The future of healthcare
A public and private challenge
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Introduction
Few topics are as vital as and provoke as much debate and controversy, as healthcare.
Yet the NHS faces enormous pressures. Changing demographics, rising demand,
funding issues, social care, advances in medicine, the use of technology, the role of the
private sector – just some amongst many issues.

Grant Thornton UK LLP, a leading advisory, audit and tax
firm and Brachers LLP, an awarding winning law firm, felt it
important to explore these concerns with invited experts. They
gathered at the London Golf Club in Kent for a wide-ranging
roundtable discussion.
Chaired by Jon Maile of Grant Thornton, it stimulated lively
contributions, often frank, sometimes controversial and
always thought provoking. The 90-minute debate focused

on four key themes set out in this report. We believe it offers
fresh perspectives on issues that matter to us all, from
healthcare and social care providers to support sectors and,
critically, the people they serve.
If you would like to comment on what follows, you are most
welcome to get in touch. Grant Thornton and Brachers have
specialist teams dedicated to healthcare and related sectors.
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The panel
Chair
Jon Maile, Assurance Partner, Grant Thornton UK LLP

Hosts

Simon James, CEO, KIMS Hospital
Beth Jones, Finance Director, Bromley Healthcare CIC
Rosemary Jones, Director, Invicta Chartered Surveyors

Peter Jennings, Corporate Finance Director, Head of Corporate
Finance Healthcare, Grant Thornton UK LLP

Dr Hasham Khan, Advisory Consultant, South London
Community and Mental Health Partnership

Ash Jilani, Partner, Head of the Primary Care Team, Brachers

Paul Mayhew, Project Manager, Invicta Chartered Surveyors

John Sheath, Partner, Head of the Healthcare Team, Brachers.

Selina Meetoo, National Strategic Business Manager UK &
Ireland, QIAGEN Limited

Guests

Ash Mehta, CFO, Avicenna

John Allingham, Medical Secretary, Kent Local Medical
Committee (Kent LMC)
Keith Boyce, Finance Director, Galago Group
Eddie Coombes, CEO, Optima Care
Sarah Ironmonger, Associate Director, Clinical Commissioning
Group Lead, Grant Thornton UK LLP
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Abi Mogridge, CEO, Invicta Health CIC
Jill Norton, Director, JN Consulting
Chris Swagell, Clinical Sales Manager, UK and Ireland, QIAGEN
Limited
Stewart Thorp, CEO Superior Care Limited

1)

Key challenges presented by the UK’s changing
demographics and the financial constraints facing
the public sector.

“The population wants an all-you-can-eat
buffet but it’s funded like a soup kitchen.”
John Sheath, partner and head of the Healthcare team at
Brachers, introduced this topic by setting the NHS in context.
Founded 70 years ago on the principle of free healthcare for
all at the point of delivery, there has been evolution rather
than revolution since, and now the NHS is under pressure
as never before, especially from longer life expectancy and
complex conditions.
The Department of Health predicts that by 2030, the incidence
of long-term conditions in the over-65s will double, with at least
half suffering from more than one condition. This cohort makes
up 31% of the population, uses 52% of GP appointments and
65% of outpatient appointments. Treatment consumes 69% of
the primary care budget.
Austerity and financial constraints are starting to bite and there
are serious questions over whether the NHS in its current guise
can continue to provide high-quality services to all patients all
the time. Other than more funding, other areas to explore are to
work and commission more efficiently and to see if the private
sector have a role in filling any of the gaps.
Clinical Commissioning Groups (CCGs) were introduced to
improve value for money but this has potentially led to a less
holistic commissioning environment and efficiency targets have
not factored in the increasing demand.
About 9% of UK GDP is spent on healthcare, compared
to 12% in Western Europe and 17% in the USA. We do not
appear to be spending as much as other economies on our
healthcare services.
Other concerns include the increased cost of medication,
recruitment, strains on social care, integration of health and
social care and whether the NHS five year plan is working.

“In a nutshell, is quality care for all
sustainable without fundamental
changes for those who are providing
the services?”
So what are the key challenges?
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1.1 Funding and political interest
The public believes in free healthcare. “For the last 30-40 years,
we’ve had successive governments – whether centre-left or
centre-right – which have allowed that belief to propagate.”

