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NHS inputs grew by 1.49%, when measured using a mixed (direct and indirect) approach, and
by 1.33%, when measured using an entirely indirect approach, between 2021/22 and
2022/23.

This leads to a growth in NHS productivity between 1.05% (mixed approach) and 0.88%
(indirect approach). A higher productivity growth rate is yielded when we also include
avoidable emergency readmissions and HAls, respectively equal to 1.08% for the mixed
approach and 0.91% for the indirect approach.

Comparing growth in NHS outputs, inputs and productivity with the pre-pandemic vyear,
2019/20, productivity in 2022/23 remains lower, between -10.16% and -10.73% respectively
for the mixed and indirect productivity measures. Although this is a considerable
improvement of between 3.14 to 1.72 percentage points respectively compared to 2021/22,
a significant gap remains between NHS productivity before the pandemic and in 2022/23.

Taking a longer-term view from 2004/05 to 2022/23, growth in NHS quality adjusted outputs
averaged 3.30% per annum, and that for inputs averaged 3.01% per annum for the mixed NHS
input measure, resulting in annual NHS productivity growth average of 0.31% per annum.

If we consider the period from 2004/05 to 2018/19, i.e. leaving out all financial years affected
by the pandemic (2019/20, 2020/21 and 2021/22), average NHS output growth per annum
would be higher at 3.75% per annum. Average NHS input growth would be lower at 2.63% for
the mixed measure. The resulting NHS productivity (mixed measure) would be, on average,
1.11% per annum.

Finally, when comparing total factor productivity in the NHS to the broader UK economy, as
measured by the Gross Value Added per Hour (labour productivity, LP), we find that NHS
productivity has substantially recovered from 2020/21. However, it remains below the
productivity levels of the UK economy as a whole (see section 4).

As well as the headline figures described above, we provide an in-depth analysis of each NHS
setting, highlighting where appropriate, the specific challenges faced in constructing the
output growth measure. For example, around data quality. The impact of the COVID-19
pandemic is multifaceted and may have differed across parts of the healthcare system. We
therefore also consider how NHS outputs and inputs in 2022/23 compared to the pre-
pandemic year, 2019/20, in individual NHS healthcare settings and in terms of specific inputs
used by the NHS.

Further highlights of this report:
¢ Avoidable emergency readmissions and hospital acquired infections, Clostridium
Difficile (C-Diff) and Methicillin Resistant Staphylococcus Aureus {MRSA) quality
indicators are included as part of a wider set of quality indicators. Details can be found
in sections 3 and 6.2.6.
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Primary Care: Our measure of primary care output includes COVID-19 vaccinations
carried out by GPs and/or PCNs. To account for the shift to remote consultations
(telephone and video/online) during the pandemic, we continue to assign the same
cost weight to GP face-to-face appointments, telephone and video/online
appointments. Results with alternative weights are reported as a sensitivity check
(section 6.6.5). Primary care activity is adjusted for the time patients wait to see a
healthcare professional. We are still not able to incorporate the Quality and Outcomes
Framework quality adjustment due to payment protection of these indicators in
2021/22. However, we include a sensitivity check, which reintroduces the QOF
adjustment to understand how it impacts our baseline results (see section 6.6.5).
The National Cost Collection (NCC) data are still affected by quality issues, albeit at a
much smaller scale, previously summarised in Arabadzhyan et al. (2022). We therefore
continue to calculate the output growth in settings covered by the NCC dataset by
limiting our analysis to NHS Trusts reporting data in both years, therefore ensuring a
like-for-like comparison. This year, it was also necessary to make some further ad-hoc
exclusions across all providers for specific sub-settings or lower levels of aggregation.
This correction is applied for both the 2021/22 — 2022/23 and the 2019/20 — 2022/23
links. Full details in section 6.4.
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For the NHS output growth measure, we also employ available measures of quality, in
recognition that the value of outputs may not be entirely reflected by the cost of their
provision, especially outside of a competitive market context. Specifically, we use short-term
survival rates for both elective and non-elective hospital care, changes in health status, and
waiting times for elective hospital care only. We also adjust for waiting time for first
outpatient appointments. Finally, activity delivered in the primary care setting is adjusted
based on the changes in the time patients wait to see a primary care professional, and
historically also on changes in blood pressure monitoring.

