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1. Secondary care data is taken from the English Hospital Episode Statistics (HES) 
database produced by NHS Digital, the new trading name for the Health and Social 
Care Information Centre (HSCIC) Copyright © 2022, the Health and Social Care 
Information Centre. Re-used with the permission of the Health and Social Care 
Information Centre. All rights reserved.

2. HES Data must be used within the licencing restrictions set by NHS Digital, which 
are summarised below. Wilmington Healthcare accept no responsibility for the 
inappropriate use of HES data by your organisation.

2.1. One of the basic principles for the release and use of HES data is to protect the 
privacy and confidentiality of individuals. All users of HES data must consider 
the risk of identifying individuals in their analyses prior to publication/release. 

2.1.1. Data should always be released at a high enough level of aggregation to 
prevent others being able to ‘recognise’ a particular individual. To protect 
the privacy and confidentiality of individuals, Wilmington Healthcare 
have applied suppression to the HES data - ‘*’ or ‘-1’ represents a figure 
between 1 and 7. All other potentially identifiable figures (e.g. patient 
numbers, spell counts) have been rounded to the nearest 5.

2.1.2. On no account should an attempt be made to decipher the process of 
creating anonymised data items.

2.2. You should be on the alert for any rare and unintentional breach of confidence, 
such as responding to a query relating to a news item that may add more 
information to that already in the public domain. If you recognise an individual 
while carrying out any analysis you must exercise professionalism and respect 
their confidentiality.

2.3. If you believe this identification could easily be made by others you should alert 
a member of the Wilmington Healthcare team using the contact details below. 
While appropriate handling of an accidental recognition is acceptable, the 
consequences of deliberately breaching confidentiality could be severe.

2.4. HES data must only be used exclusively for the provision of outputs to assist 
health and social care organisations. 

2.5. HES data must not be used principally for commercial activities. The same 
aggregated HES data outputs must be made available, if requested, to all health 
and social care organisations, irrespective of their value to the company.

2.6. HES data must not be used for, including (but not limited to), the following activities:

2.6.1. Relating HES data outputs to the use of commercially available products. 
An example being the prescribing of pharmaceutical products

2.6.2. Any analysis of the impact of commercially available products. An example 
being pharmaceutical products

2.6.3. Targeting and marketing activity

2.7. HES data must be accessed, processed and used within England or Wales only. 
HES data outputs must not be shared outside of England or Wales without the 
prior written consent of Wilmington Healthcare.

2.8. If HES data are subject to a request under the Freedom of Information Act, then 
Wilmington Healthcare and NHS Digital must be consulted and must approve 
any response before a response is provided.

Disclaimer
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3. 2021/22 HES data are provisional and may be incomplete or contain errors for which 
no adjustments have yet been made. Counts produced from provisional data are 
likely to be lower than those generated for the same period in the final dataset. 
This shortfall will be most pronounced in the final month of the latest period, e.g. 
September from the April to September extract. It is also probable that clinical data 
are not complete, which may in particular affect the last two months of any given 
period. There may also be errors due to coding inconsistencies that have not yet 
been investigated and corrected.

4. ICD-10 codes, terms and text © World Health Organization, 1992-2022.

5. The OPCS Classification of Interventions and Procedures, codes, terms and text is 
Crown copyright (2022) published by NHS Digital, the new trading name for the Health 
and Social Care Information Centre, and licensed under the Open Government Licence.

6. GP Prescribing and Quality Outcomes Framework (QOF) data are published by NHS 
Digital and licensed under the Open Government Licence.

7. Contains public sector information licensed under the Open Government Licence 
v3.0. A copy of the Open Government Licence is available at www.nationalarchives.
gov.uk/doc/open-government-licence/open-government-licence.html 

8. No part of this database, report or output shall be reproduced or distributed in any 
form or by any means, or stored in a database or retrieval system, without the prior 
written permission of Wilmington Healthcare Ltd. Information in this database is 
subject to change without notice. Access to this database is licensed subject to the 
condition that it shall not, by way of trade or otherwise, be lent, resold, hired out, or 
otherwise circulated in any form without prior consent of Wilmington Healthcare Ltd.

9. Whilst every effort has been made to ensure the accuracy of this database, Wilmington 
Healthcare Ltd makes no representations or warranties of any kind, express or implied, 
about the completeness, accuracy, reliability or suitability of the data. Any reliance 
you place on the data is therefore strictly at your own risk. Other company names, 
products, marks and logos mentioned in this document may be the trademark of their 
respective owners.

10. You can contact Wilmington Healthcare by telephoning 0845 121 3686,  
by e-mailing client.services@wilmingtonhealthcare.com or by visiting  
www.wilmingtonhealthcare.com

DISCLAIMER
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Two years ago the advent of the pandemic marked the 
start of the most challenging chapter in the history of 
the NHS and our wider health and care system.

The NHS, and our colleagues in social care, responded magnificently.  
Creating 34,000 beds at the start of the pandemic. Coping with an 
unprecedented surge in demand in Winter 2021. Delivering one of the fastest 
and most effective vaccination campaign ever. Developing world leading 
COVID-19 therapeutics. 

These have been extraordinary achievements, only made possible by the 
commitment, professionalism and dedication of our frontline staff, to whom 
we owe so much.

As we entered the pandemic, the NHS was struggling with four fault lines 
that had developed over the previous decade. Between 2010 and 2020, the 
NHS had gone through the deepest and longest financial squeeze in its 
history. This meant that the service had been unable to grow its capacity to 
match rapidly rising demand. The failure to develop a fully funded long term 
workforce plan has left the NHS with 110,000 vacancies and existing staff with 
an increasingly unsupportable workload. And successive Governments had 
failed to tackle the growing problems in social care.

Foreword - NHS Providers
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COVID-19 has exacerbated these fault lines, leaving the NHS with a series of vital challenges 
to meet – record care backlogs, an unstable urgent and emergency care pathway, a tired 
and exhausted workforce in desperate need of a sustainable workforce model, significant 
inflationary pressures and a new statutory integrated health and care organisational structure 
to implement.

COVID-19 also laid bare the full, very worrying, extent of health inequalities in our country. As 
this valuable State of the Nation report illustrates, the pandemic disproportionately affected 
people living in deprived areas and from black, Asian and minority ethnic communities. In a 
growing cost of living crisis there are real concerns that disparities in health outcomes could 
become even more pronounced. Health inequalities are not new, they existed pre-pandemic. 
But it remains intolerable that whole swathes of our society suffer worse health outcomes 
because of factors such as ethnicity, socio-economic background, employment and housing 
status and income and education.

There are significant reasons for optimism. Our frontline staff are as committed as ever. The 
pandemic has turbo charged more integrated working at local level. Digital and 21st century 
personalised medicine offer the opportunity to transform how we provide care. The creation of 
integrated care systems (ICSs) should enable us to genuinely manage the health of the whole 
local population we serve, with the chance to finally get upstream and prevent illness rather 
than just treat it.

But any attempt to improve health outcomes needs to start for a healthy respect for the data 
and the evidence. By bringing together a series of different sources of data and evidence into a 
single place, this report provides a valuable overview of where the NHS, and the wider health and 
care system, needs to focus as we continue our vital task of improving the health of the nation”.

SAFFRON CORDERY, Interim Chief Executive, NHS Providers

FOREWORD
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Wilmington Healthcare is a company founded on the 
interpretation and analysis of data. Our dedicated teams 
have access to a huge range of UK health and social care 
datasets; they specialise in creating platforms, tabulations 
and visualisations that enable NHS stakeholders, and their 
suppliers, to gain insight that can help change services for 
the better.

