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Hospitals are experiencing an identity crisis 

There is a broad consensus that the future of healthcare relies on health creation rather than 
treating sickness. But while there is significant debate about the future of primary care and 
community services, the role of hospitals in a future model is largely overlooked. Given that a 
hospital’s unique value add is in addressing the acute end of need, their role in a system 
designed around preventing this need is ambiguous.  

Long-term healthcare trends demand a rethink of secondary care 

As Re:State outlined in the framing paper launching the ‘Hospital of the Future’ series, 
hospitals are at an inflection point. Costs are growing, performance and productivity has 
plummeted, and access is declining. At the core of these issues lies a shift in clinical demand 
and escalating financial pressures. The symptoms, diagnosis and long-term prognosis of this 
crisis all demonstrate the need for a reinvention of the hospital model. 

Hospitals have consistently failed to adapt to modern demand  

For decades, hospitals have evolved as a result of advancements in medicine, not in response 
to shifts in demand. This has resulted in an overly specialised, expensive hospital system, ill-
fitted to an increasingly complicated patient profile. At the same time, considerable attention 
is given to how hospitals can adapt to meet demand they should never have received in the 
first place. This perpetuates a post-1945 episodic model of care designed for an infectious 
disease burden, despite the well-established, and overwhelming, chronic disease burden that 
now dominates demand.  

The hospital should no longer be considered a physical building but a service that can 
be accessed anywhere at any time  

The changing clinical demand on the health system means that increasingly, patients need to 
access specialist expertise, care, or monitoring, but do not need to, and should not, be 
physically present in the hospital to do so. Inappropriate and ineffectual hospital usage 
substantially increases costs on the health system, worsens outcomes for patients, and 
undermines patient experience.  

Moving care out of the physical hospital should not be confused with physically moving 
the specialists or the infrastructure 

Evidence clearly shows that simply moving secondary care services and staff will neither 
deliver better care nor a more cost-effective model. Instead, designing the hospital of the future 
means reimagining the pathway between primary and secondary care, accepting that 
communication between different parts of the health system is more important than physical 
location, and that virtual care will be the backbone of the future hospital. 

Achieving this requires a widespread programme of reform 

Based on the three principles outlined below, this demands a bold rethink in the who, what, 
where, how and when of secondary care delivery. Remote General Hospitals should be 
created at a regional level. Payment by Results should be piloted in primary care for the 
delivery of selected elective tasks. Technology underpinning the health system needs to be 
re-evaluated, with a new communication infrastructure between clinicians across the entire 
health system.  

https://reform.uk/publications/hospital-of-the-future-a-framing-paper/
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Challenges with the Current Model 

This paper rejects the assumption that physically relocating secondary care services into 
community settings (like GP surgeries or retail spaces) automatically improves delivery. It 
highlights three major limitations in current attempts to shift secondary care outside the 
hospital estate: 

1. Workforce strain: Splitting the hospital workforce across multiple community 
locations can dilute hospital efficiency and require a costly workforce expansion. 

2. Loss of economies of scale: Hospital infrastructure benefits from centralised 
specialist equipment and staffing. Dispersing services risks making diagnostics more 
expensive per use, due to underused equipment and staffing inefficiencies. 

3. Supply-induced demand: Creating more service capacity outside hospitals may 
increase total demand, consuming resources without necessarily improving outcomes 
or waiting times. 

Rather, the evidence demonstrates that the potential of virtual forms of care is significant but 
untapped.  

1. Efficiency gains: Delivering hospital care remotely via digital tools can reduce labour 
input while increasing service capacity, and enable early intervention through 
continuous monitoring. 

2. Increased elective capacity: Remote care frees up physical hospital space for 
complex procedures, allowing hospitals to focus on the most high-risk patients while 
improving overall efficiency. 

3. Improved patient experience: Remote care reduces disruption to daily life while 
providing high patient satisfaction, enabling patients to recover in the safety of their 
own home, while matching (or exceeding) the clinical effectiveness of the physical 
hospital. 

 

Key Principles of a Reimagined Model  

Rooted in this evidence, the paper proposes a model that combines a radical increase in virtual 
care with renewed approaches at system-wide integration. It argues that instead of inefficiently 
relocating hospital staff and infrastructure to communities, hospital-level care should be 
delivered as a service through entirely new care pathways, shifted financial incentives, and 
remote digital tools. This translates into three core principles and 21 recommendations (for 
the full, detailed list see the main report). 