This report includes the two new quality indicators - emergency readmissions and hospital
acquired infections (HAls), namely Methicillin Resistant Staphylococcus Aureus (MRSA) and
Clostridium Difficile (C-Diff), first introduced in Arabadzhyan et al. (2023). These new quality
adjustments are still to be considered experimental, and NHS output and productivity growth
measures are reported both with and without them. See section 3 for further details.

Similarly to Arabadzhyan et al. (2023) and Arabadzhyan et al. (2024), test and trace services
were not included as an output, as we did not have access to this information. So far as these
services were delivered by NHS staff as part of their NHS role, the costs of these services
would be included in our measure of NHS inputs, but they are not in our measure of NHS
outputs.

The remainder of the report is organised as follows: in section 2, we summarise the methods
used in calculating the productivity of the English health care system. In section 3, we present
the impact of the new experimental quality indicators on the NHS output and productivity
growth measures. Our findings for NHS productivity growth are presented in section 4; we
then consider increasingly small constituent parts of this overall result, beginning with NHS
outputs and NHS inputs in section 5. Individual items of NHS outputs and inputs are
investigated in sections 6 and 7, respectively. Historical results are largely presented as graphs
in the main text, with tables of figures limited to the Online Appendix.

In section 9.1 in the Appendix, we include further investigations made into community
prescribing. Section 9.2 provides a description of input deflators used in our analysis. In
section 9.3, we present the results on NHS output, input and productivity growth for NHS
Trusts only. Section 9.4 provides a table with working days and total days for the most recent
years, used to adjust NHS output growth measures.

















https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.longtermplan.nhs.uk/publication/nhs-long-term-plan/
https://www.england.nhs.uk/rightcare/
https://gettingitrightfirsttime.co.uk/
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This year it was necessary to also make some further ad-hoc exclusions across all providers
for specific sub-settings or lower levels of aggregation, which we will be detailed in the
remainder of this section.

The 2022/23 NCC underwent substantial changes in how activity has been recorded. First,
activity was moved across different worksheets within the NCC dataset, e.g. from the Renal
Dialysis worksheet to the Admitted Patient Care (APC) worksheet.3* Second, several
healthcare activities (which we group in specific NHS settings) had an overhaul of their service
codes,?® which became more granular. Third, NHS England mandated the Patient Level
Information and Costing System (PLICS) for the following healthcare services: chemotherapy,
radiotherapy, rehabilitation, renal dialysis, specialist palliative care. In addition, NHS England
introduced a soft move to PLICS for wheelchair services and community maternity services,
with some providers continuing to report their activity and unit costs as Korner returns,® and
others as PLICS. Consequently, the main NCC data collection only included activity and unit
costs calculated using the patient-level costing, whilst activity and unit costs calculated
following the previous system were published in the Alternative Consolidated Contingency
Options (ACCO) sheet. The data reported in the ACCO sheet cannot be combined with that in
the main collection, as they were not comparable. However, not including it would artificially
drive down the growth rates for community care services. Therefore, we removed the activity
of entire Trust-setting combinations, when Trusts submitted their activity and unit cost
information in the ACCO sheet, from the calculation of the output growth rates using the
Trust-level data.

Healthcare activity and unit costs were excluded from 2019/20, 2021/22 and 2022/23 for the
2021/22 — 2022/23 and 2019/20 — 2022/23 output growth calculations for the following
Trust-settings combinations:
e Bradford Teaching Hospitals NHS Foundation Trust (RAE) from the Outpatient, Renal
Dialysis, and Community Care settings;
e East Suffolk and North Essex NHS Foundation Trust (RDE) from the Community Care
settings and from Day Care Facilities, which is part of the ‘Other’ NHS setting;
e Coventry And Warwickshire Partnership NHS Trust (RYG) from the Community Care
setting;
e Birmingham Community Healthcare NHS Foundation Trust (RYW) from the
Outpatient, Rehabilitation, A&E Services, Community Care settings and Day Care
Facilities, which is part of the ‘Other’ NHS setting.