Data offers a unique view of the NHS at any given point in time, revealing its many 
challenges, priorities and preoccupations. Our new State of the Nation report exposes 
key insights from healthcare data patterns over the course of the pandemic. Drawing on a 
raft of data from across primary and secondary care spanning the last two years, it paints 
an extraordinary picture of what happened to the NHS during one of the most turbulent 
periods in its history.

The review covers six broad areas: Hospital Episode Statistics (HES), demographic 
segmentation, therapy area analysis, referral to treatment analysis, prescribing insight and 
regional insight. 

Each area tells a story of impact – from COVID-19 and other healthcare-environmental 
factors – and of variation, in how different localities, populations, and therapy areas have 
fared in their wake. Many of our visualisations reveal challenges in access to and speed of 
treatment, and health inequalities correlating in some cases to ethnicity and deprivation. 

A transformation in delivery 

First and foremost, the report highlights the scale and immediacy of the transformation 
in delivery across the NHS. Services were dramatically remoulded – virtually overnight in 
some cases – as restrictions and emergency protocols forced the NHS to remodel care 
pathways at break-neck speed. 

Our analysis of the NHS’s Hospital Episode Statistics (HES) data shows inpatient 
admissions collapsed from 17.3m in 2019/20 to 12.8m in 2020/21, as the NHS took 
dramatic steps to minimise patient footfall. Outpatient care saw a similarly stark redrawing 

of activity, with a 39% drop in in-person appointments and over a five-fold increase in 
telemedicine appointments. 

With the exception of infectious disease – which saw an increase for obvious reasons 
– all therapy areas saw annual declines in admissions in 2020/21. Spells in oncology, 
gastroenterology, musculoskeletal, respiratory and ophthalmology all fell in 2020/21, 
undoing historic growth. Genitourinary and cardiovascular admission also fell, but not as 
sharply as the other major therapy areas. 

Overall, our cost analysis shows the NHS spent between 12% and 51% less across all 
therapy areas in 2020/21 compared to the previous year.

Prescribing patterns

This operational shock left its mark on prescribing patterns too. In secondary care, 
mucolytics saw the sharpest percentage increase in costs in 2020/21 following the launch 
of ivacaftor for cystic fibrosis. Spend on ophthalmic preparations, meanwhile, fell by 14.6% 
as problems maintaining routine eye appointments in secondary care impacted spend on 
high-value treatments for wet AMD. 

Antibacterials fell sharply too as prescribing of antibiotics continued to shrink – though 
this was potentially exacerbated by the reduction of inpatient admissions, which meant 
fewer non-COVID-19-related hospital-acquired infections. Drug areas associated with 
oncology and immunology provided the largest source of prescribing expenditure, 
showing their considerable cost burden on NHS budgets. Cytotoxic drug costs increased 
by 9.0% to £1.8 billion in 2020/21, making it by far the largest single section in terms of 
prescribing costs.

In primary care, meanwhile, the largest area of expenditure was diabetes, which 
accounted for £1.2 billion of prescribing costs in 2020/21. However, by far the largest 
percentage increase in expenditure involved antidepressants, which rose by two-thirds 
(66%) to £371m in 2020/21: a reflection, perhaps, of the toll that the pandemic took on the 
nation’s mental health.

Drilling down into specific drugs, the use of innovative treatments in secondary care 
remained strong despite the pandemic. Leading products were specialty medicines 
such as monoclonal antibody therapies, many of which are used to treat cancer or 
immunological indications. The NHS’s commitment to provide innovative therapies to 

EXECUTIVE SUMMARY
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address unmet patient needs is exemplified by the cystic fibrosis treatment ivacaftor, 
spending on which rose over three-fold to £393.9m in 2020/21. Other recently approved 
products, emicizumab for haemophilia A and asfotase alfa for hypophosphatasia, also saw 
costs increase by more than 200% in 2020/21. 

In primary care, a different story unfolds. Unlike secondary care, the leading primary 
care products sat primarily within respiratory, cardiovascular and diabetes therapy 
areas. There are also a greater number of generic products prescribed within primary 
care. Anticoagulant therapies such as apixaban, rivaroxaban and edoxaban topped the 
spending charts, while respiratory products such as inhalable treatments for asthma and 
COPD were another significant area of spend. 

However, the most dramatic change in primary care prescribing in 2020/21 involved 
the anti-depressant sertraline, which saw more than four-fold growth (305%). Statins, 
such as atorvastatin, and the GERD drug omeprazole also saw significant gains. All are 
suggestive of the strains that the pandemic placed on people’s lifestyles and ability to 
manage their conditions.

It is also worth noting the type of drugs that saw the biggest falls – in particular, there 
were notable dips in the prescribing of new, high value drugs in primary care during 
the peak of the pandemic.  We can only speculate about why this may be – perhaps 
because some of these drugs are likely to need an acute sponsor which may have been 
more challenging during a period of restricted access to outpatient care. It may also 
be that GPs and/or area prescribing committees were more reticent to prescribe new 
medications at a time when primary care was less able to have regular, face-to-face 
contact with patients.

Conclusions 

Two final data sets should give stakeholders food for thought. The first is the referral 
to treatment (RTT) waiting list, which ballooned from 4 million incomplete pathways at 
the start of the pandemic to more than 6 million in November 2021. There is no better 
illustration of the magnitude of the backlog facing the NHS, and the enormous pressure 
on the health service to deliver.

The other is the regional variation in per capita spend on prescribing, which ranges 
from over £400 per person in the highest spending regions, to just over £200 per 
person in the lowest spending ICSs. Many factors are likely to be behind this, including 
demography, patient demands and expectations, clinical choice, differences in 
interpretation of guidelines, and the level of bureaucratic burden and financial stress 
within systems. 

Whatever the cause, the scale of variation underlines the continuing disparities in 
population health management within the NHS. The importance of prescribing in 
managing both chronic and acute health conditions is well-known yet there are still stark 
variations in prescribing practice which means where you live continues to define how 
you are treated. 

It leaves much to ponder, for NHS leaders in Integrated Care Systems and Places, for 
clinicians on the frontline, and for industry suppliers, as they prepare for the future.

EXECUTIVE SUMMARY

OLI HUDSON, Content Director, Wilmington Healthcare
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Spells by Admission Type, Inpatient, 2016/17 to 2020/21

 Elective  Non-Elective

Elective admissions fell by 
almost a third in 2020/21

In what was an unprecedented year for the 
health service, inpatient spells fell by over a 
quarter (-26.1%) from 17.3m in the 2019/20 
financial year to 12.8m in 2020/21. Inpatient 
activity had seen a steady increase in the 
four years prior to 2020/21, due largely to 
rising non-elective admissions, however 
COVID-19’s impact on the health service 
saw a decline in elective admissions by 3.5m 
(-31.3%), while non-elective admissions fell 
by 1.1m (-16.9%).

HOSPITAL EPISODE STATISTICS OVERVIEW
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Source: HES

Appointments by Attendance Type, Outpatient, 2016/17 to 2020/21

 Non-Tele  Telemedicine

Telemedicine appointments 
were up over 400% in 2020/21

Outpatient activity was similarly impacted 
by the COVID-19 pandemic, with an overall 
decrease in outpatient appointments 
of 18m (-18.7%) between 2019/20 and 
2020/21. This net change in outpatient 
activity is attributable to the 36m (-39.0%) 
drop in in-person appointments, which 
fell in line with the barriers to secondary 
care imposed during the height of the 
pandemic. Conversely, there was a dramatic 
18m (+431.5%) increase in telemedicine 
appointments as the health service 
transitioned towards remote and digital care.

