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Key points

e The abolition of NHS England comes with significant opportunities to
make the health service’s centre work better within government and in
leading the service. It also carries significant risks.

o The consistent lesson from past reforms is that change of this scale only
works when there is a clear and shared purpose from the outset. For
NHS England, this has not been consistently articulated or communicated
from the start, making it much harder for the system to align around what
this reform is meant to achieve.

e Another lesson from history is that disruption and distraction are
inevitable features of abolishing public bodies. This change will slow
service development and the delivery of operational and policy goals
under the 10 Year Health Plan. Planning carefully and then moving fast
would have been a better way to implement this change: delays are a
source of concern.

e Bringing powers together in the Department of Health and Social Care
(DHSC) makes it more possible to control the excessive cascade of
priorities and orders currently sent to NHS trusts and integrated care
boards. It may also enable better links between the NHS and the rest
of government, which have often been lacking, and may create better
conditions for cross-government working, enabling a clearer focus on
health goals for the population.

» Dysfunctional dynamics have existed between NHS England and the
DHSC, with duplication in scrutinising others doing similar tasks, and
wrangling over data in an environment of mistrust. This should be
significantly improved by the merging of powers.

Abolished to perfection? Building a better centre for the NHS 2
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e None of these improvements are automatic or easy. The behaviour of
ministers and the top NHS executives exerts more influence than any
structural change, and will be even more important when powers are
brought together in the centre.

« Removing the only buffer between the NHS and ministers may also serve
to intensify existing problems in the system: a tendency toward politically
driven, short-term initiatives, insufficient attention to local context, and
a hierarchical culture where power at the centre does not align with
knowledge on the ground.

e The proposed headcount cut would save hundreds of millions of pounds
annually. However, a reduction as large as the proposed 50% carries costs
that may outweigh the benefits of hitting it exactly. This would require
cutting either delivery staff, or the overwhelming majority of policy,
improvement and analytic staff. It could lead to less focus on anything
outside the NHS, and lost progress on central digital projects.

o The DHSC, NHS England, the Treasury and the centre of government
around the Prime Minister continue to assess performance through narrow
targets and process measures, which fail to count the health outcomes that
matter most. This will continue to distort priorities unless addressed.

e Structural changes in and of themselves are rarely the answer to deeper
systemic problems facing public services. But this moment presents a rare
opportunity to reset the centre of the NHS, and how it operates within
government and with local systems.

Abolished to perfection? Building a better centre for the NHS 3
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1 Context and overview

Context

On 13 March 2025, Prime Minister Sir Keir Starmer announced the abolition
of NHS England, the arm’s-length body responsible for overseeing, planning,
funding and delivering the health service - with its functions to be merged
back into the Department of Health and Social Care (DHSC). He described the
move as one that would “put the NHS back at the heart of government where it
belongs, freeing it to focus on patients.”?

The abolition is already under way: a dedicated transition team is in place,
senior joint appointments have been made, and steps have been taken
towards achieving the 50% reduction in headcount pledged as part of the
reform. This marks the largest restructure of the centre of the English health
service for 12 years, coming at a time of intense political and public scrutiny.

Satisfaction with the NHS is at its lowest point in 40 years,2 and the public
consistently ranks its performance as one of the most important issues facing
Britain.3 The government has set out an ambitious vision for the service in
the 10 Year Health Plan, promising rapid improvements in waiting times and

major transformation across services.

Structural changes in and of themselves are rarely the answer to deeper
systemic problems facing public services. But this moment presents a
rare opportunity to reset the centre of the NHS - how it operates within
government, but also its relationship with local systems.

In response, the Nuffield Trust and the Institute for Government have come
together to examine how this change can be used to create a more effective
centre for the health service - and how such a complex transition can be
managed well. While recognising the expertise and experience of those
leading the process within government, our work seeks to draw out wider
lessons from history and other sectors to give the reform of the DHSC the best
chance at success.

Abolished to perfection? Building a better centre for the NHS 4
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Our approach

This work draws on perspectives gathered through two private roundtables
convened jointly by the Nuffield Trust and the Institute for Government in
July 2025. Participants included officials currently involved in the transition
process, individuals with direct experience and close knowledge of previous
major reforms, independent policy experts, and representatives from

NHS bodies and across government - including the Treasury and Cabinet
Office. The roundtables explored several themes, including factors that

have historically limited the effectiveness of the NHS’s central bodies, the
opportunities that abolishing NHS England creates to address them, and the
potential risks and unintended consequences of doing so.

We also assessed historical examples of abolitions of public bodies and major
restructures of health bodies within England. Drawing on previous work

by the Institute for Government, we conducted a small number of semi-
structured interviews with senior leaders involved in past restructures and
comparative examples from other sectors of government. These conversations
aimed to shed light on how to effectively manage change and the process of
reform itself.

Overall, 17 expert contributors participated across the roundtable discussions
and interviews, providing evidence and reflections that informed the analysis.
Given the sensitivity of the topic and to protect participants’ anonymity,
individual contributors are not named in the report.

Abolished to perfection? Building a better centre for the NHS 5
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2 Background: the
reform and its
predecessors

This is not a unique, free-standing reform. It comes alongside other changes,
and is the latest in a frequent process of restructuring the NHS at national,
regional and local levels. It mirrors a long history of structural reorganisations
across government. Such changes can, at their best, enable real transformation
- but too often they fall well short of that promise.4,5

Past models for England’s health service

The ongoing abolition of NHS England will mark the seventh different model
for the centre of the NHS in the last 30 years, and legislation to implement it
will mark the sixth Act of Parliament changing the statutory structure of the
service over that period.¢ Figure 1 below shows major changes at the national,
regional and local level of oversight over the past 30 years.

From 1994 to 2000 a distinct NHS Executive operated within the Department
of Health. In 2000 the posts of Permanent Secretary and NHS Chief Executive
were combined, only to be separated once more in March 2006, with a distinct
NHS Chief Executive once again operating within the Department. This is also
the emerging model as of late 2025, though combining the two posts may be a
possible future option.

From 2013, amid sweeping structural changes, the executive was abolished
and a statutorily independent commissioning board - which became

NHS England - began operating outside the Department. Executive
non-departmental public bodies were also created for clinical education
(Health Education England), and overseeing software and data (the Health
and Social Care Information Centre, which later became NHS Digital).

Abolished to perfection? Building a better centre for the NHS 6
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The much larger NHS England that is now being abolished is a recent creation.
The Trust Development Authority and Monitor, two bodies which regulated
NHS trusts, were merged in practice from 2016 to become NHS Improvement.
In 2019 both bodies were formally and functionally, though not legally,
merged with NHS England, eliminating the principle of a centre divided
between purchaser and provider. The 2022 Health and Care Act formally
merged all three bodies together as NHS England, and added Health
Education England, NHS Digital and NHSX (a unit established in 2019 to
oversee the digital transformation of the NHS).

Figure 1: NHS organisational changes in England, 1995-2025

[ [ o o [ ®
1995 2000 2005 2010 2015 2020 2025
@® Centre Regional Local

Circles indicate restructures and major changes in role or title, abolishing
of at least 40% of bodies in a category, or complete abolition or abolition of
significant bodies.

Local and regional reforms planned as
of 2025

The current reforms will come alongside changes to the local and regional tiers
of the health service. Local integrated care boards (ICBs) are being merged

to reduce their number from 42 to 26, meaning that they will now cover on
average a population of over 2 million.7 This partly reflects that they are also
under a requirement to shed 50% of staff, originally by December 2025, though
this was delayed after the DHSC and NHS England were unable to negotiate
funding for redundancy packages until November.

ICB responsibilities and governance will also change, partly through
legislation expected in 2026.8 They are expected to focus more on being

Abolished to perfection? Building a better centre for the NHS 7
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‘strategic commissioners, purchasing bodies who write and enforce contracts
with greatly expanded abilities to study population health and evaluate

new initiatives. They will be stripped of responsibilities for performance
management, emergency planning, workforce, research and development,
and continuing health care. Integrated care partnerships, broader groups
including the voluntary sector which previously created ‘integrated care
strategies’ for each board, are being abolished.

NHS England’s seven much larger regions will inherit ICB performance
management responsibilities and be placed under DHSC explicitly as an
‘arm of the centre’, with an aspiration to streamline the accountability of local
NHS bodies.?

