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The NHS founding principles are still appropriate today and provide
a strong foundation for the future
The vision of a comprehensive health service is as relevant today as in the 1940s, but new and
different societal challenges require a rethink on how to deliver the NHS as it faces a national health
and care emergency

Nigel Crisp, 1 JS Bamrah, 2 Jessica Morley, 3 Charlotte Augst, 4 Kiran Patel5, 6

The NHS is currently experiencing the gravest crisis
in its history. While much excellent treatment and
care is being delivered, too many people are not
receiving the care they or their relatives need. Staff,
patients, and the public are experiencing a loss of
hope, confidence, and trust which must be reversed.1
Austerity, the covid-19pandemic, andmajor financial
and staffing problems, have left the NHS in a
weakened state.2 3

Radical change is needed in the way services are
designed to make better use of the technologies
available and to provide more services in homes and
communities. These changes should be led by the
professionals and communities directly involved.
They can build on the UK’s world class biomedical
science and professional education,4 the skills and
passion of NHS staff, and new contributions to
improve health and wellbeing from all sectors. They
can be modelled on best practice in the UK and other
countries. These changes must be supported by an
engaging vision for the future and by adequate levels
of funding and staffing.

This article addresses the question of whether, given
the problems and scale of change needed, the NHS
founding principles are still appropriate now and for
the future. The article is the first in a series of papers
from the BMJ Commission; others will deal with
equity, finance, workforce, wider health
determinants, redesigning the health and care
systems, and sustainability and the physical
environment.

We begin with the founding principles, review how
science and the wider environment have changed
since 1948, anddescribe the current problemsbefore
returning to the principles. We identify three areas
for development tohelp theNHSdeliver—policies on
wider health and wellbeing, the roles of patients and
citizens, and use of technology and data—before
presenting a final section on implementation and a
recommendation.

A national health and care emergency
The NHS’s problems require urgent and speedy
action. The NHS was founded through a major act of

political will against opposition from the BMA and
otherpowerful interests. Thenext government should
be similarly bold and declare a national health and
care emergency, calling on all parts of society to help
improve health, care, and wellbeing. It should, in
effect, relaunch the NHS with the active participation
of all sectors.

Government needs to be honest about the scale of
the problems, the financial, staffing, and other
constraints, and the length of time and effort that will
be required. It should establish an Office for NHS
Policy and Budgetary Responsibility to provide an
independent and expert assessment of NHS plans
andpolicies,whichwouldhelp protect theNHS from
short term political pressures and policies that are
poorly thought out.

Equally, the NHS should prioritise tackling
inequalities in access and outcomes and give
particular attention to the disadvantage and racism
experienced by different ethnic groups both as
patients and staff of the NHS.

These developments should be supported by
embedding NHS policy within a cross-government
and cross-sectoral health andwellbeing strategy, and
by developing better ways to involve patients, the
public, and community groups alongside other
stakeholders in policy, planning, and improvement.

The founding principles
The 1946 NHS Act (fig 1) made the minister of health
responsible for establishing “a comprehensivehealth
service designed to secure improvement in the
physical and mental health of the people of England
and Wales and the prevention, diagnosis and
treatment of illness […] and to provide or secure the
effective provision of services. […] The services so
provided shall be free of charge, except where any
provisionof theAct expressly provides for themaking
and recovery of charges.”5 Parallel legislation was
enacted for Northern Ireland and Scotland.
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Fig 1 | The NHS Act 1946

The Act explicitly refers to the NHS as being comprehensive, free
of charge, and, by implication, available to everyoneequally.Neither
the legislation nor health minister Aneurin Bevan’s speeches
mention founding principles, but review of extensive discussion at

the time suggests it is reasonable to identify five foundingprinciples:
the NHS as a comprehensive service, universally available, based
on clinical need, free at the point of need, and funded through
collective contributions.
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The principles have since been defined more clearly by the policies
adopted to implement them. These policies have changed over the
years in response to changes in the wider environment. Since the
outset, tension has existed between national and local decision
making,withpractice changing fromoneadministration to another.

Additions and modifications have also taken place. The most
important for England are the seven principles in the 2013 NHS
Constitution for England.6 The first two are rewritten versions of
the foundingprinciples,with the additionof awider duty topromote
equality. The other five relate to achieving the highest standards of
excellence and professionalism, putting patients at the heart of
everything, working across organisational boundaries in
partnership, providing best value for taxpayers’ money, and
accountability. These principles were reconfirmed in 2023.

No other UK country has published a constitution, but each has
broadly similar statements of values or principles.

Ourdiscussionsproducedother suggestions forprinciples, including
recognising the importance of supporting staff and ensuring their
welfare. This is the topic of another BMJ Commission article, and
we will limit ourselves to discussing the five founding principles.

The changing environment
Enormous changes have occurred since the 1940s. Someof themost
obvious affecting the NHS are: demography, where an aging and
more diverse population requires a wider range of services;
epidemiology, where the greatest burden of disease is now longer
term conditions and disability; science and technology, where
options for diagnosis and treatment have expanded enormously
andpersonalisedmedicine is becoming reality; and in the economy,
where cheap alcohol, processed food, high stress working
conditions, and growing inequalities increase risks to health.