HOSPITAL EPISODE STATISTICS OVERVIEW
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Source: HES

Spells by Specialty Type, Inpatient, 2016/17 to 2020/21

 Medical   Surgical  Other

Surgical admissions fell by 
more than 2 million

The decline in inpatient activity in 2020/21 
was observed across all specialty types. In 
percentage terms, surgical inpatient spells 
fell sharpest with a decrease of -37.5% 
(2.1m in absolute terms) as fewer surgical 
pathways were provided in line with barriers 
to secondary care. Medical inpatient 
activity, which had an upward trend prior to 
the pandemic year, rising by 0.7m (+7.8%) 
between 2016/17 and 2019/20, fell by 1.9m 
(-20.7%) in 2020/21.

HOSPITAL EPISODE STATISTICS OVERVIEW
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Source: HES

Appointments by Specialty Type, Outpatient, 2016/17 to 2020/21 

 Medical   Surgical  Other

There were 10 million 
fewer outpatient surgical 
appointments in 2020/21

A similar picture is seen when looking 
at outpatient appointments by specialty 
type. Surgical outpatient appointments 
fell sharpest in 2020/21, with a drop of 
10.3m (-25.6%) due to reduced access to 
surgical specialists following the onset of 
the pandemic, while medical appointments 
fell by 4.4m (-10.9%) having historically 
increased by 3.3m (+8.8%) between 2016/17 
and 2019/20.

HOSPITAL EPISODE STATISTICS OVERVIEW
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Source: HES

Total Cost by Hospital Setting, Inpatient & Outpatient, 2016/17 to 2020/21
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Overall secondary care costs 
decreased by over GBP 10 
billion in 2020/21

Despite a significant drop in 2020/21 due to 
the impact of COVID-19, inpatient services 
accounted for the majority of secondary 
care costs with 73.8% of total secondary 
care costs going on inpatient care in 
2020/21. Despite a drop in 2017/18, total 
outpatient costs remained relatively flat 
from 2016/2017 to 2019/20 until a sharp 
drop in 2020/21 on account of COVID-19, 
which saw outpatient services rely more 
heavily on remote, telehealth appointments. 
Indeed, reduced appointments and the 
shift to telehealth resulted in a reduction 
in outpatient costs of GBP 3.8 billion or a 
36.5% decrease in 2020/21. Total inpatient 
costs meanwhile, which saw a steady rise 
historically between 2016/17 and 2019/20, 
fell by GBP 6.6 billion or 26.1% in 2020/21 
due to the increased barriers to inpatient 
services that followed the onset of the 
COVID-19 pandemic.

HOSPITAL EPISODE STATISTICS OVERVIEW
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Source: HES

Total Cost by Admission Type, Inpatient, 2016/17 to 2020/21
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 Elective  Non-Elective

Elective costs were down by 
over a third in 2020/21

Prior to the impact of the COVID-19 pandemic 
in 2020/21, non-elective/emergency 
admissions accounted for an increasing 
proportion of overall inpatient costs, while 
elective costs remained relatively flat from 
2016/17 through to 2019/20. Furthermore, 
following the onset of the COVID-19 
pandemic, spend on elective services was 
disproportionately impacted, with total costs 
of elective care falling GBP 4.2 billion or 39.2% 
between 2019/20 and 2020/21. In contrast, 
non-elective/emergency costs fell by GBP 
2.4 billion or 16.5% between 2019/20 and 
2020/21. As a result, non-elective admissions 
accounted for 65.1% of overall inpatient 
spend in 2020/21 (compared to 51.5% of total 
spend in 2016/17), highlighting the challenge 
facing the NHS to better manage the rate of 
emergency admissions in order in the wake 
of the COVID-19 pandemic. This challenge 
puts greater emphasis on population health 
management which the NHS will be better 
placed to tackle following the formation of the 
ICSs and associated collaborative approach 
across primary and secondary care networks.

HOSPITAL EPISODE STATISTICS OVERVIEW
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Source: HES

Spells by Age Band, Inpatient, 2020/21

Spells Annual Percentage Change

Patients 55 and over account 
for almost 60% of all hospital 
admissions

Looking at inpatient activity by age 
shows that patients were impacted by the 
COVID-19 pandemic across all age bands. 
Paediatric patients (15 and under) were the 
most heavily impacted by the changing 
healthcare environment with a 39.0% drop 
in inpatient spells. Adult patients in the 55 
and over age bands comprise the majority 
of admissions, collectively accounting for 
57.4% of all inpatient spells in 2020/21, 
and exhibited a reduction in activity by 
approximately a quarter.

75 yrs and over

65 to 74 yrs

55 to 64 yrs

45 to 54 yrs

35 to 44 yrs

25 to 35 yrs

16 to 24 yrs

15 yrs and under

DEMOGRAPHIC SEGMENTATION
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Source: HES

Indexed Spells by Gender, Inpatient, 2016/17 to 2020/21
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Male admissions grew faster 
than female admissions 
historically

The trend of inpatient activity by gender 
demonstrates a similarly impactful decline 
in activity in 2020/21. Overall spells in the 
male category had historically increased 
at a faster rate than activity in the female 
category, with a 4.7% increase in spells for 
male patients between 2016/17 and 2019/20 
vs a 3.4% increase for females over the same 
period. However, the male category saw a 
sharper 27.7% drop in spells in 2020/21 as 
COVID-19 impacted services, while female 
inpatient activity fell 26.9% year-on-year, 
indicating that despite a historically faster 
rate of growth in admissions, inpatient 
activity in males was more heavily impacted 
by the changing healthcare landscape.

DEMOGRAPHIC SEGMENTATION
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Source: HES, ONS, QOF

Admission Rates Trend by Ethnicity, Inpatient, 2016/17 to 2020/21 
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Patients from black ethnic 
backgrounds accounted 
for the greatest number 
of admissions per 100,000 
population in 2020/21

Inpatient spells per 100,000 population 
were significantly lower for all ethnic groups 
in 2020/21 as the impact of COVID-19 
on access to secondary care was felt 
across all communities. Patients from 
white backgrounds, who had historically 
represented the greatest burden on the 
health service in proportional terms, 
experienced the sharpest drop in activity 
with a 27.1% fall to 19,739 spells per 100,000 
people in 2020/21. Patients from black 
ethnic backgrounds saw a less steep 
decline in inpatient activity, falling 22.4% 
to 20,449 spells per 100,000 population 
in 2020/21 and as a result overtook the 
white population in terms of proportional 
burden on inpatient services. Patients from 
Asian and mixed ethnicities represent a 
proportionally lower burden on inpatient 
services and saw a decline in spells per 
100,000 population of 25.9% and 23.3% in 
2020/21, respectively.

DEMOGRAPHIC SEGMENTATION
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Source: HES, IMD

Spells by Admission Type and IMD Quintile, Inpatient, 2020/21   
(where 1 = most deprived, and 5 = least deprived)

Patients from the most 
deprived areas account 
for the highest number of 
hospital admissions

Looking at the distribution of inpatient 
activity across the deprivation spectrum 
reveals a clear relationship between patient 
deprivation and overall burden on the 
health service in 2020/21. Overall inpatient 
spells were 2.8m in the most deprived 
patient quintile compared to 2.2m in the 
least deprived quintile. This difference was 
largely driven by non-elective (emergency) 
admissions, which were considerably higher 
in the most deprived quintile (1.3m) than in 
the least deprived patient quintile (0.8m).

