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Key points
• Are the NHS reforms misunderstood, are substantive policy changes necessary, or
should the Government simply press ahead?
• The reforms have become increasingly controversial, notably at the recent Liberal
Democrat spring conference.
• Concerns expressed have focused on competition, GP commissioning consortia,
accountability and the transition period.
• The NHS Confederation has supported the Government’s objectives but we are
disappointed that communications around the reforms have failed to support the
reform programme.
• This paper analyses the concerns and suggests potential practical steps for how
ministers could respond.

Context
The Government’s healthcare reforms, set out in the
Health and Social Care Bill currently going through
Parliament, have become increasingly controversial.
Over recent months, concerns have been expressed
by commentators ranging from the Health Select
Committee to the Royal College of Nursing and the Royal
College of GPs. This has now been followed by formal
declarations of opposition at the recent Liberal Democrat
spring conference and at an emergency meeting of the
British Medical Association.
Events at the Liberal Democrat conference were
particularly significant. The party backed motions
describing the Government’s reforms as a “damaging
and unjustified market approach”. It said the changes
“did not feature in our manifesto or in the agreed
Coalition Programme, which instead called for an end to
the large-scale top-down reorganisations”. The conference
saw calls for greater accountability, with a suggestion
that local councillors be appointed as non-executive
directors on the boards of GP commissioning consortia.
Ministers now face a dilemma, triggered both by the
scale of the concerns and the political consequences of a

challenge from within one of the political parties that
comprises the coalition Government. Should it press on
with the reforms as planned, or should it rethink elements
of the package to meet the challenges?
To answer this, ministers need to grapple with some
important questions. Is it that the reforms are
misunderstood, meaning that the Government simply
needs to explain its plans more clearly? Is there a
problem with the proposals themselves, making
substantive policy changes necessary? Or do the
challenges to the reforms simply represent self-interested
groups resisting necessary changes, in which case the
Government should press ahead?

This discussion paper
The NHS Confederation has supported the
Government’s objectives but has also expressed
concerns about the significant risks involved with
these reforms.
We are concerned that the debate about the changes
has become increasingly polarised and entrenched,
with little movement on practical solutions for
managing these risks. This is destabilising for the
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NHS, which is already making structural changes to
meet the agenda set by the Government.
This paper seeks to identify the broad areas of concern
and then to suggest potential options in response.
There is a recurring theme running through our
analysis – that there has often been a reality gap
between ideas that are good in principle and the
details of practical delivery, which have often looked
opaque or too optimistic.

The challenges to the reforms
Concerns about the reforms fall into four broad categories.
1. The extension of competition and fears that
this will lead to privatisation of provision and
fragmentation of services.
2. The shifting of responsibility for commissioning of
healthcare to GP commissioning consortia and fear
that this goes beyond their capability and capacity
and leaves them with serious conflicts of interest.
There are also concerns that use of independent
sector support for commissioning means the
privatisation of commissioning.
3. The arrangements for accountability for
decision-making in the new system and fears they
are inadequate and insufficiently democratic.
4. The risks in the transition and fears these are too
great, particularly at a time when the NHS faces
an enormous challenge in delivering £20 billion
productivity gains over the next four years in light
of reduced levels of financial growth.

