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ABSTRACT – Since the purchaser/provider split was first intro-
duced in the early 1990s, there have been successive attempts to
enhance and strengthen the role of commissioners in the English
NHS. Their role is to ensure that health services are planned and
delivered in a way that meets the interests of patients and tax-
payers rather than healthcare providers. The new coalition gov-
ernment has recently set out its proposals to transfer commis-
sioning responsibilities from primary care trusts to a national
NHS Commissioning Board and a set of general practice-led
commissioning consortia. It is too early to say whether these
reforms are likely to transform commissioning and finally place
payers, rather than providers, in the driving seat of the NHS.
However they unfold they are likely to have a significant impact
on healthcare professionals in commissioning, primary care and
specialist roles. 
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Introduction

In July 2010, the UK’s new coalition government published a White
Paper laying out its plans to ‘liberate’ the English NHS.1 If fully
implemented the policies could lead to profound changes in the
roles of central and local government in relation to the NHS, in the
relationships between patients and healthcare professionals and in
the nature and landscape of health service provision in England.

One of the most prominent and widely discussed features of
the proposed reforms is the plan to transfer responsibility for
commissioning NHS services from the 151 primary care trusts
(PCTs) currently performing that role to a new national
Commissioning Board and a set of local general practice (GP)-
led commissioning consortia. At the time of writing full details
of the new commissioning system are yet to be laid out. But if
the legislation is passed and the policy is implemented as the
government intends it will be operational by 2012 and PCTs will
be abolished from April 2013. Combined with the planned
transfer of public health responsibilities from the NHS to local
government and the creation of a more open and diverse market
of healthcare providers, these changes will alter the culture and
structure of the NHS in very significant ways.

And yet although the announcement of this radical reform of
commissioning signals an end to the existing regime, it also

evokes a distinct sense of familiarity and continuity. For as those
working in the NHS will be only too aware, this particular
shake-up of the purchaser- or demand-side of the NHS is the
latest in a long line of attempts by successive governments to
strengthen commissioners’ control over healthcare spending
and performance by changing the size, shape, remit and leader-
ship of its commissioning bodies.

This paper describes the role of health service commissioners,
the rationale behind the purchaser/provider split in the NHS
and the model of commissioning that has emerged over the last
20 years. It goes on to consider the government’s proposed
changes to commissioning policy and practice and the implica-
tions of these proposals for frontline healthcare professionals.

Who or what are commissioners?

In the context of the recent history of the NHS, the term ‘com-
missioner’ refers to the role of those individuals and organisa-
tions responsible for prioritising, securing, funding and moni-
toring all of the health improvement and healthcare services
provided in a defined geographical area, or for a specific group
of individuals.

More specifically, it indicates that this role is carried out on
behalf of the people actually using or benefiting from those ser-
vices and independently from the organisations providing them.
Hence commissioners are sometimes referred to as the ‘third-
party payers’ within the healthcare system, and the NHS is
described as having a ‘purchaser/provider split’.

The appropriateness of such terminology has been subject to
much discussion over the years,2 and there are important differ-
ences between the concepts of ‘purchasing’, ‘paying for’,
‘procuring’ and ‘commissioning’ healthcare. To summarise
rather than unpack the detail here, commissioning is perhaps
best described as an ongoing process or cycle in which pur-
chasing, procurement and payment are important elements or
stages, but which also involves a much broader set of activities.

This commissioning cycle or model has been depicted in many
different ways,3 but all versions begin with an assessment of the
health needs of a defined population and agreement of health
improvement objectives for that group of people. This is followed
by a sequence of actions including prioritising and specifying the
public health interventions and healthcare services considered
necessary to meet those identified needs and priorities; procuring
these services from appropriate providers; monitoring the
volume, quality and outcomes of the care delivered and reim-
bursing providers accordingly; reviewing the extent to which the
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original health improvement objectives are being met; and
(returning to the beginning of the cycle) reassessing needs, prior-
ities and service requirements accordingly.