DEMOGRAPHIC SEGMENTATION
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Source: HES, IMD

Percentage of Total Spells by Admission Type and IMD Quintile, 
Inpatient, 2020/21 (where 1 = most deprived, and 5 = least deprived)

Deprived patients have a 
disproportionate number of 
emergency admissions to 
secondary care

If we view the same data in percentage 
terms, the notion that deprivation is 
associated with disproportionately to higher 
non-elective admissions can be clearly 
observed. The number of non-elective/
emergency admissions as a percentage 
of total admissions is highest in the most 
deprived patient cohort and decreases 
with reduced levels of deprivation. This 
clearly illustrates the challenge facing the 
NHS as it transitions towards integrated 
care and population health management 
via the formation of ICS, namely, to tackle 
the health burden stemming from areas of 
higher deprivation.

  Elective   Non-Elective
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Source: HES, IMD

Patient Distribution by Ethnicity and IMD Quintile, Inpatient, 2020/21 
(where 1 is most deprived and 5 is least deprived) 

  Quintile 1   Quintile 2   Quintile 3   Quintile 4   Quintile 5

Deprivation Quintile

Minority ethnic patients are 
more likely to come from 
deprived communities

When patients admitted to secondary 
care are segmented by both ethnicity 
and deprivation a clear bias emerges in 
terms of the distribution of ethnic groups 
across areas associated with higher 
deprivation. Whereas the white patient 
population is evenly distributed across the 
five deprivation quintiles, patients from 
black and Asian groups disproportionately 
come from areas associated with higher 
deprivation. Indeed, 71.0% of black patients 
and 61.7% of Asian patients are from 
two most deprived deprivation quintiles 
compared to just 40.5% of the white 
population. Subsequently, efforts to tackle 
poorer health outcomes associated with 
deprivation must also understand that 
ethnicity and deprivation are in many 
instances not mutually exclusive.

4.8%

DEMOGRAPHIC SEGMENTATION
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Source: HES, IMD

IMD Quintile Benchmark, Inpatient, 2020/21
(where 1 = most deprived, 5 = least deprived)

  Quintile 1   Quintile 2   Quintile 3   Quintile 4   Quintile 5

Cost per Patient (£)

*bubble size denotes normalised comborbidity and complication (CC) score
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Deprived patients exhibit 
considerable disparity in 
health outcomes

Analysis of aggregate health outcomes 
nationally in 2020/21 reveals disparity 
in terms of patient deprivation status. 
Patients from the most deprived quintile 
on average stay longer in hospital (MLOS = 
2.5 days), have a higher average aggregate 
comorbidity and complication (CC) score 
(4.4), and yet cost less than the least 
deprived patients on an average per patient 
basis (GBP 2,770). In contrast, patients from 
the least deprived quintile spend less time 
in hospital on average (MLOS = 2.2 days), 
have a lower aggregate CC score of 4.1 and 
yet cost more on a per patient basis (GBP 
2,860). Having already identified disparity 
between quintiles 1 and 5 in terms of the 
ratio of elective to non-elective admissions, it 
is important to identify why health outcomes 
such as MLOS, CC score and per patient 
cost vary across the deprivation spectrum to 
achieve greater parity and reduce levels of 
inequality within the health service.

DEMOGRAPHIC SEGMENTATION
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Source: HES

Ethnicity Benchmark, Inpatient, 2020/21

  White   Asian   Black   Mixed   Other

*bubble size denotes comorbidity and complication (CC) score

Minority ethnic patients 
exhibit considerable variation 
in outcomes compared to the 
national average

Looking at the same metrics in terms of 
ethnicity reveals similar levels of disparity. 
Patients from ethnic minority groups are 
associated with shorter hospital stays and 
lower per patient costs than the majority 
white population in England. They are 
also, aside from black patients, associated 
with lower aggregate comorbidity and 
complication (CC) scores.

Cost per Patient (£)
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4. Therapy Area Analysis
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Source: HES

Therapy Area (ICD-10 Chapter) Trend Analysis Inpatient, 2016/17 to 2020/21
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Declines in admissions were 
seen across all therapy areas 
in 2020/21 with the exception 
of infectious disease

Analysis of inpatient activity based on the 
primary reason for hospital admissions 
demonstrates the impact that the pandemic 
has had across all therapy areas. With the 
exception of infectious disease, which saw an 
increase in admissions, all therapy areas saw 
annual declines in admissions in 2020/21. 
Spells in oncology, gastroenterology, 
musculoskeletal, respiratory and 
ophthalmology, which collectively account 
for a large volume of admissions, all fell 
significantly in 2020/21, undoing any historic 
growth. Genitourinary and cardiovascular 
admission also fell, but not as sharply as the 
other major therapy areas.

Otology

Oncology

Gastroenterology

Genitourinary

Respiratory

Cardiovascular

Ophthalmology

Neurology & Psychiatry

Endocrinology Dermatology

 Infectious Disease

Hematology

Musculoskeletal
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Source: HES

Therapy Area (ICD-10 Chapter) Admissions Analysis, Inpatient, 
2016/17 to 2020/21

*bubble size denotes number of spells

Infectious disease admissions 
increased more than 10% in 
2020/21

The impact of the pandemic across the 
therapy area spectrum can also be observed 
in terms of growth rates. In 2020/21, 
every therapy area with the exception of 
infectious disease saw a greater than 10% 
annual decrease in admissions. Conversely, 
infectious disease admissions increased by 
more than 10% in line with hospitalisations 
due to COVID-19 infections. The impact 
of COVID-19 also eroded most historical 
growth as illustrated by negative compound 
annual growth rates (CAGRs) between 2016 
and 2021 across every therapy area except 
for infectious disease and endocrinology. 
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Source: HES

Therapy Area (ICD-10 Chapter) Benchmark Analysis, Inpatient, 2020/21
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Cost per patient (GBP)

Cardiovascular admissions 
were associated with the 
highest per patient costs in 
2020/21

Analysis of outcomes by therapy area in 
2020/21 reveals considerable variation 
depending on primary reason for admission. 
Again, in line with COVID-19 hospitalisations, 
infectious disease admissions resulted in the 
longest hospital stays, with a mean length of 
stay of 9.1 days, far exceeding the national 
average MLOS of 2.5 days. A primary 
cardiovascular diagnosis was associated 
with the highest average costs at £4,820 
per patient, compared to national average 
per patient costs of £3,195. Oncology has 
the highest spells per patient on account of 
the high volume of day case admissions for 
chemotherapy infusion treatment.

 Infectious Disease

Cardiovascular
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Musculoskeletal
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Oncology
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Source: HES

Therapy Area (ICD-10 Chapter) Cost Analysis, Inpatient, 2020/21

Total Cost (GBP million) Annual Percentage Change

Cardiovascular, oncology and 
gastroenterology incurred 
the highest secondary care 
costs in 2020/21

We can also assess the burden within 
secondary care in terms of overall 
expenditure across therapy areas. In 
2020/21, admissions with a primary 
diagnosis in either cardiovascular, oncology 
or gastroenterology therapy areas 
accounted for almost half of all inpatient 
care costs, with each resulting in costs of 
over GBP 2 billion in 2020/21. Although there 
was a measurable impact from COVID-19, 
spend within these areas was not as 
dramatically impacted by the pandemic and 
associated barriers to secondary care as 
other therapy areas such as musculoskeletal 
and respiratory, which saw overall costs fall 
by 50.7% and 44.6%, respectively. Indeed, 
the demand on cardiovascular services 
remained high with a comparatively low 
12.5% fall in costs despite a significant drop 
in inpatient activity across the board.

