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Chair: Good afternoon and welcome to the Public Accounts Committee on Monday 6 June 
2016. Apologies for starting 15 minutes late; we had a lively pre-session in private. We are here 
today to discuss the NAO Report, “Discharging older patients from hospital”. In the last two years we 
have seen delays for older patients in hospitals rise to record levels, but Richard Bacon—who is 
deputy Chair of the Committee—reminded us that 13 years ago there was a Report on a similar 
subject, and it was not good news then. It is not rocket science, and it is not new that there is an 
issue here, but there are real concerns that this Report pulls out. Of course, this is against the 
backdrop of major cuts to social services and the tightening and squeezing of spending in the 
national health service. We are keen to hear from our first panel about their experiences on the 
ground and what it is like, and then from a second panel of people who are responsible for funding 
and managing this at a national level. 

We are delighted to welcome David Evans, chief executive of the Northumbria Healthcare 
NHS Foundation Trust, which has one of the best records on discharging older people anywhere in 
the country—I am sure we will hear that again from David’s local MP. We are pleased to welcome 
Harold Bodmer, who is the president of the Association of Directors of Adult Social Services and the 
executive director of adult social services at Norfolk County Council, which is where Richard Bacon is 
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an MP. Janet Morrison, who is the chief executive of Independent Age, does not have an MP 
representing her here, but I am sure we all saw her article today on PoliticsHome. Thank you for 
coming along, and welcome to you all. 

Our hashtag today is #olderpeople for anyone following us on Twitter. I will hand straight 
over to Anne-Marie Trevelyan.

Q1 Mrs Trevelyan: Thank you, Chair. To start, it would be interesting to hear your views on 
what you think the main reasons are for not only the level of delays, but the increase in delays?

Janet Morrison: Thank you for inviting me to give evidence today. I am speaking from the 
viewpoint of an organisation that provides information and advice to older people and their families, 
particularly when they are trying to navigate a crisis. A large number of questions and cases that 
come to us regarding social care are often brought by family members, not the older people 
themselves. Our experience is therefore not of the positive but of the negative; the delays and 
challenges. I will draw out a couple of themes from the kinds of cases that we deal with in order to 
give you a flavour of where I think the pressure points are. 

One of the key areas is people contacting us who are nervous about imminent discharge, 
when they feel either that their relative isn’t fit enough to be discharged or that there isn’t adequate 
care in place for them. That raises a general concern about those people who don’t have someone 
to advocate for them when they are in that situation. Some of the themes that we see are a feeling 
from the families that there is not an embedded culture of communication and consultation in the 
hospitals prior to discharge, and the feeling that things are done to patients, rather than them 
actually being involved in the plans for their care. 

The theme of lack of integration in health and social care is particularly identified in some of 
the cases we deal with where there is a conflict between the decision about whether they are going 
to be local authority-funded or whether they are going to be funded under continuing care. That can 
cause considerable delays and some disputes. On the way that people are actually handled, we have 
seen cases where people have had a local authority social worker who has been very involved in 
their needs, but they have then been passed back to a broker of beds who hasn’t understood them, 
and therefore they have been sent to or offered inappropriate placements that have resulted in 
them going into temporary placements and, ultimately, readmission. 

On the lack of co-ordination, a lot of the cases that we deal with are not just about finding 
home care or residential nursing care, but about co-ordination in the provision of equipment and re-
ablement services. People are really struggling with the wait for those services to be available—
evidence, of course, of the challenges in social care funding.

Finally, some of the cases that we see concern not having long-term plans for discharge, so 
people are being given temporary solutions, perhaps to relieve pressure on bed spaces. We had a 
case of a lady with vascular dementia who was assessed to move back home; she could not move 
home and was put into temporary care home accommodation, but then she was sent home and 
ended up back in hospital, and again went to a care home. The reality was that at each point there 
was not a long-term plan or assessment; it was a short-term plan.

Those are some of the themes that you will see across the board and in the evidence from 
the NAO.
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Q2 Mrs Trevelyan: Thank you. That is very helpful. Mr Bodmer, there is a strong sense that it 
is in the externals beyond the NHS and the hospital framework where the problems are. Would you 
agree with that?

Harold Bodmer: I would agree with that to some extent.

I want to make three points on behalf of the Association of Directors of Adult Social Services. 
We are a charity that represents all 152 local authority adult social services departments. First, if we 
are to make an impact on delayed transfers of care, we need to look at emergency admissions. The 
Report shows that emergency admissions have gone up by 18%. Unless we stop people going into 
hospital—particularly older people who do not need to be there, and that is either at the front door 
of the hospital or with much stronger community health and social care services—we will always 
have this problem. That is my first point.

Secondly, you would expect me to say something about the reduction in adult social services 
budgets. Of course that is an issue, but there is no direct correlation, as David will demonstrate, 
between a big reduction in social services spend and delayed transfers; what there is, over time, 
given that we are now into the sixth year of reductions in adult social care spend, is a real impact on 
the social care market. The thing that our members and I are most concerned about is the home 
care market and the sustainability of domiciliary care. It is no surprise to us that the NAO Report 
illustrated the availability of home care and of nursing care as the two major issues for the increase 
in social care delays.

There are regional variations in that—it is not a straightforward picture—and in areas with 
high employment it is really difficult to recruit home carers. There is also the whole issue of the 
national living wage; welcome as it is, its big impact has been in how it is funded. The area is not one 
in which private providers feel it is profitable to be, and we have not necessarily got the join-up we 
need between private domiciliary care agencies and the NHS. I think we would go so far as to say 
that the fragility of that market undermines the whole fabric of health and social care community 
provision; it is not just about discharge. That is one of our biggest concerns.

With nursing care, it is about the availability of qualified nurses in nursing homes. There is a 
real issue about recruiting and retaining nurses. Nursing homes are sometimes seen as the solution, 
and they absolutely are, where they are part of a discharge through an assessed process that is 
properly managed. That is absolutely right, but they cannot be seen as a block solution, because 
otherwise the examples that Janet talked about—people moving from place to place—are 
emphasised. Also, they create dependency.

My third and final point is that the best examples of where really good practice is 
happening—and some really good practice is happening—is where services are integrated and there 
is a whole-system approach. Yes, of course emphasise that we need to get the accounting right—we 
need to make sure that we are accounting for all the delays, and we need to have a system—but if 
we are going to have a new system of accounting, we would really press not to have something that 
forces systems to create arguments between different sectors.

Q3 John Pugh: May I press you on a point you just made? You are talking partly about 
market failure in the adult social care market, rather than non-delivery of adult social care services. 
Social services departments can obviously do something about one of those, but rather less about 
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the other. If you were to take a view of the delays you see that are caused by the failure to provide 
adult social care in a timely way, when you say market failure, how much of it is because of shortage 
of the right people or the right accommodation and how much of it is simply because of the local 
authority not doing its job sufficiently well or with sufficient resources?

Harold Bodmer: I think the Report itself says that the main reason for social care delays is 
the availability of domiciliary care services. Of course there are delays in process—I wouldn’t 
pretend that there were not—but the systems that are working well are doing it quickly. They are 
planning discharge as early as they possibly can. Once you have gone through that process, though, 
you have to have people in the community who are available to manage the needs we are now 
seeing. We are seeing an increase in acuity. We are seeing people whose needs are much greater 
and more dependent than they were even five years ago.

Chair: I should add that on Wednesday we are publishing our Report on the social care 
market, in which we touch on some of these issues. It is interesting that the matter has come up so 
firmly in this Report as well.

Q4 Mrs Trevelyan: Mr Evans, in Northumbria you have spent the past 10 years building what 
is, judging by the Report, a fairly unique model, so it will be helpful for us to hear you views on 
where the delays are and how you have cracked it in Northumbria.

David Evans: We have been at it for a lot longer than 10 years. It goes back to the mid-90s, 
when Northumberland was one of the pilot combined care trusts, and North Tyneside, the bottom 
part of our patch, was one of the acute community trusts. We have had a long experience of working 
across traditional boundaries and realising the benefits of integration.

The key word from the Report is “momentum”. It is about managing people actively and 
recognising that, first of all, the key thing is avoiding the need for people to come into hospital in the 
first place. That has undoubtedly been an important part of what we have done. We have had 
seven-day working by consultants in our emergency stream since 2004. We didn’t make a shout 
about it, we didn’t have to employ a lot of extra people and we didn’t have to pay a lot of extra 
money; we did it because there was a recognition that it was the right thing to do and that by doing 
it we could improve the passage of patients through our service and avoid unnecessary admissions.

Although the Report deals with the back end, if you like, to me the most active management 
we can do to benefit older people is to avoid their having to come into hospital in the first place, 
because without doubt people get trapped in the system, and then there is all the stuff about losing 
muscle strength, becoming confused and being exposed to infections. If we can avoid an admission, 
and if that means having consultants working an extended working day, seven days a week, to avoid 
the need for people to come into hospital, that is where an acute provider can really focus their 
effort.

If somebody is in the system, planning for discharge from the time they come into the 
system is key. Again, it is about the momentum that you maintain. In Northumbria, in the best 
Geordie tradition, we have a thing called your “Ticket Home”, which is a checklist that everybody—
the family and the individual—takes part in. It is a simple aide-mémoire of what needs to be in place 
to help this person get home. That is started as soon as they are in our system. We have a “hospital 
to home” team that actively manages everyone who is destined to go home. It is a multidisciplinary 
team that draws on all the agencies.
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The key thing for us is that since September 2013 we have managed the adult social services 
for Northumberland County Council, which is our biggest area. Within 72 hours of our taking on that 
responsibility you could see a change in the graph of our ability to move people through our system. 
It seems to me that every time you remove an organisational boundary, you can gain a benefit for 
that older person. We have seven-day working by our physiotherapists, our occupational therapists, 
our speech and language therapists and our social workers, so that the whole multidisciplinary team 
is there all the way through. It is co-ordinated, monitored and very actively managed.

The other thing that is unusual about Northumbria is that we also manage our six 
community hospitals; so, again, moving people through the system to their benefit is something that 
is in our control.

Q5 Chair: Mr Evans, can I just ask about the issue raised by Mr Bodmer, which was the ability 
to recruit domiciliary care and other care workers? Is that an issue?

David Evans: In the north-east of England that is not an issue. 

Q6 Stephen Phillips: Mr Evans, what you have just described—the figures are frankly 
breathtaking. You have essentially got 0% delayed transfer of care days per 100 beds. If I look at 
ULHT in Lincolnshire, it is 5%. You really described two things in your answer. You described having 
different structures in place and having different processes in place, possibly as a result of having 
responsibility, or combined responsibility, for the hospitals and also for the domiciliary care. Which is 
more important: the structures or the processes?

David Evans: For us it was a sequence. We put the structure in place. We put seven-day 
working in place and we were able to see the benefits very quickly. We then refined the process and 
actively managed people through the system so it was a natural sequence.