“We have centre-right parties in
government which have not been trusted
by the public to introduce innovations
into the NHS. Now we have a centre-left
party that, as far as I can see, views
the only solution as increased funding.
That makes it difficult to introduce
innovations or even have a debate.”
The Legatum Institute UK Prosperity Index 2016 ranked the
UK fifth in the world for business friendliness, but only 19th
for health.
“It comes down to the fundamental principle that it’s free at the
point of delivery. How can there be such a disparity between
the wealth we generate and the system of healthcare we have
in this country?”
“We can’t have a sensible debate about that because people
don’t trust either party to have the interests of healthcare at
heart without getting into ideological space.”
The public wants everything from the NHS, almost irrespective
of cost. However, that is not possible.
Paid-for private sector help could be part of the solution.
However, “there is no political impetus to bring this to the fore.
Everyone pretends we can provide everything for everyone free
at the point of care. The nation is unable to do that.”
“We can argue about money, but until we look at the
efficiencies and the flow of money, we are not going to be
sure how much money is in the system. We know there is a
lot of wastage.”
One panellist summed up the dilemma like this: “The
population wants an all-you-can-eat buffet but it’s funded
like a soup kitchen.”
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1.2. Recruitment and investment
in the workforce
Ash Jilani, partner and head of the Primary Care team at
Brachers, introduced the topic with a summary of the issues
faced by the sector as a result of its ageing workforce.
Many GPs and practice nurses are approaching retirement,
and there are not enough replacements. Young doctors need
more incentive to come up through the system.
“We talk about an ageing population but providers of
healthcare are not immune to ageing.”
The retirement time bomb is worse for nurses than GPs, with a
higher average age of a practice nurse than a GP.
Over the past 10 years, according to one panellist, there
has been “an explosion in the number of consultants and a
decrease in the number of GPs. The government is nowhere
near achieving its promise of an extra 5,000 GPs. In fact, the
numbers have fallen since the announcement.” Kent’s coastal
areas, for example, have unfilled GP vacancies with Kent being
200 GPs short of what is needed.

The only way to address this challenge would be to restructure
primary care and work in bigger groups. GPs would provide
expert leadership for long-term conditions, while health
professionals – paramedics, pharmacists and nurses – would do
a lot of the work previously undertaken by GPs. However, these
professions also face shortages.
Another challenge is the seven-day working week. This has
added to pressure on resources. The case for extended services
was weak, a panellist said.
A key issue is what will happen to the availability of migrant
workers after Brexit. They are “keeping the system alive and
we’re losing European staff already.”
On the positive side, Kent will open its first medical school in
2020, which will ‘revolutionise’ recruitment, once complete.
In terms of investment, it was agreed that there is plenty of
willingness and goodwill for investment in the workforce, but
training needs to be “fast-tracked.” Health Education England
and providers are doing good work around attracting young
people into health and social care. Progress is evident and
some training programmes will be funded centrally over the
next few years.

1.3. The health and social care divide
A “cultural divide” between healthcare and social care is of
great concern, panellists agreed. In most cases, budgets are
separated which is not helpful. Many patients should be in
social care rather than going to see a GP. This is often the case
where, for example, they suffer from loneliness and depression.
A joint project with CCGs and local authorities has attempted
to deal with discharge, pathway planning and long-term care.
However, this has involved managing politics as well as care.
It was discussed that each agency has its own agenda and
only recruitment and leadership can help to overcome this.
Under a pilot project, some care homes provide step-down
beds for patients who are fit to leave hospital but not well
enough to go home.

“That’s where private and NHS can work
together. However, when it was set up,
they failed to plan who provides the
medical care in step-down beds. It was
expected that primary care – GPs –
would pick it up but GPs are already
struggling with demand and do not have
capacity to fill the void.”
Other examples of projects attempting to integrate health
and social care have been hampered by lack of clarity over
who will be paying for it. “Misalignment of incentives” causes
problems, a panellist suggested. Income comes from patients
presenting themselves at A&E. Providers often compete against
one another.
“Within current contracting structures, they are incentivised
very differently. We need to step back and see if we can align
some of these incentives.”