The aging population and changing disease patterns have resulted
in more comorbidities, with patients needing support from several
services. The increase in longer term conditions, together with a
move to a more personalised service, mean that much healthcare
needs to be long termand relational, not transactional and episodic.
Despite this, the NHS (like other industrialised health systems) still
uses service models based on hospitals and episodes of care, which
were designed for the different needs of a younger population in
the 1940s (more infectious disease, trauma, and acute illnesses).
This is a major source of inefficiency in the NHS. In effect it is using
a 20th century model to address 21st century problems.

In addition, we now know that most ill health can be linked to
external causes (poverty, housing, education, nutrition, andothers)
and this requires a new focus by wider society and the NHS on
preventing disease and creating health.

The current position
Box 1 describes the problems one clinician describes in delivering
a comprehensivehealth service.Weexpect thatmost healthworkers
will recognise these problems. In recent years, the decades-long
improvements in life expectancy in England have slowed
dramatically,7 waiting lists are at their highest levels ever,8 and
confidence in theNHShas fallen.Austerity andcovid-19haveplayed
major roles in this. As a result, more people in England who can
afford it are using the private sector.9 As the UK champions policy
for universal health coverageglobally—so that everyone everywhere
has access to healthcare—the UK’s own system is in crisis, as are
others in western Europe.10

Box 1: A clinician’s view of the barriers to providing a comprehensive
healthcare system
Funding and resource allocation
Funding constraints affect the range of services, the availability and
quality of care, and the consistency with which services can be offered.
Personalised medicine and advances in healthcare make it increasingly
costly to offer and make available all healthcare opportunities. The
effective and efficient allocation of resources is variable across the NHS,
resulting in health outcomes that range from excellent to inadequate.
Fragmented care
Integration and coordination of care across primary, secondary, and
specialised care services is often lacking, leading to a disjointed patient
experience.
Health inequalities
Health inequalities arising from socioeconomic, ethnic, cultural, and
environmental factors are significant causative factors for poor life
expectancy, morbidity, disease prevention, access to services, and
measures of life quality.
Technological advances
Providing a comprehensive service requires that technology can be
exploited safely and effectively across the whole range of services,
particularly in electronic care records, digital consultations, health
applications, and other digital solutions, enhanced with the closely
governed use of artificial intelligence. This requires significant investment,
training, and infrastructure support.
Workforce shortages
The NHS, like other health systems globally, faces severe shortages of
doctors, nurses, and other allied healthcare professionals. Adequate
staffing levels are crucial for providing comprehensive care, addressing
the needs of the population, tackling health inequalities, and meeting
demand.

Appropriateness of the founding principles
The key test forwhether the foundingprinciples are still appropriate
is whether they can (in the words of the 1946 Act) “secure
improvement in the physical and mental health of the people of
England and Wales and the prevention, diagnosis and treatment
of illness.”

The five founding principles are connected, and work together to
provide an overarching framework for the system, although they
can sometimes be in conflict (as seen below). Bevan said that a
comprehensive service would “ensure that every man and woman
and child can rely on getting all the advice and treatment and care
which they may need in matters of personal health.”11 What
constitutes a comprehensive service is not simple, however. Services
can be provided in a variety of ways: in the community or hospital,
for example, or through prevention rather than treatment. Opinions
differ on what constitutes effective and necessary treatment and
care, and different parts of the community have different needs.

Moreover, the financial implications are significant. In the first year
of its existence, the NHS spent £32m on optometry against a budget
of £1m, prompting the government to introduce charges for
dentistry, prescription, and optometry.

Successive governments have introduced policies to manage the
tensions between providing a comprehensive service and it being
free at the point of need. These include:

• Exemptions from dentistry, optometry, and prescription charges
for children, people drawing a pension, those with disabilities
or long term sickness, pregnant women, new mothers, and those
in receipt of certain benefits. Only the English NHS still charges
for prescriptions. The Scottish NHS provides eye tests and dental
examinations free of charge.
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• National and local arrangements for priority setting, which are
sometimes in conflict, andpermitting thedevelopment ofwaiting
lists to ration and delay access.

• Managing resources through evidence based practice and
protocols, and introducing new technologies largely through
professional education and theNational Institute forHealth and
Care Excellence (NICE) and its equivalents in the four countries.

These provide a policy framework. However, the NHS and its
clinicians and managers need constantly to adapt to the situation
on the ground, make judgments, and manage politics and their
patients’ expectations.

Alternatives to a comprehensive service
The alternative to a comprehensive service is to limit the services
either to a particular range available to everyone and/or to limit
them to a part of the population. This would be typical, for example,
of an insurance policy which had a defined set of benefits provided
only to its policy holders. People would then have to pay for any
additional services either directly or through an insurance system
if they could afford to, or go without them.