Responding to the challenges:
1. Competition
The debate about the use of competition and market
mechanisms in healthcare is often driven by ideology.
Some are implacably opposed, seeing competition
as fundamentally inappropriate for healthcare and
leading inexorably to the privatisation of services
and the exacerbation of inequalities. Others believe
competition and market mechanisms inherently
drive up quality and efficiency. While recognising the
strength of feelings in this debate, it is important to
move beyond the ideology and rhetoric.
Despite concerns from some that competition can
incentivise suppliers to encourage demand and that high
transaction costs outweigh the benefits, there is some
evidence, from this country and the USA, that the
right sort of competition for health services leads to
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improvements in quality and efficiency, particularly
where prices are fixed.1 The scale of the financial
challenge facing the NHS, in both the long and short
term, suggests that rejecting these potential benefits for
reasons of ideology would be short-sighted and extremely
unwise. Indeed, we believe the Government could
make the argument more confidently for the appropriate
use of competition in healthcare to drive innovation.
EU law
It is also likely that competition law will increasingly
apply to health services. The Government has
said that its legislation does not itself extend the
applicability of current UK or European Union (EU)
competition law to the healthcare sector. But,
as NHS providers develop and begin to compete
actively with other NHS providers and with private
and voluntary providers, UK and EU competition
law will increasingly become applicable. This means
that resistance to any form of competition in health
services would be legally challengeable. So there are
pragmatic reasons for ensuring that a proper system
of competition, with clear rules, applies in the UK.
Complex care
Having said all this, there are legitimate concerns
about the potentially damaging effect of competition
if not implemented sensibly. Most healthcare systems
in the world are seeking to deliver efficiencies and to
control costs by:
• improving integration of health services2
• investing more in prevention and early intervention
• reducing demand for high-tech, high-cost interventions.
It is therefore right to ask whether competition as
proposed in the health reforms can deliver these
objectives. They all require collaboration between
different organisations and a reduction in the capacity
of many existing providers.
It is not actually clear that the proposals in the
legislation will not allow integrated solutions. But it
is also true that the Government has failed to set out
exactly how integrated services could be delivered in
practice and how competition rules could be framed
to allow for this. Were the Government to offer an
explanation, some of the concerns would be allayed.
This explanation needs to set out how the reforms
would work on complex care pathways and for people
with a long-term condition such as diabetes. But,
crucially, it also needs to deal with the challenges of
delivering well coordinated services for people with
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multiple long-term conditions, which will represent
an increasing challenge to the health service as
the population ages. As part of its response, the
Government should consider permitting test projects
to be established to allow a safe space for developing
solutions to meet these challenges.
Price competition
There have been significant concerns about the
potential negative impact of price competition in
health services, particularly where quality is hard
to define and measure. There is evidence that, in
these circumstances, competition is likely to lead to
reductions in quality.3
In response, the Government says it does not intend
to allow price competition and has removed references
to maximum tariffs from the legislation. However,
only about 60 per cent of hospital income and only
about a third of overall spending by primary care
trusts (PCTs) is currently covered by tariffs under the
Payment by Results (PbR) policy. Outside of PbR, price
competition remains possible, indeed likely. This is
true for mental health and community services, and
for a significant proportion of specialist acute care.
The best response is to accelerate work to define and
measure quality of services, building on the clinical
evidence base. But the Government needs to recognise
that progress on measuring of quality of care has
been painfully slow, despite the good intentions
expressed by the previous administration as well as
the current one. The Government now needs to
recognise that it will need to invest significantly in
this area to have any chance of achieving its
ambitions within a reasonable timescale.
The Government, in its recent mental health
strategy, made a clear commitment to develop a
system of PbR for adult mental health services,
with rates of payment initially to be decided locally.
This is welcome. However, developing PbR in
mental health will require significant investment
if that commitment is to be made good, and the
Government will want to actively consider whether
the investment currently being made is indeed
adequate. The Government will also want to
consider whether the levels of investment being
made in developing tariffs in other areas, such as for
community services, is also adequate.
The role of Monitor
Rightly or wrongly, the impression has been
given that promoting competition is the primary
objective of Monitor, the new economic regulator.