1.4. Commissioning
“We need to look at co-commissioning between health and
social care. Often the two commissioning systems are not
aligned. We need some joined-up systems. There are lots of
good things going on but they need to be commissioned on a
long-term basis.”
“This should be the responsibility of the STP (Sustainability and
Transformation Partnership)”, one panel member suggested.
“The STP is meant to be the umbrella for health and social care,
yet you go to some meetings and social care is not discussed
or represented, suggesting there is a fundamental flaw in some
of the STPs.”
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2)

How should the public/private sector respond to such
challenges? Does the current public/private model work?
How could it be more integrated?

“There are many ways the independent
sector can work collaboratively with
the NHS.”

“We don’t offer that because you get a red on your CQC
dashboard and therefore the patient has to go into the NHS
system. It’s not a lack of desire but how regulations work in
terms of governance.”

Peter Jennings, head of Healthcare in Corporate Finance at
Grant Thornton, introduced this topic, pointing to barriers to
partnership in terms of different pockets, commissioning groups
and funding criteria. Whether this be as provider of social care
through to funders of capital projects.

KIMS, an independent hospital in Kent, has partnerships with
acute trusts to deal with serious conditions. “We take these
patients and bring them over by ambulance. We do what we
need to and send them back with a diagnosis and into the
pathway. There is a lot happening. It is not all negative. We
should focus on what we are not doing together.”

As an example within social care, commissioners prefer
supported living partly because housing benefit is taken from
a different pot than residential care “even though the total cost
could be higher and not as good value for money.”
Another example would be the tariff system in acute care where
elective surgery is seen as a profit-maker for NHS hospitals who
are then reluctant to lose this work to independent hospitals
who have capacity and would be willing to do the work and
help reduce waiting lists.
The private sector is already involved in areas such as
diagnostics, radiology, pathology and dermatology, but more
can be done by the private sector in other fields.
“There are many ways the independent sector can work
collaboratively with the NHS.” It is not all negative – but there
should be a wide-ranging debate on how the private sector
could do more to help the NHS. However, it would not be easy,
as one panellist admitted. “I don’t ever see a day when we’re
going to have this big conversation so I’ve resigned myself to
the fact that we keep working together at the micro-level.”
Private hospitals working with the NHS but regulations “get in the way”
It was discussed that most independent hospitals in Kent
treated NHS as well as privately insured patients, and,
increasingly, self-funded patients.
“It’s not so much about money as facilities.” The hospital
could treat many more NHS patients but regulations often got
in the way. For example, a high-dependency and intensive
care unit (ICU) must have four qualified nurses for each bed.
But that is uneconomic.
“The regulators can’t understand the fact that you can have
an ICU that’s elective. So you’re not treating patients who
come from A&E but those who plan to go into that level of care.”
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Another speaker urged better understanding of how the
independent sector could come in and out of the pathway, with
bed blocking avoided by patients temporarily moved to private
hospital.
Funding secondary care
“It’s less than insuring your guinea pig for veterinary care.”
Secondary care, like primary care, should be based on a
capitation budget. “If you look at the amount it costs for the
average patient per year to be seen and treated for all their
care needs, it comes out at £20 per patient per year.”
Secondary care payment is based on payment by activity.
“That’s why commissioners don’t like it because if your activity
is too good you get paid too much. We have a perverse pushpull system.”
As an example KIMS was regarded as too efficient because
it could treat more patients than commissioners were able
to fund. If activity could be shifted from the acute to the
community and supported by physicians, quality would be
improved. It could release consultants into the community and,
from a patient point of view, would be the way forward.
Property – changes to lease rules needed
Few GPs are prepared to buy a share in their primary care
premises because leases include clauses that allow the lease to
be returned if the building no longer holds a General Medical
Services (GMS) contract.
Affordability for the already stretched CCG is an issue.
A practice in premises not fit for purpose could cost £120sqm.
The rent could double or treble in a purpose-built facility.
What happens to a lease held by three doctors when two
reach retirement age? The last man standing could be left with
the lease if younger GPs cannot be found to replace them.
“Unless there’s commitment from the NHS, these developments
won’t go ahead.”
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3)

How can innovations in technology fill the emerging gap
between demand and capacity to meet that demand?

“If you don’t understand it, technology
is a black art. We’re in the digital age
and unless you embrace it, you’re going
to get left behind.”
John Sheath, head of Healthcare at Brachers introduced
this topic, noting examples of the positive aspects of new
technology and how this might enhance efficiency and
patient care.
Technology already plays a key role in pathway management,
patient records and wider medical treatment.
A triage team can receive information on Smart phones to help
them place patients appropriately.
Nerve centre monitoring on devices carried around by critical
care teams trigger a red flag and alarm if things go wrong.
Tele monitoring of the elderly at home is becoming more
common. Apps are being launched.
Big Data is available – but may not be used well enough.
Technology also has further potential to cut costs in
focused medicine.