34 The Admitted Patient Care worksheet includes information on activity and unit costs for the following settings: daycases,
elective inpatient, non-elective inpatient - short stay, non-elective inpatient - long stay, regular day or night admissions.

35 A service code identifies a specific area of healthcare service provision (e.g. for acute care, service codes, also known as
treatment function codes, are specialties — general surgery, urology, trauma and orthopaedics, etc.).

36 The ‘Korner returns’ refer to a set of data collection principles for the NHS developed by Dame Phyllis Korner. Their
principles have underpinned the development of the National Reference Cost data, and National Cost Collection data,
amongst others. In 2016, NHS England {formerly NHS Digital) piloted the first Patient Level Information and Costing System
in a selection of NHS Acute Trusts, with these becoming the standard for the collection of unit cost information across the
NHS for different types of NHS Trusts, i.e., Ambulance, Mental Health. However, the move to PLICS was introduced in a
staggered way over time and across NHS care settings, either through hard or soft mandation.
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Below we outline the approaches to make the NCC data comparable across 2021/22
(2019/20) and 2022/23 years for all the NHS settings that were affected by changes in the
costing guidance. This should be considered when interpreting the 2021/22-2022/23 and
2019/20-2022/23 output growth rates for the NHS settings covered by the NCC.

Community Care

Community care activity is now recorded across a more granular set of service areas. Since
our unit of observation is the combination of a service code and a currency code, this made
comparison across years difficult. However, we noted that in previous years, each of the
community care currency codes (with the exception of wheelchair services) had only one
service code. Therefore, we can aggregate the 2022/23 NCC community care data up to the
currency code level, which in this case was sufficient to obtain comparable units across years.
2022/23 unit costs at the higher (aggregated) currency code level were calculated as activity
weighted average unit costs of the more disaggregated data.

Given the soft transition to PLICS introduced by NHS England for wheelchair services (WC*)
and community maternity services (NZ*, NO1* NO3*), we removed their respective currency
codes from the output growth rate calculation. We also noted that the ‘NZ*’ currency codes
were no longer recorded under community care, but only within the outpatient activity.
Previously, they were recorded in both the community care and outpatient settings. Since we
were not able to know with certainty whether activity previously reported as community care
was now reported within the Qutpatient setting or in any other setting, we removed these
currencies from both the community care and the outpatient settings when calculating the
output growth rates of these settings.

Finally, the costing team at NHS England informed us that the currency code for intermediate
care bed based services (IC02) was retired, and that their activity was now included in the APC
worksheet. We therefore excluded the IC02 currency from the community care setting for
both 2021/22 (2019/20) and 2022/23.

Chemo-/Radiotherapy, High Cost Drugs and Devices

For the 2022/23 NCC, NHS England mandated chemo- and radiotherapy services to be
collected using PLICS. Both types of activity are now reported in the Admitted Patient Care
(APC) and the Outpatient Procedures (OPROC) NCC worksheets. Further, and for radiotherapy
services only, the service codes in which activity was previously collected and reported
changed from inpatient (IP), day-case and regular day or night admissions (DCRDN),
outpatient (OP), and other (Other) to respectively elective (EL), non-elective — long-stay (NEL),
non-elective — short-stay (NES), day-cases (DC), and regular day or night admissions (RP). To
allow for comparability across the two financial years, we reconstructed previously recorded
service codes whenever possible: activity in the OPROC worksheet was aggregated up to the
currency level and assigned the OP service code, DC and RP activity constitutes the former
DCRDN, for radiotherapy EL, NEL and NES were treated as the former IP. For all remaining
chemo- and radiotherapy services that could not be matched, we relied on the imputation
method (Castelli et al., 2011).