The legislation does in fact set out other issues that
Monitor has to ‘have regard to’, but the idea that
competition will be the dominant objective has
caused significant concern.
The Government could address this by making absolutely
explicit that it sees competition as a means to an end,
rather than an end in itself. So the test for Monitor
could be whether services provide value for money for
patients and taxpayers, with competition contributing
to this objective. The effectiveness of local health
services should – as the Government reiterates in other
parts of its policy – be judged against outcomes
achieved rather than on the basis of levels of plurality
of provision or use of competition per se.
Any Willing Provider
Similarly, the Government’s proposals are insufficiently
sophisticated in respect of the policy of allowing
Any Willing Provider (AWP) to deliver services.
We know from experience that the benefits of
patient choice, as delivered through AWP, are real.
What is highly questionable is the appropriateness
of this policy to complex care pathways, particularly
for long-term conditions where effective coordination
of services is essential to delivering good patient
care. For these services it is likely to be better to
allow patients to choose from a consortia-approved
provider or list of providers that have met a
well-defined service specification, rather than any
willing provider that is licensed to enter the market.
Even where services are appropriate for AWP, it is
critical that the challenge of developing pricing,
quality and outcome-based service specifications,
as well as referral management protocols is not
underestimated. If these are mismanaged, the policy
could be highly counter-productive, with a risk of
higher overall costs and lower quality of care.
A pragmatic and sophisticated response to these
complex issues would be for the Government to move
to a phased timetable for implementation, with a
limited list of services that are mandated for AWP
implementation each year.
This would allow the immediate application of the
policy to the areas where it is likely to be of most
benefit – for example, where care is elective, episodic
and the outcome is easy to measure. It would
enable the provision of structured national support
to commissioners, and provide an opportunity to
demonstrate proof of concept to sceptics. It would
allow a clearly managed approach in the areas where
concerns are greatest – for example, where care is
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complex, long term and involves a number of different
healthcare professionals and organisations. The aim
should to be to apply the policy as widely as is in the
interests of patients.
When thinking about implementation, it is important
to understand that the point at which a patient exercises
choice between providers is likely to need to vary
according to the circumstances. So, for instance, the
point of choice is clear in the case of a patient needing a
single hip operation. But where a complex or long-term
care pathway is required, the points at which a patient
can sensibly exercise choice are more open to debate.

Responding to concerns about competition
In summary, potential Government responses in
relation to concerns about use of competition include:
• making the argument more confidently for the
appropriate use of competition in healthcare to
drive innovation
• providing a clear explanation of how integrated
services could be put in place, covering people with
multiple long-term conditions, not just individual
care pathways, and allowing test projects if appropriate
• accelerating work on defining and measuring quality
of health services, backing this with investment
• introducing a more sophisticated, phased approach
to the expansion of the Any Willing Provider policy
• making it clear that competition is seen as a means
rather than an end, and clarifying that Monitor will
operate with this in mind.

2. GP commissioning consortia
A range of concerns have been raised about the
introduction of commissioning consortia to replace
PCTs. Many relate to the willingness, capability and
capacity of GPs to take on these roles.
GP engagement
The Government points, rightly, to the uptake of
pathfinder commissioning consortia, now covering
two thirds of the country, as evidence of the willingness
of GPs to engage with the policy. But there is a lot of
survey evidence that GPs in general are not yet fully
convinced. This should hardly be a surprise given the
scale of the implications for GPs and the early stage
we are at in the process. Indeed, if GPs were universally
enthusiastic, it would probably suggest they did not
understand what was being asked of them.
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But there is clearly plenty of work to do to ensure
that more GPs are willing participants in their new
commissioning responsibilities. It would, therefore,
be helpful for the Government to acknowledge this
more directly so as to demonstrate a willingness to
work constructively with all constituencies within
the profession.
Support for consortia
In relation to the capability and capacity of GPs, the
Government is right to emphasise that its intention
is not for GPs to become experts at the technical
aspects of commissioning. Instead, the intention is
for commissioning to be clinically led, with clinicians
having access to appropriate support.
As with other aspects of competition, it would be
a mistake to take an ideological stance on whether
support is delivered by existing NHS staff or by
independent sector organisations. Currently, PCTs
already invest in external support where they think
it will add value. It therefore seems sensible for
commissioning consortia to be able to do the same.
The Government should avoid the temptation to set
targets for commissioning consortia in this regard as
this would be excessive micro-management.
As we have repeatedly emphasised on this issue, care
will need to be taken to ensure that consortia do not
lose the expertise on commissioning that PCTs have
built. It will also be important for the Government to
ensure that commissioning consortia wishing to use
external support have access to help. Consortia need to:
• be able to be expert clients
• get value for money from any such arrangements
• not allow a highly concentrated support service
market to run the system.
To build the credibility of the system, it will also be
important for the Government to make it absolutely
clear that consortia cannot delegate accountability
for functions for which they choose to buy support.
As publicly accountable statutory bodies, the
commissioning consortia retain full responsibility for
overall commissioning performance.
Conflicts of interest
There are legitimate concerns that some GPs may
have a conflict of interest should they be both
providers and commissioners of care. The legislation
makes clear that the NHS Commissioning Board will
be responsible for commissioning primary care, so
GPs will not commission themselves for core general
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practice. But it is possible that GPs as providers may
want to deliver some services that commissioning
consortia are responsible for. They would have a
conflict of interest in such circumstances.
The Government needs to set out more clearly how it
expects such conflicts to be managed. The experience
of PCTs with practice-based commissioning was
that rules to manage this can be cumbersome and
may deter GPs from enthusiastic engagement in
commissioning, so it will be very important to get
this right. Measures such as open-book accounting,
which gives the public greater access to financial
information, might be a simple way of ensuring
effective scrutiny of GPs’ profits.
Similarly, there is a need to carefully handle concerns
that GPs might personally benefit from decisions
not to refer patients for care. It would be extremely
serious if any patients lost confidence that their GP
is focusing on their health needs because of financial
incentives. To allay these concerns, we urge the
Government to provide a clearer explanation of how
any commissioning outcomes framework might work.