Taken together, these reforms will create an NHS where the centre resembles
the approach of 2006 to 2012, but oversees larger and perhaps less
independent regional oversight bodies, as well as commissioning bodies
which work across much bigger geographical areas than the small, local
primary care trusts of the past.

Abolished to perfection? Building a better centre for the NHS 8
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3 Abolishing NHS
England: risks,
opportunities,
and continuities

This section primarily draws on our roundtables to examine the key risks
and opportunities presented by the abolition of NHS England. It considers
both the immediate changes associated with the transition and the possible
long-term effects on how the health service functions.

It also identifies a series of issues and challenges that are likely not to be solved
by the merging of NHS England and DHSC - but which should also be at the
top of the government’s mind as it seeks to establish a more effective centre for
the NHS.

Opportunities forimprovement through the
process of abolition

1. Simplifying accountability

A stated ambition for abolishing NHS England has been a simpler chain of
command, with a centre that spends less time arguing with itself, and fewer
different holders of power pouring demands down upon NHS trusts and ICBs.

Attendees at our roundtables and some interviewees broadly recognised this
critique, seeing the potential to eliminate dysfunction between NHS England
and secretaries of state, and to achieve strategic goals with a single point

of decision.

Abolished to perfection? Building a better centre for the NHS 9
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One of Lansley’s objectives in founding NHS England was to distance the
secretary of state from day-to-day management of the NHS - or, from the
health service’s perspective, to reduce the centre’s meddling in its running.
One participant reflected how this separation was intended to create
constructive institutional friction between NHS England and the DHSC - a
degree of challenge to stoke ambition when performance is strong. But when
the NHS is underperforming, as it has been on most national targets for
around a decade, that dynamic quickly erodes and breeds dysfunction:

“When NHS HQ is presiding over a poorly performing NHS, the
ministers frankly won't trust NHS HQ to do the job that they need it

to do. And then you create a whole world of pain where you create
secondary institutions to second guess NHS HQ, and jobs depend on
them second guessing. So the whole thing breaks downs and becomes
very dysfunctional...”

Participant 17

The original aim was for the Secretary of State to issue a formal mandate of
aims to NHS England, which could legally change only annually, with little
interference in delivery.1© However, we heard that the DHSC now tries in effect
to ‘man-mark’ NHS England, with teams standing watch over their sometimes
frustrated counterparts to provide assurance. In turn, trusts and ICBs are
monitored intensively against process metrics that many attendees agreed
were not helpful in aggregate. NHS England retains power and control over
data generated by the health service, as discussed below, causing predictable
tensions where the DHSC needs this information to respond to powerful
strategic, political, Parliamentary and Treasury demands.

In this way, abolishing NHS England may offer a chance to remove
long-standing structural tensions that have contributed to mistrust and
blurred accountability between the DHSC and NHS England. Participants
reflected how accountability for NHS performance remained one of the
greatest fault lines and sources of tension between the organisations, because
even with the existence of NHS England “the SoS or DHSC were no less
responsible for performance... any disaster is strongly felt, and rightly so,
because we live in a democracy”.

Abolished to perfection? Building a better centre for the NHS 10
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Even if NHS England was intended to de-politicise operational management of
the service, it never eliminated ministerial pressure or the underlying tensions

it created.™ Its abolition may therefore offer an opportunity to streamline parts

of the centre which in effect exist to keep tabs on other parts, and to reduce the
institutional dysfunction that has characterised recent years.

2. Improving prioritisation

Several attendees hoped that this simpler chain of command could be used to
clamp down on what they saw as the disjointed, overcrowded transmission of
priorities to the service, ending a pattern one described as “62 national teams
asking you to do my thing first” Participants observed a persistent lack of
realism in the quantity of national goals - a pattern that has been described as
characteristic of British government in recent years:12

“One of the reasons performance management from the centre is a
problem is that there was a lack of prioritisation and being clear about
what's important. That is then very often capped together with a very
poor understanding from within the centre of the actual reasons for
poor performance because of their distance from the frontline.”
Participant 6

This goal has been emphasised by ministers, with Secretary of State for
Health and Social Care Wes Streeting stating: “We need more doers and fewer
checkers and the centre needs to learn the words ‘stop’ and ‘or’ after years of
‘start’ and ‘more’. Clear priorities mean a few, not 50 different targets.”13

Participants pointed to the proliferation of targets as a symptom of this
problem. The NHS Constitution sets out 11 waiting times pledges, mostly
unmet for around a decade,4 alongside multiple other commitments.1s The
National Oversight Framework uses around 70 partly overlapping indicators
spread across different NHS bodies.16 National Planning Guidance for
2025/26, published in January 2025, sets out 18 ‘success measures, a reduction
from previous years.” Guidance for future years, published in October 2025,
adds new targets on diagnostics, general practice and community services;
shifts some of the previous targets; and removes metrics relating to health
inequalities and prevention.1®

Abolished to perfection? Building a better centre for the NHS 1
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Attendees also noted the many additional priorities and demands generated
within NHS England and DHSC, even if these never made it as far as official
national lists of targets. One described a pattern of multiple performance and
change teams in a large, disconnected centre all issuing competing priorities
to trusts:

“This has to get us away from having people who think it's their job

to look at the impossible pile of things to do and take their little rock
and put it on top. That is utterly toxic to prioritisation, to performance
management, to delivery in the NHS.”

Participant 3

The mechanism for addressing this following abolition would be that the
Secretary of State, as the ultimate maker of decisions, would be closely and
consistently involved enough to choose which aims took precedent over
others or encapsulated them, and to appoint a single team to manage them.
This would require a consistent approach to prioritisation that is reflected in
guidance from the DHSC to regions and trusts, and would only work if the
Secretary of State had a small number of clear and consistent priorities.

“We have to use the new structure to have a properly grown-up
conversation with the Secretary of State in the room saying, what are
your priorities? What is the achievable, deliverable list?”

Participant 3

There is some precedence for what this could look like. From 2006, a ‘Gateway’
process existed within the Department of Health, which at the time hosted

the NHS Chief Executive within itself. This tried to limit the flow of policies,
instructions and demands for information, with some success.1?
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“I would like to get to a place where the centre isn't asking ‘have you
done the 20 things | said you had to do’, but ‘have you done the four

things we said you had to do’. And then what are the things that you

want to do and why do you want to do them?”

Participant 2

3. Direct savings from reducing job count

The third opportunity is the most frequently mentioned of all in public
statements from ministers. Merging the DHSC with NHS England offers

the prospect of reducing duplication in roles and functions across the two
organisations, delivering direct financial savings from cutting the payroll
which could be spent on delivering services. This has been a prominent goal
from government, with the Secretary of State saying “Why now? Why have we
announced this decision ahead of the 10-year plan? It is because... we don’t
have time to waste. If we are going to achieve hundreds of millions of pounds’
worth of savings every year - foot down on the accelerator.”20

Staffing cuts were delayed through the summer and autumn of 2025 as a
result of difficulties in finding funding to pay for redundancy packages, with
the DHSC and the Treasury at times each reportedly pushing for the other to
pick up the tab of temporary spending for future savings.2! However, some
attendees as well as several of those we interviewed about past reforms felt
that genuine opportunities to make savings were likely to exist.

Data published by the DHSC shows that since NHS England’s creation, the
number of full-time-equivalent staff across NHS England, the previously
independent digital, workforce and trust regulator bodies, and the DHSC has
risen by around 50%, from around 12,000 to around 18,000.22

DHSC job role lists show a significant number of roles in policy, strategy
and performance management that mirror responsibilities formally held by
NHS England, down to relatively specific types of care, disease areas, and
mechanisms for improvement23 - although attendees often felt that policy
roles were somewhat different in meaning across the two bodies.

Abolished to perfection? Building a better centre for the NHS 13
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“In my experience, there are large, very large numbers in the DHSC civil
service who see themselves as developing policy, and there are strategy
and policy people in NHS, and they often have a relationship with the
NHS the people in DHSC can’t do.”

Participant 10

The potential for savings from reducing headcount could be significant, with
half of the payroll equating to roughly £750 million annually, based on DHSC
workforce management data. This would be around 0.4% of the DHSC revenue
budget for 2025/26 set at the last Spending Review.24 However, realising these
savings will be far from straightforward or pain-free.