Q7 Stephen Phillips: The suggestion from that answer would be that if everybody got the 
right structures in place, so that there was, if you like, combined hospital care and combined 
responsibility for adult social care in every area, then the processes would drop into place and the 
worry which emerges from this Report about how many days are being lost as a result of delayed 
transfers would simply evaporate. Would that be fair?

David Evans: You could look at it that way. For us, a lot of what we have changed was driven 
by our geography. We cover 2,500 square miles. We have patients in 10 different hospitals.

Stephen Phillips: That is not largely different from Lincolnshire, yet you are doing incredibly 
well. ULHT, the main trust in Lincolnshire, is doing incredibly badly.

Q8 David Mowat: The other feature in Northumberland is that you have had larger cuts in 
the adult social care budget than the average; so, to Mr Phillips’s point, it sort of exacerbates the 
result. It is almost extraordinary. You have had the most significant cuts in adult social care budget, 
yet you have got, stand out, the best results by loads.
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David Evans: I think we have managed that collaboratively, because we work together with 
our local authority. We managed the social services contract and we had those structures in place, 
which allowed us to weather that.

Q9 David Mowat: So I would expect you to be touring the country now, telling everybody 
else what to do, so that that could be rolled out as best practice everywhere, because it just seems 
too good to be true—or a fantastic achievement—and that the NHS should be using that 
everywhere.

David Evans: We have had over 50 trusts—51 trusts, now—visit us to look at the system, 
and we are certainly happy to share what we have done. It is applicable in some parts, but not for 
everyone. Again—I go back to what we said—it is our geography that has driven a lot of the changes 
we have made.

Chair: I will bring in Mr Bodmer for his perspective on this, and then I am going to bring in 
Nigel Mills after that.

Harold Bodmer: We would argue that process is really important. Structures may be less 
important, but clearly what is important is the combined working. I wouldn’t underestimate the 
impact of the differential effect on the social care market in different parts of the country, because 
there isn’t a domiciliary care problem in the north-east, but there is in parts of Hertfordshire, 
Oxfordshire and Norfolk. It is really difficult to get domiciliary care in north Norfolk. So there is 
something about making sure that we see the whole picture in terms of the—

Q10Mr Bacon: When you say the differential impact on the domiciliary care market in 
different parts of the country, are you referring to the availability of staff or the availability of 
physical homes, or what?

Harold Bodmer: I am talking about the availability of staff, Mr Bacon. Social care in this 
country is provided by the private sector pretty much exclusively, except, usually, for re-ablement 
services, which are often provided in-house. So almost all of this is outsourced, and therefore it is 
very much dependent on local employment markets.

So what you see—I think it is figure 13 in the Report that has the turnover—is that the 
turnover in domiciliary care is very significant. Certainly in my own authority, that turnover is not 
always people leaving the domiciliary care service, but it is people moving from one provider to 
another. That is because if you are on the national living wage, a 10p difference in the hourly rate 
makes a big difference, so you are going to move somewhere else. What that does is it creates a 
disruption in the whole system. People don’t get continuity of care and it creates an uncertainty 
around this.

 Q11 Mr Bacon: Can I just pursue this point for a second? You say that they are provided by 
the private sector. In most cases, they are paid for by you, are they not?

Harold Bodmer: They are.
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Q12 Mr Bacon: Yes, so just as the Department for Communities and Local Government 
announced it was going to commission directly the building of 13,000 houses because the supply of 
houses was not rising to meet demand, wouldn’t a natural response of a social services department 
facing the problems you describe be to start providing these services itself?

Harold Bodmer: There is a variety of difference. Some local authorities are looking at doing 
that. We have a clear responsibility under the Care Act to understand the market in which we are 
working and to make sure an efficient market is available. Some authorities are using directly-owned 
companies or outsourced but Teckal-compliant companies to do this, but there are other examples. 
Even if you do that and offer well above the national living wage, you are competing with private 
employers who can pay more.

I haven’t got a solution and I’m not just saying this. It is a funding issue and a workforce 
issue, and it is about how we collectively plan the health and social care workforce together.

Chair: Absolutely. As I say, we will be publishing our report on this on Wednesday. 

I must advise witnesses that if they can be a little quicker with their answers, we will get a 
few more questions in. We very much appreciate what you are providing, but we want to get 
through more material.

Q13 Nigel Mills: Mr Evans, can I come back to the way you have got the number of delay 
days down to practically zero? There is some suggestion in the NAO Report and perhaps my local 
trust that there are different ways of measuring this delay around the country. Is some of what you 
have achieved down to different measurement?

David Evans: Given that we manage community beds so that people who move into a 
community hospital are still on our books and given that we don’t have a hospice system so people 
in the palliative care stream are still on our books, if anything that detracts from our figures. We 
have checked our methodology and we believe we are doing it absolutely correctly and that we have 
a system that allows us actively to manage people through, and we control parts of the system that 
allow us to do that.

Q14 Nigel Mills: Looking at the data we got from all our constituencies, which showed you 
were perhaps slightly higher in the number of bed days for over-65s proportionately, in length of 
stay and in length of over-seven-day  stay, I was wondering whether you were starting the clock at a 
slightly later point for some very good reason.

David Evans: No; that reflects the fact that people who will stay in a community hospital for 
several weeks will still go into that dataset. I do not believe that the dataset that is managed 
nationally reflects the way a trust like ours works. A lot is said in the Report about what could be the 
standard dataset to allow comparison.

Q15 Nigel Mills: I suppose I am trying to understand what the trigger point should be. I think 
I am right that the current one is when a consultant says a patient no longer has any need for acute 
care. They should then leave the acute hospital, in effect. Quite rightly, they would be moving into 
one of your other community hospitals. Is that a measure you take? It is hard to believe you 
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wouldn’t have any patient or relative choice problems, or other continuous assessment problems 
and that you could get down literally to zero.

David Evans: The patients who feature in delayed discharge are almost all patients with a 
family who need some support to make a decision about where their relative would be placed.

Q16 Nigel Mills: So you think that if it is done right, everywhere can get down to practically 
zero on this. That is what I am trying to work out: whether there is a base level that we can never get 
below. You think you can get almost to zero if you get it right?

David Evans: If you want to push it further, it would sometimes mean two moves. Your 
relative may be ready for discharge and be discharged to a setting which may not be your choice for 
their long-term care, so they would be in that setting until you make a choice on where their long-
term care will be and they will move again. I think that is a bad thing for the individual—very 
confusing and disruptive. If you want to get it down to zero, it would mean two moves in some 
cases.

Q17 Chris Evans: In May there was another report by Dame Julie Mellor, the Parliamentary 
and Health Service Ombudsman. I think you will be very au fait with that. It seems that the huge 
problem with a number of the complaints—221 complaints across the NHS—is related to patients 
with dementia. The NAO has had several Reports on dementia strategy. I wondered how, on the 
ground, that affects delayed discharge. 

In Dame Julie’s report, there were nine harrowing cases and many of those related to 
dementia. I am interested to hear you relate how you think the dementia strategy is working and 
why we are in a situation where hospitals are discharging people. There is one example from 
Chesterfield in front of me reported in the Derbyshire Times. It says that 1,571 patients were 
released from hospital between the hours of 11 pm and 6 am. That is an absolute disgrace—a 
national disgrace. What are your thoughts on that? 

Chair: Janet Morrison, would you like to kick off on that, as I think you mentioned that in 
your article? 

Janet Morrison: Yes. We certainly have cases coming to us where people are consulted but 
without their mental capacity being effectively taken into account or the home circumstances they 
are going back to considered. We have certainly dealt with people who are going back to their home 
setting with no or very inadequate care, which has meant that they have just bounced back into the 
hospital system. 

There is also an issue about finding the right kind of residential nursing care. I do not think 
that families feel they get sufficient choice in terms of the information and advice they have about 
exercising that choice. Again, I think that causes considerable delays, because if they refuse a 
placement they could in some cases get eviction notices or whatever. I do not think the actual 
marketplace in terms of dementia care and support is taken into account adequately.

Harold Bodmer: Our take on that report was that it absolutely reflected a system under 
huge strain. Decisions were being made quickly and inappropriately, and the harrowing cases that 
were set out were really good examples of that.



Oral evidence: Discharging older people from acute hospitals, HC 76 9

You have to question whether anybody should go to residential care who has not been in a 
residential home before that, straight from an acute hospital bed. There are some places that 
absolutely do not do that. That goes back to our first point about keeping people out of hospital, and 
alternative ways of doing that, particularly for that increasing group of people with dementia. It is 
about finding ways of providing as much care at home or near to home as we possibly can. 

Q18 Chair: In a previous hearing, we were looking at GP services and the challenges there, 
where a GP can see their own patient and make an assessment. That is particularly important in 
dementia. Is that something that you recognise and are there good examples of where that is 
working well around the country in your experiences? I will come back to David Evans in a moment. 

Harold Bodmer: There are good examples of where work is centred around primary care, 
and lots of the work that is going on in the models for the new Five Year Forward View centre 
around that. I think there is some interesting work. 

Q19 Chair: Can you name any examples? If you cannot now, can you write to us? 

Harold Bodmer: I can certainly send you some examples. 

Q20 Chair: Please, if you could that would be great. David Evans on the main point. 

David Evans: Primary care has a key role in this because they manage patients long term; 
they know and recognise changes in behaviour, often the early signs of dementia. In an acute 
setting, we are dealing with somebody we have never met before. What has helped us is our ability 
to interrogate GP records and get more information through some technology that was on the back 
of our PACS vanguard, and that will help us in the future. Certainly, that is also helpful because we 
can avoid turning off a care package; we can ensure that adequate support is in place; we can 
highlight concerns to community nurses for further monitoring and assessment and liaison with 
primary care. 

Q21 Chair: You mentioned sharing records. How, in your situation, do people check records? 
Do people carry their own? Is there an electronic method? 

David Evans: It is four weeks in and it hasn’t crashed yet, but we have just got a thing called 
the medical interoperability gateway.

Q22 Chair: I love these titles. Please explain in ordinary English what that is. 

David Evans: It’s a MIG. It is on a server somewhere and it means that using SystmOne—one 
of the commonest GP systems—GPs, hospital care, community nursing and social services can gain 
access to appropriate parts of the master GP record. 
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Q23 Chair: So, if someone is in someone’s home in a domiciliary setting or that person is in a 
nursing home, can they access that information? 

David Evans: Yes, it’s on a tablet. And in A&E. 

Chair: Mr Chris Evans, did you have anything else? Too many Mr Evanses today. No. Karin 
Smyth. 

Q24 Karin Smyth: Mr Bodmer, can I come back to something you said about structure and 
process? I would not disagree, but in Bristol we have got two large acute hospitals and we have been 
an outlier in this area for a number of years. There are two different community providers, we do 
not have community beds and there are two different social services organisations, and one hospital 
has 50% of its admissions from each of those two different areas.