Responding to concerns about GP
commissioning
In summary, potential Government responses in
relation to concerns about use of GP commissioning
consortia include:
• acknowledging that more needs to be done to
encourage more GPs to enthusiastically take on new
commissioning responsibilities
• clarifying that commissioning consortia will be free
to decide how much commissioning support they
want from external organisations
• making clear that commissioning consortia remain
publicly accountable for their commissioning
performance regardless of any external support
arrangements
• providing support to commissioning consortia to
help them get value for money from external support
for commissioning
• giving a detailed explanation of how conflicts of
interests for GPs will be managed, considering steps
such as open-book accounting
• allaying fears about financial incentives for
GPs by giving a detailed explanation of how the
commissioning outcomes framework will avoid
conflicts of interest.

3. Accountability
The range of concerns in relation to accountability in
the health system broadly fall into three groups:
1. Proposed accountability mechanisms are unclear.
2. Unclear governance structures for commissioning
consortia and worries that decisions will be less
transparent under the new system.
3. There is insufficient democratic accountability in
the new system.
Clarity of accountability arrangements
At one level the system is clear. Commissioning
consortia are accountable:
• upwards to the NHS Commissioning Board for
performance on outcomes and money
• locally to overview and scrutiny committees
and health and well-being boards for their
commissioning decisions
• at a practice level to the patients on their GP lists.
Similarly, it is clear that:
• the NHS Commissioning Board is accountable to the
Secretary of State
• foundation trusts are accountable to their governors
and members
• local authorities are accountable to their electorates.
In many ways these arrangements look similar to
the current accountability structures. The reforms
substitute the new commissioning consortia, the
NHS Commissioning Board and health and wellbeing boards for the existing PCTs, strategic health
authorities and local strategic partnerships. It would
therefore be helpful for the Government to spell out
how the new system differs from the old.
However, the biggest concern is that how the new
arrangements for accountability will work in practice
remains vague. For instance:
• How will the accountability of commissioning
consortia to the NHS Commissioning Board work?
• What are the consequences of failure and how will
‘coasting’ consortia be incentivised to improve?
• How might consortia manage poor performance
among their own GPs?
• How transparent will consortia decision making be?
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• Does the accountability of consortia to the health
and well-being boards have any teeth?
• Will local authorities give sufficient priority to their
public health responsibilities if accountability is
limited to publication of performance data on outcomes?
While, realistically, it is bound to take time to work
through these crucial issues, the absence of detail
continues to cause concern. The establishment of
the NHS Commissioning Board, in shadow form from
April 2011, gives the Government an opportunity to
accelerate work on these areas and to bring some
much-needed clarity.
Governance and transparency of decision making
There are a separate but related set of concerns about
the governance and transparency of decision making
for commissioning consortia. While doubts have been
raised about their public profile, PCTs and strategic
health authorities have clearly specified governance
structures and boards that must meet publicly and
include independently appointed non-executive directors.
The legislation places no such responsibilities on
commissioning consortia. It merely makes reference
to the requirement for the NHS Commissioning Board
to develop guidance. While the Government’s aim of
allowing local flexibility is in many ways laudable, it has
allowed an impression to be formed that there could be
a lack of proper and effective governance in place.
A simple response to this would be for the Government
to include in the legislation a requirement for
commissioning consortia to comply with the Nolan
principles of public life (see box opposite).
Democratic accountability
There has been an ongoing debate for some years
about the lack of effective democratic accountability
of the NHS at local level. This does not seem to have
been assuaged by the Government’s proposals to
establish health and well-being boards.