While there is undoubtedly an overlap across the DHSC and NHS England,
experts also noted that many roles are distinct rather than duplicative.

Large numbers of NHS England staff work in areas such as data, digital
infrastructure, regional oversight and workforce training - functions that do
not exist within the Department. DHSC roles in areas such as public health,
social care and other core departmental responsibilities have no overlap with
NHS England.

Therefore, this reform will require the DHSC to operate more efficiently
while also taking on a materially different set of responsibilities. Attendees
questioned whether a 50% reduction target applied crudely risked going too
far and diminishing the centre’s ability to deliver value - a risk we explore in
more detail below.

4, Resetting dynamics and responsibilities between the centre
and regions

This report does not seek to prescribe which specific functions of NHS
planning and delivery should sit centrally and which should sit regionally
or locally. However, many participants felt the current distribution was not
working. Some argued that too many service delivery decisions were taken
centrally, without a clear rationale or adequate understanding of local
realities. Others felt more strongly that the centre should do more in certain
fields, and take greater responsibility for things like software provision,
data analysis and workforce development, where economies of scale and
consistency could add greater value.

Abolished to perfection? Building a better centre for the NHS 14
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In either case, there was interest in using the abolition of NHS England as

an opportunity to take a more deliberate and principled approach to how
functions and decision-making responsibility are allocated across the system,
and to agree what should be standardised and what should be delegated to
providers or local bodies.

Figure 2 shows the principles discussed by participants for which
characteristics of tasks in the NHS make them better suited to be done
nationally or locally. It also gives examples of services that illustrate these
different characteristics.

Figure 2: Principles for the level at which decisions or tasks should be carried out

Centralise Localise

Region/intermediate

These are economies of scale Greater complexity of doing centrally creates

diseconomies of scale

Example: procurement of certain products

The function can or should be standardised,
done once for England

Example: interoperability standards for IT

The knowledge and understanding of the
problem, context and opinions is held centrally

Example: evidence-based standards
for screening

The key skills, capabilities, and contacts are
held nationally

Example: medicines pricing negotiation

The public and stakeholders expect
national consistency

Example: waiting time standards

Example: pandemic contact tracing

The function needs to be flexible for different
local areas

Example: identifying the right buildings
for services

The knowledge and understanding of the
problem, context and opinions is held locally

Example: deciding whether a
neighbourhood needs a health centre

The key skills, capabilities, and contacts are
held locally

Example: working with community
organisations

The public and stakeholders are willing to
accept variation

Example: size and shape of general
practice ownership

Attendees had different views about which functions of workforce capability,
development and planning should sit where, and where standardisation has
been helpful. In general, attendees saw some grounds for optimism about
what could be achieved in a continued or expanded central role for digital
responsibilities, noting areas such as cyber security, and were pessimistic
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about devolving too many aspects of pay, terms, and conditions, following the
abandonment of flexibilities previously offered to foundation trusts. There was
more interest in the choosing of priorities, cooperation outside the NHS, and
experiments with models of care being conducted locally.

Clarity on accountability between the centre and regions might help to reduce
mutually felt frustration.

“We need clarity in the different roles and absolute transparency about
how the system works... Unlike the current situation, where we have
workarounds, providers and the system feeling completely swamped
with an incompatible set of requests, and frustration from the centre
with things not being done in the way they would want.”

Participant 4

It is also worth reflecting that the abolition of NHS England is happening at a
time when many questions about the national-regional split are unresolved,
following the merger of Health Education England and NHS Digital into
NHS England. Some described decisions about where responsibilities for
education and training should sit, and the respective roles of deaneries

and national teams as an “unfinished job” Merging organisations that are
themselves still in transition will present real challenge - but it also creates

a moment to rethink the role of the centre, to design and reach a more
intentional and coherent settlement for the how the NHS operates along
these principles.

5. Improve working with wider government

Participants identified several ways in which abolishing NHS England could
help address longstanding problems in how the health service’s centre
interacts with the rest of government.

This interaction, or lack of it, was a source of relatively wide concern.
Attendees noted how joint initiatives had made little progress in important
areas of policy where health is inextricable from other state responsibilities,
like housing and employment. There was a feeling among several participants

Abolished to perfection? Building a better centre for the NHS 16
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that the government’s ‘mission’ approach to government had not led the
DHSC to take a more cross-departmental approach to health so far.

Many attendees voiced a concern that the arm’s-length status of NHS England
meant it did a poor job of communicating generally with and working with
other government departments.

The statutory separation means NHS England and its staff are mostly outside
the shared culture, frequent job changes, cross-departmental meetings and
committees, and shared official remit which connect Whitehall departments.

“NHSE is constructed to be separate. And it's succeeded.”
Participant 10

Following the merger, remits, buildings and chains of command will be
shared with civil servants who hold responsibilities and positions working
across other departments. Some felt optimism if the merger were to succeed
that this would improve the ability of the NHS command centre to work with
wider government, with greater opportunity to align NHS reform with broader
reform programmes - for example in local government. Again, participants
noted that this is not inevitable and depends on the centre retaining the
skills needed to work effectively with Whitehall and across government, a
subject of some concern (see ‘Risks’ below). Some attendees saw a potential
opportunity, through the changes to ICBs, to align NHS responsibilities

with the combined authorities being introduced as regional structures for
other public services, as a structure to encourage devolved working on
health improvement.

The 10 Year Health Plan proposes making NHS ICBs coterminous with these
bodies, but no more extensive ambition has been raised yet by government.
ICB boundary changes are happening before all combined authorities are
confirmed,25 and alignment would require further reorganisation.

Relationships between the DHSC, NHS England and HM Treasury were seen

as particularly strained. Participants reflected that the Treasury and the DHSC
were frequently frustrated that they did not have seamless access to data held
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by NHS England, or the analytic staff who use and understand it, creating
waves of unproductive requests and responses. While, officially, Spending
Review discussions were between the DHSC and HM Treasury, NHS England
held all “the most up-to-date data and views on performance” Having
information consolidated in one place could improve efficiency and the flow
of information between DHSC, the Treasury, Cabinet Office and Number 10,
though attendees reflected that differences also existed in the types of data
each tended to use and prioritise.

Some also felt that having direct lines of accountability and clear
communication between the Treasury and the DHSC could simplify
negotiations without a third party in the room, and make it easier to have
conversations which address fears felt by the Treasury that “we don’t know
what we'’re getting” in return for funding.

“lI mean formally it was supposed to be a discussion between the
Treasury and the Department... The Department would just turn round
and talk to NHS England... because it was NHS England that had access
to all of the most up-to-date data and views on performance.”
Participant 12

However, participants were quick to note that these changes would not be
automatic, nor would they eliminate the risk of short-termism entirely. The
Treasury’s pattern of working on Spending Reviews and Budgets, with rapid
cycles of negotiation and added demands, were seen as a source of challenge
and tension across government. Reforming the NHS centre is unlikely in itself
to change this.

Improvement in all these relationships would likely require a conscious effort

from ministers in the DHSC, Number 10 and the Treasury to take a more
cross-governmental approach to improving health.

Abolished to perfection? Building a better centre for the NHS 18
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Risks arising from the abolition of
NHS England

1. Removal of political buffer increases policy incoherence and
blame culture

While bringing ministers closer to NHS command could simplify
accountability and streamline system priorities, attendees feared that it could
also amplify behaviours and cultures that are already apparent in the system.

These include the tendency towards ‘policy entrepreneurialism’, where
ministers adopt extra initiatives which may not have been realistic. Attendees
noted the different ways this manifests, including an ignorance of local
context, and a view “that if something works brilliantly in one place, it should
automatically be rolled out everywhere.”

Some feared that the NHS having a more direct connection to ministers could
drag attention even harder towards short-term political considerations, and
encourage a proliferation of priorities. One described the removal of NHS
England as the loss of the “layer of political governance that can keep check on
the centre”.

Attendees also had concerns about what it would mean for ministers to

have even greater accountability over NHS performance, given the NHS’s
hierarchical culture and tendency towards command, control and blame.
This hierarchical culture is coupled with often limited understanding

from the centre of the actual reasons for poor performance (since specific
circumstances in individual providers are less visible at a national level).
Some attendees described this as a hierarchy of power that did not reflect the
hierarchy of knowledge, where local leaders understood their service better
but were not enabled to say what it needed to do or achieve.