Mr Bodmer, will you talk a little bit about the different structural problems faced across the 
country and how that mitigates some of the successes? Mr Evans, as you take over the world as a 
provider, where are your commissioners in driving some of this work?

Harold Bodmer: We have got a very complex health and social care landscape, and I think 
we have all seen examples where we have had integrated services that have not felt very integrated. 
I would argue that the key—and I am certain that this is the key to David’s success here—is 
leadership. So in a sense, the issue is how you lead across the services, rather than the structure in 
the first place. Structures can get in the way, and sometimes our structures do get in the way, but 
actually if you have a combined willingness and a leadership to work across, you can do that. I 
suppose I was arguing that the solution is not always a major structural one. 

Q25 Mr Bacon: Mr Bodmer, did Mr Evans not tell us that he runs the Northumbria social 
services department? He is in charge of it. He has a contract with the county that he runs adult social 
services. Mr Bodmer, of course we are familiar with each other because you are my local social 
services director, but in your previous answer you could be accused of talking your own book, 
because if the model—

Chair: Not that you ever do that. 

Mr Bacon: No, I am not going to go there. It is very good—

Chair: Sorry, that is an in-joke. Mr Bacon has written an excellent book—

Mr Bacon: Thank you. If we were running Norfolk on the same model as Mr Evans is running 
Northumbria, social services would be run as part of one NHS trust rather than by Norfolk County 
Council, and you might not have a job. 

Harold Bodmer: I don’t think structures are as important as the process and the 
leadership—I suppose that is simply my point. You are absolutely right—of course that would be the 
case, but I am not answering that question because I would be worried about not having a job. I 
think genuinely that we could spend an awful lot of time in a mass of reorganisation of health and 
social care, when actually what we need to do is ensure we have the right leadership in place—
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Q26 Mr Bacon: Well, I am slightly sympathetic to that. I remember having a conversation 
with Simon Stevens about the fact that there were too many clinical commissioning groups and he 
was very concerned that the NHS not obsess itself with yet more reorganisation, which is a fair 
point.

The interesting word Mr Evans used was “control”—in fact, control of a system. Part of it is 
about process and part of it is about organisation. Of course you always need good leadership, but, 
since this is plainly a systemic problem, you need a system that is working as one system and it 
sounds like you have got several systems interacting not particularly well—Janet Morrison is nodding 
at this point. Given the available evidence, do you not think that we could learn more from 
Northumbria? Mr Evans took a question out of my mouth when he said, “We’ve had 51 visitors to 
Northumbria.” Do you not think we could all learn more from Northumbria than Northumbria could 
learn from elsewhere?

Harold Bodmer: I am absolutely certain that that is the case. Of course we could learn from 
Northumbria and should be doing that. I think there are different ways of having control; I am just 
arguing against a massive reorganisation of health and social care. 

Q27 Chair: It is worth highlighting that adult social care is not just about older people in 
hospital. 

Harold Bodmer: No, that is a key point. It is not just about discharge. 

Q28 Mr Bacon: Janet Morrison, you were nodding when I said this is a systemic problem. 

Janet Morrison: I was nodding. I think everyone is sympathetic to further structural reform. 
The issues of underfunding are still there, but we know that processes do not work very effectively 
and structures are one good excuse why they will not work effectively.

From our point of view, when we are trying to advise people to navigate the system, it is like 
crazy paving across the UK. To try to explain to someone where responsibility lies, who will be able 
to advise you and give you choice, and how you will have control about your future independence 
and the way you want to live is very difficult because every area is different. I think we do need to 
think about how we create greater integration and better processes, and leadership and funding are 
essential to those as well.

 Q29 Karin Smyth: Can I be clear that, having been through two reorganisations, which I 
think have caused us a number of problems, I am absolutely not in favour of another structural 
reform. My point really is that the structural reforms have mitigated the integration—however you 
define integration—of the systems. I think your earlier point about going through from the ’90s as a 
care trust is interesting. Picking up on the point about the Five Year Forward View, I am interested in 
how, in that patch in Northumbria—I understand you have two clinical commissioning groups—you 
have kept that leadership and drive for 20 years?
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David Evans: I think there was a collective memory that things were better when we were 
working in that way. We then had to withdraw from that, and everybody in the system was keen to 
get back to that way of working. On your earlier question about the role of our commissioners in 
this, commissioners are there to commission high-quality care. We were able to demonstrate, by 
these changes, that the quality of the care that we were providing was improving, so our 
commissioners have been very supportive of the changes we have made. I am proud to say that we 
have driven all of our changes on safety and quality; not on money, not on systems and not on 
process, but on the safety and quality of the care we provide for patients.

Q30 Caroline Flint: Figure 18 on page 43 of the NAO Report and the paragraph beneath it 
talk about the lack of sharing information. That is why it was interesting to hear what you said, Mr 
Evans, about the sharing of appropriate amounts of patient information by different people who are 
involved. What are you doing in Northumbria on the personal touch on this? In Doncaster we used 
to have community matrons who had a case load of 50 patients—not all were older people, but 
most were. The matrons were a sort of human linchpin between the community-based services, and 
they also worked with social services. If one of their patients turned up at an A&E, there would be a 
call from the consultant to the community matron as soon as possible, so they could start thinking 
about whether it was appropriate for that patient to come in and how quickly they should be settled 
in a more suitable form of support until they got better. How do you manage that human interaction 
and continuity in your area?

David Evans: That is key, and the community matrons have a key role in that. We use our 
community matrons in a lot of different ways. We use our community matrons to provide training to 
care assistants and matrons in nursing and care homes about what support can be given and what 
“good” looks like. Our community matrons come into our community hospitals to take part in the 
consultant ward rounds, to make sure that the packages that need to be in place when somebody is 
moving back into a home or into a different setting are in place. We also use our community staff in 
our “hospital to home” management teams, so that those people are providing expertise. 

The thing you said about the collective knowledge of their case group is vital. There used to 
be a phone call; it is now our MIG. We have also got a couple of schemes going within the vanguard 
process for, if you like, man-marking the top 4% of our most seriously ill and frail older people, who 
we know have a disproportionate demand on acute services, and almost taking them out of the 
traditional “wait until you get in and then somebody will see you” system and putting them into 
some sort of regular check and follow-up system. 

Q31 Caroline Flint: That role within the whole package seems to be a vital part of what is 
happening in Northumbria, but my perception is that it is not happening to that extent elsewhere. I 
have a sense that in my own area that central role has declined. Is that the case, or am I wrong 
about that? Is it something that has lost its input and value in other parts of England?

Harold Bodmer: I think the extent to which community matrons are used and that sharing of 
information exists varies greatly from trust to trust. There are some really good examples, but I think 
it is variable.
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Q32 Caroline Flint: So you can’t say it is something that is being taken up across the board. Is 
that a negative or a plus?

Harold Bodmer: There is no doubt that anything that improves the sharing of patient 
information at that point of planning is crucial, and ignoring that, as the Report says, is one of the 
things that get in the way of integration.

Janet Morrison: In our experience of the cases we deal with, often it is the family members 
who are relied upon to keep the history of what has been going on prior to entry into hospital. 
Often, if they are not there at the moment when there are key staff on the ward, they are not there 
to keep up that history. What they tell us is that having to repeatedly tell the story and the 
background of the medication and all of the history to whoever they come into contact with is a big 
burden. It is of concern for those who do not have people to advocate on their behalf.

Q33 David Mowat: I have a final observation question for all three of you. We have 
established that there is a systemic issue in England’s NHS—everywhere except perhaps 
Northumberland—in this regard. In your view, are we better or worse than peer health systems in 
other countries, such as France, Germany or Italy? Would they all have a similar set of metrics, or do 
they do this differently? 

Harold Bodmer: That’s not a question I could answer. 

Chair: So ADASS does not have international comparisons. 

Q34 David Mowat: Because you are immersed in this as your life’s work, is that not 
something that you are interested to know the answer to? Is it a feature of our NHS or is it 
happening everywhere in Europe? 

Harold Bodmer: Where we have looked at other systems—I am sure David and Janet will be 
able to comment—part of the problem sometimes is that the whole background and context in 
which the system operates is so different that it is difficult to make comparison. Sweden is often 
looked at in terms of delayed transfers of care and issues around that, but the context is very 
different, with different local authorities of very different sizes, so it is difficult to make that 
comparison. It is difficult for me to give a meaningful answer. 

Q35 David Mowat: So you don’t know the answer to that. That would be the same. We have 
got almost a £1 billion problem here, on the face of these numbers. It would be interesting to know 
whether any other country similarly had a £1 billion problem, or whether they had found other ways 
to deal with this. Or is it a feature of how our NHS works? 

David Evans: I agree that it is very difficult to find a comparator. Sweden for many years has 
had total integration across the system and still they have a problem, but their geography challenges 
are far greater than ours. The Dutch system has some fantastic examples but, again, that is an 
insurance-based system and their geography is very different. 
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Q36 David Mowat: Our system has some fantastic examples—i.e. you—but it also has a £1 
billion problem. We don’t know. We haven’t got comparability of metrics or anything like that. I 
would have thought that it was an area that might have merited some study and thought.

David Evans: It is very difficult to make any comparison across Europe. 

Q37 Mrs Trevelyan: In the NAO Report there is quite a lot of talk about the system resilience 
groups that are seemingly established across the country. Although the social care side of 
organisations seems to have a level of competence, the hospital side does not. I am interested to 
know your views, both locally and with colleagues across your own sectors, about how they are 
working, if at all, and what we should do better. 

David Evans: We have a resilience group, but we were a bit of a step ahead when those 
were set up, so our way of working has in many ways superseded the tasks that the resilience groups 
were designed to tackle. So although we have a group and we support it, it has not had a major 
impact because we were ahead of the curve, as it were. 

Q38 Mrs Trevelyan: Across other parts of the north-east, where I know you are very 
interlinked, are we seeing that as a constructive part of the process to help that interrelationship? 

David Evans: Certainly, and some of the vanguards elsewhere in the north-east of England 
are working in that way—the Sunderland scheme, in particular. 

Harold Bodmer: We see variability in this. The system resilience groups provide a very good 
forum, particularly in complex health and social care communities, for communication between the 
various players, and for a common target in this. Of course, for the acute trusts it is up to us outside 
of the hospital to have a way of reducing the dependence and the flow of people coming into 
hospital on unplanned admissions. Understandably, since they see these numbers continue to go up, 
they don’t necessarily have confidence that we have got this right at the moment. I am optimistic 
that the work that we are all doing around sustainability and transformation plans will really help to 
galvanise that. 

Q39 Mrs Trevelyan: Obviously in the case of Northumbria the hospital trust has actively 
engaged. Would that be a constructive thing to do elsewhere? Or can it come from the social care 
side and can these groups build a relationship that doesn’t presently exist? 

Harold Bodmer: I can only speak locally, but in our system resilience group the acute trusts 
are very involved in that. It is seen as a whole-system approach. Of course, they need to see the 
reduction in unplanned admissions. 