In other words, NHS commissioners do not simply purchase
or pay for whatever healthcare professionals and providers
choose to offer but actively define, seek out and evaluate the ser-
vices they believe their patients want and need. Furthermore,
they are not only responsible for procuring healthcare services,
but also for taking broader action to improve the overall health
status of their population and to reduce health inequalities.
Crucially, as the overall budget for the NHS is cash-limited com-
missioners in turn have a finite budget with which to carry out
their roles, hence the need to prioritise what services and activi-
ties get funded.

In 2007, the Department of Health (DH) published a compre-
hensive description of the role of NHS commissioners, and a
process for assessing the skills and competencies considered nec-
essary to perform it well – the World Class Commissioning
(WCC) Framework.4

The WCC programme has since been subject to significant
criticism from some quarters, not least because of its rather
grandiose title, and the industry of data-collection, reporting
and assessment that it generated. Supporters, on the other hand,
argue it was the first genuine attempt to provide NHS commis-
sioners with a clear remit and mandate, and was beginning to
generate real improvements in their competence and perfor-
mance.5 It will now be impossible to tell what its impact could
have been, as the programme has been suspended by the new
coalition government.

If nothing else, the framework provides as good a summary as
any of the complex, wide-ranging and unique set of activities
that came to make up the job of NHS commissioners during the
last era of NHS policy.

In recent years this job has been performed by PCTs which in
their current configuration (151 organisations with similar geo-
graphical boundaries to top-tier local authorities) date from
2006. Although these PCTs are the statutory commissioners of
most NHS services, many more organisations are actually
involved in the commissioning task. While the commissioning
cycle may be neatly drawn or described on paper, in reality it is
not a contained, coherent set of activities that can be performed
or controlled by a single body.

Most significantly, GPs and their primary care colleagues play
a pivotal role here. In the UK healthcare system where indepen-
dent contractors have responsibility for the holistic care of a reg-
istered population, and act as the gatekeepers and guides to the
rest of the NHS, a general practice is in effect a micro-level com-
missioning organisation. A PCT can evaluate the health status of
its population based on epidemiological data, develop care path-
ways and protocols based on nationally agreed standards, and
disseminate information about the quality of different health-
care providers. But on a day-to-day, patient-by-patient basis it is
GPs and their practice teams who assess individuals’ healthcare
needs, decide or advise what services they need, and help to
identify the most appropriate provider of that care. For this

reason, these ‘practice-based’ commissioners have been encour-
aged to work with PCTs to agree and implement local commis-
sioning plans so that their respective micro-level and strategic
commissioning decisions are complementary, although the suc-
cess of this policy has been variable across the country.

At the other end of the spectrum, there are some macro-level
commissioning activities that groups of PCTs come together to
perform. This may be in order to pool specialist expertise and
financial risk, for example to commission very high-cost low-
volume services through specialised commissioning groups. It
can also be to achieve economies of scale by outsourcing ‘back-
office’ functions, such as data collection and analysis, to com-
mercial or business support units.

Thus in reality NHS commissioning does not adhere to a
single model, but rather consists of different patterns of overlap-
ping and interdependent activities performed simultaneously at
various levels of the healthcare system.

Before the existing PCTs were established these activities were
carried out by a succession of different bodies operating on their
own version of this commissioning continuum, with the struc-
tures changing as governments themselves changed or simply
became frustrated with the pace of improvement in the NHS.
Earlier forms included the first ‘waves’ of PCTs introduced from
2001, and reach back through their predecessor, primary care
groups, the total purchasing pilots and multifunds that evolved
during the mid-1990s, to the district health authorities and GP-
fundholders introduced as the prototype commissioners at the
beginning of that decade.6

Why do we have commissioners in the NHS?

All this begs the question why? Why has the NHS created and re-
created this complex set of commissioning organisations and
structures? Why does it need separate, ‘third-party’ commis-
sioners at all? Does the government or DH not set priorities for,
and allocate resources to, the NHS? Are healthcare professionals
working in hospitals, GP practices, and community health teams
not best placed to decide what and how services should be
delivered?

The rationale for commissioning lies in the belief that neither
central government nor individual healthcare providers are
likely to make optimal decisions about the use of the NHS’s lim-
ited resources.