With the main buffer between ministers and the health service removed,
there was also concern that this might worsen an already poor track record of
supporting talent and potential leaders in regional systems, NHS trusts and
local bodies. The risk was that more direct departmental oversight of the NHS
could see local leaders even more exposed to public blame by ministers for
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being unable to turn around failing organisations, despite not receiving the
necessary support to do so. Because the NHS is close to being a monopoly
employer, this could cause life-changing damage to careers.

“The rhetoric about ‘useless managers’ and threats to sack
underperforming chief executives is disastrous. I've lost count of

the number of high-potential people across the NHS who should be
applying for deputy CEO or Chief Operating Officer posts, preparing
to be the leaders of the future, but instead are saying ‘you must

be joking’.”
Participant 7

2. Cutting the central staff needed to deliver reform within
the NHS

Attendees expressed concern that the 50% headcount reduction

was announced before any clear strategy or vision for the role of the

centre had been articulated. As a result, the reform risked becoming

“a full-time-equivalent staff numbers game” without a proper assessment of
which staff would be needed to manage the health service or to deliver the
ambitions of the 10 Year Health Plan.

Some feared that the loss of staff could threaten the viability of delivering the
Plan’s ‘three shifts, especially around digital transformation.

“We should recognise that the skills that we need to do the
technological transformation described in the 10 Year Plan are immense
— and they are the very skills that we struggle to recruit and retain [in
DHSC]. And if you talk to people who understand, they’ll say we don’t
have the skills we need to make these changes...”

Participant 3
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As mentioned above, while there is likely to be real duplication, the large
number of delivery staff in NHS England and the extensive non-NHS policy
duties held by the DHSC means it is not plausible that this represents half
of all staff. The 2024 Darzi review appendix identified that, of NHS England
staff, 3,400 work in shared digital and data services, including running NHS
111 online; 1,400 work in education and training. Fewer than 7,000 - less
than half of staff at the time - worked in oversight, improvement, policy, and
guidance.26 The same year, 3,239 full-time staff worked in DHSC.27

Even if we assumed that all of these DHSC staff worked in policy and oversight
rather than in delivery, the proportions set out in the Darzi review would
mean 45% of staff across the two organisations held a delivery role, rather than
a policy or oversight role potentially overlapping across the two organisations.
Cutting 50% of staff across both organisations would therefore require cutting
delivery staff or around nine in ten policy and oversight staff.

Attendees highlighted a specific risk that the drive to cut headcount could
unravel progress made in recent efforts to centralise digital functions to
reduce inefficiency. Over the past four or five years digital capabilities have
been consolidated in one place with the merger of NHS England, NHS Digital
and NHSX, with one attendee stating that this collaboration represents one
of the most positive examples of “an effective delivery chain that we have at
the moment”.

However, headcount cuts at the centre may push the system towards a ‘hub
and spoke’ approach, where a smaller centre means trusts must rely on greater
outsourcing of key functions, or provide them themselves. While it may create
flexibility, it also may erode any gains made and make it more difficult to
deliver digital transformation at a time of greatly heightened ambition.

The increase in central staff since 2013 described above is significant, but it
mirrors the underlying growth in the NHS workforce more broadly, rather than
being a proportional shift of staff towards the centre. Central staff have been
consistently at the level of around 1.4% of the NHS trust and commissioner
workforce since the creation of NHS England, except for a temporary increase
during Covid-19.28 The apparent initial increase with the creation of

NHS England should be viewed partly as a matter of moving staff rather than
increasing them, as it is accompanied by the instant apparent departure of
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around 5,000 managers and 10,000 clerical and administrative staff from the
payrolls of trusts and commissioners. While some were truly made redundant,
some of these people would have been performing the commissioning of
primary and specialised care, tasks moved from primary care trusts to

NHS England as part of the reforms.29

Figure 3: Staff in central bodies as a percentage of the NHS in England’s workforce?22,28
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This means that following a 50% reduction in staffing at NHS England,
mirrored in commissioners, the size of the workforce who hold the relevant
responsibilities, both in absolute terms and especially relative to the size of the
health service, will be smaller than at any point in the preceding 12 years.

3. Losing policy, Whitehall or NHS oversight skills

Attendees specifically noted the risk that a reformed DHSC with a shrunken
workforce might have to give up either the policy skills needed to work
effectively within government, or the operational expertise needed to lead the
NHS. These capabilities have been split between the DHSC and NHS England,
and there is a risk that in bringing them together the system fails to achieve the
right mix, weakening policy influence, operational leadership or both.

Abolished to perfection? Building a better centre for the NHS 22



EEEE————————————————————
010X - JOI0IS

“We cannot underestimate the development journey that the
organisation will need to go on to make sure it has the right skills and
experience. | can remember when we were in a department when we
didn't have the right operational expertise, and | also recall a time when
the Secretary of State thought we didn't have sufficient policy expertise
and the ability to really think through complex political policies and
really shape that. And | think | just don't want to underplay the extent of
need to make sure we get both bits right.”

Participant 3

Attendees reflected that the recently appointed DHSC senior leadership is
unusually weighted towards leaders with significant NHS hospital sector
experience - potentially to the detriment of having perspective from leaders
with a thorough understanding of the Department’s wider responsibilities.

4, Losing focus on areas outside the day-to-day NHS

The DHSC was often perceived to be closely focused on the day-to-day issues
of the health service, particularly hospitals, at the cost of other parts of its role
- along-term and deeply rooted pattern, as discussed below. Some attendees
believed that with NHS England’s vast operational duties moving into DHSC
even as the number of staff is cut sharply, this would intensify.

While narrowing down priorities given to ICB and hospital trust management
was generally seen as a positive, any further loss of attention from policy areas
beyond what was in the remit of those ICBs and trusts was a concern. These
included social care, public health and workforce planning.

“What we can’t do is absorb [workforce planning], and it suddenly
becomes the 15th thing that we think about. It's still got to have a ring
fence around it to say that workforce is really important.”

Participant 5
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There were varying views over where responsibilities for workforce planning
should be located. There was a fear among some that fully absorbing
workforce within one central function could mean that the centre has a
harder time protecting that budget, resources and capacity for effective
workforce development, and planning given the many competing pressures
on the centre. At the time, others reflected that full separation had also

been problematic:

“I'm not sure the [separation of Health Education England] was entirely
successful... the justification we made in our mind for them living
outside the centre didn’t have the results we wanted”.

Participant 3

With fewer staff and a much smaller centre, some warned that in the short
term there would be a general loss of the ability to deliver policy priorities
beyond the immediate political focus.

“There will be far fewer people in the combined department and NHSE.
There are all sorts of ways to handle that, but at least for a period while
that settles... The word ‘discretionary’ sounds awful. But you will notice
that teams are only going to be able to do things where it's been very,
very clear that for their minister that's their number one thing.”
Participant 11

If this narrowing of focus happened, attendees raising this issue felt it would
act directly against the shift to prevention and population health promised
by successive governments. Most recently, the 10 Year Health Plan called
for “huge cross-societal energy on prevention’, describing this as vital to the
sustainability of the NHS.30
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5. Incorporating central functions that sit awkwardly
within government

Another challenge of abolishing NHS England is deciding where
certain functions will now sit - many of which may not have a natural or
obvious home:

“There will be dozens and dozens of examples where it doesn’t make
total sense for the functions to be brought into the Department from
NHSE... you will have to make many compromises.”

Participant 17

Some examples that participants provided included commercially sensitive
issues like medicine pricing negotiations, which they felt should be fully
insulated from the potential for political lobbying.

Others pointed to operational roles employed by NHS England they felt would
be anomalous as employees of a government department, including service
improvement programmes like ‘Releasing Time for Care’ - a £30 million
programme to help GP practices release capacity and work together at scale.
Another attendee highlighted how NHS England deploys over a thousand
clinical educators,3! arguing that this would be a “slightly odd thing for a
department of state to do” However, these concerns may reflect norms specific
to health policy. In many other parts of government, civil servants do in fact
work in operational delivery, in roles such as immigration casework and
prison staffing.32

These issues illustrate that the merging of NHS England and the DHSC is

a complicated system change with many moving parts, which will need a
clear set of guiding rules and principles to work out what different parts of
the system will be doing, and why. While there is an opportunity to reset the
role of the centre and how it sits within broader system infrastructure (see
‘Opportunities’ above), participants also feared that there is real scope to get
this wrong and create further confusion and fragmentation.
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Issues which will not be resolved
through abolition

For several of the issues they saw as most concerning regarding the
functioning of the NHS centre, attendees at our roundtables did not see the
abolition of NHS England as likely to lead to any improvement.