Q40 Mrs Trevelyan: So in itself it is not a solution. 

Harold Bodmer: It is part of the solution, I think. It is a very good mechanism but in itself it is 
not achieving quite what we want to yet. 
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Q41 Chair: Thank you very much. I will ask my final questions. We have got Simon Stevens 
and Department of Health representatives in our next panel. Unfortunately, Simon Stevens is not 
here to listen to your excellent evidence, but we will relay it to him. What are the one or two 
questions that you think we should be asking them, to make sure that we get more Northumbria and 
less of some of the problems that are going on around the country? David Evans, do you want to kick 
off?

David Evans: This could be a career-limiting pursuit.

Chair: You are in quite a good spot at the moment.

David Evans: A phrase I use a lot is “grasp the nettle”. This is a difficult one. It is the 
recognition that the individual patient is not the problem; it is the system that is the problem. 
Working more closely together and doing away with organisational boundaries in everything that we 
have done seems to have paid a dividend.

Chair: Put the individual first—the user first. That is what we like to think on this Committee 
as well. Harold Bodmer?

Harold Bodmer: Adding to that, I would want to see a stronger link. I would want to explore 
the stronger link between social care markets, particularly for home care, community nursing and 
community health. How are we going to integrate those services, to make them more sustainable? I 
am anxious about that.

Janet Morrison: I was going to say a similar thing: whole-person care, thinking about the 
journeys that people go through and how to get the best choice and control and the best outcomes 
for them, and how they can have a say in what those outcomes look like.

Q42 Chair: Do you think that individual budgets will help? In particular, we have talked a lot 
about people with dementia. You all nod—you all agree.

Harold Bodmer: A personalised approach is absolutely crucial to this.

Chair: Still, as I pointed out at the beginning, Richard Bacon reminded us before we started 
that 13 years ago this Committee was looking at the same issue.

We are going to say thank you to you all and call in the architects of the current system—
well, the people running it—and see what they have to say. You are very welcome to stay. Our 
transcript of this hearing will be available on the website in the next couple of days—it goes straight 
up, uncorrected. I am not sure exactly when our Report will come out, but it will probably be some 
time in July, because of our recess dates and because of the referendum. We will send you a copy, of 
course. Thank you very much.

Examination of Witnesses

Witnesses: Simon Stevens, Chief Executive, NHS England, Dr Kathy McLean, Executive Medical 
Director, NHS Improvement, Sarah Mitchell, Director, Social Care Improvement, Local Government 
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Association, and Jon Rouse, Director General, Social Care, Local Government and Care Partnerships, 
Department of Health, gave evidence.

Chair: Welcome. I am sorry that we are starting later than usual. We had a very useful 
previous session. It is a shame that you weren’t here to listen to it, Mr Stevens, because it was really 
instructive; I think others who were in the room were able to hear that. For those who may be 
tuning in or who were not in the room earlier, I repeat that we are here today to take evidence on 
the basis of the National Audit Office’s Report, “Discharging older patients from hospital”. In the last 
couple of years we have seen delays for older patients in hospitals rise to record levels. In our pre-
panel, we heard from what we might describe—I think I speak for the Committee—as the exemplar 
model: David Evans, chief executive of Northumbria Healthcare NHS Foundation Trust, where they 
have 0% of overstaying older people, which is the model.

On our second panel is Dr Kathy McLean, executive medical director of NHS Improvement. 
Welcome, Dr McLean. I think this is your first outing in front of our Committee.

Dr Kathy McLean: Yes.

Chair: Simon Stevens, a regular visitor to us, is chief executive of NHS England—I am sure 
you look forward to every time, Mr Stevens. Jon Rouse is director general of social care, local 
government and care partnerships—I think your title gets longer every time you come. Sarah 
Mitchell is the director of social care improvement at the Local Government Association. We felt 
that it was important to get the balance, as we have heard from our first panel about the interaction 
between social care and health. Our hashtag today, for anyone who is just tuning in, is #olderpeople. 
I am going to transfer straight to Anne-Marie Trevelyan, to kick off.

Q43 Mrs Trevelyan: We have had a very interesting pre-panel meeting. Mr Stevens, you will 
know that I have been very closely involved with the Northumbria developments over the past 10 or 
15 years. It is therefore really depressing to read in the Report that while we have cracked it in 
Northumbria, in terms of joining up all the various parts of the medical frameworks that are needed 
to look after a patient from the moment they come into A&E to the moment they go out again into 
either their home or some sort of residential support, across the country that really is not happening 
at all. I was not here at the time, but this was looked at some 13 years ago and it was deemed a 
Government priority to sort this out, according to the recommendations. It has not gone in that 
direction. We are looking at nearly £1 billion, which could be spent a whole lot better in any part of 
this framework, being poured down the drain.

The first question is this: why has there not been the planning that must have been needed? 
We knew that the growth in the over-65s was coming—that was not news to anyone—and that 
there would be this predictable rise in A&E admissions. Where has the failure been in planning for 
and preventing that increase over the past 13 years?

Simon Stevens: An open question. Perhaps I can begin by slightly taking issue with the 
premise of the question, and indeed with something that you said, Chair. Actually, the late discharge 
of older patients from hospital is not at a record high; it is almost certainly better than it was in 
2003, when the NAO last reported. Indeed, the NAO’s 2003 Report recorded that there were 4,100 
older people awaiting discharge in hospital at that time. I think the definition used then was people 
over 75 rather than over 65, which has been used in this Report. The situation is in fact substantially 
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better than it was then, both in absolute numbers and in terms of your chance of being delayed in 
hospital, because obviously we have many more older people using the national health service now 
than we did then.

That said, the fact is that we clearly can do better. I do not think that the figure of nearly £1 
billion that you talked about is right, but that does not detract from the fact that there are parts of 
the country where these arrangements are working well and there are parts where they are not. 
Although only 3.5% of bed days overall are affected by the definition of delayed discharges, that is 
3.5% too many, so it is not good for older people. Although, I do think that it is worth noting that the 
NAO Report itself says: “we heard from a broad range of stakeholders that the main driver of day-to-
day decisions on when to discharge patients from hospital remains patient care and safety, rather 
than financial considerations.” I am sure that we would all agree that that is right.

Q44 Chair: I need to bring in the NAO on this issue of the record levels. Could you explain 
the figures so that we are all clear what we are talking about?

Ashley McDougall: We would have been very happy to give the 2003/2016 comparisons, but 
the numbers were not available to us, so we could not compare. We were not actually able to say 
whether it was better then or now from the numbers that were available.

Q45 Stephen Phillips: And what about the 3.5% of total beds that Mr Stevens talks about 
that are essentially blocked by those who are awaiting discharge?

Ashley McDougall: I think that refers to the delayed transfers. The 2.7 million bed days—we 
are probably heading for about 8% or 9% of total bed days. That would be my understanding.1

Q46 Chair: Mr Rouse, it looks like you can cast light on this.

Jon Rouse: I just question where the higher figure comes from—the 8% to 9%.

Ashley McDougall: When multiplying the delayed transfers figure, which is the 3% I think Mr 
Stevens is referring to—

Chair: We don’t want to spend forever on this, but we do need to be clear about what we’re 
talking about.

Simon Stevens: The point is, there is not a basis for saying it is the worst it has ever been. If 
anything, it probably isn’t, but the fact is there is still a lot more we can do. That is where the 
concrete conversation needs to focus, and that is what patients want.

1 Clarification from the National Audit Office: “The C&AG’s report (paragraph 5) notes that delayed discharges 
account for around 3% of total bed days. Using the NAO multiplier of 2.7 against the figure of 3% to get to the 
full number of bed days occupied by patients who are no longer benefitting from acute care would yield a 
figure of approximately 8.1% of total bed days (3% x 2.7), or 6.9% of those occupied by older patients.”
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Q47 David Mowat: Just for clarity, you said that the £1 billion figure was wrong, or was not 
right. What in your view is the figure?

Simon Stevens: Well, it is £820 million in the NAO Report, as you know, and that has various 
assumptions behind it. First, there is an offset of £180 million, which the NAO says would be the cost 
of providing care in alternative settings, producing a net number of £640 million. That number is 
based on a grossing up by 2.7 of the actual day’s delay that hospitals themselves report, which is 
1.16 million. Multiply that by 2.7 and that gives you a bigger number, and then multiply that by £303 
a day, which I am not sure is indeed the right marginal cost for an in-patient day—

Chair: Sorry, that is an NHS England figure.

Simon Stevens: No—

Chair: What is the right figure, then?

Q48 David Mowat: I asked you what the number should be. We will just take that number. 

Simon Stevens: I think the bookends would be net zero to net £640 million. Net zero would 
be if you assumed that you didn’t gross up by 2.7%, you just took the recorded delayed discharges; 
you used £200 a day as the marginal cost, rather than the reference cost trim point; and you took 
some allowance for the extra costs of primary care. Those are the bookends. 

Chair: Sorry, can I— 

Q49 David Mowat: Sorry, Chair, if I could just finish this. If you are managing the issue, what 
number would you take as the target that you have got in your organisation to go after in this 
regard?

Chair: You must be planning it financially. 

Simon Stevens: If you think that somewhere between nought and £640 million is quite a 
range, then let’s call it £300 million to £400 million as a central estimate. It could be north of that. It 
is worth going at, there is absolutely no doubt about that, but the context for all this is that the NHS 
has been incredibly efficient over two decades in the use of emergency in-patient bed days. What 
has actually happened is that we have accommodated a 17% increase in the number of—

Q50 Chair: You have answered Mr Mowat’s question about the figure. I want to bring in the 
NAO here. We know that there was a discussion about how to guesstimate or estimate the cost to 
the taxpayer—how the NAO do their figures. I am not taking into account the personal costs to 
individuals of this. The NAO had trouble getting the data. I am going to ask Ashley McDougall to 
explain very briefly the process that the NAO went through so that everyone is clear where those 
figures in the Report came from. It is very unhelpful to have an argument about those figures—even 
if they are acknowledged not be perfect by the NAO—in the opening five minutes of the hearing. 

Ashley McDougall: We went to NHS trusts. We had two starting points. The first one was 
the delayed transfer figure, which are returns collected by NHS England. That takes you to about 1.1 
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million bed days. The second figure was an extrapolation. We had 27 trusts in our sample. Trusts 
collect lists of patients they say are medically fit for discharge and/or no longer benefiting—I think 
that is the phrase in the Report—from acute care. The 2.7 multiple that Mr Stevens talks about came 
from the figures of the people who were not counted in the delayed transfer figure but were there 
and not benefiting from acute care. 

We then multiplied that by the £303. We certainly discussed with the Department and NHS 
England whether there was a better figure for using for that. These figures are all national estimates. 
I think with the figure of £303, what tipped it for us in the end, to an imperfect estimate, was that 
£303 is the NHS’s standard number that it uses to count these figures. You may be familiar with the 
Carter review. The Carter review came up with a figure of about £900 million for the delayed 
transfer gross costs, and we are at £820 million—I think they are broadly in that field. 