The following points were highlighted as key to digital
implementation:
• Physical estates need to be future-fit – as an example wifi
in new GP surgeries should be standard rather than an
optional extra.
• Introduction of useable, wearable technology – providing
more data on conditions for clinicians and early warning
signs of imminent asthma attacks as an example.
• Overcoming the fear of change and fostering an
environment of adaptability.
• Regulation – for example, the framework for data security
GDPR (General Data Protection Regulation) is proving
difficult and complicated to implement. Such regulations
need to be more transparent and user-friendly.
• Systems competition and interoperation – systems need to
be able to co-exist and communicate to ensure that they do
not become part of the administrative problem. This is not
currently happening due to legacy systems and upgrade
costs but also due to a cultural resistance to sharing data
and competition between providers.

Babylon Health

Communication between clinicians, managers, decisionmakers and service users can be speeded up by better
use of technology.

Technology is a key feature of Babylon Health, an innovative
approach to help GPs and commissioners deliver improved
primary care.

Digital is aiding smarter working, helping to manage
budgets and boost staff efficiency, clinical outcomes and
productivity. In addition, yes, there might still be room for
analogue applications.

However, there has also been controversy around it being
awarded government contracts and over its implementation
of care. Babylon can “only care for fit or relatively fit patients.
It doesn’t work for sick patients and there have been major
problems in registering users for their NHS offering.”

Faster implementation of digital
The panel welcomed the innovative ideas developing almost
weekly, but timescales and the management of implementation
are a problem. It takes too long to introduce new ideas.

“If you ran a private company the
way the NHS is run you wouldn’t last
five minutes. It’s always two, three or
four steps behind and you’re playing
catch-up.”
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Artificial Intelligence (AI) is a significant feature of Babylon’s
offering and could play a key role in the future of healthcare,
but it is very much in the early stages.

Care staff taking the tablets
Many carers are now equipped with tablet computers. When
they go into a patient’s home for the first time, they can see
the records and note when medications are given. A lead
nurse is alerted when a controlled drug is given or if required
medications are not administered.
However, there are negatives. “Everyone thinks carers and
nurses are spending all their time on a tablet rather than
caring for the patient.” However, voice-activated record
keeping can get around this by enabling a client to hear what
the carer is entering into the computer.

The next stage is rolling out records to patients and their
families to provide real-time access. “The quality of the
service is that much better but it needs more resource and
infrastructure to manage it.”
Another challenge is that for many carers, caring is a
vocation. “They didn’t go into it to sit at a computer all day.
We’re having issues with some of our best carers in terms of
record-keeping.”

Digital and “Amazonisation” in pharmacy
Working with Digital NHS, retail pharmacy has benefited from
technological change, especially with electronic prescribing
and summary care records.
Many good things are happening in technology. However, the
government is “not good at distinguishing between practical
and impractical things.”

Because of the so-called Amazonisation of pharmacy, the
Department of Health “believes that if a medicine costs
this much on Amazon, why does it cost the NHS or retail
pharmacy five or six times as much? They look at it on a
transactional basis. But the service you get in the NHS or a
retail pharmacy is a lot beyond a transaction.”
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4)

Where do you see the healthcare landscape
in five to 10 years’ time?

