
exercising choice and
control over services.

Importance

Available
funding

Increase in value based
decisions, using improved 
outcome and cost information

Impact of EU regulation 
Influencing health care policy

Increase in  clinical information
resulting from DNA  testing, and
new internal and external digital
monitoring devices

Smaller, cheaper testing devices
bring diagnostics from the
hospital to the home 

Surgical developments such 
as robotics and advances in
minimally invasive techniques

Regenerative medicine, including stem cell
implants and growing of replacement tissues

DNA testing and proteome
testing allow new and existing
drugs and treatments to be
tailored to individuals

Disease demographics, e.g. an
increase in the percentage of
elderly people,with more cancers
and long term conditions to treat

People taking personal 
responsibility for their
own health

Increase in 
community 
power



Each scenario begins with a short summary of its main characteristics, followed
by a description of possible service patterns. This is further illustrated by one or
more “service vignettes”. The commissioning challenges for each scenario are 
then described, in terms of health inequalities, planning, costs, market
development and information.

The public’s appetite for affordable health care technologies has fuelled a
revolution in attitudes towards self-care and treatment. Self-diagnosis and
treatment have become as common as online shopping, significantly reducing
the demand for primary care services.

An internationally agreed set of communication standards has allowed different
health devices and computers to communicate with each other. Consequently,
online expertise is accessed from all over the UK and abroad, 24 hours a day.

The high cost of specialist care technologies and the falling demand for District
General Hospitals has resulted in centralised acute care in the English NHS.
Great Ormond Street and Moorfields have been joined by other “super centres”,
many of these being disease-specific and serving very large populations.

Only entrepreneurial and high-tech NHS organisations have survived, with private
sector provider brands becoming household names, particularly in the field of
diagnostics and self-care.

The elderly and vulnerable who have been unable to embrace the new technologies
have become increasingly marginalised.

Greater value has been placed on the interpersonal relationships between
professionals and patients, with the professionals explaining and interpreting the
huge growth in available information.

New portable and affordable monitoring and diagnostic technologies have been
readily available both from health care providers and over the counter. Demand
for consultations with primary care, NHS Direct, out of hours, and hospital
outpatients have fallen dramatically. 

Consequently many community health centres have lost their medical emphasis or
disappeared. However, using integrated budgets that have been devolved from the
previously separate health and local authority budgets, some particularly active
groups of local people have reinvented the centres into a variety of different forms
to meet their local health and social care needs. 

The scenarios
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1. The Gadget Show

Service patterns



Coordinated and proactive case management of high risk and vulnerable patients
has been commonplace, but service models have varied considerably. For example,
acute centres have provided disease-specific case management services using the
latest remote monitoring devices, whereas integrated case management has been
provided locally, coordinating all the health and social care needs of individuals. 

The plethora of different local models of care has made seamless management
of services for patients more difficult to achieve in some places.

With the general public significantly engaged with health care and more closely
involved with the running of local services, the need to centralise high cost acute
care has been readily accepted. However, increasing numbers of community groups
have become more confident and powerful. Planning for new services such as stem
cell treatments and regenerative surgery has become increasingly piecemeal due to
the numbers of stakeholders that need to align behind a particular plan. Therefore,
whilst community innovations have destabilised the traditional District General
Hospital model, the pattern of more specialised acute services has stagnated
because of the difficulty in developing coherent plans across large catchment areas.

Twenty-Thirty
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Mr Jones, 80, lives alone and like increasing numbers of people of his age, has benefited from switching to healthier
foods and regular exercise over the past 30 years. Consequently he has avoided developing significant ischaemic
heart disease, but his healthy lifestyle hasn’t been able to prevent some age related changes, resulting in him
needing a heart valve replacement, which is now a very common keyhole procedure for people in his age group.

His wristwatch regularly measures a range of haemodynamic parameters and has alerted him that there may be a
problem with a heart valve. In his local supermarket, a rapid all-body scanner that now occupies the space of the
old photo booth, confirms the diagnosis that a heart valve replacement is likely to be needed. The scanner
automatically notifies his local cardiac unit, and an appointment and provisional operating date are sent to his
phone and home computer by the time he drives out of the car park.

A community-based carer has been automatically scheduled to collect him from the hospital after the procedure
and stay with him overnight as a precaution, and his medical records have been updated accordingly. 