The guidance for submitting activity under the SB97Z currency (Same Day Chemotherapy
Admission or Attendance) changed in the 2022/23 cost collection, stating that where no





https://assets.publishing.service.gov.uk/media/5a806330ed915d74e33fa239/Reference_costs_guidance_2015-16.pdf
https://assets.publishing.service.gov.uk/media/5a806330ed915d74e33fa239/Reference_costs_guidance_2015-16.pdf
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(RTE), Northern Lincolnshire and Goole NHS Foundation Trust (RJL}, and Gateshead Health
NHS Foundation Trust (RR7)) from the Trust-level data in this setting because of their known
data quality issue. The CMDT activity of these Trusts was, therefore, not included in the
calculation of the sub-setting and the specialist services setting output growth measure.

The 2022/23 NCC critical care transport currencies, for both paediatric critical care
transportation (XB08Z) and neonatal critical care transportation (XA0O6Z) were recorded in a
separate worksheet and without the split by service code, differently from the previous years.
Therefore, we aggregated up to the currency code level the same activity in 2021/22
(2019/20) to make it comparable with 2022/23.

Finally, in the 2022/23 NCC specialist palliative care services were mandated for collection at
the PLICS level, and reported against admitted patient care, outpatient care and community
care currencies, i.e., there are no longer separate currencies for specialist palliative medicine.
We were therefore unable to include this sub-setting in the specialist services setting like we
did in previous years.

Renal Dialysis
In the 2022/23 NCC data, renal dialysis activity was no longer reported as ‘RD at base’ and ‘RD

away from base’, but was submitted at the patient level, as NHS England mandated the move
to PLICS for this activity. New renal dialysis currencies can be found in the APC worksheet
under service codes EL, NEL, NES, DC, and RP. We therefore reconstructed the overall activity
and unit cost from these settings in 2022/23 and aggregated the activity up to the currency
level for 2021/22 (2019/20).

Rehabilitation

Similarly to a few other services, specialist rehabilitation was mandated for PLICS-level
collection in 2022/23, whereas before it was recorded only via unbundled HRGs (VC* codes).
Starting from 2022/23, rehabilitation was recorded in both unbundled HRGs and against the
core HRGs for admitted patient care rehabilitation. Additionally, service codes have changed
from ‘Admitted Patient Care’ (APC), ‘Outpatient’ (OP), and ‘Other’ to treatment function and
department codes. Finally, the level of specialist rehabilitation service (level 1, level 2, and
level 3), was removed. When calculating growth rates for the 2021/22-2022/23 and 2019/20-
2022/23 links, we aggregated activity up to the currency level.

Furthermore, for the currencies not previously recorded in the Rehabilitation setting, it was
important to understand whether they are completely new activity, or whether they were
activity that used to be delivered in a different setting and captured elsewhere in the national
cost collection. In this case, we know that the new currencies were previously recorded as
inpatient activity, but were not fully transferred to the rehabilitation worksheet because they
are not rehabilitation specific. There is some evidence that these currencies were previously
recorded solely as admitted patient care activity, whilst in the current NCC data and following
specific guidance, these are also in part reported in the rehabilitation worksheet. The majority
of these new currencies in the rehabilitation sheet, representing about 80% of total
rehabilitation activity volume and 86% of value of all new currencies, were recorded as
rehabilitation medicine service (service code 314). This service code used to be present in the
APC worksheet, but this was no longer the case for 2022/23. This implied that the activity
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recorded as service code 314 in the inpatient setting, was now reported in the rehabilitation
setting in the NCC publication. However, we used the HES Admitted Patient Care dataset to
calculate the hospital inpatient care output growth rates. We, therefore, checked whether
the 2022/23 HES APC dataset included activity for the specialty 314, and we found this to be
the case. We also checked whether the volumes in 2022/23 were similar to those in 2021/22
and found this to be the case too. This led us to conclude that some of the rehabilitation
activity was already included as hospital inpatient care in the HES APC dataset in 2022/23 and
in previous years. To avoid double-counting this part of rehabilitation services, we need to
exclude them either from the Rehabilitation setting as measured by the NCC data, or from
the Inpatient setting, which is measured by the HES APC data. We opted for dropping these
currencies from the NCC-measured rehabilitation activity because in HES APC we were unable
to distinguish between activity delivered as inpatient care from the rehabilitation-specific
activity for a few other relevant specialties of the Rehabilitation setting (323, 344, and 345).38
Therefore, we derived the Rehabilitation output growth rate, which then feeds into the total
NHS output growth rate, including only VC* codes. However, when discussing growth rates
for each setting, we also included a growth rate measure calculated using all the currencies
in the Rehabilitation sheet, which was a fairer representation of the actual growth of the
setting.