Defined benefits
A defined benefits system has several drawbacks. The benefits
package may be eroded over time to become a minimum safety net
of services. Cash strapped governments might exert pressure to
reduce benefits (austerity is a recent example) and commercial
interests are likely topromotemore expensiveoptions as alternatives
to the basic package. A safety net service is likely to lead to
stagnation and poor services as innovation, development, and
investment move into other areas with higher profitability.
Inequality is likely to increase because poorer people can’t pay for
additional services, and service quality and health outcomes may
suffer if only some needs are met.

A comprehensive system, in contrast, promotes innovation in the
services available to everyone. We argue that a comprehensive
service should remain as a vital aspiration that will constantly force
planners and commissioners to consider how best to achieve it. It
is a spur to progress, but itwill onlyworkwhen there is transparency
and trust.

Today’sNHScanbest bedescribedas a comprehensive servicewith
some limited exceptions where resources are managed through
waiting lists and other practical means such as NICE guidance and
protocols. This needs to be publicly acknowledged together with a
public commitment to making it as comprehensive as possible,
adding new services as evidence of their effectiveness and value is
demonstrated and resources permit. Priority setting will remain
essential and must be conducted through public, visible, and
accountable processes with everyone—patients, staff, and the
public—having good information about what can or cannot be
provided at any given time.

Trust and transparency are essential. Health workers, who have to
make decisions about treatment, as well as patients, will benefit
from greater transparency in decision making.

Defining benefits might be perceived as bringing certainty, but this
is not entirely true. Difficult and disputed decisions will still need
to be made. Defined benefits need to change as practice advances
and, for example, insurance based systems that take a defined
benefits approach spenda great deal of time andmoney ondisputes
about contracts and coverage.

The greatest anomaly in the English system is that social care, on
which a lot of healthcare depends, is the responsibility of local
authorities, ismostlymeans tested, and varies enormously between
areas. Shared health and care management, as occurs in Scotland,
Northern Ireland, and Manchester, offers a partial solution, but this
approach is not widespread. The problem is beyond the scope of
this paper.

On the subject of clinical need, practice has become more
sophisticated with, for example, patients and their advocates
increasingly involved in clinical decisions through co-creation and
informed choice. What matters to patients can be as important as
what is the matter clinically. Similarly, assessing the health needs
of populations and communities has become more comprehensive
and needs to involve patients and citizens who can identify issues
not recognised by professionals.

Charging patients at the point of care
Another alternative would be to provide a comprehensive service
by charging patients for using some or all services through
co-payments. This takes us to discussion of the NHS being free at
the point of need. Aneurin Bevan, in his book In Place of Fear,
argued that “no society can legitimately call itself civilised if a sick
person is denied medical aid because of lack of means,” and
describes the difficulties people had without a free health service.12
The establishment of theNHSeliminated the catastrophic economic
impacts that illness often had on an individual and their family. In
contrast, two thirds of bankruptcies in the US (where services are
largely insurance based) result from medical costs, and medical
debt affects enormous numbers of people.13

Charging for care might be expected to reduce unnecessary health
service usage, affecting poorer people more acutely. The RAND
Health Insurance Experiment, a randomised controlled trial
conducted in theUSbetween 1974 and 1982,wasdesigned to assess
the impact of cost sharing between the insurer and the patient, or
co-payments, on people’s use of health services.14 It showed that
cost sharing reduced “appropriate or needed” medical care as well
as “inappropriate or unnecessary” medical care. This had minimal
impact on health status, except in people who were poor and sick,
where the reduction was on average harmful: “The projected effect
(from having no charges) was about a 10% reduction in mortality
for those with hypertension.”14

A recent report that considered these issues concludes that user
charges are not an effective way of directing people to use health
services more efficiently. It finds that people do not value
interventions more highly when they have to pay for them out of
pocket, and that even relatively small user charges can deter people
from using needed healthcare. Such charges can reduce adherence
to essential medicines and other forms of treatment, increase the
use of other health services, lead to financial hardship, increase
the use of social assistance, and adversely affect health, particularly
in people with low incomes or chronic conditions.15

One option would be to give exemptions to charging, as currently
happens with prescribing, optometry, and dentistry. About 40% of
the English population has exemptions, but almost 90% of items
prescribed are exempt.16 This is unsurprising given that older,
younger, sicker, and poorer people, who are largely exempt, are
more likely to need prescriptions and services. If the same
exemptions were agreed, charges would be paid only by a small
part of the population and would need to be high to make a material
difference to the NHS budget.17
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With the UK’s current approach, financial risks are shared across
a large population, and general taxation is the cheapest way to raise
fundingwithout the largeoverheadsof insuranceorpatientpayment
systems. Proponents of alternative ways of funding will need to
demonstrate how the benefits of change will outweigh the increase
in overheads and the costs of changing to a system of insurance,
private payments, or co-payments.

The principle of collective contribution is about solidarity and
sharing risks. It is a natural accompaniment to a system free at the
point of need and is a unifying factor at a time when society is
becoming less cohesive.

Financial issues are discussed in more depth in a later article from
the BMJ Commission.