The procedure will be performed in the local day treatment centre, and Mr Jones will be operated on by a specialist
technician, trained to perform these valve procedures to a very high standard.

Mr Brown has just turned 25 and shortly after his birthday he receives an email from his local public health officer,
requesting him to attend his first comprehensive DNA profiling at the local community health centre.

After a short wait the test results are available and the computer prints out a risk profile that indicates the probability
of Mr Brown developing a wide range of diseases. The results are explained by a trained counsellor/psychologist.

The profile is automatically sent to his local primary care coordinator, who contacts him to help address any lifestyle
issues that might need to be changed to reduce his risk ratings. If the profile suggests that gene therapy or some form
of preventative medication/treatment may be beneficial, he is referred to an appropriate specialist for further advice. 

Unfortunately Mr Brown is at significant risk of developing ischaemic heart disease, and despite his best
endeavours to reduce his risk factors by exercising and giving up smoking for a number of years (the profile results
motivated Mr Brown to alter his lifestyle), he unfortunately requires a “pre-emptive angioplasty”.

His DNA profiling enables his cardiologist to personalise his drug regime, so that only those drugs that will be most
effective will be used. Smart medication helps Mr Brown comply with his drug therapy and consequently his
chances of a heart attack are reduced to around 1%, which is typically the event incidence in the healthy population.



The Gadget Show describes a high adoption of technology and high public
engagement scenario, which presents the following potential opportunities and
risks for commissioning of health services.

New user-friendly communication technologies, combined with a wide range of
affordable self-care and diagnostic devices could be made widely available in
schools and the workplace, helping to stimulate greater interest in personal
health and wellbeing. With the widespread use of mobile phones across all
demographic groups, opportunities may arise to engage with previously hard to
reach groups. 

With a population that is much more engaged with health care issues, more
powerful, self-interested groups may secure a great proportion of resources, which
risks a widening of health inequalities or delivery of comparatively poor services to
vulnerable or less powerful groups. Mental health disorders may increase, due 
to the sense of isolation of some of the more vulnerable groups in the community.

If District General Hospitals and primary care facilities are reduced in numbers,
some people may find it difficult to access those treatments that cannot be
provided at home. 

While the new communication technologies present an opportunity to engage
with a wider cross-section of society, those less familiar with the new devices
may be disadvantaged, particularly if traditional services are withdrawn.

Stronger community engagement should ensure that services are more tailored to
the needs of local people, therefore aiding the implementation of service changes.
Furthermore, with local communities increasingly aware of service innovations
through improved communications, the resulting increase in consumer demand
may accelerate the adoption of innovation.

It may become more difficult for stronger community groups (where they represent
a comparatively small geographical area or a particular service interest) to reach
consensus on acute care service reconfigurations. With the current population
catchment of a typical District General Hospital of at least 250,000 people, trying
to align several smaller populations with influence and conflicting priorities may
restrict the modernisation of hospital care.

Under this scenario, the availability of new diagnostic and self-care technologies is
set to increase rapidly over the next 20 years. Smartphone health care applications
and a wide range of other affordable digital devices could significantly reduce the
need for many people to visit their local health centre or hospital outpatients for
diagnosis, particularly if the devices are able to prescribe medication and authorise
access to other treatments. 

Health inequalities 
and access

Planning

Costs
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Commissioning opportunities and risks
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Currently the NHS has yet to realise the potential of digital communications to
reduce postal and other administrative costs between the public and other health
and social care organisations. Significant costs savings might be expected if
concerns over confidentiality can be overcome. 

Digital imaging is currently providing hospitals with the flexibility to obtain clinical
reports from a radiologist in another country. As the codification of health care
increases (whereby clinical information can be collected, transferred and
interpreted by computers), commissioners and providers will have access to a
competitive global market in health care, offering the potential to reduce costs.

New technologies and treatments are often associated with an overall increase in
health care expenditure, particularly where there are no associated gains in
productivity. It is suggested that stem cell treatments, robotic surgery and tissue
regeneration are similarly likely to increase costs.

While a new wave of self-care digital devices has the potential to reduce GP and
hospital consultations, the devices may have very little impact on referrals and
overall demand for consultations may increase as people seek reassurance or
require interpretation of the results. The complexity of health care often means
that, despite the development of new services, it is not always possible to
decommission a service, resulting in expensive duplication. 