Other NHS activity

Unlike previous NCC data, the currency codes for both day care facilities and audiological
services became more granular, with a split respectively by service code and by department
code (‘Admitted Patient Care’ (APC), ‘Community Health Services’ (CHS), and ‘Outpatient’
(OP)). To compare them with the same data for the previous financial year, we aggregated
these activities up to the currency level.

Community Mental Health and Cystic Fibrosis

Community mental health activity continues to be omitted from our analyses. In 2022/23
Community mental health activity and unit costs were again overhauled. Mental health care
clusters ceased to exist, and new currencies were introduced, which cannot be matched to
the old currencies.

Cystic Fibrosis activity3® was not provided in the 2022/23 main collection publication, but was
provided in the ‘Organisation level source data part 3’ supplement, possibly due to data
quality issues. We therefore excluded Cystic Fibrosis services from the growth rate
calculation, but provide the figures of total volume and average unit cost in the relevant table.

In the remainder of this section, we present the results of our internal data quality checks
(section 6.4.1), and report detailed overviews of activity and unit costs trends, and output
growth for each NHS setting (section 6.4.2). Activity and unit costs trends are calculated using
the national-level NCC data, i.e. they are not corrected for the number of Trusts.

38 The reason we are able to easily make this distinction in the National Cost Collection data is that these currencies are
recorded in separate worksheets (APC and REHAB).

39 please note that Cystic Fibrosis activity was also not reported in the 2019/20 NCC data, while it was reported in the
2020/21 NCC data.


https://www.england.nhs.uk/wp-content/uploads/2023/04/NCC_Schedule_2021_Data_Org_level_Data_3.zip



https://www.england.nhs.uk/publication/approved-costing-guidance-archive/



https://www.england.nhs.uk/long-read/community-diagnostic-centres/%25231-introduction
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Of note are the substantial negative growth rates for the settings which were mandated for
PLICS in 2022/23: Rehabilitation (VC* currencies only), Renal Dialysis, Radiotherapy, and
Community Care, when using raw NCC data, dropped by 16.15%, 8.58%, 10.89%, and 2.19%
respectively. Chemotherapy was also moved to PLICS, but its large negative Laspeyres growth
rate is mostly explained by the move of procurement currencies to the High Cost Drugs sub-
setting. Altogether the Chemo-/Radiotherapy and High Cost Drugs and Devices setting saw a
negative growth, of -5.08% when corrected for the number of providers, for the first time
since the pandemic.

Between 2019/20 and 2022/23, the Laspeyres growth rates showed a negative growth for all
settings except for Diagnostic Tests and Chemo-/Radiotherapy and High Cost Drugs and
Devices. The working/total days adjusted Laspeyres growth rate of activity corrected for the
number of Trusts was -3.60%, and -1.27% when the outpatient setting was excluded. This
suggests that while the NHS is on a path of recovery from the pandemic downturn, pre-
pandemic levels of activity have not been reached yet.

We also conducted a sensitivity check excluding all settings which fully moved to PLICS and/or
had other significant changes in recording in 2022/23: Rehabilitation, Renal Dialysis, and
Chemo-/ Radiotherapy, High Cost Drugs and Devices. We kept community care services in this
check as we managed to remove specific currencies affected by the (soft) PLICS mandation
from this setting. Taken together, the settings omitted from this sensitivity check constitute
25.32% and 25.92% of the total healthcare expenditure in 2021/22 and 2019/20 respectively.
The resulting working/total days adjusted Laspeyres output growth rate for non-acute
healthcare activity (excluding outpatient activity), as reported in the NCC data, and corrected
for the number of Trusts, yields a higher growth rate of 1.30% between 2021/22 and 2022/23.
This may indicate that recording activity in PLICS format could be the reason for lower growth
rates in non-acute care. However, for the 2019/20-2022/23 link, the Laspeyres growth rate
decreases to -3.00%. This is due to the exclusion of Chemo-/Radiotherapy, High Cost Drugs
and Devices setting, which demonstrated substantial growth since the pandemic, with a large
positive Laspeyres growth rate.