“We want revolution but we’ve got to
accept evolution”
Peter Jennings introduced this topic by asking two questions
– what would the panel like to happen, and what did it expect
to happen?
Bring back the strategic area health authority
The re-introduction of strategic area health authorities received
support. They would deliver care in a regional setting and
funding would be better targeted to the front line.
Funding all healthcare in a region would free up money
currently spent on managers. The purchase and provider split,
requiring many managers, should be abolished. Accounting for
care is going some way towards breaking down the split.
Tariff system changes would cut management
headcount
Many managers are needed to maintain tariff setting,
measurement and accounting. “If you took them out, you
would remove 50% of the management workforce. Wow, how
much money would that free up!”
Brave commissioners
There should be closer partnership between public and private
sectors, and much more integrated working. However, that
would require “brave” commissioners. “I don’t see any brave
commissioning out there. They are all risk averse.”
In their defence, commissioners are under a lot of pressure.
“We need to help them be brave. They recognise they are part
of the problem but they don’t want to be.”
The private sector employs really good people who can
demonstrate results and make commissioners “sit up.” It
just needs the right people in the room to make the system
work better.
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Leadership
From April 2019, under the new system, CCGs and
Sustainability and Transformation Partnerships (STP) are set to
lose accountability.
However, the new system needs leadership, “someone to say
that ‘regardless of this fuzziness, we’re going this way and put
money where it’s intended.”
Consistency of government policy – or taking the NHS
out of government control
There are worries that a change of government will lead to yet
more change and a different model. “We will be in a state of
flux again. We need cross-party agreement.”
A panellist voiced the radical thought that the answer might be
to “take the NHS out of government control.”
Longer-term planning
The five-year map by Simon Stevens (Chief Executive NHS
England) should extend out to 10 and 15 years. “The change
horizon for the NHS should be 20 years, not five.”
Healthcare should be “a business with heart”
Healthcare needs a seismic cultural shift to be a “business with
a heart.” It cannot afford to have deficits “larger than those of
small countries.”
“The UK is ranked 19th now, but could slide fast unless things
change. Conversations are taking place in lots of local areas
that are very helpful. We need a common voice, and a louder
voice that can influence decisions.”
Momentum has been built by STC (Specialty Training
Committee) five-year plans. “We just need to make sure
they are ring-fenced, with a plan to continue to bring about
sustained improvements.”

Introduction of charging for Healthcare

More togetherness

Should people be charged for seeing a GP? For example,
some EU countries charge 50 euros a visit.

One panellist asked: How long can the current system survive
and is it sustainable?

It was recognised that this would hardly be a vote winning
policy.

Another feared for the future of the NHS. But there was
confidence it would survive. “It’s going to get to the point of
collapse and they will just about save it.”

“We need to persuade the population that healthcare has a
value. The only way of doing that is charging, but politically,
that is not going to happen.”
Yet co-pay already exists in the NHS. “There is no free
healthcare system that doesn’t have an element of co-pay at
the point of delivery. But politicians don’t want to touch it.”
Better medical premises – but projects take too long

It was easy to be negative and criticise the system. But how
could this panel – and others like it around the country - make
a practical difference?
“We want revolution but we’ve got to accept evolution.
Revolution, evolution – it all starts with conversations like this. It
needs people from all sides of the debate to come together.”

Funding is available but projects take too long to get
underway. “It goes back to bureaucracy and red tape. There
are so many levels and tiers to go through before someone
signs off on the investment money; get on with it.”
The trend towards larger GP practices should continue.
“That’s got to happen, not least because of problems
around GP recruitment. With larger practices, you get more
operational efficiencies.”
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Conclusion
“While there have been negative comments and criticism, this is a group of people who
are absolutely passionate about the delivery of quality healthcare now and in the
future. I find that very encouraging.”
Jon Maile, Chair, Assurance Partner, Grant Thornton UK LLP.

Although there was a degree of frustration with
the NHS from the delegates there were some real
positives to be drawn from the debate. While the
media tends to focus on the problems in the NHS,
there were anecdotal examples of significant
successes around the table of how technology and
private sector contributions have led to considerable
improvement in patient care.
The ‘soup kitchen’ budget can no longer sustain
the multi-billion healthcare needs of our changing
population but the government’s recent recognition
of the necessity for more extensive funding gives
renewed hope that the NHS can and will adjust to the
ever increasing demand for free care for all at the
point of delivery. The issues as always are efficient
service delivery, assessing clinical priorities and the
extent to which private sector contribution will be
permitted. The new private/public joint ventures to

capitalise estates, the NHS England and NHSI 5 year
plans for improvement and the implementation of
local STP strategies and care pathways all bode well
for the future.
All those attending the debate demonstrated their
willingness and aspirations in both the public and
private health sectors to transform the NHS to
maintain the ethos of its founders but also to make it
fit for purpose in the 21st century. There is no doubt
that the NHS still matters to us all but the time has
come to have a properly funded a la carte menu
where individuals take more responsibility for their
personal diet and ‘the eat as much as you can at no
cost’ days are gone.
Thank you to all the contributors for their valuable
time but more importantly sharing their views on
current issues and possible solutions.
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