THERAPY AREA ANALYSIS
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Source: HES

Normalised Comorbidity and Complication (CC) Score by ICD-10 Chapter, 
Inpatient, 2020/21

Infectious disease and 
respiratory admissions 
exhibit the highest level 
of comorbidity and 
complication scores

We can also view primary diagnosis in 
terms of the aggregate comorbidity and 
complication (CC) score attached to each 
therapy area which ultimately informs the 
payment process. In 2020/21, infectious 
disease emerged as the therapy area 
with the highest level of comorbidity and 
complication, a possible consequence of 
admissions associated with COVID-19, 
as evidenced by the 19.6% increase 
in normalised CC score. Respiratory 
admissions were also associated with high 
CC scores and were higher than in the 
previous year, a possible consequence of 
higher barriers to secondary care which 
meant only patients with the most serious 
respiratory conditions resulted in a hospital 
admission. CC scores associated with 
cardiovascular admissions increased only 
marginally (5.4%) implying little shift in the 
nature of admissions associated with CV 
disease. Musculoskeletal and ophthalmology 
admissions were associated with the lowest 
CC scores in 2020/21.

Normalised CC Score Annual Percentage Change
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Top 25 Consultant Specialties, Inpatient, 2020/21

Some inpatient specialities 
saw admissions fall by over 
30% in 2020/21

The impact of COVID-19 can also be 
assessed in terms of the change in inpatient 
activity across the major consultant 
specialties associated with spells of care. 
While general medicine, which was by far 
the largest inpatient specialty in 2020/21, 
accounting for over 2.4m admissions, fell by 
only 12.2% annually in 2020/21, admissions 
in gastroenterology and general surgery, 
which were the 2nd and 3rd largest 
specialties in 2020/21 fell by approximately 
30%. Indeed, the largest percentage falls 
in activity were observed in trauma and 
orthopaedics (-46.3%), paediatrics (-36.7%), 
ophthalmology (-42.2%) and ear, nose and 
throat (-54.0%) specialties. Neonatology 
(-0.2%), endocrinology (-3.0%) nephrology 
(-5.3%) and obstetrics (-9.0%) did not fall as 
sharply as the national average (-26.1%).

Spells Annual Percentage Change
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Source: HES

Top 25 Consultant Specialties, Outpatient, 2020/21

Yearly declines were 
observed across almost all 
outpatient specialties in 
2020/2021

As previously discussed, outpatient 
appointments were down 18.7% overall 
in 2020/21, with some specialties 
seeing above average annual declines 
in activity. The two largest outpatient 
specialties, ophthalmology and trauma and 
orthopaedics both fell sharper than average 
with falls of -26.4% and -31.1%, respectively. 
Above average declines were also observed 
in diagnostic imaging (-26.2%), dermatology 
(-24.2%), physiotherapy (-47.3%) and 
ear, nose and throat (-30.6%). Medical 
oncology was one of only two of the largest 
specialties to have seen an increase in 
outpatient appointments in 2020/21, a 
possible result of an increased number of 
patients previously receiving chemotherapy 
treatment as day case inpatients being 
treated as outpatients. The significant 
decline observed in diagnostic imaging 
appointments illustrates the higher barriers 
to secondary care since the start of the 
COVID-19 pandemic.

Appointments Annual Percentage Change

THERAPY AREA ANALYSIS



34STATE OF THE NATION - JUNE 2022
Source: HES

Procedures by OPCS Chapter, Inpatient, 2020/21 

The drop in procedures 
carried out in 2020/21 
was dramatic across most 
procedure types

The impact of COVID-19 can also be 
measured in terms of procedures. There 
was a significant reduction in procedures 
carried out in inpatient care in line with the 
26.1% drop in overall inpatient admissions 
in 2020/21, with some procedure types, 
as defined by OPCS chapter, seeing 
a more than a 50% decline. Indeed, 
spells associated with digestive tract 
procedures fell by more than 30% while 
spells associated with urinary (-26.4%), eye 
(-41.2%), skin (-28.9%) and other bone & joint 
(-46.4%) procedures also fell significantly. 
It is clear that while inpatient admissions/
spells declined significantly in 2020/21, 
the volume of procedures associated with 
admissions fell disproportionately across 
most major specialties.

Spells Annual Percentage Change
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Source: HES

Procedures by OPCS Chapter, Outpatient, 2020/21

Outpatient procedures 
associated with diagnostic 
testing fell by more than a 
third in 2020/21

A similarly impactful shift was observed in 
the volume of outpatient procedures carried 
out in 2020/21. Outpatient procedures, as 
measured by outpatient appointments, fell 
across all OPCS chapters. The three largest 
areas, diagnostic testing & rehabilitation, eye 
and skin all fell by more than a third, while 
some areas, as defined by OPCS chapter, 
saw the volume of outpatient procedures fall 
by more than 50%.

Appointments Annual Percentage Change
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Source: ONS

Mortality by underlying cause (ICD-10 Chapter) in England and Wales, 2020

Oncology and cardiology 
remained the most common 
cause of death in 2020

The healthcare landscape can also be 
viewed in terms of underlying cause of 
death in 2020. While neoplasms (oncology) 
and cardiovascular (CV) disease remained 
the highest cause of mortality in England 
and Wales in 2020, a significant number of 
deaths were attributed to COVID-19 infection 
as illustrated by the 73,767 deaths under 
the special purposes code used to denote 
COVID-19 diagnosis. While oncology and CV 
deaths remained relatively steady in 2020, 
respiratory deaths were down 14.4%, while 
nervous system and endocrine/metabolic 
deaths were up more than 10%. It is clear 
however than despite COVID-19, oncology 
and CV remain the leading cause of deaths 
and efforts to tackle these diseases remain 
a high priority for the NHS as it transitions 
towards an integrated care landscape and 
tackle the impact COVID-19 has had on the 
provision of secondary care services both in 
terms of diagnosis and treatment.

II Neoplasms

IX Diseases of the circulatory system

XXII Codes for special purposes

X Diseases of the respiratory system

V Mental and behavioural disorders

VI Diseases of the nervous system

XI Diseases of the digestive system

XX External causes of morbidity and mortality

XVIII Symptoms, signs and abnormal clinical and 
 laboratory findings, not elsewhere classified

IV Endocrine, nutritional and metabolic diseases

XIV Diseases of the genitourinary system

I Certain infectious and parasitic diseases

XIII Diseases of the musculoskeletal system  
and connective tissue

XII Diseases of the skin and subcutaneous tissue

XVII Congenital malformations, deformations and 
chromosomal abnormalities

III Diseases of the blood and blood-forming organs and 
certain disorders involving the immune mechanism

Deaths Annual Percentage Change
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Source: RTT

Incomplete Pathways by Admission Type, April 2018 to November 2021
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  Incomplete Pathways without DTA   Incomplete Pathways with DTA

Total backlog is 50% higher 
since the start of the pandemic

Nowhere is the changing NHS landscape in 
the post-pandemic era more apparent than 
from the referral to treatment (RTT) waiting 
list. Having historically been very steady at 
around 4.4m incomplete pathways prior to 
the pandemic, the impact of COVID-19 on 
healthcare services from April 2020 onwards 
had a demonstrable impact on the referral 
to treatment waiting list. Initially the waiting 
list had shrunk in line with higher barriers to 
referrals to secondary care, falling by over 
580,000 between February and May 2020. 
As barriers to secondary care were lifted 
following successful roll-out of the COVID-19 
vaccination program, the waiting list has since 
grown to more than 6 million in November 
2021, with over 2 million additional incomplete 
pathways than the start of the pandemic in 
April 2020. This illustrates quite clearly the 
magnitude of the backlog facing the NHS and 
the enormous pressure on the health service 
to deliver. Furthermore, while the majority of 
the backlog relates to pathways without a 
decision to admit (DTA), incomplete pathways 
with DTA have increased by 23.7% or just over 
190,000 additional pathways in absolute terms 
between March 2020 and November 2021.