In the remainder of this section we describe in more detail the setting-specific activity and
unit costs, providing, where appropriate, further information.








https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/emergency-care-data-set-ecds/ecds-guidance
https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/emergency-care-data-set-ecds/ecds-guidance
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exclusion is quite substantial, resulting in a negative (-11.59%) Laspeyres growth for
Ambulance services between 2019/20 and 2022/23.

Chemotherapy, Radiotherapy, High Cost Drugs and Devices

The Chemo-/Radiotherapy, High Cost Drugs and Devices setting saw a substantial overhaul in
the ways activity was recorded in 2022/23. Discontinuation of procurement currencies in
Chemotherapy and corresponding creation of a new set of currencies in the High Cost Drugs
sub-setting resulted in very large negative growth of the former and very large positive
growth of the latter, making year-on-year comparisons less meaningful. Looking at the setting
as a whole, we observed an increase in (raw) activity volumes by 21.3% between 2021/22 and
2022/23, but a negative Laspeyres growth rate of -5.08% when corrected for the number of
Trusts. This is the first time this setting has a negative growth since the pandemic, and may
suggest that substantial volume growth was driven by activity with lower cost. Another reason
for the negative growth could be the mandation of PLICS for chemotherapy and radiotherapy
activity. We therefore should treat year-on-year comparisons with caution.

We found a substantial positive growth in this NHS setting when comparing activity in
2022/23 with 2019/20, equal to 32.44% when considering raw volumes. This decreases to
21.64% when we calculate the Laspeyres growth rate, without adjusting for the number of
providers. When adjusted for the number of Trusts, the Laspeyres growth index for the setting
becomes 14.80% — about 7 percentage points lower than the uncorrected one, suggesting
that Trusts not included in the 2019/20 NCC data were contributing a large share of this
setting’s output growth. The Chemotherapy, Radiotherapy, High Cost Drugs and Devices
setting was one of the two settings with a positive growth rate between 2019/20 and
2022/23.

Community care

Community care includes a very diverse array of activities carried out in the community by
Allied Health Professionals, Community Rehabilitation Teams, and by Health Visiting and
Midwifery personnel, as well as Intermediate Care (incl. crisis responses, care home based
services, etc), Medical and Dental care (e.g. community, emergency, and general dental
services), Nursing (ranging from school-based children’s healthcare service to specialist
nursing for various diseases) and wheelchair services for both adults and children.

Between 2021/22 and 2022/23, community care activity as captured by the core NCC saw a
negative raw volume growth of -11.75%. This is likely explained by two factors: first, the soft
move to PLICS for community maternity, health visiting, and wheelchair services; and second,
the existence of a contingency option for some Trusts to continue reporting their community
care activity by submitting Korner returns instead of PLICS. After making adjustments to
account for these cases, detailed in the beginning of this section, the Laspeyres output growth
rate, when corrected for the number of Trusts, was 0.74%.

A similar picture emerged when comparing 2022/23 with 2019/20. Compared to 2019/20,
community care activity in 2022/23 decreased by 14.99% in terms of raw volume, and by
1.93% when the Laspeyres cost-weighted growth was computed. When correcting for the
number of Trusts, the Laspeyres growth rate became even more negative at -2.88%. Taken
together, the results suggest that community care activity has been recovering since the
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Also starting for growth between 2020/21 and 2021/22, direct labour growth is calculated
using the software STATA 18, instead of SAS 9.2. As part of this change, analyses are
performed using only the specific base and current year being considered. As a result,
imputation of wages draws on information only from these two years, instead of all previous
years, as was the case previously. This approach brings methodology in line with output care
settings.