1. Measurements of success are fundamentally flawed

Attendees described multiple overlapping dysfunctions in the use of data to
understand the performance of the NHS, to oversee the service, and to hold it
to account.

There was a feeling that the outcomes and metrics relied on at every level

are too narrow and too focused on specific processes, instead of actually
improving health. We did not hear much optimism that a merger at the centre
would do much to make this better.

One issue is that different parts of the system only look at particular types

of data and metrics - primarily finance in the Treasury, performance in the
relevant directorates of the DHSC, and manifesto pledges in the Cabinet Office
and Number 10 - without understanding how they are related. It was striking
that officials and former officials included themselves and their departments
in this critique. “It's not going very well to be frank, and we're not using it’,

one reflected on the planning and performance oversight approach their
department used, in theory, to oversee the English NHS.

The government will always need to monitor expenditure across the public
sector,33 but this should feed into a much wider picture of value for money,
and whether it is getting better or worse. Most attendees believed no such
overall picture existed.

“Two hundred thousand million pounds and we don't know what we're
getting. | think that's a real problem. Don't know what we're getting,
don't know what it means.”

Participant 10
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Attendees felt the emphasis on disconnected summary data about specified
waiting times, financial performance and activity targets made it impossible
to tell how well the NHS or the state was making the population of England
healthier or helping people to live longer. This concern appeared to be shared
across each different level in the system.

“We are not measuring the right thing. The 10 Year Plan wants to push
us to being a value-based system, but if we're still concerned with how
many nurses there are in a trust in north London or what trolley waits
are in Devon, we don't ever get from thinking of outputs to outcomes.”
Participant 1

Several attendees felt that this limited ability to see and monitor whether the
NHS was actually improving people’s lives meant that it was difficult to relax
central grip on processes and let local experiments occur, or to shift money
towards improving people’s health, as envisaged in the 10 Year Health Plan.

At a higher level, attendees suggested reframing the ‘mission’ on health
pledged by the Prime Minister and 2024 Labour Party manifesto to focus on
improving the actual health of the UK population, and choosing a national
target that reflected this, linked to outcomes instead of NHS processes. An
example could be healthy life expectancy, for which reducing inequality was a
significant theme in the 2024 manifesto.

2. The role of the Prime Minister and Treasury

This led to reflections that no matter the structure within the NHS’s centre, its
focus and direction would always be heavily influenced by the Prime Minister
and the Treasury.

For example, attendees pointed to the decision to set the 18-week elective
incomplete pathway percentage as the health ‘milestone’ for this Parliament.
This was an announcement made directly by the Prime Minister, meaning that
it was privileged above multiple other goals:34
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“Ultimately, the government, entirely reasonably, has staked an awful
lot of its success on the elective target. That's the thing.”
Participant 11

The Prime Minister influences how well the NHS is able to work with other
public services, and the extent to which it can put other health priorities like
prevention first. The concept of the ‘health mission” as a cross-departmental
board was generally seen as positive, but not fully realised. A Public Health
Committee of cabinet ministers was set up under the Coalition government
in 2010,35 chaired by the Health Secretary, but as our attendees would have
feared, without enough backing from Number 10 it was abandoned after
patchy attendance from other ministers.36

“I've long held a view that if you really want to get prevention done,
then you have to have a Prime Minister who believes in it and chairs
the committee that drives it. And without that it's not going to happen
at scale”.

Participant 10

Put simply, if the Prime Minister does not make a major change in focus a
priority and introduce the right systems to deliver it, it will not happen.

NHS policy can also be shaped profoundly by the Treasury. And while the
abolition of NHS England may improve this relationship (see ‘Opportunities’
above), the roots of the dysfunction often lie in broader political and
institutional factors that extend well beyond the NHS centre, whatever the
make-up of organisations existing within it. For example, recent financial
shocks such as Covid-19 and high inflation since 2022 have driven regular
in-year funding revisions with protracted discussion between multiple players.
Some felt that this cycle bred short-termism in policy-making, because of the
requirement for new bailouts and accompanying promises once or several
times a year. It was felt this dragged focus away from strategic long-term issues
like the struggle to secure enough GPs, and underinvestment in priorities

for reform.
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“Since the 2021 spending review, the basic relationship between NHS
and Treasury got into quite a sub-optimal place. Because we were
effectively in a sort of form of constant negotiation about funds...
...Half-year to half-year we would have another sort of a round of
asking ‘what can be done about this new set of pressures' which,

to state the obvious, makes it incredibly difficult to do sensible
long-term planning.”

Participant 12

With continued economic instability and changes to the DHSC budget and
costs at each recent fiscal event, these pressures have not disappeared, and
abolition in itself will do little to address the dynamics they create.37

Some attendees believed, as is the case with Secretaries of State at DHSC,

that the behaviour of leaders in Number 10 and the Treasury and the ways of
working they establish matter more fundamentally than any structural change
to organisations.

“Personalities breed dysfunction more than formal structure... DHSC
is supposed to agree spending settlement with HMT, then agree with
NHS through the mandate how to deliver for that money. It’s not what
happens. it’s always the people in different roles that matter more than
the organisational form they take.”

Participant 12

3. Efforts to devolve control locally are thwarted by unstable or
unsuitable sub-national bodies

Limits to what can be achieved through these reforms, in devolving power
and re-imagining the central role, comes not only from above but also from
the level below the DHSC and NHS England. The Public Administration Select
Committee, citing several earlier reviews and academic witnesses, stated that
“the governance arrangements for England are some of the most centralised
among democratic countries in the world”38 Historically, the absence of a
regional political tier in general has meant that national leaders have been
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unable to entrust strategic NHS functions to stable sub-national centres
of power.5

This has often shaped the role of the centre: for example, we heard that
specialised commissioning was made a national duty in 2012 because the
new local clinical commissioning groups were perceived to be too small or
dominated by general practice to hold these powers.

Regular re-organisation is a fact of life in this intermediate tier, and the
abolition of NHS England will be accompanied by a cull of ICBs, a large staff
reduction, and a shift in duties towards purchasing. Some attendees said that
it may be difficult to pass down decision-making when ICBs are losing staff;
both losing and gaining functions and duties; and merging. This risks both less
capacity for reliable action, and simple distraction away from doing more.

At the same time, NHS regions have intrinsic limits on their ability to hold
devolved, autonomous powers - because they are to be part of the DHSC, and
are themselves responsible for populations equivalent to a medium-sized
country. They too face reductions in staffing and a rapidly changing list

of duties.?

The inter-connected changes to NHS England, regions, and ICBs mean
relationships and the balance of power are in flux. Some felt it was unclear
how fewer, larger ICBs operating at scale but with reduced staff will relate to
the regions, how the different roles and responsibilities will be distributed, and
then how they will connect back up to the centre. Attendees noted that here,
again, the NHS’s default might simply be for power to be sucked upwards at
the different levels.

“This dynamic needs a lot of attention, with a shared understanding
that these different parts of the system each have an equal contribution
to make, rather than being seen as a hierarchy. We need to totally
unpick that way of working”.

Participant 4
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“There’s a real risk that regions and ICBs are going to be falling over
each other. If you're in the frontline, who do you listen to? Who is
driving the change?”

Participant 15

Another participant reflected that ICBs and regions will become even more
important in the absence of NHS England, because they then “become the
independent part of the system, and the ones who have a job to challenge
ministers”. If these bodies are not supported, given the sizeable staffing cuts
they face, they will be unable to do that, or to develop future leaders for the
NHS. Part of the success of NHS England’s abolition will hinge on whether
the new regional and ICB structure can finally achieve what decades of
reorganisations of the NHS have not - a stable, capable and regional tier able
to mediate effectively between local and national systems.

4, What is overlooked remains overlooked

Another deeply rooted concern less amenable to structural change was that
the DHSC chronically fails to give enough attention and funding to areas
beyond NHS services - public health, staff training and education, adult social
care, and working with other departments and services.