The Nolan principles of public life
Selflessness – Holders of public office should act
solely in terms of the public interest. They should not
do so in order to gain financial or other benefits for
themselves, their family or their friends.
Integrity – Holders of public office should not place
themselves under any financial or other obligation
to outside individuals or organisations that might
seek to influence them in the performance of their
official duties.
Objectivity – In carrying out public business, including
making public appointments, awarding contracts, or
recommending individuals for rewards and benefits,
holders of public office should make choices on merit.
Accountability – Holders of public office are
accountable for their decisions and actions to the
public and must submit themselves to whatever
scrutiny is appropriate to their office.
Openness – Holders of public office should be as
open as possible about all the decisions and actions
they take. They should give reasons for their decisions
and restrict information only when the wider public
interest clearly demands.
Honesty – Holders of public office have a duty to
declare any private interests relating to their public
duties and to take steps to resolve any conflicts arising
in a way that protects the public interest.
Leadership – Holders of public office should promote
and support these principles by leadership and example.
delivery. So, at national level, there is currently no
shortage of democratic accountability.

Before examining potential solutions, it is worth
exploring the rationale for local democratic
accountability in the NHS.

Through its reforms, the Government has made
clear its intent to distance politicians from detailed
decision making at national level. But commentators
remain sceptical that this will happen in practice
given the political pressures the Government will
face and the expectations of the public. Indeed,
the legislation leaves the Secretary of State and
the NHS Commissioning Board with considerable
reserve powers over commissioning consortia, so this
scepticism may yet be justified.

As a national health service funded through national
taxation, there is a strong sense among the general
public that the NHS should deliver consistent
standards of service across the country. There is little
doubt that voters in general elections see the NHS
as a major national issue. The Government of the
day appoints a Secretary of State for Health who is
accountable to Parliament for health policy and NHS

However, let us assume that the stated intention is
achieved and that local commissioning consortia
are free to make commissioning decisions based on
their view of local priorities. This will inevitably mean
a degree of variation of approach across the country
and, in all likelihood, an increase in the variability of
access to services. This raises the question: how is the
legitimacy for this local variation derived?
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The Liberal Democrat manifesto before the election
proposed to address this issue by transferring
commissioning responsibility to local government. Clearly
that is not compatible with establishing commissioning
consortia. Consortia themselves derive their legitimacy
from their constituent GP practices, with all the local
clinical expertise and knowledge this gives them.
But this is not the same as democratic legitimacy. Local
patients will not vote for the consortia leadership.
Their right of redress is limited to changing GP practice
(and potentially changing consortia as a result) but
clearly this is a limited power.
Some have argued for local councillors to be appointed
to boards of commissioning consortia as one approach
to strengthening democratic accountability. But there
are a number of reasons why this is problematic, both
in principle and in practice, specifically:
• the intention of reducing political interference in
the NHS at national level is not compatible with
increasing political influence at local level
• there would be concerns about giving councillors
power over commissioning consortia decision making
without direct accountability for their actions
• there are also practical issues in relation to
geography as commissioning consortia need not
match local authority boundaries.
A better solution might be for the Government to
strengthen powers of local scrutiny. This could be
done by requiring consortia to account for their
decision making to local overview and scrutiny
committees and to health and well-being boards.