Although acute care continues to centralise under this scenario, the potential for
fragmented service planning might leave some areas with duplicate hospital
services, requiring a subsidy from commissioners.

Extensive use of personalised budgets may see funds diverted away to fund 
short term patient “wants” rather than priority “needs”. Middle-aged consumers,
with significant influence in the system may consume too much personal resource
in their early years and have too little for old age, requiring the NHS to fund
additional health care thereby increasing overall costs.

Under this scenario, the entry of new community services into the market might
be stimulated by empowered local communities, who are able to influence the
allocation of resources and are receptive to innovative or niche services. 

Conversely new acute services may be less likely to enter the market. Coupled with
fragmented acute services’ planning, the sector may be dominated by a few providers
and is likely to require further regulation to maintain and improve performance.

Currently communication technologies present the NHS and its partners with the
opportunity to develop an integrated care record, which can be accessed by
patients, carers and clinicians, ensuring that all the information needed to
optimise care is immediately to hand. Under this scenario, the codification of
health care and the associated monitoring devices will significantly expand the
amount of clinical information that can be collected and coordinated, helping
clinicians target their treatments more effectively.

Market
development

Information
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An increasing amount of diagnostic information is likely to be interpreted by computer
(on a variety of devices), allowing patients to self-diagnose and treat themselves.
A person’s health record could be held by the patient or, perhaps more likely, on
a central server, reflecting the current trend of embracing “cloud” technology.

Potentially, patient information could be anonymised and reported to researchers,
commissioners and providers to assist in the on-going refinement and
improvement of treatments and services. 

With the rapid rise of new self-care medical devices and the possibility of new
providers entering into the community services market, the coordination of
patient-specific information in order to deliver seamless integrated care will
become more complex. 

Furthermore, as many aspects of diagnosis and self-care transfer to portable
devices, access to this information for the purposes of clinical audit and research
may become more problematic. Obtaining access to increasingly valuable
information from a wide range of medical devices provided by private companies is
likely to be difficult, harming effective planning and research into service improvement. 

With more self-care devices and home-testing kits coming onto the market, it will
become increasingly difficult for patients to choose the most appropriate and
safest devices. Regulation of devices may become necessary, which may restrict
the development of innovative “apps” and small medical devices, if the regulatory
process is time-consuming or costly.
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With many NHS Trusts slow to adopt the latest treatments patients have been
required to travel, either physically or virtually, to the more innovative NHS
organisations for treatment, to use the private sector and to access more health
services from abroad. 

The more vulnerable or passive members of society have struggled to gain 
access to the best in health care, as the systems become more complex and
difficult to navigate. However, this has been partly offset by the emergence of a
stronger community spirit, with voluntary organisations helping people obtain the
best treatment. 

Duplication and fragmentation of health care have been widespread without a
standardised communications platform.

People have placed greater value on their relationship with health professionals to
help navigate their way through the growth in different service providers.

The slower update of new technologies has caused only an incremental change 
in many service models. Acute care has continued to centralise, with District
General Hospitals being absorbed into larger Trusts. Barriers to entry in the acute
sector have remained high, despite the increased influence of the public. The NHS
has remained the major acute care provider. Catchment areas have significantly
widened for those Trusts that have innovated.

In some areas the provision of primary care has not changed, but patient and public
empowerment have influenced the range of services on offer. Many communities have
used their personal and locality budgets to encourage new entrants into community
care markets, particularly where existing primary and secondary care services have
been slow to modernise. Consequently, there has been a wide range of different
providers, offering niche condition-specific services or end of life care services. Social
enterprises and voluntary groups have replaced some of the traditional GP surgeries
in some areas. Disease-specific social support networks have been highly active,
and some have received local funding to become providers of niche services.

With many new providers offering a wide range of new services, there is no longer
a common model for the delivery of primary and community care, in stark contrast
to the majority of the acute sector. Those services that can be accessed online
have often been provided by overseas providers.

With the cost of pensions having risen alongside the retirement age, the very
elderly have been increasingly cared for by the young elderly.

2. Plural Provision

Service patterns



The slower uptake of technology has enabled mental health services to compete
more effectively for resources and raise their profile. The high level of public
engagement and interest in preventive health care have led to the development
of a number of innovative social enterprises. Many schools have played a leading
role in supporting pupils with behavioural problems, with some schools having
shared a team of specialist psychologists. These schools have been able to
commission other psychiatric services to help families with particular difficulties.
Consequently school truancy rates have fallen and examination results have
significantly improved. 