As discussed above, some attendees thought that abolition of NHS England
could improve working with wider government. Others feared absorbing
oversight of the health service would make the DHSC even more likely to
overlook workforce planning and public health.

But a common view was that political and public pressure would keep pulling
attention back to hospitals whatever happened, unless there was a new and
unprecedented drive to change this.

“I think it is a fantasy to imagine that you'll need any less time in the
Department given at all to the NHS when you have structures that are
different. | think it's a fantasy because | mean, | worked in it before.”
Participant 14
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The DHSC was also generally viewed as slower to work with its peers than
other departments in government. While some believed that ending the
separation of NHS England would help to address this, others saw it as a
deeply rooted trait in the Department itself, partly reflecting its focus on health
care and pharmaceutical stakeholders.

“I think relative to a lot of government departments, DHSC is not a
good cross-government player for a whole lot of reasons. I've worked in
a lot of government departments, I've never spent less time talking to
other parts of government than in DHSC.”

Participant 11

“It's a human thing. We're faced with today's and next year's problem
and certainly from my time working in the NHS, three months is a very
long time. I've got to deal with people coming in the door.”

Participant 14

Attendees expressed concern that the words and the funding choices of senior
officials often pushed the NHS to focus on political priorities, especially
hospital waits, at the expense of transforming the service or improving
population health. This happened even when political and NHS leaders’
rhetoric emphasised the opposite.

“The system does what we do, and what we force them to do, rather
than the thing we tell them to do.”
Participant 11

The powerful role of the Treasury and Number 10 described above implies that
changing this would require backing from across government.
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5. Persistence of culture

The hierarchical, mistrustful and closed culture in the management of the
NHS identified by some attendees, and by successive reviews of the health
service, may be worsened if ministers behave badly in a merged structure.
But some attendees, and successive reviews of the health service, have
suggested that these cultural challenges run very deep, with no part of the
merging structure being immune from criticism and the NHS being as guilty
as ministers in perpetuating it.

Sir Gordon Messenger’s 2022 review of health service management noted

that “the sense of constant demands from above, including from politicians,
creates an institutional instinct, particularly in the healthcare sector, to look
upwards to furnish the needs of the hierarchy rather than downwards to

the needs of the service-user. These pressures inevitably have an impact on
behaviours in the workplace, and we have encountered too many reports to
ignore of poor behavioural cultures and incidences of discrimination, bullying,
blame cultures and responsibility avoidance.”39

In 2013, Robert Francis summarised factors leading to serious failings in care
at Stafford Hospital as “a culture focused on doing the system’s business - not
that of the patients. An institutional culture which ascribed more weight to
positive information about the service than to information capable of implying
cause for concern. Standards and methods of measuring compliance which
did not focus on the effect of a service on patients.”40

The possibility of the DHSC being more dominated by NHS managers and
officials after the forced selection of surviving staff from the two organisations
suggests a risk any cultural problems native to the NHS may even become
more prominent within the Department. There is also the potential for
greater proximity to ministers to increase the impact if they transmit negative
cultural messages.
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4 Getting the process
of reform right

In this section, we draw on experiences from the NHS’s own history of reform,
as well as those in other sectors of government, to identify key lessons for
managing the process of reform itself with the minimum level of distraction
and disruption possible.

The following themes are based on a small number of conversations with
experts and leaders involved in previous structural reorganisations, and on
the Institute for Government’s previous research into a wider set of abolitions
across government.4 Our conversations covered the abolition of Public Health
England (PHE), the merger of Jobcentre Plus into the Department for Work
and Pensions, and the creation of NHS England following the Health and
Social Care Act of 2012. Previous Institute for Government research addressed
six previous abolitions, including Jobcentre Plus and PHE. The boxes below
summarise the abolitions of these two bodies; the changes creating NHS
England are discussed above.
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Box 1: The abolition of Public Health England

Public Health England (PHE) was created in 2013 as an executive agency,
bringing together the Health Protection Agency and more than 70 other
bodies into a single organisation responsible for health protection and

health improvement. Its remit spanned infectious disease control, screening
programmes and initiatives to tackle obesity and other public health priorities.

In August 2020, the health secretary announced that PHE would be abolished,
following criticism of its role during the early stages of the Covid-19
pandemic.# It was hoped that its abolition would lead to better integration
with NHS Test and Trace and the Joint Biosecurity Centre.42 Although the
original intention was to fully complete the change by April 2021, operational
complexity meant the transition was delayed. Ultimately, PHE’s core functions
were divided across NHS England (i.e., screening), the newly created UK Health
Security Agency (health protection), and a new Office for Health Improvement
and Disparities within the Department of Health and Social Care.43 The closure
was completed in October 2021.

Box: the abolition of Jobcentre Plus

Jobcentre Plus was created as an executive agency in 2001, combining the
Employment Service with some parts of the Benefits Agency. In 2011, it was
brought back into its sponsor department, the Department for Work and
Pensions (DWP).44 Although the brand, functions, staff and estate were initially
retained, it ceased to operate as a separate agency. The purpose of the change
was primarily to reduce costs and simplify structures where the department
judged there was no operational need for separation.

The merger formed part of a wider DWP programme to cut central costs by
around 40% over three years, while making only limited reductions to frontline
staffing. It also aligned pay across the department. By 2018, DWP had cut its
overall workforce and office space by a third, while staff engagement scores
rose markedly (from 44% in 2011 to 60% in 2017).45.46 While similar efficiencies
may have been possible without abolition, bringing Jobcentre Plus into the
department is seen to have helped refocus the organisation on its core aims
and contributed to improvements in staff engagement.
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1. The need for a clear and coherent vision for reform

Those involved in past restructure processes consistently reinforced how
important it is to be clear about what the abolition intends to achieve.

This should be the starting point of reform. Some raised this as a concern
regarding the decision to abolish NHS England, which arrived without a clear
articulation or vision for what a newly reformed centre should look like, and
the key problems it is trying to resolve:

“What’s concerning to me about the current process is that those
leading the transition don't seem to know why they're doing it. A usual
approach would be to go, 'steady, aim, fire'. And they seem to be doing
it in the opposite way. They're trying to work out what on earth they're
trying to do and why they’re doing it — which is not ideal.”

Participant 17

The Prime Minister and the Secretary of State for Health and Social Care have
offered some rationale for the abolition, including suggestions that it would
facilitate provider autonomy, reiterated on several occasions.4” However, the
most prominent themes have been cost-cutting, and the intrinsic democratic
merit of control by ministers, which have less connection to a wider vision for
the health service. Other key government priorities for reforming the service,
such as harsher accountability for NHS managers, shifts towards community
care and prevention, and greater access to digital treatment and triage, have
rarely been mentioned as overarching goals to be facilitated by abolition.48!

This is also a lesson from previous abolitions of public bodies, with the
Institute for Government concluding that it should rarely be an end in itself -
unless government is prepared to stop performing the functions a body carries
out.4 Setting clear goals for what change can achieve will help ministers and
civil servants make the right decisions about how services should be delivered
in future, and ensure each decision made during the course of the abolition is
in service of those underlying goals. That the abolition of NHS England does
not sit consistently within a wider vision for reform may make it far more
difficult to agree what the future endpoint for the centre should be, and why.
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The creation of NHS England, by contrast, was situated in a much broader
policy strategy about entrenching the split between purchasers and
providers.42 Some we spoke to felt this was a relative strength of the 2012
Health and Social Care Act, where Secretary of State for Health Andrew
Lansley arrived with a clear plan and rationale for reform to drive increased
marketisation and competition. This provided clarity when trying to decide
which functions should shift towards what became NHS England, and which
should stay within the Department of Health:

“l didn't agree with the 2012 reforms, but at least they were coherent
- right now we have a lot of confusion and lack of clarity... If | could
understand the objective, | would have a much better chance of being
able to organise ourselves locally to make it happen, but | don’t know
the purpose.”

Participant 15

“Lansley reforms had a clear vision and destination in mind. We

knew what we were trying to achieve, so even when there were late
additions and changes, we were able to meet an agreed set of theories.
It feels very different to the situation now, where we’ve announced the
organisational change before having a destination in mind for what the
centre should be.”