Universality, equality, and equity
The NHS Constitution states: “[the NHS] is available to all
irrespective of gender, race, disability, age, sexual orientation,
religion, belief, gender reassignment, pregnancy, and maternity or
marital or civil partnership status.” However, major inequalities in
access and in health outcomes exist between different groups of
service users. In 2022, the difference in healthy life expectancy
between the highest and lowest local authority areas in the UK was
19.8 years for women and 17.8 for men.18

The NHS also needs to consider equity. This means recognising that
people do not all start from the same place, and acknowledging and
adjusting for imbalances. Allocation of resources and opportunities
should therefore be based on what is needed by different groups to
access appropriate services equally and to achieve equal outcomes.
Against this background, it is important tomake equitymore explicit
in operational policy and to stress the importance of measuring and
achieving equality of outcomes.

People from black and Asian backgrounds, as well as recent
migrants, make up a higher proportion of NHS staff than their
representation in the wider population. They also suffer worse
access to services and poorer health outcomes, from maternal
services to surgery andmental health. Given their numbers, tackling
the disadvantage and inequalities affecting these groups will make
a major contribution to reducing inequalities overall.19

Some asylum seekers, undocumented migrants, and many recent
migrants do not always have full access to services, and many have
to pay a fee for them (even those who work for the NHS). These
issues must be addressed, but are beyond the scope of this paper.

The NHS performs well on equity in international comparisons of
health systems, such as the Commonwealth Fund, but this is not
the whole story. The NHS was designed to meet the needs of
everyone, including thepoorest. Today, however, inequity in access
to services andhealth, and the ability of peoplewithhigher incomes
to express needs, claim rights (often described as the inverse care
law), and to opt for private care, leaves the poorest at greatest
disadvantage. Covid-19 starkly revealed these inequalities.

Were Bevan redesigning the NHS today he would surely ask why
the service was failing those most in need.

These issues are also discussed more fully in a later article from the
BMJ Commission.

Summary
We have argued that the NHS is a comprehensive service with some
limited exceptions, where resources are managed through waiting
lists and other practical means, and that the aspiration to being

comprehensive needs to be retained as a spur to innovation and
development.

We have also argued that being (very largely) free at the point of
need promotes equity and is a practical and appropriate approach
to improving the health of the population. Any movement away
from it is likely to be expensive and without certainty of
improvement.

The other founding principles of universality, decisions based on
clinical need, and collective contributions follow from the first two,
and are relatively uncontentious.

In summary, we believe that the NHS founding principles are still
appropriate today and provide a strong foundation for the future.
We recommend that the government in place after the next election
re-commits to these principles as part of awider set of actions. These
include giving immediate priority to tackling inequalities in access
and outcomes and paying particular attention to the disadvantage
and racism suffered by different ethnic groups both as patients and
staff of the NHS.

Much can be learned from other health systems in both high and
low income countries.20 21 The NHS is not unique; most western
Europeansystemsarebasedoncomprehensiveness anduniversality
and have different ways of managing the issues raised here. All
have someexceptions and/or charges. Private and insurancebased
systems, as in the US, ration by the ability to pay and often do not
cover vital areas such as mental health. Other systems combine
public and private health approaches and have many exclusions
and co-payments. Meanwhile, the lowest income countries have
predominantly out-of-pocket payment systems.

The NHS has a serious financial problem to resolve, but the central
issue is a health problem, which can only be dealt with through
changing theapproach tohealth andhealthcare. Financial solutions
need to follow health ones.

Thenext sectionbriefly discusses three areas for developmentwhich
will help theNHSperform its role. These arewider policies onhealth
and wellbeing, the roles of patients and the public, and technology
and data. We conclude with recommendations.

Future developments
Policies on health and wellbeing
It is well understood that social, economic, commercial, and
environmental determinants shape a large proportion of an
individual’s health status.22 The NHS can only directly affect these
as an employer and anchor institution in local communities. We
therefore recommend the creation of a cross-government and
cross-sectoral health and wellbeing policy where wellbeing is, as
described by the World Health Organization, “a state of mind”
encompassing “quality of life and the ability of people and societies
to contribute to the world with a sense of meaning and purpose.”23

We argue for the development of such a policy and the introduction
of a UK version of the “health for all policies” approach pioneered
in other countries, and placing new emphasis on the importance
of communities, social structures, wellbeing and health creation.24
This would be characterised by:

• Strengthening the roles of all parts of society—government,
families, businesses, communities, schools, and more—in
promoting health and wellbeing, protecting the public, and
preventing disease. An example would be the recent Healthy
Homes Bill, which, if passed, would have laid a duty on the
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secretary of state to ensure that all newhousingpromotedhealth,
safety, and wellbeing.25

• Understanding that the health of an individual is intimately
linked to the health of their family, community, the health of
wider society, and the health of the planet, and introducing
measures to promote health and wellbeing at all these levels.