However, with patients seeking treatments from further afield, and from a range
of new providers, it has proved difficult for mental health and community services
to work together effectively. 

Plural Provision describes a low adoption of technology with high public
engagement scenario, which presents the following potential opportunities and
risks for commissioning of health services.

Preventive health and wellbeing strategies may compete more successfully for
resources, particularly those that are less dependent on expensive technologies.
Under this scenario, a new statutory responsibility is placed on schools and
employers’ to actively involve themselves with mental health issues. This may
enable the NHS to focus a greater proportion of resources on the unemployed
and vulnerable.

Powerful and vocal self-interested people and groups may access the latest
treatments, securing a greater proportion of available resources, potentially leading
to a widening of health inequalities. In addition, some services may be underfunded,
particularly services for the elderly and vulnerable. Despite the opportunity for
more preventive health and well-being strategies being adopted, mental health
services for the elderly may not receive the same level of public support. 

Health inequalities 
and access
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Jane is 35 and has been a member of a local women’s health social network for several years. The group receives
regular information on healthy lifestyles and shares their health concerns on a confidential social networking site
that provides advice and support. The local maternity provider was invited to join the network recently and hospital
and community clinicians have become regular contributors. The network has adapted a page on the hospital’s
web site that coordinates all her health issues, and Jane now receives reminders for her cervical screening
sessions, and when the next pelvic floor exercise session is run. Jane’s employer is also a partner in the network,
and the occupational health team are, with Jane’s consent, alerted to any missed appointments or any particular
health issues that might require their support. Jane has also just become pregnant and has decided to use the
apps facility to track all pre and post-natal appointments, recording any test results that her GP and hospital will
undertake. No matter which midwife Jane visits, they always have her most up to date clinical history. Jane also
receives regular mental health surveys by phone, and is reassured to know that her phone will automatically make
an appointment with one of the mental health teams if necessary. 

Commissioning opportunities and risks



The development and implementation of new community services is likely to be
more successful because of the comparatively high levels of community
engagement in this scenario. New services can be promoted more easily to a
more receptive and engaged community. 

The planning of acute services is likely to be fragmented, particularly if more
people travel further for their treatment.

With stronger public engagement challenging the NHS’s general lack of
innovation, new and more cost-efficient providers of community services may be
encouraged into the market, particularly when companies can use the new
technologies to reduce costs. The more innovative and successful NHS Trusts
could eventually acquire the less successful ones, helping to drive down
management costs through centralisation of support functions.

The expected centralisation of acute care may also help to improve productivity,
particularly if these savings have not been used for expensive clinical technologies.

With the general public more engaged, new and existing techniques that support
people to adopt healthier lifestyles could be more successful and lead to a
reduction in demand for services. 

Under this scenario, where a wider range of providers are accessed by the public, the
payment mechanisms, incentives and measures of success may not be sufficiently
developed, particularly with those providers offering innovative services. Consequently,
commissioners may not always obtain the best value for money, resulting in higher
overall costs for the taxpayer. Overseas tariffs are likely to be costed differently and
include a different range of services, making value for money comparisons difficult.

Initially, the small number of new entrants into the market for both community and
primary care is likely to lead to a wider involvement of the private and voluntary
sectors, and more social enterprises are likely to emerge. Overseas organisations
could become increasingly important, as people travel abroad to seek the latest
treatments. Those countries with health care systems that have embraced
innovation, may offer web-based services to patients and providers. 

Under this scenario, the acute sector continues to centralise and barriers to entry to the
market are high, therefore hospitals are more likely to be franchised or acquired by large
companies, perhaps leading to less choice. Effective commissioning of alternative
acute services might also be hampered by fragmented local planning groups.

New entrants into the market, particularly for community based care, may bring
modern information management techniques and technologies, making services
more accessible and user friendly. 

The increased plurality of provision in the community services may present
information governance challenges for commissioners when ensuring safe 
delivery of seamless care. 

Planning

Costs

Market
development

Information
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Some aspects of the NHS have become out-dated and it has struggled to meet
the needs of an ageing, but relatively disengaged, population. 