Q51 Chair: Mr Stevens, we have heard from both sides, but there shouldn’t be sides on this. 
This is an agreed Report.

Simon Stevens: This wasn’t agreed. 

Chair: The NAO is supposed to be here in silent support while we deal with their excellent 
work, not having an argument about this. 

Simon Stevens: Their work is excellent.

Chair: Can we agree that we agree the Report? We know those figures have come with 
caveats. We know that as a Committee. We don’t need to hear every detail about those caveats. 

Simon Stevens: Well, the detail matters if we are trying to get a true estimate. The NAO 
have entirely legitimately laid out an appendix to how they have come up with—in your word—a 
guesstimate. 

Q52 Chair: We’ve got the Carter figure. We have got the NAO figure, with its caveats. We 
have got your bookends, as you put it. We have now got you down to £300 million to £400 million. 

Simon Stevens: That would be the central estimate between those two. 

Chair: So you are taking not quite a median, but near enough. We will leave that there and 
go back to Anne-Marie Trevelyan to carry on with the questions. 

Q53 Mrs Trevelyan: Whatever the quantitative number, the qualitative issue is real: we have 
very serious bed blocking issues because of the breakdown. So I would turn it on its head and say 
that, with the resilience groups now set up and spread across the country, it would be interesting to 
know the views of all the panel on whether that is helping in real terms. There is a difference in 
views, certainly in the NAO Report, between those on the social care side and those on the acute 
hospital side of whether that relationship is actually helping to reduce the blocking and helping the 
comfortable and effective throughput of patients. 
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Simon Stevens: As you say—I agree with you—it is a pretty mixed experience across the 
country, and I think that is what comes out of the NAO’s survey. These so-called SRGs were 
essentially a workaround to get people sitting around a table clocking the fact that the impact of one 
organisation’s behaviour spills over into how patients in other parts of the care system experience 
their continuity of care. In some places, they have worked reasonably well, in other cases clearly not. 
There is a limit to what one can and cannot mandate, sitting within a mile or two of this building, in 
terms of the relationships and the quality of these conversations, but there are some other changes 
in terms of processes inside hospitals, the relationships between hospitals and community health 
services and the relationship between the NHS and social care. 

I think we have got an increasingly clear picture what the gold standard looks like, and we 
will be using that as a criterion to judge whether people are able to graduate from what they 
currently experience as quite an onerous set of oversights around the Better Care Fund. We intend 
to lay out, “If you are doing these kinds of thing, you potentially get to graduate from the Better 
Care Fund and all its reporting requirements.” That is quite a strong incentive, I think, in various 
parts of the system, but there are other things we are doing as well, and we can certainly talk about 
those. 

Q54 Mrs Trevelyan: So what does that gold standard look like? 

Simon Stevens: To start with the discharge planning process inside the hospital, we know 
that beginning that process early on in a patient’s stay is very important. We know that it makes 
sense to try to discharge—this is the goal that we have set—at least 35% of patients by midday. That 
is not happening uniformly across the country. Seven-day discharge arrangements inside hospitals 
are important too. We know that hospitals’ ability to discharge patients safely and appropriately to 
home on a weekend is diminished. 

In terms of the hand-offs between hospitals and community health services, there is a 
disconnect in some places on the incentives and availability of those community services. In terms of 
the interaction with social care, as the NAO Report rightly points out, many care homes do not at the 
moment have response time standards as part of the contracts that have been set with local 
authorities. That is an important part of making this a slick system as well. 

Then there are a set of other things around so-called discharge to assess, so that when a 
patient is ready to leave hospital, they can have an assessment of what sort of follow-on care they 
need when they are back at home or in a nursing home or intermediate care bed. There is a whole 
series of things that we have published with the LGA, ADASS and a number of other bodies about 
what those standards should look like. 

Q55 Stephen Phillips: What you have just described, Mr Stevens, as the solution, if I can put 
it in those terms, is a series of process changes that need to be made, as I understand it. If you had 
been here for the last session, you would have heard my questions to Mr Evans from Northumbria 
about how they have got it right, with 0% delayed transfer cases. I asked him whether it was about 
structures or processes. His answer, as I understood it, was that if you put the right structures in 
place, the processes will follow. My question to you and to the rest of the panel who are responsible 
for it is this: are the right structures currently in place to deal with this problem, which on any view is 
costing the NHS in England several hundred million pounds a year? 
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Simon Stevens: I am a huge respecter of the work that has been done in Northumberland. 
That is, obviously, a series of relationships built over many years. It is not something that you can 
just conjure up overnight. However, I doubt that the Northumbrian model is replicable in every part 
of the country, and I certainly don’t think that the de facto nationalisation of social care by the NHS 
is a model that would work in every town, city and county across the country. So I think we are 
deliberately going to have different approaches. Jon Rouse is here—

Q56 John Pugh: Why wouldn’t it? Why wouldn’t the Northumbria model work in other 
places? 

Simon Stevens: Versions of the Northumbria model are in place. One of the differences is 
that the structure of provision of care and public financing versus self-pay, and so on, is quite 
different in the north-east of England from how it is in many other parts of the rest of the country. 
So there is a mixed funding model in social care and there is a mixed provision model in social care. 

Q57 John Pugh: So for absolute clarity, are you saying it wouldn’t work in other places 
because the inherent structures upon which you are building in other places are actually too 
different from Northumbria? Is that what you are saying?

Simon Stevens: The starting conditions are clearly different, yes. I don’t know if John—

Chair: I don’t know if Sarah Mitchell might have something to say about that from the social 
services perspective. 

Sarah Mitchell: I think there are very different sets of circumstances that influence whether 
the model would work in different places. The difference in terms of the number of self-funders in 
one local authority will influence that—there are some places where there are 85% of the older 
persons funding themselves, and in some parts of the country that’s very different.

In response to the structure versus process point—I think someone did mention this—the 
important bit about leadership is also linked to the system resilience groups. We have been round a 
lot of systems resilience groups, and where the leadership is strong and all the partners are brought 
together and they have a shared vision, a shared ambition, and a plan—it sounds a little bit 
managementy, but it does work. We have seen it work where places are really not working well 
together; it has been about facing that up, putting a mirror to them, and saying to some places, “If 
an older person who is a patient in the hospital walked into this meeting now, would they feel very 
confident about your ability to solve the problems?” That can shift places, and we have seen places 
shift. 

Q58 Chair: Can you give an example?

Sarah Mitchell: Oxfordshire would be a good example of that, and Cambridgeshire, actually, 
where really complex and difficult relationships shifted. Now, they are not at the lowest end of the 
delayed transfers, but they are certainly on the way, and, most importantly, the relationships have 
changed. 
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We have really seen that it does take time to change this; and the model that we have been 
working with, with NHSI and NHSE and DH, is around looking at what really are the best things out of 
Northumbria, and turning them into a set of things that you ought to be doing, like early discharge, 
multidisciplinary working, all of those things. It is about listening to people, as Independent Age 
pointed out, and you can start to apply those things in different places. 

Just very quickly, on the SRG issue, I think there needs to be a relationship with the health 
and wellbeing board, so that this is really put together for a local area; and the voluntary sector and 
the care providers need to be round the table as well. There is no point in us saying, “Oh, you know, 
the care providers don’t respond”, or “We haven’t got the workforce,” if they are not part of finding 
the solution together. 

Jon Rouse: On this particular question of models, I think we have a growing bias or interest 
in what are called local care organisations, which is providers coming together; and Northumberland 
is not the only example. We have examples now in Salford and Torbay, and there are a number of 
others around the country. I think we will see those grow in number. I think what we have got to 
avoid is believing that there is one top-down, prescribed approach for every geography. That is 
partly to do with the differences in starting position in terms of the markets, but it is also to do with 
institutional strength. Frankly, there are some health providers that are not in good enough shape to 
take on those social care responsibilities at this time. So we have to have a multi-speed approach if 
we are going to make those sorts of structural changes.

Q59 Nigel Mills: Are you thinking about it, though, Mr Rouse? When you say “not at this 
time”, what I hear is “We’d quite like to do it, but we don’t think we can.” Is that—

Jon Rouse: I think I also said that we don’t want a single, top-down, prescribed approach.

Q60 Chair: So could it be part of a devolution model?

Jon Rouse: It certainly can, and in Greater Manchester, which is obviously where I am 
heading personally next, there is an ambition in each of those local areas to move towards some 
form of local care organisation to integrate those services.

Q61 John Pugh: And would you say the optimum condition would be one where there was a 
fully integrated body delivering them? You talked about collaboration in Oxfordshire and 
Cambridgeshire, and these things are to some extent fortuitous. People may get round the health 
and wellbeing board and all agree things, but they may equally fall apart. Would you go on record 
and say that the optimum scenario is one where you have a Torbay, Salford or Northumbria-type 
model?

Simon Stevens: It depends a bit, doesn’t it, on what we mean by fully integrated? There are, 
what, 400,000 care home beds? We are presumably not talking about nationalising those to go 
alongside the number of hospital beds.

Chair: Social services—social workers.
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Simon Stevens: They and the domiciliary care providers, which are for the most part in the 
private sector, are the people delivering this care.

Q62 Stephen Phillips: Let me explain the problem that I have with all of this. You are the 
chief executive of NHS England, Mr Stevens. Mr Rouse, the Department is responsible for the NHS in 
England. Yet we have these very wide regional variations in the percentage of patients who are not 
discharged on time and who essentially end up blocking beds, which costs acute trusts money. Don’t 
you regard this as a problem that you actually need to grapple with, because it’s something of a 
national disgrace that there is this discrepancy across the country? It does not just cost the NHS 
money. Remember—I think this is in the NAO Report—there is 5% muscle wastage for an old person 
who is stuck in a bed that they should not be in. So it’s important for patients as well; it is not just 
about the several hundred million pounds that the taxpayer is losing. So why aren’t you sighted on 
this—

Simon Stevens: We are.

Stephen Phillips: —and bearing down on it much harder than appears to be the position 
from the answers you are giving?

Q63 Chair: Mr Stevens, you say you are, but just to add to that, as Mr Bacon, who has an 
elephantine memory of his many years on the Committee—thankfully—has said, 13 years ago this 
Committee, probably in this very room, discussed this very issue on the back of another NAO Report 
and the system was not working well then. So, Mr Rouse first of all and then Mr Stevens, what have 
you got to say to what Mr Phillips has raised?

Jon Rouse: First of all, you are right that there is unacceptable variation in performance.

Q64 Stephen Phillips: Unacceptable variation—your words.