Participant 17

The vision of a stable, self-improving market was abandoned shortly after
Lansley’s departure and the arrival of Jeremy Hunt MP and Sir Simon Stevens
to oversee the NHS. They did not share this vision and began shifting policy
towards cooperation and integration.2? Nonetheless, it provided clarity during
the construction of a new set of complex structures.

Visions for reform must also be grounded in a deep understanding of the
organisation being abolished and its various functions, and why it has existed
in that form. Previous work from the Institute for Government identified

this as a relative strength of the Jobcentre Plus abolition, where senior civil
servants first took time to understand the agency’s functions and operations in
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detail before abolishing it. This helped ensure the decision was based on a full
knowledge of its role and how the abolition might affect its functions.

Experts also emphasised the importance of developing collective agreement
for the proposed vision. This means consulting on policy ideas early to

secure as much support as possible in Parliament; obtaining backing from
Treasury, the Prime Minister, and the Cabinet; building clarity on costs and
funding; and having proposals sufficiently scrutinised. Without these, reforms
risk proceeding on the basis of misunderstanding, creating operational

and financial instability. When developing this consensus, it is important

to not only think about the end state of the reform, but the transition itself
and how you will get there. This risk has already been realised in the case of
NHS England’s abolition, with the Treasury reluctant to pay for redundancy
awards necessary for rapid headcount reductions, which had apparently been
assumed by leaders in NHS England at the outset of the process. Negotiations
ran through the summer of 2025 and were resolved only through the
November 2025 Budget, some eight months on.50,51

2. Communicate the vision sensitively and openly at every level

Failing to articulate a clear vision creates the risk that decisions do not fit into
an overall picture beyond the most senior levels. At the same time, a vision
which appeals to staff’s positive motivations to improve public services can
help to address disaffection and attrition.

“It can’t just be two people at the top that understand why we’re doing
this... often you do a change programme and you ask eight people what
they think the purpose of it is and you get eight different answers. And
that is OK at the very early stage. It's not OK if you're going to drive
through widespread wholesale change over a long period of time.”
Participant 14
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Some stressed the importance of reaching a point of consensus and certainty,
and then swiftly communicating decisions further down the chain of
command to help people feel assured, engaged with their work and able to
focus on their core job:

“Leaders will be tempted to not say too much to the Department
because they’ll be worried about leaking and it ending up in the HSJ,
but you need to communicate more, not less, and engage as much as
possible with organisations. Need to tell people clearly what’s going on
and not be scared of it.”

Participant 17

The vision for the change must be communicated clearly and sensitively

to staff. NHS England is far from the only reform to be announced in the
media before it was fully briefed to staff, but this type of communication
failure leaves many feeling demoralised and damages trust and productivity,
as people become more disengaged with work.22 Tone is also important.
Existing staff are often central to delivering the closure and transition and
may feel demoralised if the organisation is condemned or their work within it
is dismissed.4

This is something experts observed in the decision to abolish PHE, where poor
communication and uncertainty about the reform’s purpose contributed to
low morale and mistrust among staff - a particularly serious concern given

it occurred amid the Covid-19 pandemic, when these specialist staff were
critical to managing public health risks.

The relatively well-prepared initiative to abolish Jobcentre Plus included
promoting a ‘One DWP’ vision, which emphasised the opportunities from no
longer doing employment work in isolation from other responsibilities such

as child maintenance. This reform notably saw improved engagement scores
among department staff after abolition, even though it delivered significant
job cuts.45:46 Staff working within JobCentre Plus and partner agencies already
felt a strong cultural and institutional connection to DWP prior to the merger,
which may have made staff more inclined to understand and support this

overall vision.
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3. The need to move quickly must be balanced against
opportunities for deeper transformation and getting the
basics right

It is important that the pace of reform does not undermine opportunities to
achieve deep-rooted transformation that may take more time and resources

to deliver. For example, some involved with the abolition of PHE reflected that
tight budgets and timelines meant that IT and data systems were transferred
‘as is’ into UKHSA, rather than redesigned. As a result, long-standing problems
that affected the flow of information within the agency went unaddressed,
limiting the potential benefits of reforms and leaving original problems intact.

“You don’t want to use reform to recreate the same problems or have
the new thing be a recreation of the old thing....we sort of knew the
system was broken in some areas, but we had to do it quickly so we
moved certain things as is and hoped the new leadership would fix it...
you lose transformational ability when you are moving quickly, and
that’s a real trade-off here.”

Participant 14

One way of managing this offered by those involved is to work out what
needs to be done on a political timeline and by when, and what a minister
can tolerate in terms of longer delivery scales. For example, the PHE team
negotiated with the Secretary of State for Health that there would be a named
organisation and chief executive officer within 6 months, but there would be
more time to resolve operational issues that would take longer.

Abolitions can be costly in the short term given transfers of property, contracts
and personal data, as well as ensuring all records are properly completed and
retained. But those involved in past reforms emphasised how important it is

to get these basics right, and that if processes like human resources and IT are
not sufficiently robust, there is real scope to ‘break things’ and end up needing
to spend more money later to fix problems. For example, staff who had worked
at HM Revenue & Customs prior to the creation of the UK Border Agency and
then moved to the Home Office after its abolition remain on legacy contracts
with different terms and conditions to other Home Office staff, making HR
functions more difficult.
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“You need to spend money on the boring stuff that nobody cares about.
You need spend money on IT, ensuring your estate is properly fit for
purpose, that your records are all properly sorted out. We underinvest
in this stuff, and end up paying the costs.”

Participant 14

Across the board, experts emphasised that one of the most important things
to do early in the process is to clearly map what the different functions are,
where they will go, and what this means for data, governance and legal duties.
This will inevitably create tensions and challenges - not everything will have a
natural home (see above) - and compromises will inevitably have to be made.
But experts agreed that the more time that went into thinking about what the
end point would be at the start, the better chance of a positive outcome you
would have.

A key part of this process is robust workforce planning and HR processes.
This means clearly understanding the skills and expertise needed in the new
structures, mapping roles and reporting lines in detail, and developing clear
job descriptions so staff understand how positions compare. And if trying to
achieve a headcount reduction, it also means recursively going through each
organisation being merged to identify the greatest areas of duplication and
overlap, which experts from previous reforms described as potentially taking
“many months” Early attention also needs to be paid to terms and conditions
and the protection arrangements that may be needed to address pay
discrepancies. This is particularly important in the context of NHS England’s
abolition, where civil service and NHS pay frameworks differ.

“If you want to get the right people at the centre, you need to create a
set of processes that will deliver that.”
Participant 15
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4, Reforms inevitably cause disruption — making the pace of
reform important for containing costs and uncertainty

A consistent message from our interviewees and from previous work by the
Institute for Government is that the process of abolishing a public body causes
significant disruption and distraction.

Interviewees described how staff time during a structural reform is often
diverted into consultations and additional meetings to stay informed of
changes, while uncertainty leaves people distracted and forces them to
prioritise strategies for keeping their jobs. This all contributes to a loss of
productivity, the costs of which are hard to estimate but can be substantial and
may undermine the potential for cost savings and efficiency gains intended by
reforms. The loss of capacity reduces the scope for service development and
delivering other operational and policy goals, which some experts reflected
can often be the biggest loss with big reorganisations:

“You may not get a big dip in headline performance, but you’'ll
stop developing things in the service and be left to wonder where
we might have ended up on delivering high-quality care for all
and neighbourhood health stuff if everybody hadn’t stopped to do
something else.”

Participant 8

Given the inevitability of disruption that comes with structural reform, several
of those we spoke to advised moving as quickly as possible to minimise the
period of uncertainty.

“We had to make a 40% cut, and | deliberately decided | wanted to get
that done in the first year. Let’s get the pain out of the way, | didn’t want
to stretch it out over the whole period.”

Participant 16
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“People are in stasis during a change process. Better to get on with the
things you can confirm as early as possible... some organisations have
gone through 4-5 year change programme, and that’s just awful.”
Participant 15

Moving quickly may mean needing to make difficult decisions earlier in the
process. Some argued that where major workforce reductions are necessary, as
with NHS England’s abolition, it is better to address them directly rather than
allow for prolonged uncertainty that erodes morale and staff engagement.
Some raised concerns about whether this was happening in the case of

NHS England.