When the then conservative government first introduced the
purchaser/provider split in the early 1990s it was in an attempt
to make the NHS more responsive to both its own needs for cost
control and to patients’ demands for faster access to higher
quality services. As Mays and Hand explain, the broad concern
motivating reformers in the UK and other countries facing
similar challenges ‘was a belief that public hospitals and other
provider organisations faced few if any clear incentives to
operate efficiently or responsively and that patterns of resource
allocation tended to be driven by providers’ interests rather than
by the needs of patients or the strategies of planning
authorities’.7
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In other words, when it came to the NHS the government felt
that although it was paying the piper (with taxpayers’ money) it
was certainly not calling the tunes. Furthermore, commentators
that influenced policymakers at the time, notably the US econo-
mist Alain Enthoven, counselled that this was unlikely to change
as long as incumbent healthcare providers retained their
monopoly status and controlled local resource allocation deci-
sions.8 At the same time, however, for both practical and polit-
ical reasons it was considered neither possible nor advisable for
a national department of health to take all such decisions itself.

Thus, the answer lay in assigning budgets and decision-
making responsibilities to organisations operating at a regional
or community level but separately from the providers of hos-
pital and community health services in that patch. These new
purchasers were set up to act as the local custodians of taxpayers’
money and as advocates for patients and members of the public
in their area. Not only would they assess health needs and deter-
mine spending priorities more objectively than those involved in
running health services, they would encourage providers to
improve their quality and efficiency by making them compete
for contracts and patients, and by publishing details of their
costs and performance.

As described above, over the subsequent 20 years numerous
attempts have been made to refine and improve this model, but
the underlying premise that a separation of functions is required
has continued to drive English health policy and to shape the
structure of the NHS during this period.

Is the concept of health service commissioning
fundamentally flawed?

Of course the fact that there has been a consistent thread run-
ning through NHS policy for some time is not to say that
everyone accepts the argument. Many critics of recent NHS
reforms believe that the assumptions on which the original pur-
chaser/provider split were based, and in particular the idea that
introducing competition between healthcare providers would
improve quality and efficiency, are wrong. They argue that this
approach sets different parts of the NHS against each other,
undermines professional ethos, diminishes the sense of collec-
tive responsibility for a national health service as a public good
and ultimately leads to fragmentation and inefficiency.9

Others do not have a problem with the idea of competition
per se, but believe that in the current system commissioners
have essentially been set up to fail. When considering the
prospects for PCTs and World Class Commissioning in 2008,
Chris Ham concluded that without spending substantial
resources developing their own capacity, expertise and informa-
tion systems (and possibly even then), third party healthcare
commissioners would always find it extremely difficult to nego-
tiate with their providers on equal terms, hold them to account
for their performance or substantially influence their behav-
iour.10 In other words, the pipers have continued to play their
own tunes regardless of the preferences and demands of their
payers, and are likely to carry on doing so.

Rather than continue to fight what he suspects is a losing
battle, Ham’s proposed alternative is to develop competing inte-
grated delivery systems, in which many of the roles that are cur-
rently divided between commissioners and providers are re-
combined. Some form of strategic commissioner would still
oversee the performance of these integrated groups, but would
not attempt to design or specify the services they should pro-
vide or set rules as to how they should be organised or secured.
Instead, the groups would be left to build networks of care
involving primary care teams, specialists and social care
providers, who would jointly plan and deliver a full range of
services for a registered population. Their incentives to main-
tain and improve performance would be that individual
patients could choose to register with a different integrated
group if they were not satisfied with the services they received,
and that they would be financially liable for any failure to
manage their budgets.11

In reality it is impossible to tell whether the analysis of the
existing commissioning model as fatally flawed is correct or,
whether given more time to develop their capacity and exper-
tise, PCTs would have been able to exert real control over local
health systems and deliver the objectives they set out to achieve.

Either way, the coalition government has made clear its inten-
tion to dismantle the current system, and grow its own new
breed of strong, effective healthcare commissioners.