Jon Rouse: Yes. I am very happy to make that point very clearly. But first of all, can we 
recognise that, certainly on the social care side, there are quite a lot of local authorities that are 
actually doing pretty well in terms of numbers of delays? In fact, there are 58 authorities—that’s 
38%2; all upper-tier authorities—whose current levels of delays are below the historic average low 
position from two years ago today. It’s not that Northumberland is the sole celestial star out there. 
There are actually a lot of local authorities that are doing pretty well on this. The problem is at the 
other end of the spectrum: we have 22 authorities that are doing at least three times as badly as 
that group of 65 authorities in terms of their delay rate.

Up to this point, over the last two years, working with those authorities, and others like 
Oxfordshire and Cambridgeshire that have improved, we have taken the approach, working with the 
LGA and ADASS, of putting in place peer support mechanisms. We have gone into those places. We 
have worked with those systems, using the ECIP mechanism, which is the NHS-based mechanism; 
using our Helping People Home Team, which we set up jointly with the LGA; and using the LGA’s 
own peer support programmes. In some of those areas, that has made a difference and those rates 

2 Figure clarified by witness in writing after session
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have come down, but in other areas, they are still very much stuck, so the question that we are now 
grappling with—this very much includes Ministers as well—is what we do next with those localities, 
because you’re right: we can’t have those levels of delays continuing to go up in those outlier 
authorities.

Q65 Stephen Phillips: Of which Lincolnshire is one. I will come to Mr Stevens in a minute on 
this question, but answer me this, because we’ll have you back at some point and hold you to 
account on it: when is everybody going to be down to Northumbria’s 0% delayed transfers of care?

Jon Rouse: I can’t give you that answer.

Stephen Phillips: Well, do your best.

Jon Rouse: I can’t. I can’t give you that answer.

Q66 Stephen Phillips: Well, are you going to be back here in two and a half years’ time 
telling me that it is as bad in those acute trusts that are doing very badly as it is today, or is some 
difference going to have been made?

Jon Rouse: On a personal level, I will be in Greater Manchester accounting for what we have 
done for the Greater Manchester authorities, and three of those are among the 22 authorities that I 
have named. But on the substantial point, what we have to do first is turn around the upward trend. 
From 2010 to 2013, we brought social care delays down to the lowest level they have ever been at; 
it is since then, and particularly since the summer of 2014, that they have started to go up 
significantly. So the first thing we have to do is turn around that trend line and start making that 
journey back down to where we had reached in the summer of 2013.

Q67 Chair: On that point, do you think the NHS is able—at some point we’ll bring Dr McLean 
in on this—to improve fast enough? We are bandying these figures around, but the total number of 
people, because of the number of people going through the system, is going up. The NHS is just not 
keeping pace with that change. Do you not agree, Jon Rouse, with that analysis? It is not keeping 
pace with the numbers going through the system.

Simon Stevens: I actually do not agree with that analysis, and I will tell you why. Over the 
last 17 years, we have had a 52% increase in the number of emergency hospital admissions, and we 
have had no increase in the number of emergency beds we have used to support those admissions. 
That is proof that the NHS is actually getting slicker at its discharge processes, reducing length of stay 
and using our acute beds more efficiently. In fact, we have a lower number of acute in-patient beds 
than any of our industrialised country comparators, with the exception of Sweden, which again 
illustrates that overall the NHS does a very good job on this point. Had we not had that efficiency 
over the last 17 years, we would have had to build another 39 hospitals just to accommodate that 
52% increase in emergency admissions. We did not do that.

Q68 Chair: I want to bring Anne-Marie Trevelyan back in, and Kathy McLean is next, but I 
also want to ask you this question very directly, Simon Stevens, as you have the floor now: when you 
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hired Mr David Evans’s predecessor, Jim Mackey, as the chief executive of NHS Improvement, did 
you not give him some sort of mandate to replicate across the UK some of the excellent work done 
in this and other areas in Northumbria? It does not sound like it, from what you are saying.

Simon Stevens: Jim was actually hired by the board of NHS Improvement, but yes, one of 
the—

Chair: I am sure they asked you if you liked the idea.

Simon Stevens: One of the clear attractions of examples like Northumbria and some of the 
other vanguards we have in place is that they are demonstrating what can be done and the impact it 
is having. I wonder if I can introduce a slightly—you might think this is strange—pessimistic note of 
conversation, which is that I think we are going to be battling some very substantial headwinds over 
the next two, three and four years. So the honest answer to Mr Phillips, which I know you will not 
like, is that I don’t think we can guarantee that the number will be anything like zero over the next 
three, four or five years, because there are real pressures building in social care, as you know, and 
those pressures spill over into the NHS.

Q69 Chair: Sorry, but there are also pressures in the NHS; let’s be clear.

Simon Stevens: Indeed there are.

Q70 Chair: A shortage of junior doctors and other mid-ranking professionals.

Simon Stevens: That’s right. I will make the LGA’s case for them, and they can make my case 
for me.

Q71 Chair: I am going to go back to Anne-Marie Trevelyan and then to Nigel Mills, but Dr 
McLean, on NHS Improvement, it is in your bag to make sure that the best practice is replicated. Can 
you do it? Do you think you can set a time for when you can do it by?

Dr Kathy McLean: First of all, can I say that this is a very important issue? I was a geriatrician 
before I became a medical director, so I have personal experience of this kind of issue. Indeed, it is 
not new, as you point out. We welcome the Report. The SRGs are very much about the whole 
system working together, and we know that. The figures from the Report show that it is not a single 
part of the system that is primarily at fault. This is a system thing that has to be solved. There is 
going to be, under the A&E improvement plan for 2016-17 jointly led by NHS England and NHS 
Improvement, a review of and a refocus of SRGs. That plays to the point about chief execs thinking 
SRGs were not as effective as other people thought, so we think they will welcome that.

On the business of why we do not roll out Northumbria’s examples to everywhere, there are 
a number of vanguard pilots going on that will probably give us some information about different 
areas. If I can turn to what we have been doing as NHS Improvement and your point about it being 
our job to spread the good practice, we recognised that this was a problem a while ago. We set up, 
as a starting point, a quality improvement programme based at Leeds teaching hospital. Through 
that, using quality improvement techniques, they managed to reduce by 700 bed days the 
occupancy and by 30% the delays to discharge.
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That is being rolled out as a pilot across the north of England, and a range of organisations 
are doing that. Our plan is to take the good practice from there and use it across the whole of the 
acute sector and beyond. That is our model—peer-to-peer organisations helping each other, with 
good leadership to bring about that improvement, and the sustainability hopefully will be around 
using quality improvement techniques and methodologies.

Q72 Karin Smyth: So are the system resilience groups accountable to you, Dr McLean? 

Dr Kathy McLean: No, I think they are technically accountable to—each party that comes to 
the table is jointly and severally.

Q73 Karin Smyth: So who is accountable in each geographical patch?

Dr Kathy McLean: Each geographical patch will have a chair and a leader for each of those.

Q74 Karin Smyth: So the chair is accountable to NHS England?

Simon Stevens: Yes, but the director of social services who is a member of that committee is 
not accountable to NHS England. These are different statutory organisations. They have got to get 
together and figure it out locally with our support and with a nudge—sometimes more than a nudge. 
That is working in some places—it is not working everywhere—but let us not kid ourselves: even 
with the best relationships, restructures and good processes at the margin, a set of impending 
pressures is still headed our way that will make the impact on patients and the national health 
service a concern over the next three or four years. 

Q75 Karin Smyth: Agreed. But in terms of Mr Phillips’s earlier question about whether Mr 
Rouse is busy in Manchester or coming back here, who would come back here to be accountable for 
whether those resilience groups are successful or not?

Simon Stevens: They are a means to an end. They are a meeting. They are a committee. 
They are not a structure. They are not a statutory entity. Kathy has responsibility for ensuring the 
spread of best practice on hospital discharges. NHS England has responsibility for ensuring that the 
different parts of the health service are working well together with local authorities. 

Chair: Okay, but in a locality—

Simon Stevens: That is just the reality isn’t it? Local authorities run social care—

Q76 Chair: Mr Stevens, we are about to see devolution. We are already seeing public health 
in local authorities and we are seeing other joint models; it is not new. Ms Smyth has asked a simple 
question: who is going to be accountable? You have given us all the structures, but in those local 
areas, if I had a relative in hospital who was not being discharged, whom would I go to to raise 
concerns about that?
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Simon Stevens: Well, quite frankly, it is a category mistake to say that there is a single 
person or organisation that is responsible—

Chair: Isn’t that the whole problem?

Q77 Mr Bacon: It is a very good answer; it is a very illuminating answer. Do you think we 
have got a systemic problem, Mr Stevens?

Simon Stevens: Yes I think we have. We have got fragmentation in our care system. I do—

Q78 Mr Bacon: Thank you—yes is good enough. If we have got a systemic problem, we 
plainly need a systemic solution. Yes?

Simon Stevens: Well, if by that you mean a new piece of legislation or a statutory 
reorganisation, no I don’t agree with that.

Q79 Mr Bacon: I mean a systemic solution to a systemic problem.

Simon Stevens: The proposition in the five-year forward view—

Q80 Mr Bacon: I did not define what the systemic solution was. I am just asking whether you 
think that since we have agreed we have got a systemic problem, we need a systemic solution.

Simon Stevens: Yes, I think that what we need is what we have described as triple 
integration between primary and specialist care, between physical and mental health services and 
between health and social care. The form that the triple integration takes will vary in different parts 
of the country. That is what the whole of the five year forward view agenda is about: getting those 
different models going.

Q81 Mr Bacon: I accept that there has been efficiency improvement; you have made some 
good points about that. To be honest, I do not get a sense listening to all of you—you are all highly 
intelligent people who have been grappling with this problem for a long time—that you have done 
what Mr Evans identified as the problem, which is to grasp the nettle. 

Sometimes it is useful to measure things in second world wars. This Report that we took 
evidence on—it actually came out in 2003—is more than two second world wars ago in terms of 
time. If you were going to solve the problem doing what you have been doing, you would have 
solved it by now. The reason you have not solved the problem yet, doing what you have been doing, 
is that what you have been doing is the wrong thing. That is what is wrong. 

Mr Stevens you mentioned, and it is in paragraph 1 of the Report, that there are “4,100 
older patients on any given day”. That was 13 years ago. The National Audit Office mentioned that 
there two different figures: there is the 1.15 million—
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Mr McDougall: 8,500 is the figure we are using for our—

Q82 Mr Bacon: Right. Let me finish my question. You mentioned a whole series of people 
that are not being counted. Am I right that that is the difference between the 1.15 million bed days 
figure and the 2.7 million figure?

Mr McDougall: Yes.

Q83 Mr Bacon: If you take the difference between those two figures, that alone is 1.55 
million, and if you divide that by 365, curiously enough it is 4,200. By itself, the bit that you are not 
counting is more than the number from 13 years ago. I’m not saying that you’re not trying but it 
certainly seems to me—I do not want to speak for others—that you must be missing something, 
otherwise you would have made more progress, notwithstanding all the different pressures.