• Recognising the importance of promoting and creating health
and wellbeing, as well as tackling the causes of disease and
preventing disease and injury. Health is not simply the absence
of disease.26 Factors that promote health include having a social
network, meaning and purpose in life, an increased degree of
autonomy, and access to nature and green spaces, as well as the
more familiar factors such as exercise, good diet, and good
conditions of employment and living.

• Treating improvedhealth andwellbeing as apositive contributor
to the country’s economy and not, as too often happens, a cost.
This involvesa recognition thathumandevelopmentand“human
capital”are central to thewellbeingandprosperity of the country.

Patients and the public
The 2002 Wanless report, commissioned by the Treasury to look at
the long term sustainability of the NHS, recommended that this
could only be achieved through the full engagement of patients in
their own health and healthcare.27 Relatively little progress has
beenmade since,with a focus on immediate service provision rather
thanupstreamonhumanbehaviours, illness and injury prevention,
and health creation. This needs to be reversed, with patients and
the public (as voters and future patients) engaged not only in
maintainingand improving their ownhealthbut also inmaintaining
and improving the system.

Patients and the public can play a greater role in the design and
evaluation of NHS services. Patients are experts in what it is like to
experience NHS care, to live with specific conditions, or to care for
loved ones experiencing ill health. They often know better than
researchers and analysts the most important research questions,
the most vital services needed, the right outcomes to measure, and
the best ways to ensure that the NHS delivers on its ultimate goal
of patient and public benefit.

Patients and the public also have important roles in improving and
creating health, and make an important contribution to the future
success of the NHS. Organisations within local communities and in
every sector are already dealing with some of the most difficult
health issues and creating health for themselves and others, with
or without the assistance of the health system and health
professionals.28 We therefore recommend that the government
developsbetterways to connect patients, thepublic, andcommunity
groups with the NHS, particularly at local level.

We propose that the NHS needs to embrace these roles by:

• Placing community assets and efforts at the centre of health
creation and long term conditions management.

• Recognising that measures that strengthen community
connection, voluntary sector activity, citizen voice, and health
democracy strengthen the NHS’s ability to do its job properly
and create the conditions for people to be healthy.

• Learning fromcommunityhealth improvement in environments
where resources aremore constrained: focusingon the essentials,
looking upstream, majoring on inclusion, and advocating for
rights.

This approach will help rebuild confidence and trust in the NHS.
We are not proposing structural changes or going back to structures
such as regional health authorities, but looking for behavioural
change and new approaches such as citizens’ assemblies, where
patients and the public can better engage in governance and
decision making, alongside other stakeholders.29 Local services
and planners need to think about how patients, the public, and
community groups can be connected at the most local level and
feel part of the efforts to care for themselves, their fellow citizens,
and communities.

Some of the loss of trust in the NHS appears to be about the role of
politics in its management. This is why we recommend a method
for independent scrutiny of plans and policies.

Technology and data
The importance of advances in technology can be exaggerated, but
it is clear that increasingly “Science, technology, and data will
determine much of the framing and the language of health, shaping
how health workers think about health problems and possible
solutions, and how they act.”30

Technology and data are themes running through all the BMJ
Commission’s articles andhave somuch to contribute to improving
health, healthcare, and wellbeing in the future. NHS data on tens
of millions of patients over many years, for example, are
extraordinarily valuable for research and development.

However, artificial intelligence could also be used for private gain
or disruptive purposes, and this relates directly to issues of trust
and confidence in the NHS. Poor performance of the English 111
service has already led to criticism of diagnosis by algorithm, and
suspicion of motives will make this worse where private companies
are involved, as in the Post Office scandal.

Mitigating these risks requires theNHS to adopt a principle of values
based innovation and to put in place robust governance
arrangements to protect the core principles and values from
trade-offs and dilution. One of the authors (JM) has published
recommendations for how to secure appropriate governance. These
cover use of NHS data for training AI algorithms, accountability,
technical validation, prevention of vendor lock-in, economic
evaluation, and the potential for AI screening of the population.31
This would support development of the NHS as a Learning Health
system driven significantly by data, as well as digital and predictive
AI.32

Recommendations
We have argued that the NHS founding principles are, with the
qualifications noted, still appropriate now and provide a strong
foundation for the future. But we need to make major changes to
how these principles are put into practice. These include updating
service models to make them fit for the 21st century, greater use of
technology and data, developing an approach that encompasses
all of society in creating health and preventing disease, and a focus
on people—trust, engagement of patients, citizens, and staff, the
development of human and social capital—and changes to
professional education.

Implementing change at this scale is difficult and it is useful to look
back at the major reforms introduced in 2000, which the King’s
Fund reported as leading to the most significant sustained
improvements in the history of the NHS.33 Lessons can be learnt
about what worked and what didn’t.34

Three key actions enabled those reforms. They involvedpeople from
across the NHS and its partners in developing a 10 year plan.35 This
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was supported by a major programme of “investment for reform”
and by the Wanless report, which produced a long term financial
plan and brought in the Treasury.27 These actions created buy-in
and momentum which carried the NHS through the next few years
when controversial policieswere introducedabout use of theprivate
sector and patient choice. This momentum was maintained by
success in achieving targets from 2002 onwards—with waiting lists
and waiting times down significantly,36 substantial improvements
in cardiac and cancer care, and public satisfaction doubling over a
10 year period. The private sector, which had gained patients from
the NHS in the 1990s began to lose business from 2003 onwards as
people came back to the NHS.