With delays in the abolition process due to the dispute over redundancy
payments described above, some described this as a “worst of all worlds”
scenario where the disruption occurred many months before any savings
could actually be generated from reducing staff. This prolongs the process,
extending disruption and organisational instability without realising the
intended efficiencies.

“We’ve announced the disruption but don't have any money to actually
deliver the reorganisation. So you’re disrupting everything without
generating savings because you're not removing people. If you string
it out over 2-3 years to be able to afford it, you won’t get savings from
drastic reduction and there will be disruption and organisational chaos
for too long.”

Participant 17

The risk of prolonged disruption is another reason why some experts stressed
the need to keep legislation as contained and narrow as possible, so that

it can pass quickly. Drawn-out or overloaded bills create further scope for
operational disruption and political turbulence that may prolong the pain of
systemic change. Interviewees warned that governments are often tempted
to address multiple strands of reforms into a single piece of legislation, but
that this tendency should be resisted. The Health and Social Care Act of 2012
was cited as one cautionary example: with 300 clauses, it bundled together
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multiple reforms that some closely involved with the process felt would have
been better to address through separate pieces of legislation or through other
means. Even though reforms almost always take longer than anticipated, some
felt it is better to accept that and set a shorter legislative timeline to maintain
focus and momentum for change.

Given the scope for disruption, this makes thinking carefully about
programme design and how the transition is managed all the more important.
Experts emphasised the need to carefully carve out and protect the day-to-day
running of core operations and delivery throughout the transition. The team
involved in implementing reforms under the 2012 Health and Social Care

Act did this by establishing clear and separate units to handle the day-to-day
operations of the NHS, and another to design new arrangements, which some
credit with helping to ensure that performance was maintained throughout
the transition and larger system goals stayed on track.

5. Establishing a unified culture and new ways of working
should start early in the transition

Experts cautioned not to underestimate the culture change involved in
merging organisations, and that the earlier leaders can start in demonstrating
and acting as one organisation during the transition, the better. The period
between the announcement of the abolition and the abolition actually
happening creates some of the most important opportunities to establish a
new culture and ‘re-pattern’ organisational ways of working.

This stood out as being especially important in the PHE transition process. In
that case, the leaders of PHE and NHS Test and Trace, two organisations being
brought together to form UKHSA, began operating as a single team early in
the process. Interviewees felt this helped foster a shared culture across the
different groups. They suggested that it reset the way people worked with one
another and approached their work, so that by the time UKHSA was set up,
these organisational shifts “were no longer such a shock”.

Some we spoke to felt this may be especially important in the case of merging
NHS England and the DHSC, given the distinct identities and cultures
between those two organisations, and how staff of NHS England do not
necessarily see themselves as civil servants:
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“It’s highly likely that most people working in NHS England don’t get
out of bed thinking they’re doing what they’re doing because of what
the Secretary of State thinks... they’re thinking they’re doing what
they’re doing because it’s clinically necessary and best for patients.”
Participant 16

This, too, was a challenge in the case of PHE, especially for staff moving from
PHE to the DHSC who were used to operating as independent scientists and
found it difficult to adapt to departmental norms - such as ministerial sign-off,
clearance processes, and the expectation to present evidence as one of several
policy options rather than as definitive answers.

Early appointment of joint Directors-General between NHS England and the

DHSC means that at a high level, the current reforms have reflected this lesson
well - though the same considerations apply to the entire hierarchy.52
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5 Discussion

The depth of experience of those involved in our roundtables and interviews
shed valuable light on the distinct complexity of this reform, and the scale of
some of the issues it involves.

A running theme was that problems in the way the NHS command centre
works go beyond structure. Abolishing NHS England in itself will do little to
solve them without changes in behaviour at the highest level.

Despite in some cases representing organisations directly affected by the
changes, participants revealed a high degree of consensus over some of these
long-standing problems.

As the current Secretary of State for Health and Social Care has argued, the
DHSC and NHS England too often overload local bodies with fragmented
priorities and monitor narrow processes using piecemeal data, rather

than focus on whether people’s health is being improved. Participants

also described a centralised, hierarchical culture and relationships with

the Treasury, Number 10 and other departments that reinforce short-term
political imperatives, rather than working across government to promote
health. The centre does not do everything that could best be done at a national
level, and often tries to specify things that could best be done locally.

Many observed that the behaviour and choices of powerful individuals -
rather than formal structure - have historically shaped how well the system
has functioned. They described a history broken up not into periods of
different structures, but by the arrival and departure of figures such as Andrew
Lansley, Sir Simon Stevens and Wes Streeting. This reform may increase the
influence of that command point even more.

This suggests that success or failure depends largely on how leaders,
particularly ministers, leverage their power, and on the culture they choose
to create - whether they use the abolition as an opportunity to cut back and
control the number of priorities going out to the service, or to make this even
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worse by adding more political promises. There is a chance that more power
in a Whitehall department that sits among its peer departments, and a cabinet
minister who sits among fellow ministers, could mean better working on joint
priorities - or that the absorption of the behemoth that is NHS England means
an even narrower focus on health care, instead of health.

In short, the abolition of NHS England will not achieve meaningful
opportunities balancing out its risks if the new centre tries to run in the same
way that it does today.

The way the abolition has been handled also has significant implications for
what it can achieve. Experience from past restructures suggests that success
hinges on a well-planned approach, clear vision and deep understanding of
the skills, functions and experience needed to carry out that vision - none of
which seem to have preceded the relatively sudden announcement of NHS
England’s abolition, or the accompanying 50% headcount reduction. The
government must determine the desired endpoint quickly and not prolong the
disruption caused by abolition.

The huge size of NHS England means savings from a headcount cut could
reach hundreds of millions each year - a significant opportunity, if relatively
small in the scale of the health service’s overall budget. However, a headcount
reduction on this scale also risks hollowing out critical capacity in policy,
analytics, change management, or cutting those delivering services.

Whereas NHS England’s creation in 2013 happened in a period of relative
stability in performance and finances in the health service, when the goal was
to maintain equilibrium during a funding squeeze, the NHS is now required
to deliver this change while also pursuing the ambitions of the 10 Year Health
Plan, and working to recover performance. Delivering the ambitious policy
change envisioned in the 10 Year Health Plan may be difficult if there is a
period of disruption caused by abolition, followed by a period with a much
lower number of central staff working on policy than has recently been

the case.

Our conclusion is that this reform holds genuine potential to improve the way

the NHS centre functions and interacts, both within government and with
local services. But realising its potential will require a clear focus on strategic
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issues, and careful planning - qualities that were hard to see at the initial

outset of reforms.

Below we provide a list of considerations based on these findings to inform the

approach to completing the abolition of NHS England. While specific to this

reform, they are likely to remain relevant for future restructures.

Key considerations

The government is right to seek to simplify NHS priorities as the
multiplicity of teams reduces and accountability focuses more on a single
point. This will rely on honest conversations involving the Secretary of State
for Health and Social Care choosing what is most important, and officials
using these to stop the list of demands from growing. Ministers and

senior officials need to change what they do, not just the administrative
arrangements through which they do it.

Number 10 Downing Street and the Treasury need to consider how they
can influence the merged DHSC to work with other departments and to
focus on delivering the most value through improving health, rather than
encouraging it to promise and report more piecemeal targets from the
NHS, which it will now control more closely.

The fact that measures of strategic outcomes for NHS services do not exist,
or are not used, is a major problem. These need to be developed in a way
that works for the NHS, the Treasury and wider government.

While there is an opportunity to reduce some duplication in staffing,
hitting exactly a 50% headcount reduction should be a less important
outcome than obtaining the right shape and skillset of the Department
for the functions it needs to hold. One significant risk is missing the real
opportunity to improve cross-governmental working by losing staff with
the skills and connections to do this. Another is that the focus narrows
to immediate NHS hospital priorities, with these always-dominant
responsibilities now inside the Department and few staff free for more
marginalised areas.
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« The abolition of NHS England, and the wider reorganisation alongside it,
presents an important opening to systematically reconsider which tasks
are centralised and which are devolved. The right decision needs to be
assigned to the right level.

o Plans to implement the 10 Year Health Plan should assume reduced
capacity to draw up successful policy and to oversee change during the
process of abolition. Historic examples testify that disruption is inevitable
as staff see their jobs change and begin to manoeuvre for survival.
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