Table 33 shows the number of organisations reporting FTE counts information by organisation
type.”? Due to mergers, both Clinical Commissioning Groups (CCGs) and Trusts’ figures have
broadly decreased over time. On the 1% of July 2022, CCGs were formally abolished and
Integrated Care Boards (ICBs) established. As a result, ICBs are observed only in 2022/23, with
CCGs also observed in 2022/23. The number of Commissioning Support Units (CSUs) remained
the same between 2021/22 and 2022/23.

Table 33 also reports total expenditure on staff by organisation type. Expenditure is calculated
as the summed products of FTE staff employed in each occupation code in the provider type
and the national average total earnings for that occupation code. Proportional increases in
expenditure between 2021/22 and 2022/23 were generally similar to those observed
between 2020/21 and 2021/22.8° The exception to this is non-geographic staff, where
proportional growth in expenditure between 2021/22 and 2022/23 was substantially smaller
than between 2020/21 and 2021/22. The total expenditure for CCGs fell very sharply due to
abolition of these organisations after one quarter of the year. Comparing combined
expenditure on CCGs and ICBs in 2022/23 with expenditure on CCGs in 2021/22 indicates a
similar proportional increase in expenditure between 2021/22 and 2022/23 as observed
between 2020/21 and 2021/22 for CCGs alone. This finding aligns with a general shift of a
similar level of resource from one form of commissioning to another. Proportional increases
in expenditure were larger but overall expenditure substantially smaller for categories with
small numbers of organisations (NHS England, CSUs and non-geographic staff). The increase
in expenditure among Trusts from 2021/22 to 2022/23 (7.1%) was the same as between
2020/21 and 2021/22. See Table A26 in the Online Appendix for historic trends in expenditure
by provider type from 2010/11 to 2022/23.

73 For conciseness, this table includes only the main organisation types, which account for about 97% of FTEs and 98% of
total expenditure. The main analysis includes all categories. A time series of equivalent information from 2010/11 is
presented in Table A26 in the Online Appendix.

80 A time series of equivalent information from 2010/11 onwards is presented in Table A27 in the Online Appendix.
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Finally, comparing NHS expenditure for each input type between 2019/20 and 2022/23, we
found that nominal expenditure on overall NHS staff grew by 32.86%, expenditure on
materials increased by 31.93%, whilst capital nominal expenditure increased by 25.84%.
Finally, nominal expenditure on primary care decreased by 16.54% between 2019/20 and
2022/23.
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Table A 1: Tier-1 of PropGenLinkCode for New and Dropped Drugs between 2021/22 and 2022/23

. Number of Number of
PropGenLinkCode New Drugs Dropped Drugs
01 32 38
02 39 52
03 16 20
04 91 81
05 44 61
06 36 35
07 7 7
08 33 33
09 735 53
10 18 21
11 15 13
12 10 11
13 48 60
14 7 7
15 2 9
19 7 5
20 1 2
21 3 1
22 4 7
23 8 12

Based on this result, we looked at the tier-2 of PropGenLinkCode nested under category “09”
of tier-1, and found 127 tier-2 categories under it.

Again, most of these 127 categories report numbers of new and dropped drugs in the single
digit, that are consistent between the number of new drugs and the number of dropped drugs,
with the exception of two categories reported in Table A 2.

Table A 2: Tier-2 of PropGenLinkCode for New and Dropped Drugs between 2021/22 and 2022/23, Irregular

Categories
. Number of Number of
PropGentinkCode New Drugs Dropped Drugs
0913 592 0
0914 80 0

We then looked at the conditions under these two tier-2 categories, and identified four tier-3
categories with the highest number of new drugs. As Table A 2 suggests, none of these
categories have dropped drugs.

Tier-3 Category 091301

There were 104 new drugs under this category in the most recent link. All of the drugs in this
category are nutritional supplements.

One example is aymes actasolve savoury powder 57q vegetable sachet, which are used to

support the dietary management of individuals with or at risk of disease-related malnutrition.
The sachets claim to contain nutritionally balanced range of vitamins, minerals, protein,
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