Despite this, problemsarose because of over-focus onnumbers and
targets rather than quality. Too many reorganisations took place,
and there was political infighting over the direction of policy, too
great a political involvement in operational issues and, ultimately,
a failure to pivot towards health and away from a focus only on
health services.

This discussion illustrates how important politics are to the NHS.
Political will drove its foundation and the NHS Plan, but political
engagement in operational policy and planning can be influenced
by short term political objectives, and therefore should be subject
to independent public scrutiny. The NHS needs long term thinking
and stable, consistent policies. We therefore recommend the
establishment of an Office for NHS Policy and Budgetary
Responsibility for England. This would be based on the role of the
Office for Budget Responsibility.37 It would review national NHS
plans and policies and publish its conclusions, thereby helping to
ensure that they are well based on evidence and properly costed.
It should not, however, duplicate the roles of any existing bodies.
TheBMJCommissiongroupon financewill develop this idea further.

Given the extreme seriousness of the situation and the lessons
learnt,we recommend that the government in post after the election
should declare a national health and care emergency calling on all
parts of society to help improve health, care, and wellbeing. The
government should, in effect, relaunch the NHS with the active
participation of communities, employers, businesses, housing
providers, local authorities, foodproducers, schools and the public,
as well as patients, health and care workers, carers, and others in
preventing disease, providing care, and creating health.

This would involve:

• Making a clear statement of commitment to the NHS and its
founding principles, and engaging all parts of society in a
renewed vision and plan for health, care, and wellbeing that will
generate the buy-in and momentum to implement the necessary
reform.

• Creating a cross-government and cross-sector health, care, and
wellbeing strategy, of which NHS strategy would be an integral
part, to show how the whole population and all sectors can
contribute, and supporting this with legislation as necessary.

• Developing better ways to connect patients, the public, and
community groups with activities and planning for the NHS,
particularly at local level.

• Giving immediate priority to tackling inequalities in access and
outcomes and paying particular attention to the disadvantage
and racism suffered by different ethnic groups both as patients
and staff of the NHS.

• Establishing an Office for NHS Policy and Budgetary
Responsibility to provide an independent and expert assessment

of NHS plans and policies, which would help protect the NHS
from short term political pressures and policies that have not
been sufficiently thought out.

• Providing some additional funding to support early
improvements and commissioning a review of future
sustainability similar to the 2021 Wanless review.

This recommendation is summarised in box 2.

Box 2: Recommendations

The government in post after the election should declare a national health
and care emergency, calling on all parts of society to help improve health,
care, and wellbeing and, in effect, relaunch the NHS with the active
participation of the whole of society. This would involve:
• A commitment to the NHS and its founding principles and engaging

all parts of society in a renewed vision and plan for health, care, and
wellbeing

• Creating a cross-government and cross-sector strategy for health,
care, and wellbeing

• Developing better ways to connect patients, the public, and community
groups with the NHS, particularly at local level

• Giving immediate priority to tackling inequalities in access and
outcomes, with particular attention on the disadvantage and racism
suffered by ethnic groups both as patients and staff of the NHS

• Establishing an Office for NHS Policy and Budgetary Responsibility
to provide an independent and expert assessment of NHS plans and
policies

• Providing some additional funding to support early improvements
and commissioning a review of future sustainability

Competing interests: We have read and understood The BMJ policy on declaration of interests and
declare that we have no competing interests.

Provenance and peer review: commissioned; externally peer reviewed.

The BMA, which owns The BMJ, grants editorial freedom to the editor in chief of The BMJ. The views
expressed in this editorial, and in the papers of the BMJ Commission on the Future of the NHS, are
those of the authors and may not necessarily comply with BMA policy. The BMJ convened this
commission, whichwas chaired independently by Victor Adebowale, Parveen Kumar, and Liam Smeeth.
The BMJ was responsible for the peer review, editing, and publication of the papers of the commission.

All of the articles in this commission are available at https://www.bmj.com/nhs-commission.

1 British Social Attitudes Survey 2022 records a drop of satisfaction with the NHS and Social Care
to 29%, the lowest level since 1983. NHS and social care (natcen.ac.uk). https://bsa.nat-
cen.ac.uk/media/39485/bsa39_nhs-and-social-care.pdf

2 Stuckler D, Basu H. The Body Economic: Why Austerity Kills. Basic Books, 2013.
3 Morris J, Reed S. How much is covid-19 to blame for growing NHS waiting times? Nuffield Trust.