REFERRAL TO TREATMENT INSIGHTS
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Completed Pathways by Admission Type, April 2018 to November 2021
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  Completed Pathways for Admitted Patients   Completed Pathways for Non-Admitted Patients

Completed pathways fell by 
over a half at the height of 
the pandemic

The dynamics of the RTT waiting list can 
also be viewed in terms of completed 
pathways. The volume of completed 
pathways fell dramatically following the 
onset of restrictions associated with the 
COVID-19 pandemic from April 2020 
onwards, with over 600,000 fewer pathways 
completed in May 2020 compared to March 
2020. Completed pathways for admitted 
patients took the biggest hit, with a more 
than 70% drop in pathways over this 
period as barriers to admitted patient care 
increased in line with COVID-19 policy. The 
easing of restrictions within secondary 
care has seen the volume of completed 
pathways slowly return to pre-pandemic 
levels, however given the scale of the 
backlog, considerable pressure remain on 
the secondary care healthcare system to 
maintain pre-pandemic performance levels. 
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Source: RTT

Incomplete Pathways by Consultant Specialty, April 2021

Backlog up by over a 
third across some major 
specialties

The impact of COVID-19 was seen across 
all consultant specialities with respect to 
patients on the waiting list for secondary 
care services. The seven largest specialties 
in terms of incomplete pathways in April 2021 
all saw the number of incomplete pathways 
increase by more than a quarter from April 
2020 to April 2021, with the most notable 
increases seen in Trauma and Orthopaedic 
(+37.2%), Ear Nose and Throat (+34.6%), 
Gynaecology (+43.4%), Gastroenterology 
(+45.3%) and Urology (+33.2%).

Annual Percentage ChangeIncomplete Pathways
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Source: NHS Business Service Authority; Prescription Cost Analysis

Prescribing Costs by Healthcare Setting, 2016/17 to 2020/21
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Increased secondary care 
prescribing costs drives up 
overall spend on prescribing

Total prescribing costs in England have 
increased by GBP 1.8 billion historically 
from GBP 15.3 billion in 2016/17 to GBP 17.1 
billion in 2020/21, representing a CAGR 
of 2.8%. Much of this increase has come 
from the growing costs within secondary 
care/hospital prescribing, which increased 
by GBP 1.4 billion between 2016/17 and 
2020/21. Overall spend on primary care 
prescribing, which accounted for 55.0% 
of total prescribing costs in 2020/21, only 
grew by GBP 451 million between 2016/17 
and 2020/21. Hospital prescribing costs 
have outstripped primary care prescribing 
costs as an abundance of new, innovative 
treatments for diseases with high unmet 
medical need have been added to secondary 
care formularies during the past few years 
having been green-lighted by NICE. 

PRESCRIBING INSIGHTS
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Source: NHS Business Service Authority; Prescription Cost Analysis

All Prescribing by BNF Chapter, 2016/17 to 2020/21
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Oncology and immunology 
prescribing costs up by GBP 
766 million in five years

The changing prescribing landscape can 
also be observed in terms of prescribing 
costs by BNF chapter. Malignant disease 
and immunosuppression (MD&I) overtook 
central nervous system (CNS) as the 
largest area of prescribing expenditure in 
2017/18 and has grown significantly over 
the past five years, increasing to GBP 2.8 
billion in 2020/21 from GBP 2.0 billion in 
2016/17 in line with the expanding array 
of innovative treatments within this BNF 
chapter. While spending within CNS had 
been on a downward trend historically, that 
trend reversed in 2019/20 and 2020/21. 
Cardiovascular (CV) prescribing has also 
increased over the last five years while 
endocrine system prescribing, which 
includes diabetes, has been relatively flat. 
Prescribing costs within the infections 
category have declined steadily over the 
past five years, perhaps illustrating efforts to 
dampen the use of antibiotics.
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Prescribing Growth Rates by BNF Chapter, 2016/17 to 2020/21

Source: NHS Business Service Authority; Prescription Cost Analysis
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Despite a negative trend 
historically, CNS prescribing 
costs saw a sharp increase 
in 2020/21 due to the impact 
of pandemic on the nation’s 
mental health

Prescribing expenditure by BNF chapter 
can also be viewed in terms of growth rates. 
Those chapters in the top right of the chart 
illustrate the fastest growing areas of spend, 
such as gastro-intestinal, respiratory, CV 
and MD&I. Despite net negative growth 
historically, CNS saw a dramatic increase 
in prescribing spend in 2020/21 due to the 
impact of COVID-19 mandated lockdowns 
on the mental health of the nation at large. 
MD&I, CV, CNS, endocrine and respiratory 
comprise the largest areas of spend, each 
registering costs of over a billion pounds in 
2020/21.
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Top 25 BNF Sections in Secondary Care, 2020/21

Source: NHS Business Service Authority; Prescription Cost Analysis

Cytotoxic drugs incur 
the biggest costs within 
secondary care 

Prescribing cost data can be drilled down 
further into BNF section, in this case 
restricted to secondary care/hospital 
prescribing. Once more we see areas 
associated with oncology and immunology 
providing the largest source of prescribing 
expenditure. Cytotoxic drug costs increased 
by 9.0% to GBP 1.8 billion in 2020/21, making 
it by far the largest single BNF section in 
terms of prescribing costs. Mucolytics saw 
the sharpest percentage increase in costs in 
2020/21, due to the prescribing of ivacaftor 
for cystic fibrosis. Spend on ophthalmic 
preparations fell by 14.6% as barriers to 
routine eye appointments in secondary 
care impacted spend on high-value 
treatments for wet AMD. Antibacterials also 
fell sharply as prescribing of antibiotics 
continues to shrink, potentially exacerbated 
by the reduction of inpatient admissions 
and subsequently hospital infections not 
associated with COVID-19.

Cost (GBP million) Annual Percentage Change

242.7%

-14.8%

-14.6%

-19.4%
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Top 25 BNF Sections in Primary Care, 2020/21

Source: NHS Business Service Authority; Prescription Cost Analysis

Antidepressants and 
antisecretory drug costs 
experience significant 
increases following onset  
of pandemic

Primary care spend by BNF section paints 
a very different picture, with the largest 
area of expenditure being diabetes, which 
accounted for GBP 1.2 billion of prescribing 
costs in 2020/21, growing at 3.5% annually. 
Anticoagulant prescribing in primary care 
grew by 13.2% to GBP 740 million over 
this period. By far the largest percentage 
increase in primary care expenditure came 
in the antidepressant section as the onset of 
COVID-19 pandemic and associated mental 
health impacts resulted in a 66.1% increase 
in antidepressant costs, which rose to GBP 
371 million in 2020/21.

Cost (GBP million) Annual Percentange Change
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Source: SCMD, NICE

Top 20 Secondary Care Drugs, (GBP million)

NHS demonstrates 
commitment to providing 
innovative, life-changing 
therapies

A look at the top 20 prescription products in 
secondary care by cost reveals that despite 
the considerable impact of COVID-19 the 
use of innovative treatments remained 
strong within the NHS in England in 2020/21. 
The leading secondary care products 
largely comprise specialty medicines such 
as monoclonal antibody therapies, many 
of which are used to treat oncological or 
immunological indications. The NHS’s 
commitment to provide innovative 
therapy to address unmet patient needs is 
exemplified by the cystic fibrosis treatment 
ivacaftor, which cost GBP 393.9 million 
in 2020/21, growth of over 200%. Other 
recently approved products, emicizumab 
for haemophilia A and asfotase alfa for 
hypophosphatasia, also saw costs increase 
by more than 200% in 2020/21. While rare 
disease treatments become an increasingly 
important part of the NHS’s secondary 
care model, oncology and immunology 
treatments continue to dominate the 
secondary care prescribing landscape.