Responding to concerns about accountability
In summary, potential Government responses in
relation to concerns about accountability include:
• accelerating work – following establishment of the
NHS Commissioning Board – to set out in detail how
accountability arrangements will work in practice
• requiring commissioning consortia to comply with the
Nolan principles of public life, through the legislation
• strengthening powers of scrutiny at local level so that
commissioning consortia are required to account
for their decisions to local overview and scrutiny
committees and to health and well-being boards.

4. Risks in transition
The NHS Confederation, with others, has consistently
highlighted that there will be significant risks during
the transition to the new system. These include the
possible loss of grip on money and quality during
the process of change, as well as the loss of skilled
commissioning staff from PCTs .
The Government has responded by clustering PCTs
and aligning existing staff to commissioning consortia,
but it is not clear that these steps fully address the
risks effectively. Indeed, in some cases new risks arise
from these arrangements, with disruption to existing
relationships with local government being one example.
Some have argued that the pace of the reforms is too
fast and that they should be slowed down. However,
this is in itself a risky strategy as it may simply prolong
the uncertainties for staff and increase the potential
for problems with services.
Timetable
One possible solution is for the Government to be
less directive in terms of its timetable for
implementation. It could allow local flexibilities in
how and when the reforms are put in place. This
would acknowledge that some areas are more ready
than others to take on their new responsibilities,
reducing the chances of problems. It would recognise
that the changes are cultural as well as structural.
Culture change takes time and happens at different
speeds in different circumstances.
So, for example, commissioning consortia could be
allowed to take on new commissioning responsibilities
at a pace they feel comfortable with, not by 1 April
2013, a timetable dictated from the centre. The
transfer of responsibility for public health to local
government could operate in a similar way.
If such an approach were taken, it would be
important to ensure that the decisions were left to
the commissioning consortia or local authorities. The
Government should not try to control this from the
centre through authorisation processes as this could
be used to delay transfer of authority.
Decision making
There are other areas where the Government needs
to speed up action to reduce transition risks. It is
important to understand that GP consortia will be
young, inexperienced organisations that will make
mistakes and take time to settle down. With this
in mind, it will be critical not to hand them major
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financial and structural problems that the current
NHS system has been aware of for some time but has
failed to tackle. To do so would create a high risk of
the consortia mishandling the issue and losing the
confidence of their local populations.
There are two areas of concern. Firstly, decisions over
some hospital reconfigurations have not been taken
for a number of years, despite clinical support and
overwhelming evidence for change. This is often
because the changes have failed to attract political
support. It will be crucial that the Government grasps
the nettle and gets these situations resolved. The NHS
trusts affected need to move into the new NHS system
on a stable financial footing. If they do not, the pressures
of the market will force change and it will be harder to
manage the implications for patients. This is a particularly
important issue in London where plans to move
services from Chase Farm Hospital are a key test case.
Secondly, a number of NHS trusts are unlikely ever
to be ready for foundation trust status. This is often
because they have underlying financial problems that
cannot be resolved with the organisation in its current
form. These trusts now face significant uncertainty
because they do not know what will happen to them
under the new NHS system where non-foundation
trusts will no longer exist. The Government needs
to give them certainty. It needs to set out which
organisations are at risk of not achieving foundation
trust status and explain what the process will be for
resolving their particular problems.

risks of failure. We have been hugely disappointed
that the Government has seemed to want to
label all non-clinicians as ‘bureaucrats’, devalue NHS
managers, and downplay the achievements of the
NHS. This approach is inaccurate, inappropriate and
counterproductive. It damages trust in the
Government and undermines the energy and
enthusiasm of those responsible for making the
reforms a success.