2022. https://www.nuffieldtrust.org.uk/resource/how-much-is-covid-19-to-blame-for-growing-
nhs-waiting-times

4 All-Party Parliamentary Group Global Health. The UK as a global centre for health and health
science—a go-to place for all aspects of health globally. 2020. https://globalhealth.inparlia-
ment.uk/news/category/reports

5 Government HM. The NHS Act. 1946.
6 HM Government. The NHS Constitution for England. 2013.
7 Raleigh V. What is happening to life expectancy in England? King’s Fund. https://www.kings-

fund.org.uk/publications/whats-happening-life-expectancy-england
8 Parliament UK. House of Commons Library. NHS key statistics: England. 2023. https://common-

slibrary.parliament.uk/research-briefings/cbp-7281/
9 Campbell D. Record rise in people using private healthcare amid NHS frustration. Guardian 2023

May 24. https://www.theguardian.com/society/2023/may/24/record-rise-in-people-using-private-
healthcare-amid-nhs-frustration

10 Anderson S. Europe is struggling to keep its health systems afloat. Health Policy Watch. 2023.
https://healthpolicy-watch.news/europe-struggles-to-keep-health-systems-afloat

11 Ministry of Health. Department of Health for Scotland. A National Health Service. Cmnd 6502.
HMSO, 1944.

12 Bevan A. In place of Fear. William Heineman Ltd, 1952.
13 RetireGuide. 49+ USmedical bankruptcy statistics for 2023. https://www.retireguide.com/retire-

ment-planning/risks/medical-bankruptcy-statistics/

7the bmj | BMJ 2024;384:e078903 | doi: 10.1136/bmj-2023-078903

ANALYSIS

https://www.bmj.com/nhs-commission
http://natcen.ac.uk
https://bsa.natcen.ac.uk/media/39485/bsa39_nhs-and-social-care.pdf
https://bsa.natcen.ac.uk/media/39485/bsa39_nhs-and-social-care.pdf
https://www.nuffieldtrust.org.uk/resource/how-much-is-covid-19-to-blame-for-growing-nhs-waiting-times
https://www.nuffieldtrust.org.uk/resource/how-much-is-covid-19-to-blame-for-growing-nhs-waiting-times
https://globalhealth.inparliament.uk/news/category/reports
https://globalhealth.inparliament.uk/news/category/reports
https://www.kingsfund.org.uk/publications/whats-happening-life-expectancy-england
https://www.kingsfund.org.uk/publications/whats-happening-life-expectancy-england
https://commonslibrary.parliament.uk/research-briefings/cbp-7281/
https://commonslibrary.parliament.uk/research-briefings/cbp-7281/
https://www.theguardian.com/society/2023/may/24/record-rise-in-people-using-private-healthcare-amid-nhs-frustration
https://www.theguardian.com/society/2023/may/24/record-rise-in-people-using-private-healthcare-amid-nhs-frustration
https://www.retireguide.com/retirement-planning/risks/medical-bankruptcy-statistics/
https://www.retireguide.com/retirement-planning/risks/medical-bankruptcy-statistics/


14 RAND Health Insurance Experiment. 2023. https://en.wikipedia.org/wiki/RAND_Health_Insur-
ance_Experiment

15 World Health Organization Regional Office for Europe. Can people afford to pay for health care?
Evidence on financial protection in 40 countries in Europe. 2023. https://www.who.int/europe/pub-
lications/i/item/WHO-EURO-2023-8969-48741-72485

16 UK Department of Health & Social Care. Consultation outcome. Aligning the upper age for NHS
prescription charge exemptions with the State Pension age. 2023. https://www.gov.uk/govern-
ment/consultations/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-
state-pension-age/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-
state-pension-age

17 Appleby J. What if people had to pay £10 to see a GP? King’s Fund. 2017. https://www.kings-
fund.org.uk/publications/nhs-if/what-if-people-had-pay-to-see-gp

18 Health Foundation. Map of healthy life expectancy at birth. 2022. https://www.health.org.uk/ev-
idence-hub/health-inequalities/map-of-healthy-life-expectancy-at-birth

19 Adebowale V. Lecture at Worcester Cathedral. 2023.
20 Britnell M. In search of the perfect health System. Palgrave, 2015doi: 10.1007/978-1-137-49662-1
21 Crisp N. Turning the World Upside Down Again. Global Health in a time of pandemics, climate

change and political turmoil. CRC Press, 2022doi: 10.1201/9781003267706
22 Marmot M. The Health Gap: The Challenge of an Unequal World. Bloomsbury, 2015.
23 World Health Organization. Health promotion Glossary of Terms 2021.

https://www.who.int/publications/i/item/9789240038349
24 World Health Organization. What you need to know about Health in All Policies: key messages.