NB: costs calculated based on NHS 
Indicative Price
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Source: English Prescribing Dataset

Top 20 Primary Care Drugs, (GBP million)

Prescribing costs of the 
antidepressant sertraline 
triple in pandemic year

The primary care prescribing landscape 
offers a distinct picture to that in secondary 
care when viewing the leading products 
in terms of cost. Unlike secondary care, 
the leading primary care products sit 
primarily within respiratory, cardiovascular 
and diabetes therapy areas. There are 
also a greater number of generic products 
as denoted by the fact many of them are 
manufactured by multiple companies. 
Anticoagulant therapies such as apixaban, 
rivaroxaban and edoxaban incur significant 
expenditure in primary care, as do diabetes 
treatments such as insulins and novel 
anti-diabetics. Respiratory products such 
as inhalable treatments for asthma and 
COPD are another significant area of spend 
within primary care prescribing. The most 
dramatic change in primary care prescribing 
in 2020/21 was seen by the anti-depressant 
sertraline however, which saw more than 
300% growth in spend as a result of 
increased prescribing following the onset of 
the COVID-19 pandemic.
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Source: HES; QOF

NHS England Region Benchmark, 2020/21
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There is considerable 
variation in the burden 
on secondary care across 
England

There is considerable regional variation in 
health outcomes in secondary care across 
England. If we segment all secondary care 
activity by NHS England region a north-
south divide emerges from the data. Regions 
such as the North West, North East and 
Yorkshire and Midlands are associated with 
a higher volume of spells/admissions per 
100,000 population and a higher volume of 
patients per 100,000 population and yet are 
associated with lower per patient costs than 
their southern counterparts, the exception 
being the South West which has an ageing 
population compared to other southern 
NHS regions. Regions in the South however, 
namely London, East of England and South 
East, are associated with fewer spells per 
100,000, fewer patients per 100,000 and yet 
higher costs per patient.

Patients per 100,000

*bubble size denotes cost per patient (GBP)
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ICS Map: Index

The following section looks 
at regional variation by ICS 
across a range of metrics.  
Please refer to this index 
as a guide for the specific 
location of individual ICSs.

REGIONAL INSIGHTS
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ICS Map: Spells per 100,000 population, Inpatient, 2020/21

Hospital admissions as a 
proportion of population size 
varies significantly by ICS

Looking at the ICS map of spells per 
100,000 population in 2020/21 illustrates 
considerable national variation, with as 
few as 15,326 admissions per 100,000 
population in Cambridge and Peterborough 
ICS and as many as 28,934 admissions per 
100,000 population in Healthier Lancashire 
and South Cumbria. The highest burden on 
secondary care services as a proportion of 
the population is broadly seen in the North 
West and South West, while the South 
East exhibits demonstrably lower volumes 
of admissions into secondary care as a 
proportion of the population.

*please refer to index map to identify individual ICSs

Source: HES; QOF
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Source: HES

ICS Map: Cost per Patient (GBP), Inpatient, 2020/21

Per patient costs are lower 
in the North than South of 
England

Having identified variation in terms of 
proportional admissions into secondary care 
across England, the inverse is true in terms of per 
patient costs in secondary care. While the south 
and south east demonstrated fewer normalised 
admissions than the north and north west, ICSs in 
the southern region broadly exhibit higher costs 
on an average per patient basis. This illustrates 
that while there is a variation in the demand for 
secondary care services that skews higher in 
the North, there is disproportionate resource 
allocation that skews higher in the South. Indeed, 
per patient costs are highest in Surrey Heartlands 
Health and Care Partnership (GBP 31,200), 
where there are comparatively low normalised 
admissions, but lowest in areas such as Coventry 
and Warwickshire ICS (GBP 2,605), Our Dorset 
(GBP 2,610) and Greater Manchester Health 
& Social Care Partnership (GBP  2,640), where 
normalised admissions are comparatively high.

*please refer to index map to identify individual ICSs
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Spells per 100,000 x Cost per patient (GBP) for ICSs, Inpatient, 2020/21

Per patient costs correlate 
inversely with overall burden 
on secondary care

Indeed, we can clearly see from the below 
that there is an inverse correlation between 
burden on secondary services in terms 
of number of inpatient spells per 100,000 
population and cost per patient, with 
per patient costs higher in ICSs where 
normalised inpatient admissions are lower, 
and per patient costs lower where inpatient 
services are comparatively stretched.

Source: HES, QOF

REGIONAL INSIGHTS
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ICS Map: Total Cost per 100,000 population (GBP), 
Inpatient & Outpatient, 2020/21 

Overall per capita spend 
is highest in ICSs in the 
North West and South Coast 
regions

Having identified disparity in terms of 
inpatient per patient costs nationally, we 
can also look at overall costs for secondary 
care services (combined inpatient and 
outpatient) on a normalised, per population 
basis to better understand how resources 
are allocated from a healthcare burden and 
population health management perspective. 
Broadly speaking, ICSs in the North and 
North West, and South and South West 
spend considerably more on secondary care 
on a normalised basis than ICSs in North 
London, the South East, Central England 
and the East of England. This illustrates that 
while per patient inpatient costs are higher in 
London and the South East, overall resource 
allocation for secondary care in terms of 
population is highest where demand for 
secondary care services is highest.

*please refer to index map to identify individual ICSs

Source: HES, QOF
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ICS Map: Bed days per 100,000 population, Inpatient, 2020/21

The normalised demand 
for hospital beds is 
comparatively low in London 
and the Home Counties

The regional burden on inpatient services 
can also be viewed in terms of total bed 
days normalised by 100,000 population for 
each ICS. As can be clearly seen once more, 
there is considerable variation in terms of 
demand on secondary care services with 
respect to capacity of beds, with ICSs in 
the North, North West and South West 
exhibiting a higher burden on bed capacity 
per 100,000 population than ICSs in the 
South East and London. Indeed, normalised 
bed days ranged from highs of 61,076 
for Cheshire And Merseyside Health & 
Care Partnership and 59,820 in Healthier 
Lancashire & South Cumbria to lows of 
35,784 in North West London ICS and 36,814 
in North London Partners in Health & Care. 
As with normalised admissions, the disparity 
in demand for beds per 100,000 of the ICS 
population again correlates inversely with 
per patient costs which are broadly higher in 
those areas where secondary care services 
appear less strained, once more raising 
questions around resource allocation across 
the perceived North-South divide.

Source: HES, QOF

*please refer to index map to identify individual ICSs
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ICS Map: Normalised comorbidity and complication (CC) score, 
Inpatient, 2020/21

Source: HES

Aggregate normalised 
comorbidity and complication 
scores are highest in the 
North West, Midlands and 
London

Regional disparity can also be observed 
in terms of comorbidity and complication 
(CC) scores, which ultimately inform the 
payment process across NHS providers. 
There is considerable variation in aggregate 
normalised CC scores across ICSs, 
ranging from a low of 3.8 in Coventry and 
Warwickshire ICS, Our Dorset, Kent and 
Midway ICS, One Gloucestershire, and 
Bath & North East Somerset, Swindon and 
Wiltshire Partnership, to a high of 4.9 in North 
London Partners in Health & Care ICS, 4.8 in 
Nottingham and Nottinghamshire ICS and 
4.7 in North East London Health and Care 
Partnership, Birmingham and Solihull ICS and 
The Black Country and West Birmingham 
ICS. Higher aggregate CC scores tend to 
be observed in ICSs associated with larger, 
urbanised areas where population health 
issues are more apparent, and patients are 
associated with higher levels of comorbidities 
and complications as a result.