Principle 1: Reimagining the pathway between primary and secondary care is more important 
than moving infrastructure 

To achieve the ambition of moving care out of hospitals into the community, other parts of the 
system must be enabled to deal with the demand that hospitals currently receive but should 
not. If the traditional barriers between primary and secondary care, and hospital and home, 
are to be dismantled, the traditional processes that structure how care is delivered must be 
revised. 
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• To redesign pathways, ICSs should commission a clinically-led review, similar to 
the Get It Right First Time programme, of care pathways for multimorbidity and 
frailty within an integrated system spanning primary, secondary, and social care.  
 

• DHSC should conduct a short review on which types of care have critical physical 
requirements/interdependencies. The findings should be used as a template to 
encourage providers to redesign care pathways from a virtual first approach where 
appropriate.  
 

• To support implementation and track progress, ICSs should establish a new peer 
review programme – backed by the Care Quality Commission – for the development 
of new multimorbidity and frailty pathways across primary, secondary and social care.  
 

• GPs and trusts should be supported in implementing these new pathways by a ‘SWAT’ 
change management team employed at the ICS level, who can be deployed across 
localities. This should be supported by appropriate funding from DHSC.  
 

• A group of ICSs with varied populations should pilot a three-year Payment by Results 
model in primary care, with DHSC funding and support from NHS trusts. GPs would 
receive PbR income for selected outpatient appointments, enabled by a new tariff and 
supported by upgraded communication and tech infrastructure. 
 

• After the pilot, a formal evaluation should assess the PbR model’s impact on 
incentives, activity, and value across different specialisms. This should align with 
clinically led reforms from Recommendations 1–3 and inform the development of a 
setting-agnostic funding model if successful. 

 

Principle 2: Communication is more important than location 

Moving care out of hospitals should enable the delivery of expertise without the specialist 
needing to be physically present.  

• An NHS wide clinician-to-clinician communication platform should be nationally 
procured and deployed across the health and care system, tailored to the specific data 
protection and cyber security needs of the NHS. 
 

• DHSC should procure an NHS Directory, supported by generative AI for semantic 
search, situated at a national level as a component of the NHS wide clinician-to-
clinician communication platform.  
 

• ICSs should design financial incentives to encourage secondary care providers to 
allocate clinician time for specialist input via the clinician-to-clinician platform. These 
could be ‘carrot or stick’ depending on what the ICS identifies as appropriate.  
 

• A Unified Clinical Record (UCR) – a single national clinical data repository, serving 
as the backend for all EPRs – should be rolled out. For any EPR to be eligible for 
use in the NHS, it must use the UCR as its backend. 
 

• The UCR should be developed and piloted in a group of ICSs during a transition 
period, refined through iteration, and formally approved. Following this trial, it should 
be rolled out nationally across all health and care providers.  
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• DHSC should introduce mandatory NHS guidance capping EPR contracts at a 
maximum of five years. Shorter EPR contracts will promote competition and 
incentivise higher quality, more innovative solutions. 

 

Principle 3: Virtual hospital care will be a foundational element of a modern hospital 

The scalability of technology enables the core purposes of secondary care to be delivered – 
specialist care, at scale, quickly – while simultaneously reducing labour input. The 
implementation of virtual hospital care has been varied and its potential remains largely 
untapped, particularly in the delivery of virtual wards and remote monitoring. 

• At least three ICSs – potentially merged – should pilot a Remote General Hospital 
supported by seed funding from DHSC. After two years, it should be evaluated for cost-
effectiveness, clinical outcomes, and patient experience. If successful, it should be 
scaled nationally. 
 

• DHSC should define a core set of emergency and elective services that every 
Remote General Hospital must provide, including a virtual A&E for emergency care. In 
participating areas, these services should be delivered exclusively through the Remote 
General Hospital, which can then refer patients to a District General Hospital if clinically 
needed.  
 

• DHSC should commit to a five-year ringfenced funding settlement for virtual 
wards, distributed to ICSs, alongside a revised national virtual ward bed target. 
Given the length of the funding settlement, DHSC should implement an incentive to 
reach the target within five years. 
 

• ICSs should allocate a portion of virtual ward funding to residential care providers 
and introduce a financial incentive or tariff that pays care homes for each virtual ward 
patient they support. 
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