We have all had stories in our constituencies. My late father-in-law was in the Norfolk and 
Norwich University hospital for four days longer than he should have been. After bellowing at 
everyone at four days, because he was reasonably bloody-minded and articulate, he phoned a taxi 
and discharged himself. But not all patients will do that, and it is costing a great deal of money at a 
time when you do not have money spare. You need a qualitative step change, don’t you?

Simon Stevens: In many parts of the country, yes. But that step change is not exclusively in 
the gift of the national health service locally.

Mr Bacon: Fair enough.

Sarah Mitchell: I think that one of the reasons that there has been difficulty in recent years 
has been the issue about the absorption of the savings that local government had to make. We are 
estimating it as £5 billion since 2010, which is exactly the time from which delayed discharges have 
increased and where the pressures have been for domiciliary care providers.3 There are places that 
are being really quite innovative about how they address that. They are starting to pay travel time. 
Calderdale, for example, pays for the careworker to be retained while the person goes into hospital, 
but it is on a shared risk element. Everybody knows that that person will go into hospital and come 
out as quickly as possible, and they are really working together on the ground to make that happen.

Q84 Mr Bacon: Mrs Mitchell, plainly the Northumbria model will not be equally applicable in 
all respects and all places. Anyone can understand that. How many other places in the country are 
there where the NHS trusts run adult social services in the way that Mr Evans described?

Sarah Mitchell: I don’t know the actual figure but there are lots of examples. They are 
different according to the local circumstances.

3 Clarification from LGA: the £5bn gap is the gap that adult social care had to deal with, rather than local 
government. The £5bn gap was dealt with by £2.5bn worth of savings and service reductions in adult social 
care and a further £2.5bn cross-subsidy from other council services.
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Q85 Mr Bacon: I’m sorry, you say that there are lots of examples but you do not know the 
actual figure. Do you mean where, essentially, the NHS trust runs the adult social services under a 
contract in the way that Mr Evans described? 

Sarah Mitchell: There are some examples.

Mr Bacon: How many?

Q86 Chair: Single figures or—

Jon Rouse: Single figures. It is probably going to grow up to the 20 mark through ones that 
are already in preparation.

Q87 Mr Bacon: How many—Mr Bodmer would have known this—directors of adult social 
services are there? How many social services departments are there?

Sarah Mitchell: 152.

Q88 Mr Bacon: And you reckon that, probably, five to 10 of those, or a small number—
perhaps you could write to us with the exact figures—are as Mr Evans described.

Sarah Mitchell: In variations of that. There are some places where mental health trusts have 
been combined for quite some time. Some of those have been really successful and some of those—
and they are where the social care staff have seconded into the mental health trust—have not 
worked so well and they are coming out of those arrangements. 

Q89 Mr Bacon: Could you send the Committee a note listing all the adult social services 
departments in the country and, in the second column, who runs them?

Sarah Mitchell: Yes.

Mr Bacon: Thank you. Perhaps you might combine for that.

Q90 Mrs Trevelyan: There is a clearly a balance of responsibility here, and you can defend 
each other or not, and that is fine. But, within the hospital framework, a variety of issues such as 
unnecessary admission and failure to have enough geriatricians—we have snaffled one away from 
the front line—are set out well in the Report. How is the NHS tackling those front-line things so as to 
reduce admissions? In a lot of cases, there is not necessarily the need. We have 5% to 8% of 
admissions on medication problems, which could have been dealt with at the door and maybe did 
not actually need to come into the hospital at all. How are you addressing and dealing with that 
front-line part of the problem?

Dr Kathy McLean: So, this is obviously a big focus for us. There is something called ECIP—the 
emergency care improvement programme—which started in the back end of 2015. It initially worked 
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with 27 trusts and foundation trusts. ECIP has clinical leadership and works right across the whole 
pathway from the front door of the hospitals. It tends not to work as much outside the hospitals but 
it has done a lot to look at the standardisation of the processes, the clinical leadership within 
emergency departments and so on. That continues as work, and will roll out further and be part of 
the overall plan for A&Es.

Q91 Mrs Trevelyan: So, specifically regarding the older people who turn up at the A&E door, 
what work is going on? Where are you seeing it working and where do you need to do more to 
actually stop those admissions in the first place that do not need to be coming through the system?

Dr Kathy McLean: Where they have good systems of supported discharge in place right from 
the front door, where they are able to identify good support in terms of seven-day services, physios, 
OTs and so on, that tends to work better, but I cannot particularly say where is doing that, from the 
ECIP point of view. A report was published by Monitor, pre-NHS Improvement, on moving care 
closer to home, and there were quite a lot of good examples. For example, Airedale has 
telemedicine in nursing homes and so on, which is preventing discharge to the Countess of Chester 
hospital. A range of organisations have good practice that is preventing admissions but, clearly, to 
get upstream of that is really important.

Q92 Mrs Trevelyan: Is there a particular investment in which we might more effectively pre-
emptively spend this £800 million—it is a disputed figure—at the front door so that we do not have 
the failure at the other end?

Dr Kathy McLean: Yes. I quoted the Leeds example, and they were able to use the money 
and reinvest it in other ways of providing care. They used it for some elective care over the winter. 
Clearly, when you release the money from the bed days, you are able to use it more proactively. The 
other thing that the ECIP team are doing is focusing on the more simple discharges—the ones that 
are less complex—which makes a great deal of difference, because actually that is 90% of the 
patients who need discharging. By putting in place the good practice, they provide the good 
leadership. A lot of the practice for the simple discharges flows over into the more complex ones and 
creates space so that, for example, you do not have to move elderly frail people around the hospital 
from bed to bed, which is a key point in deteriorating their abilities.

Q93 Mrs Trevelyan: Do we have enough geriatricians in the acute parts of our hospital 
system?

Chair: You may be a bit biased, Dr McLean.

Dr Kathy McLean: Perhaps I am slightly biased. It is certainly an area where we need a lot of 
expertise, and I think it has at times been quite difficult to recruit. It varies across the country, but it 
is certainly an area where we need to ensure that we have the right sort of expertise. It is not just 
people working alone as consultants; the multidisciplinary team is clearly really important. It is really 
important to have the processes right from the front door all the way through the organisation, and 
what we found through our pilot work is that it is not just about the money. It is about the processes 
for assessment, and if those are done well and slickly early on, we can demonstrate that patients can 
move through the system a lot more quickly.
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Q94 Karin Smyth: Just to pick up on Mrs Trevelyan’s point about having more geriatricians in 
hospitals, do you think that trusts are the place to have them?

Dr Kathy McLean: I think you need both. The model of community geriatricians is very 
helpful as well, because that can support the discharge.

Q95 Karin Smyth: It can help them by not going in in the first place.

Dr Kathy McLean: And prevent them from going in in the first place. The Report shows that 
the number of organisations with frailty units has gone up, which is a really important part of 
managing this because it is less about age and more about the comorbidities and the frailty of 
patients over 65 or 75.

Jon Rouse: This is a very good example of one of Simon’s forms of integration. As well as 
having significant numbers of geriatricians working in the hospital close to A&E and in the frailty 
units, it is about crossing those organisational boundaries so that you have geriatricians who are 
working in the community and in the hospital so that they are part of the care pathway, enabling 
people to go home and making sure that they are being cared for properly when they get home. 
Again, we have some best practice examples that take that approach, such as Newcastle and Yeovil, 
but that has to become the norm.

Q96 Mrs Trevelyan: Mr Stevens, are we doing enough? Is the NHS actually focusing on that? 
In education we have a lack of physics teachers, so we are paying people £30,000 a year to become 
physics teachers. Are we looking at that? The ageing population is going up, not down.

Simon Stevens: Just to build on the conversation that you have just had, the physics 
teachers in this sense are probably GPs and community nurses. We have published within the last 
month or six weeks the General Practice Forward View, which essentially makes the case or fesses 
up to the fact that the NHS has underinvested, relative to other parts of the system, in primary care 
over a decade and we must do something about that because ultimately how will we support people 
at home and keep them fit and healthy? It will be the primary care system and the extended primary 
care system, which might also include embedded consultants from some of the medical disciplines, 
community nurses, therapists and others. 

We are going to publish—next month in fact—the new voluntary GP contract, which will 
substantially expand the scope of what is included within primary care to include community health 
services, some of the therapy services, and possibly some of the medical services that previously 
went on in outpatient departments. As we do that, it will be on a per person, population, capitation 
basis. One of the measures that they will be held to account for is whether they are avoiding people 
who end up as emergency hospital admissions but do not need to be. There will be a set of metrics 
alongside that publicly and transparently.

Q97 Mrs Trevelyan: Which is great, but in the short to medium term the increasing age and 
the continuing rise in A&E admissions is of over-65s. Surely the best people to meet them at the 
door are geriatric consultants, and if we have not got enough of them in frailty units or treated 
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under any other framework, we will continue having them at £300 a bed in our hospitals when they 
do not need that.

Simon Stevens: Geriatricians are very important, but they cannot be seen as distinct from 
what is happening to acute medicine in hospitals. The Royal College of Physicians has an important 
programme, with which I am sure you are familiar. The Future Hospital Programme is looking at the 
fact that acute medicine has tended to fragment too much now so we have lots of ologists who are 
not themselves looking after the holistic needs of the bulk of the patient group who are admitted to 
hospital as emergencies. This has particular ramifications for the viability of small and medium-sized 
hospitals because if you have to have a whole pyramid of ologists for every ology, all of a sudden a 
hospital is deemed not viable. That is the tail wagging the dog. There is great recognition now at the 
head of the Royal College of Physicians about the importance of generalism in acute medicine and 
the intersection with primary care. We are therefore, now at least, pushing against an open door 
between what GPs and physicians can see is needed.

Q98 Mrs Trevelyan: So you will not be investing heavily in the geriatric consultant part of 
medicine.

Simon Stevens: I think that is part of the multidisciplinary team, but if we just did that we 
would be missing a trick.

Q99 Nigel Mills: Just a quick one on frailty units, Mr Stevens. Are you saying every A&E 
should have a frailty unit somewhere next to it or behind it? I think only 55% have one according to 
the NAO Report.

Simon Stevens: Do you want to answer this one, Kathy?

Dr Kathy McLean: In many organisations they are found to be extremely helpful. They 
concentrate expertise around older people and they are not just the doctors, as we keep pointing 
out, but the broader multidisciplinary team, which is really important. They allow that expertise to 
come to people immediately. A lot of organisations have found them very helpful, but whether they 
are appropriate for every single hospital is a debate.

Q100 Nigel Mills: Do you think only half is right? Figure 7 suggests 55% have one.

Dr Kathy McLean: Which has risen from, I think, about 29% previously.

Q101 Nigel Mills: Are you saying to hospitals that this is a really good thing and they ought 
be doing it, or are you just waiting and hoping?