With many self-interested providers still in play, the duplication of old fashioned
services has prevailed in many places, and has resulted in inefficiencies, which
commissioners have struggled to afford. 

However, the comparative stability of the system and the need to improve
productivity have resulted in greater integration, both across community services
and with acute Trusts. Furthermore, mental health and physical health care are
now better integrated.

Improved service integration has resulted in the development of more personalised
services that better meet people’s needs, but those seeking the latest treatments
have needed to look outside the NHS. 

Whilst the integration of services has brought some benefits and improved
outcomes, the dominance of fewer more powerful providers has reduced the
overall effectiveness of commissioning and variations in service provision have
remained difficult to tackle. 

The comparative stability of this scenario has encouraged greater integration
between health care organisations and with social care providers, with both
vertical and horizontal integration more common. This has improved the continuity
of care, and delivered services that are better tailored to the needs of individuals. 

However, the slow uptake of technology, coupled with a passive population, has
resulted in many institutional or non-patient centred models of care remaining.
Consequently, many providers have struggled to meet the needs of an ageing
population and demand for inpatient care has been extremely high.

Where vertical integration has not occurred between hospital and community
services, a “fault-line” has begun to develop through District General Hospital
services, with the more powerful tertiary providers securing more acute services,
and community care developing alternatives to hospital care. Acute care
providers have dominated health services in the absence of a strong cohesive
voice from primary care providers. 

Whilst large regional providers have emerged in some areas, the degree of
centralisation has varied because of the strong vested interests, despite the
commissioners being given increased powers to regulate providers. 

Twenty-Thirty
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3. Stability with Integration

Service patterns



Mental and physical health services have been working more closely together
than ever before. Hospitals in particular have integrated a range of psychiatric
and psychology services into their treatment regimes, helping people to recover
from their physical illnesses more quickly. 

Stability with Integration describes a low adoption of technology with low public
engagement scenario, which presents the following potential opportunities and
risks for the commissioning of health care services.

The greater integration between physical and mental health services may enable
some members of the community to access mental health services for the first
time whilst receiving care for a physical condition. 

Better integration of health and social services will enable more seamless care to
be delivered. Navigating through the system should be less complicated,
benefiting the vulnerable and frail elderly.

Patients able to seek the latest innovations and models of care from other providers
may enjoy better health outcomes. The Commissioners’ responses to rising health
care demand, but limited productivity gains, may result in more service exclusions. 

Commissioners are more likely to plan cohesive services under this scenario,
particularly where both vertical and horizontal integration are present. With public
engagement comparatively low, agreement in service priorities is likely to be
relatively straightforward.

Whilst service integration should make service redesign easier, there remains the
risk that low public engagement in health care results in services better suited to
the needs of the organisation than the individual. 

Powerful providers are likely to require strong commissioning to tackle variations
in clinical practice and develop wellbeing strategies.

Health inequalities 
and access

Planning
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Mr Brown is 61 and is attending his eleventh annual health and well-being assessment with his GP and designated
case worker. His wife died unexpectedly last year. The case worker is trained to assess his social, physical and
mental health condition. After discussion, Mr Brown decides upon a number of goals. He is determined to socialise
more often out of work to help alleviate his mild depression, and to exercise more often. 

With his agreement Mr Brown’s employer is notified of his intentions and the company makes arrangements for
him to join their fitness sessions. The company will monitor his progress, keeping the case worker updated.

Unfortunately Mr Brown falls off his bike over the weekend. He is admitted for an overnight observation and has
received treatment for concussion and a fractured collar bone. Before discharge, Mr Brown’s case worker visits
him in hospital to reassess his situation. Worried that he appears to have become more depressed since the last
assessment, Mr Brown is referred to the hospital’s psychiatric team, which discusses a revised care plan with Mr
Brown and his case worker.

Commissioning opportunities and risks



The uptake of technologies that only deliver better outcomes (without improvements
in efficiency) is likely to be slow, thus constraining increases in expenditure. Examples
might include stem cell treatments and regenerative surgery. The integration of care
also presents an opportunity to streamline services and reduce support costs. 
Furthermore, costs could be controlled by the introduction of more service
exclusions, and the centralisation of acute providers. 

The slow adoption of innovation may prevent the service from making potential
savings that might be associated with the codification of health care, particularly
where clinical and administrative time can be substituted by self-diagnostic,
treatment and transactional technologies (such as automated appointment
systems).