*please refer to index map to identify individual ICSs
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ICS Map: Appointments per 100,000, Outpatient, 2020/21

Demand for outpatient 
services lower in rural areas 
where access is relatively poor

Another important indicator of demand on 
secondary care is in terms of outpatient 
appointments normalised per 100,000. For 
the most part the variation nationally in 
terms of demand on outpatient services is 
not as noteworthy as with prior illustrated 
inpatient metrics, however the range 
between high and low remains considerable, 
with as many as 2.3 outpatient appointments 
per capita in Surrey Heartlands Health 
& Care Partnership and 2.2 outpatient 
appointments per capita in South West 
London Health & Care Partnership, Suffolk 
and North East Essex ICS and Frimley 
Health and Care ICS, and as few as 1.2 
outpatient appointments per capita in One 
Gloucestershire and in West Yorkshire and 
Harrogate Health and Care Partnership. 
Broadly speaking, the ICSs with the highest 
normalised outpatient activity are in the 
south east region, and those areas with 
fewer normalised outpatient appointments 
can be deemed to have poorer or inadequate 
access to secondary care. 

Source: HES, QOF

*please refer to index map to identify individual ICSs
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ICS Map: Population Health Score, Quality Outcomes Framework, 2020/21

Prevalence indicators are 
highest in London, South 
East and Midlands

One of the primary objectives of the NHS’s 
shift towards an integrated care model is 
to better position itself to tackle population 
health management issues. An aggregate 
score of prevalence indicators spanning 
hypertension, coronary heart disease, 
asthma, obesity, diabetes, cancer, dementia 
and depression reveals there is considerable 
variation across ICSs in terms of the 
proportional burden of these diagnoses, with 
London, the South East and Midlands broadly 
scoring much higher on prevalence indicators 
than other parts of the country, such as 
the North, North West and South West, 
where, despite lower aggregate prevalence 
indicators, there is a disproportionate burden 
on secondary care services on a normalised 
basis. Higher prevalence indicators could 
indeed be a proxy for better access to care/
diagnosis and in turn better management of 
chronic health conditions, reducing the overall 
burden on secondary care services, which, in 
areas with lower aggregate QOF prevalence 
indictors, are more heavily relied upon to 
manage acute/non-elective admissions.

27
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32
35

Source: Wilmington Healthcare, QOF

*please refer to index map to identify individual ICSs
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ICS Map: Prescribing Cost per Capita (GBP), 2020/21

Considerable variation in 
prescribing costs across the 
ICS landscape

Regional variation across the health service 
can also be viewed in terms of per capita 
spend on prescribing. Once again there is 
considerable disparity across ICSs, with the 
highest per capita spend on prescribing 
being observed in North London Partners in 
Health & Care ICS (GBP 469.9), Birmingham 
and Solihull ICS (GBP 413.1) and Cambridge 
and Peterborough ICS (GBP 405.5), while 
the lowest per capita prescribing spend 
is seen in Hertfordshire and West Essex 
ICS (GBP 215.7), Bedfordshire, Luton and 
Milton Keynes ICS (GBP 218.2) and Frimley 
Health and Care (GBP 228.9). This variation 
represents a significant degree of disparity 
and underlines the inequality in population 
health management that remains within the 
NHS in England today given the importance 
of prescribing, particularly innovative 
treatments, in managing both chronic and 
acute health conditions, and the need to 
distribute resources accordingly.

Source: NHS Business Service Authority; Prescription Cost Analysis

*please refer to index map to identify individual ICSs
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ICS Map: Qualified clinical staff per 100,000 population, 2020/21

Disproportionately high 
levels of per capita clinical 
staffing in North West, 
Midlands and London

The size of the NHS England secondary care 
workforce is another important indicator 
of service provision nationally. Mapping 
trust level workforce data to ICSs and ICS 
populations has allowed us to determine the 
variation that exists in the secondary care 
workforce by population at ICS organisation 
level. This analysis again shows considerable 
variation by ICS, with the number of qualified 
clinical staff per 100,000 population ranging 
from a high of 1,678 in North London 
Partners in Health & Care ICS to a low 
of 605 in Bedfordshire, Luton and Milton 
Keynes ICS. Broadly speaking workforce 
allocation nationally is resourced according 
to demand and maps with the overall burden 
on secondary care services that exists within 
an ICS, however there is still considerable 
variation when looking at this data. Indeed, 
the highest level of staffing as a proportion 
of the population is seen in the North 
West, parts of the Midlands and London, 
whereas much of the South East is relatively 
understaffed in comparison.

Source: NHS workforce statistics (NHS Digital), QOF

*please refer to index map to identify individual ICSs
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CAGR – compound annual growth rate

CC – complication and comorbidity

COPD – chronic obstructive pulmonary disease

CPP – cost per patient

DTA – decision to admit

GERD – gastroesophageal reflux disease

HES – hospital episode statistics

ICS – integrated care system

IMD – Indices of multiple deprivation

MLOS – mean length of stay

NHS – National Health Service

ONS – Office for National Statistics 

QOF – Quality Outcomes Framework

RTT – referral to treatment

ABBREVIATIONS
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Secondary care data is taken from the English Hospital Episode Statistics (HES) database 
produced by NHS Digital. Copyright © 2022, NHS Digital. Re-used with the permission of 
NHS Digital. All rights reserved.

Contains public sector information licensed under the Open Government Licence v3.0. A 
copy of the Open Government Licence is available at www.nationalarchives.gov.uk/doc/
open-government-licence/open-government-licence.html

RTT waiting times data is published by NHS England and licensed under the Open 
Government Licence; available from: https://www.england.nhs.uk/statistics/statistical-
work-areas/rtt-waiting-times/

International Statistical Classification of Diseases and Related Health Problems 10th 
Revision is published by the World Health Organization; available from: https://icd.who.
int/browse10/2010/en © Copyright World Health Organization (WHO), 2021. All Rights 
Reserved.

OPCS Classification of Interventions and Procedures Version 4.9 (2020) is published by 
NHS Digital and licensed under the Open Government Licence; available from:  
https://classbrowser.nhs.uk/#/book/OPCS-4.9

Secondary Care Medicines Data (SCMD) is published by NHS Business Services 
Authority (NHSBSA) and licensed under the Open Government Licence; available from: 
https://opendata.nhsbsa.net/dataset/secondary-care-medicines-data

English Prescribing Dataset (EPD) is published by NHS Business Services Authority 
(NHSBSA) and licensed under the Open Government Licence; available from: https://
www.nhsbsa.nhs.uk/prescription-data/prescribing-data/english-prescribing-data-epd

Nnomis_2011_Census_Population by ethnicity is published by Office for National 
Statistics and licensed under the Open Government Licence; available from:  
www.nomisweb.co.uk 

Quality and Outcomes Framework (QOF) is published by NHS Digital and licensed 
under the Open Government Licence; available from: https://digital.nhs.uk/data-and-
information/data-tools-and-services/data-services/general-practice-data-hub/quality-
outcomes-framework-qof

Prescription Cost Analysis is published by NHS Business Services Authority (NHSBSA) 
and licensed under the Open Government Licence and available from: https://opendata.
nhsbsa.net/dataset/english-prescribing-data-epd

NHS workforce statistics is published by NHS Digital and licensed under the Open 
Government Licence; available from: https://digital.nhs.uk/data-and-information/
publications/statistical/nhs-workforce-statistics

NHS indicative price is published by National Institute for Health and Care Excellence 
and licensed under the NICE UK Open Content licence; available from: https://bnf.nice.
org.uk/

Deaths registered in England and Wales are published by NHS Digital and licensed 
under the Open Government Licence and available from: https://www.ons.gov.uk/
peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/
deathsregistrationsummarytables/2020
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