Responding to concerns about
transition
In summary, potential Government responses in
relation to concerns about risks in transition include:
• considering whether the Government should
be less directive in terms of its timetable for
implementation, allowing local flexibilities in how
and when the reforms were put in place
• resolving the futures of NHS trusts with
significant structural problems, taking decisions
on reconfiguration and providing greater
certainty for trusts unlikely to achieve foundation
trust status
• improving the Government’s communications by
developing a compelling narrative in favour of the
reforms, and not devaluing the NHS staff responsible
for making the changes.

Communications
Effective communications are essential to reducing
the risks of any reform programme. We have said on
a number of occasions that the Government needs a
compelling narrative about why the reforms matter, so
as to engage patients, the public and NHS staff in the
enterprise. This narrative continues to be lacking.

Summary

Not only are the Government’s communications
failing to support the reforms, they are adding to the

For more information about the issues covered in this
paper, please contact david.thomas@nhsconfed.org

08

This paper has considered the concerns that
have been raised with regard to the Government’s
healthcare reforms. We have explored a number
of potential responses, summarised in the table
opposite.
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Concern

Possible responses

Concerns about the
emphasis given to
competition in the reforms,
and fears that this will
lead to privatisation of the
provision of health services
and fragmentation of
services.

• making the argument more confidently for the appropriate use of competition
in healthcare care to drive innovation
• providing a clear explanation of how integrated services could be put in place,
covering people with multiple long-term conditions, not just individual care
pathways, and allowing test projects if appropriate
• accelerating work on defining and measuring quality of health services, and
backing this with investment
• introducing a more sophisticated, phased approach to the expansion of the Any
Willing Provider policy
• making it clear competition is seen as a means rather than an end and clarifying
that Monitor will operate with this in mind.

Concerns that the
shift in responsibility
for commissioning
of healthcare to GP
commissioning consortia
goes beyond their capability
and capacity and leaves
them with serious conflicts
of interest. There are
also concerns that use
of independent sector
support for commissioning
means the privatisation of
commissioning.

• acknowledging that more needs to be done to encourage more GPs to
enthusiastically take on new commissioning responsibilities
• clarifying that commissioning consortia will be free to decide how much
commissioning support they want from external organisations
• making it clear that commissioning consortia remain publicly accountable
for their commissioning performance, regardless of any external support
arrangements
• providing support to commissioning consortia to help them get value for
money from external support for commissioning
• giving a detailed explanation of how conflicts of interests for GPs will be
managed, considering steps such as open-book accounting
• allaying fears about financial incentives for GPs by giving a detailed
explanation of how the commissioning outcomes framework will avoid
conflicts of interest.

Concerns that the
arrangements for
accountability for
decision making in the new
system are inadequate and
insufficiently democratic.

• accelerating work – following establishment of the NHS Commissioning Board – to set
out in detail how accountability arrangements will work in practice

Concerns that the risks in
the transition are too great,
particularly at a time when
the NHS faces an enormous
challenge in delivering £20
billion productivity gains
over the next four years in
light of reduced levels of
financial growth.

• considering whether the Government should be less directive in terms of its
timetable for implementation, allowing local flexibilities in how and when the
reforms were put in place

• requiring, through the legislation, GP commissioning consortia to comply with
the Nolan principles of public life
• strengthening powers of scrutiny at local level so that GP commissioning
consortia are required to account for their decisions to local overview and
scrutiny committees and to health and well-being boards.

• resolving the futures of NHS trusts with significant structural problems, taking
decisions on reconfiguration and providing greater certainty for trusts unlikely to
achieve foundation trust status
• improving the Government’s communications by developing a compelling
narrative in favour of the reforms and not devaluing the NHS staff responsible
for making the changes.
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Further information
Details about the work of the NHS Confederation on the proposed health service reforms, together with
comprehensive information to help you understand the impact of the reforms, is available at:
www.nhsconfed.org/healthwhitepaper
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