The coalition government’s commissioning reforms

In the consultation document on Commissioning for patients
that was published with the July 2010 White Paper,12 the govern-
ment set out its plans to establish new GP-led organisations to
commission most NHS services, including elective hospital care,
rehabilitative care, urgent and emergency care, most community
health services and mental health and learning disability ser-
vices. Every individual GP practice will be required to be a
member of one of these ‘commissioning consortia’.

The GP-led consortia will receive their funding from a
national NHS Commissioning Board, which will have overall
responsibility for allocating and accounting for NHS resources,
promoting quality improvement and public and patient engage-
ment, ensuring the development of the consortia and holding
them to account. It will also directly commission certain services
including primary care and specialised services.

The anticipated number, size, structure and organisational
form of the commissioning consortia was not set out in the pro-
posals, but the central argument for their creation is that as clin-
ician-led organisations they will be more efficient custodians of
tax-payers’ money and more effective advocates of patients’
rights than the existing ‘bureaucratic’ PCTs.

While the consortia will commission NHS services, the func-
tion of joining this up with social care commissioning and
health improvement activity will fall to new Health and
Wellbeing Boards to be established by local authorities. Both GP
consortia and the NHS Commissioning Board will have a statu-
tory obligation to participate as members of Health and
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Wellbeing Boards and to collaborate on the delivery of their
functions.

Commissioning for patients: what are the
implications for healthcare professionals?

At the time of writing (November 2010) the government has not
even published the outcomes of its consultation exercise, let alone
begun the process of translating its proposals into legislation and
policy. Therefore views on the likely outcomes of this process and
the implications for practitioners can only be speculative.

Nonetheless, there has already been a great deal of discussion
of this subject in the press, on the ground, and between the pro-
fessional bodies, politicians and policy analysts. Unsurprisingly,
these discussions have tended to focus on GPs, and specifically
on those who may seek and obtain leadership roles in the new
commissioning organisations.

For a small number, taking on such roles is likely to mean a
substantial change to their day-to-day work, and the need to
develop new business, management, leadership and communi-
cation skills. Although large numbers of GPs have experience of
running their own practices, as medical directors and profes-
sional executive committee (PEC) chairs for PCTs, and as leaders
of practice-based commissioning groups none of these positions
confers the degree of responsibility that will fall on the account-
able officer of an organisation responsible for millions of
pounds of taxpayers’ money.

These new organisations could therefore provide welcome
opportunities for GPs and other primary care professionals
seeking a career structure and development path that allows
them to use their clinical skills in a more strategic role. However,
individuals considering such roles will no doubt first be seeking
clarity about the relationship between their status as a clinical
consortia leader and that as a healthcare professional. Would
failure in the former role have any implications for the latter, or
could the GP leaders of a struggling consortium, for example,
simply return to routine clinical practice without consequence? 

The majority of GPs and practice staff are unlikely to get
involved in the day-to-day running of commissioning consortia
or take direct responsibility for its performance. Nonetheless, if
the consortia are actually performing their intended role effec-
tively, all GPs are likely to feel the impact in some way. Again,
the new arrangements should provide opportunities for clini-
cians to develop their skills and interests and to influence the
design of services for their patients. At the same time, however,
they may experience more oversight and scrutiny of their prac-
tice and performance by colleagues working for the consortia,
and pressure from peers to follow agreed referral and treatment
protocols.

Some concerns have been expressed that GPs’ enhanced role
in commissioning and, in particular, their collective responsi-
bility for managing commissioning budgets, could interfere with
individual doctor–patient relationships. If patients believe that
their GPs have a personal interest in controlling healthcare
expenditure, will they become suspicious of the motivations

behind doctors’ advice and treatment decisions, for example.
And in a small number of cases, might this suspicion be justi-
fied? The governance, payment arrangements and incentive
mechanisms will have to be carefully designed if actual and per-
ceived conflicts of interest are to be avoided.

For specialists and other clinicians working in hospital and
community settings the implications may be less direct but could
still be significant. For example, the scenario set out in the White
Paper is that the transfer of commissioning responsibilities from
‘PCT managers’ to GPs will promote better dialogue and partner-
ship working between commissioners and providers, as they will
be able to engage as clinicians to clinicians.