2015. https://www.who.int/publications/m/item/what-you-need-to-know-about-health-in-all-
policies--key-messages

25 Parliament UK. Healthy Homes Bill. 2022. https://bills.parliament.uk/bills/3171
26 World Health Organization. WHO Constitution. Geneva, 1948. https://www.who.int/about/ac-

countability/governance/constitution
27 Wanless D. Securing our Future Health: Taking a Long-Term View. 2002.
28 Crisp N. Health is made at home, hospitals are for repairs: Building a healthy and health-creating

society. Salus Global Knowledge Exchange, 2020.
29 Citizens’ Assembly. https://citizensassembly.co.uk/
30 All-Party Parliamentary Group on Global Health. The UK as a global centre for health and health

science—a go-to place for all aspects of health globally. 2020. https://globalhealth.inparlia-
ment.uk/news/category/reports

31 Morley J. Designing an Algorithmically Enhanced NHS (Summary); Oxford, November 2023
https://www.healthdatanerd.org/post/designing-an-algorithmically-enhanced-nhs accessed 6
December 2023.

32 The Health Foundation. Developing learning health systems in the UK: priorities for action. 2022.
https://www.health.org.uk/publications/reports/developing-learning-health-systems-in-the-uk-
priorities-for-action

33 Blyth N, Ross S. Strategies to reduce waiting times. King’s Fund. 2022. https://www.kings-
fund.org.uk/publications/strategies-reduce-waiting-times-elective-care

34 Crisp N. Reviving the NHS-lessons from Labour 1997-2005. BMJ 2023;381:.
doi: 10.1136/bmj.p1078 pmid: 37188384

35 Government HM. The NHS Plan. 2000.
36 Waiting lists in the English NHS: 1949 to 2021. Nuffield Trust. https://www.nuffield-

trust.org.uk/sites/default/files/styles/og_image/public/2022-03/1647000711_artboard-1-copy-
5-5x.png?itok=9WpzePZT

37 Office for Budget Responsibility. What we do. https://obr.uk/about-the-obr/what-we-
do/#:~:text=We%20scrutinise%20the%20Government's%20costing,to%20detailed%20scruti-
ny%20and%20challenge

the bmj | BMJ 2024;384:e078903 | doi: 10.1136/bmj-2023-0789038

ANALYSIS

https://en.wikipedia.org/wiki/RAND_Health_Insurance_Experiment
https://en.wikipedia.org/wiki/RAND_Health_Insurance_Experiment
https://www.who.int/europe/publications/i/item/WHO-EURO-2023-8969-48741-72485
https://www.who.int/europe/publications/i/item/WHO-EURO-2023-8969-48741-72485
https://www.gov.uk/government/consultations/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age
https://www.gov.uk/government/consultations/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age
https://www.gov.uk/government/consultations/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age
https://www.gov.uk/government/consultations/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age/aligning-the-upper-age-for-nhs-prescription-charge-exemptions-with-the-state-pension-age
https://www.kingsfund.org.uk/publications/nhs-if/what-if-people-had-pay-to-see-gp
https://www.kingsfund.org.uk/publications/nhs-if/what-if-people-had-pay-to-see-gp
https://www.health.org.uk/evidence-hub/health-inequalities/map-of-healthy-life-expectancy-at-birth
https://www.health.org.uk/evidence-hub/health-inequalities/map-of-healthy-life-expectancy-at-birth
https://www.who.int/publications/i/item/9789240038349
https://www.who.int/publications/m/item/what-you-need-to-know-about-health-in-all-policies--key-messages
https://www.who.int/publications/m/item/what-you-need-to-know-about-health-in-all-policies--key-messages
https://bills.parliament.uk/bills/3171
https://www.who.int/about/accountability/governance/constitution
https://www.who.int/about/accountability/governance/constitution
https://citizensassembly.co.uk/
https://globalhealth.inparliament.uk/news/category/reports
https://globalhealth.inparliament.uk/news/category/reports
https://www.healthdatanerd.org/post/designing-an-algorithmically-enhanced-nhs
https://www.health.org.uk/publications/reports/developing-learning-health-systems-in-the-uk-priorities-for-action
https://www.health.org.uk/publications/reports/developing-learning-health-systems-in-the-uk-priorities-for-action
https://www.kingsfund.org.uk/publications/strategies-reduce-waiting-times-elective-care
https://www.kingsfund.org.uk/publications/strategies-reduce-waiting-times-elective-care
https://www.nuffieldtrust.org.uk/sites/default/files/styles/og_image/public/2022-03/1647000711_artboard-1-copy-5-5x.png?itok=9WpzePZT
https://www.nuffieldtrust.org.uk/sites/default/files/styles/og_image/public/2022-03/1647000711_artboard-1-copy-5-5x.png?itok=9WpzePZT
https://www.nuffieldtrust.org.uk/sites/default/files/styles/og_image/public/2022-03/1647000711_artboard-1-copy-5-5x.png?itok=9WpzePZT
https://obr.uk/about-the-obr/what-we-do/#:~:text=We%20scrutinise%20the%20Government&apos;s%20costing,to%20detailed%20scrutiny%20and%20challenge
https://obr.uk/about-the-obr/what-we-do/#:~:text=We%20scrutinise%20the%20Government&apos;s%20costing,to%20detailed%20scrutiny%20and%20challenge
https://obr.uk/about-the-obr/what-we-do/#:~:text=We%20scrutinise%20the%20Government&apos;s%20costing,to%20detailed%20scrutiny%20and%20challenge