With the increased profile of mental health services and many acute services
offering a more integrated mental health and physical care service, the market 
for mental health providers might expand, particularly where integrated care can
demonstrate overall improvement in both outcomes and productivity.

The acute sector market is likely to contract, as Trusts centralise to achieve cost
savings. However, the existing private sector and new entrants offering the new
technologies will cater for those able to buy access to the latest services.

Where vertical integration has taken place, it might be more difficult for
commissioners to encourage new entrants into the community service market. 

Under this scenario, the inertia in the development of new services creates a
stable organisational platform that encourages stakeholders to share information,
which may lead to further integration and more personalised services.

A combination of dominant providers and a disengaged population is likely to
hamper the publication of information, and commissioners will be relied on to
address unresponsive services.

Costs

Market
development

Information
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Strong NHS providers have had a major influence on shaping health care delivery,
using technologies to both meet the needs of local people and to strengthen their
own positions. However, not all of these technologies have been necessarily cost
effective, with a tendency for health care professionals to buy the latest “toy”,
irrespective of the evidence. 

Innovative community-based diagnostics and treatments have often been delivered
from large acute centres, with the private sector involved in joint ventures to deliver
specific expertise. Independent companies have also been involved in the delivery of
community-based care where the barriers to entry to the market have been lower.

Over-the-counter diagnostic and treatment technologies have reduced the need
for community-based GPs, some of whom have now specialised and become
integrated into the hospitals’ outreach services. Disease-based vertical integration
structures have been prevalent. 

GPs have become more specialised and linked to hospital consultants, providing
an integrated outreach service. Local authorities have commissioned case
management teams to coordinate health and social care, with greater use of
personal budgets.

Numerous innovative models of care have been developed by centralised and
powerful acute providers, who have secured the majority of the available
resources. However, many of these providers have also harnessed new self-care
and diagnostic services, offering a wide range of community services on an
outreach basis (e.g. long term conditions provided by remote care models or
pharmaceutical companies using IT to monitor compliance).

The most successful providers have been those that have adopted an inclusive
approach and have fully engaged with patients and users.

Local people increasingly have had direct access to consultant expertise through
the use of digital communication technologies, and this has eroded GPs’ gate-
keeping role. Primary care is no longer perceived as an attractive medical career
and has evolved into a non-medical navigation and coordination role. 

With dominant hospitals consuming resources for acute care innovations such 
as regenerative surgery, care for the elderly and services for other vulnerable
groups has faced significant funding shortages. To protect these services, local
authorities have taken over responsibility for commissioning a wide range of
community health services (including mental health and children’s services). 
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4. Modern Traditional

Service patterns



This has facilitated greater integration between health and social care provision.
Personalised case management and navigation services have been commissioned
by the local authorities.

The large centralised acute providers host ambulance services and out-of-hours
care as part of their portfolio of urgent and episodic care services. 

Modern Traditional describes a high adoption of technology and low public
engagement scenario, which presents the following potential opportunities and
risks for the commissioning of health services.

Integrated health and local authority commissioning could improve both public
health and community services, resulting in a general reduction of health inequalities. 

With acute care more centralised, those living further away from centres may be
more disadvantaged, although the impact may be reduced if outreach community
services coupled with telehealth enable more people to receive care in the
community.

NHS acute care commissioning could mirror the pattern of acute provision and
become more centralised, thus achieving greater planning coherence across
wider geographical areas. Acute care commissioning would need to be
strengthened to address the increasing dominance of acute providers. 

The planning of many community health services will become fully integrated
with social care and other local authority services.

With the population’s influence limited, there is the possibility that providers lose
touch with the needs of their communities, unless the providers’ approach to
marketing becomes more sophisticated. 

The greater integration of community health and social care services provides an
opportunity to reduce duplication and hospitalisation through coordinated case
management. 

Given the greater integration of health and social care, there is a risk that a
proportion of health services previously provided free at the point of use may
become subject to a means test. 