On the other hand, specialists may find their capacity to work
with commissioners is spread more thinly. If, for example, there
are more GP-led commissioning consortia than there are cur-
rently PCTs, or if their boundaries and constituencies differ, spe-
cialists’ may find that they are invited to participate in multiple
clinical network meetings, local strategy groups, and training
and development activities with their various commissioners.
Furthermore, there could be more variation in the services and
quality standards commissioners expect from providers, which
could encourage providers to offer more tailored, personalised
care, or could result in lengthy and complex negotiations with
multiple commissioners when their different demands cannot
all be met.

It is possible, however, that the other aspects of the govern-
ment’s health policy proposals will, in the end, have a much
greater impact on providers than the actions and behaviours of
local GP commissioners. As well as reforming the commis-
sioning system, their intention is to generate more competition
between NHS and non-NHS providers driven by the publica-
tion and dissemination of detailed information about their
practice and performance, and to give providers greater free-
doms to innovate, and incentives to develop, high-quality ser-
vices. These proposals present both risks and opportunities for
existing providers. While ‘liberation’ from top-down targets
and strategies may be welcomed by many, it will come with
much greater scrutiny of the performance of organisations,
services and individual professionals, and with fewer buffers to
support and sustain providers when this performance is less
than ideal.

In a system driven in this way by data, patient choice and com-
petition, it is not actually clear to what extent commissioners
will actually take decisions about the shape and form of local
health systems in future. With an increasing emphasis on
making the market work rather than guarding against failures,
instead of strengthening the hand of commissioners these
reforms may in fact signal a shift away from the idea that a third-
party representative or advocate is required at all.

It is yet to be seen whether these reforms will represent a
transfer of existing commissioning responsibilities to a new set
of organisations operating within a broadly familiar framework,
or if a radical change in our understanding and experience of
the NHS will transform the healthcare commissioning role
beyond recognition, or even make it obsolete. Whether in either
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event such changes would finally place payers, rather than
providers, in the driving seat of the NHS is even less clear.

What does seem likely is that all healthcare professionals will
feel their impact in some way over the coming months and
years, whether they take on new roles leading the vanguard of
reform, or simply find the people and organisations they work
with and for change around them as the next era of NHS policy
unfolds.

References

1 Department of Health. Equity and excellence: liberating the NHS.
London: Stationary Office, 2010.

2 Woodin J. Healthcare commissioning and contracting. In: Walshe K,
Smith J (eds). Healthcare management. Maidenhead: Open University
Press, 2006:201–23.

3 Woodin J, Wade E. Towards World Class Commissioning competency.
Birmingham: Health Services Management Centre, 2007

4 Department of Health. World Class Commissioning: competencies.
London: DH, 2007.

5 McLellan A. World class commissioning: this ridiculed plan might just
be working. HSJ 2010:3.

6 Smith J, Mays N, Dixon J et al. A review of the effectiveness of primary
care-led commissioning and its place in the NHS. London: The Health
Foundation, 2004.

7 Mays N, Hand K. A review of options for health and disability support
purchasing in New Zealand. Wellington: New Zealand Treasury, 2000:11.

8 Enthoven A. Reflections on the management of the National Health
Service. An American looks at the incentives to efficiency in health ser-
vices management in the UK. London: The Nuffield Hospitals
Provincial Trust, 1985.

9 Tudor-Hart J. The political economy of health care: a clinical perspective.
Bristol: Policy Press, 2006.

10 Ham C. World class commissioning: a health policy chimera? J Health
Serv Res Policy 2008;13:116–21.

11 Ham C. Competition and integration in the English National Health
Service. BMJ 2008;336:805.

12 Department of Health. Commissioning for patients: a consultation on
proposals. London: DH, 2010.

Address for correspondence: E Wade, 
NHS Confederation, 29, Bressenden Place, 
London SW1E 5DD. 
Email: Elizabeth.wade@nhsconfed.org

Commissioning reform in the NHS

© Royal College of Physicians, 2011. All rights reserved. 39

CMJ1101-35–39_Wade_NHS_part.qxd  1/28/11  5:07 PM  Page 39