Health inequalities 
and access

Planning

Costs

Twenty-Thirty

17

Mr Andrews’ complex heart condition has been carefully monitored by his local hospital for a number of years, using
remote monitoring. He keeps in touch with his cardiologist using a variety of social media channels. Unfortunately he
is one of comparatively few people who now requires major open heart surgery and will therefore travel to one of
only two specialist centres that perform complex congenital heart operations on adults and children. They will use
the latest digital imaging techniques to accurately diagnose conditions and deliver personalised treatment, which will
also include the stimulation of new tissue growth to replace parts of his damaged heart.

Commissioning opportunities and risks



The centralisation of hospital Trusts may also improve the productivity of acute care.

The high adoption of technology is not always cost-effective under this scenario,
with the risk that the powerful providers will tend to focus on the latest equipment,
regardless of its comparative cost-effectiveness.

The adoption of new technologies by the more entrepreneurial Trusts may stimulate
new providers to invest in research and development and to enter the market place.
Joint ventures between the private and public sector may become more common,
particularly for new specialist or niche services.

With the commissioning of all community services now undertaken by local
authorities, new entrants with experience in running integrated care systems may
also be encouraged to enter the market.

Under this scenario, many primary and community care services are increasingly
run from large hospitals. With vertical integration becoming more commonplace,
the barriers for new entrants into the market could remain high unless the tariff
structure allows commissioners to segment the service market.

Over time, the joint commissioning of community services by local authorities
and NHS Commissioners is likely to result in the development of new indicators
of integrated care, helping them to understand and benchmark best practice.

A combination of dominant providers and a disengaged population is likely to
hamper the publication of information, and commissioners will be relied on to
address unresponsive services.

The joint commissioning of health and social care will be very difficult if there are
problems with interoperability between the separate health and social care systems.
Enhanced community provider IT systems are likely to be needed to keep pace
with new service models. 

Market
development

Information
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The four scenarios were based around two dimensions – the degree of uptake 
of technology and the degree of public engagement with their own health care.
The four scenarios are:

1. The Gadget Show – high technology adoption with high public engagement

2. Plural Provision – low technology adoption with high public engagement

3. Stability with Integration – low technology adoption with low public engagement

4. Modern Traditional – high technology adoption with low public engagement

While each of the scenarios carries different implications for policy makers, health
service providers and patients, some themes are common to all of the scenarios
including:

•  Even with incremental or low adoption of new technology in the NHS, more
affluent patients are likely to seek enhanced services from private providers or
abroad, and the challenge of addressing health inequalities is likely to continue.
None of the scenarios suggests that health inequalities will diminish in the future. 

•  All four scenarios suggest that the acute care sector will continue to centralise,
with many services provided at fewer sites.

•  Although the issue of long-term care for older people did not feature prominently
in the interviews and workshop (which was surprising given the demographic
trends), nothing in the scenarios suggests that demand for home support, or
for residential or nursing home placements will fall, even with increased use of
new self-care technologies and a more engaged community orientated public.
People may well live for longer in their own homes, but ultimately they will still
need help with their day to day living needs. 

•  The impact of new digital communication and treatment technologies, coupled
with an improvement in software compatibility, will continue to raise issues of
information security and reliability. The regulation of information flows and
quality, without stifling innovation, is likely to become increasingly difficult.

•  Where clinical measurement can either be automatically taken by some form
of device or entered into a computer by the patient (along with a description of
her symptoms) the opportunity exists to replace or complement clinician
activity. Computers could assist with interpreting results and recommending
treatment plans. Some clinical disciplines may be more affected than others
by the increasing codification of health care. 

•  DNA profiling and molecular monitoring promises the opportunity to personalise
both new and existing drugs and treatments to improve patient outcomes and
reduce complications. However, the extent to which provision of risk profiling
information results in changed behaviour of patients is not known.

Implications 
for policy
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•  Improving connectivity between computers and other devices will enable
information from a wider range of sources to be collated and coordinated,
helping health and social care providers to deliver better integrated and
seamless care. However, where public engagement is high, commissioners
may struggle to reconcile views across a large number of influential groups
with different priorities. 

In addition, under the two scenarios with incremental or low adoption of
technology, it was presumed that mental health services would become
increasingly integrated with physical health services; and that there would be
increased coordination across employers, schools and health care providers.

The four scenarios described in this report are based on only two of the
dimensions that are considered to be of high uncertainty and high importance.
Nevertheless, the scenario development approach provides a useful framework
for a group of stakeholders to explore the potential opportunities and risks of
commissioning health care in the English NHS over the next 20 years.
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