Dr Kathy McLean: The model we tend to adopt is to ask organisations to go and look at 
those that are doing it well and if they find that useful to them and they can translate that, that is 
what they do. I think it is about checking to see whether it is applicable in their area. The model may 
be different in some places and it may not be appropriate.
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Q102 Caroline Flint: We have something called the Mallard ward in the Doncaster hospital 
in my area, which has been cited as really good practice for dementia. It is a dementia-friendly ward. 
I find it a bit difficult to understand, given all the evidence we have around a growing older 
population and all the associated issues that arise with that, why your body, NHS England and the 
Department of Health seem so nervous of championing what should be expected in more places 
within our health service. You seem so reticence about that. Do you feel reticent about saying, “This 
is good; this is a bench mark that should be happening everywhere”?

Dr Kathy McLean: Not at all. It is not about reticence; it is actually about pointing out good 
practice and encouraging organisations. As Mr Evans said earlier, 51 other trusts have been to have a 
look at Northumbria. To point out where the best possible practice is so people can adopt it is really 
helpful, but sometimes, in different places, it is not quite the model that is best suited to their own. 
They may have a slightly different way of doing it.

Q103 Caroline Flint: Don’t you think politics—with a small p—and fiefdoms sometimes get 
in the way, with people saying, for example, “You know what, I know I am director of this, you are 
the director of that.” The best solution is for us to get rid of some of those titles and probably 
integrate, and some of the reticence against doing that is possibly because people are worried about 
their own positions and the politics involved in that. Therefore, who is the champion of the best 
models?

Simon Stevens: I do not know whether Kathy would agree with this: I think that is often a 
fair point across the health service, and that is true in health systems across the world. There are 
examples, where the evidence base is very strong, where we have been pretty directive, as you 
know, across the NHS. We have said you have got to have a stroke unit and that major emergency 
trauma is going to be concentrated in a smaller number of centres. As a result, hundreds of people 
are alive now who, if they were knocked over by a bus, wouldn’t have been even three years ago. So 
yes, we absolutely do that where the evidence is clear. Perhaps, in the case of the frailty units, we 
are talking about two or three or four alternative models, but you have got to have one of those 
two, three or four models. The point is that you cannot just muddle through. 

Q104 Nigel Mills: What I have not got totally clear in my mind—this may be one for you to 
start with, Mr Stevens—is exactly whose fault is this problem? Is this an NHS fault? Is it a local 
government fault? Is it a care provider problem that is causing this? Where do you think the main 
causes are?

Simon Stevens: We have looked at this pretty hard over at least the last 18 months, and it 
has received an enormous amount of time from people in the NHS, from social care and from 
Ministers as well. Every time you think you have come up with a single answer—“If we could just 
sort this out, all would be well”—it turns out that it ain’t like that. So, the disappointing response is 
that it is a combination of stuff, and that combination seems to differ in different parts of the 
country. I think we have got an increasingly clear view as to what the good recipe would look like; it 
is not necessarily to Mr Bacon’s satisfaction in terms of a mandated structural solution, but certainly 
in terms of the care processes which, whatever your structures are, you have got to have in place. 
That is what we have now got to drive. 
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Q105 Nigel Mills: What proportion of the causes of delay do you think are down to issues 
within the NHS’s control, rather than issues outside of the NHS’s control?

Simon Stevens: As measured on the returns that are provided by hospitals and others 
themselves, it is about two thirds to one third. 

Q106 Chair: So, to be clear, that is two thirds NHS, one third social care?

Simon Stevens: Two thirds NHS, one third social care. The social care proportion has been 
increasing; that has been the main driver of the increases, as the NAO Report says. I think the NHS 
number itself probably may not be completely straightforward, because it is measured from the 
discharge from a hospital. If you discharge to a community hospital or a community bed, and then 
that community service cannot themselves discharge the patients they are looking after into social 
care, that will not show up on the radar of the acute hospital itself. It might look like it’s some other 
part of the NHS, but it is because it is getting sort of blocked up further down the system.

Jon Rouse: Therefore a key part of your answer is that some of those systems that are doing 
best are ones where all the system owns all of the problem, and they do not distinguish between 
whether this is a social care discharge or an NHS discharge. 

Q107 Mr Bacon: Thank you. That was a good answer to my earlier question. 

Simon Stevens: We finally got there; stumbled across it.

Mr Bacon: It took a while but it came there. I would have thought there is a blindingly 
obvious corollary, which is that it is all very well talking about leadership, but there needs to be an 
“it” that is led, doesn’t there?

Q108 Nigel Mills: We think it is roughly two thirds to one third an NHS problem. Ms Mitchell, 
I guess you are happier with that than perhaps where we thought we were going to be at with the 
Report?

Sarah Mitchell: We totally understand that and we’re not happy about it at all. There is 
absolutely nothing right in someone not having a safe and timely discharge. I think what we have 
seen is increasingly elderly people coming into hospital. They need time to recover and convalesce 
from what might have been a really traumatic experience for them, and their families need to work 
with them to make the right decision for their future care. We do not believe that should be done in 
an acute hospital at all. It is not the right place. Finding the right place is what the discharge to assess 
and the step-down arrangements have been about. Actually we have seen some quite innovative 
stuff coming out of this winter particularly, where I think trusts and local government have come 
together to see how they might fund, together, step-down and discharge-to-assess beds, and get 
people home so that they can make their decision from a place where they feel comfortable. 

The funding shortfall is real, and local government want to be part of the most innovative 
things that we were talking about, for example, the new arrangements in primary care. In A and E 
where we have had multidisciplinary teams, home care workers and domiciliary care workers are 
there from 9 o’clock in the morning till 10 o’clock at night, and we have seen people go home and 
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not be admitted. Kirklees is an example  where they really invested in some home care workers, and 
they have achieved that. Similarly there are places where social workers are based in GP practices 
and in primary care, and, working as a social worker myself, my key people that I worked really 
closely with and depended on were the district nurse and the health visitor. That was your 
integrated team, and you worked really closely with them.

Q109 Nigel Mills: We appear to have a problem that we all recognise we have. It is bigger 
than it should be and bigger than we would all like it to be. 

Sarah Mitchell: Sure.

Nigel Mills: Yet it seems on the ground that people are really working quite hard, doing the 
daily review of every patient who is in hospital for too long. What is your message to them? I guess 
this question is for all of you. Everyone appears to be working quite hard doing a lot of things, yet 
the problem is going the wrong way. Presumably at some point you are going to give them 
something different to try and do; otherwise they are going to start focusing on something else, 
aren’t they?

Sarah Mitchell: I think that actually the cultural change is the important stuff. We have seen 
the discussion—and Northumbria is absolutely a place to go and see, and to translate the messages; 
but if you look at Leicester, their cultural change has been across all of the organisations, and it has 
been about, for every single person, talking about “Why not home, and why not today?” Once you 
get those conversations being very different throughout the hospital and throughout the whole 
system, people change the way that they behave with each other as professionals, and their 
relationship with the patient, and the older person. 

When you have worked in the NHS and you have been part of that multidisciplinary team, 
making sure that what the patient wants is absolutely central to what happens is the success story. 
All the politics with a small “p”, and the worrying about people’s jobs and the pressure that people 
are under—if you can get people really focused on “This is right for this person,” the rest will follow.

Q110 Nigel Mills: Okay, so Mr Stevens, on that same point, how do you make people, who 
are already working really quite hard on this, work probably even harder to tackle the problem you 
said earlier was going to keep growing—we were going to see this drift the wrong way? What is your 
message to those people who have been really trying quite hard on this? What they should be doing 
differently?

Simon Stevens: Well, as the NAO Report rightly says, it is not the case yet that every hospital 
is applying all of the good practice that Kathy wants them to do; but I think people can now see that 
there are pretty big operational consequences, for their organisations as well as for patients, from 
not doing so. So I think this is now much more visible to people than it was 18 or 24 months ago, and 
I think that NHS Improvement will be working hard with those who are not yet doing 35% of their 
discharges by lunch time because the pharmacy is not organised, or the prescriptions were not 
written up the night before by the junior doctors, or whatever the particular cases may be—just to 
take two examples I have recently heard from hospitals I have been visiting. 

It is tackling that kind of blocking that will actually make a difference in terms of the internal 
processes; but there are these real pressures. I am not going to name individual authorities now, but 
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you go to visit some primary care, some hospitals, and the reality is that the relationship is rather 
tense with the local authority in respect of social care; and the local authority, when I sit down with 
them and talk to them, describe the funding pressures they have got, and they do not see a way 
through this right now. They do not see a way through it in terms of the availability of the 
domiciliary care, or the access to care homes, that they would need in order to keep the system 
moving. 

 Q111 Nigel Mills: So, aside from Mr Bacon’s wholesale  “chuck the system upside down and 
see what else we could do”, what tangible changes could be made to contracts or models that you 
think could make a quick win?

Jon Rouse: One of the things we are trying for 2016-17 is, through the Better Care Fund 
mechanism, requiring every locality to consider the use of local risk-sharing arrangements in respect 
of delayed discharges, so that there is a joint and agreed responsibility with respect to the extra 
unnecessary days that an individual spends in hospital. One of the things we struggle with is a lack of 
alignment of incentives between the different parties. 

Q112 Nigel Mills: So are you saying that acute trusts should be exercising their powers to 
fine social care providers?

Jon Rouse: In 2003, you recommended that we should be very careful about going down 
that route, although of course that mechanism does exist on the statute book on a discretionary 
basis.

Q113 Nigel Mills: What is the current usage level of that mechanism? How many trusts are 
using that mechanism at the moment?

Simon Stevens: It is completely minimal. Basically, trusts recorded somewhere between £2 
million and £3 million-worth of reimbursement through that mechanism last year. If you set that 
against somewhere between nought and £820 million, it is clearly just a drop.

Q114 Nigel Mills: In two years’ time, what do you think they should be charging per year? 
Are you saying there should be more use of that, or are you saying it might be a bit disastrous for 
relationships?

Dr Kathy McLean: There are some vanguards looking at the whole-population budget, which 
is probably a better way of approaching that. There is also CQUIN, to encourage early discharge and 
so on. There are other incentives, rather than a carrot-and-stick approach. That seems to work 
better, and that is the approach we have been largely talking about.

Q115 Nigel Mills: If you were advising a trust that had a real problem because its social care 
provider was not acting how they ought to be, would you be saying, “You should be using this 
mechanism to move them in the right direction”?
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Dr Kathy McLean: The best way of using any fines is to come to an agreement on how that 
money should be invested in mechanisms to help reduce discharge delays. Rather than using fines in 
a punitive way, it is better to invest the money in the actual care. On your earlier point about what 
will be different, we have shown that this can be improved by doing some of the work that has 
already gone on. Rolling that out using the support mechanisms that NHS Improvement will use, for 
example, with hospitals, is a way forward, and we have already shown it in a number of 
organisations. We should retain a certain amount of optimism that we can do something about that.

Q116 Nigel Mills: I sensed from Mr Rouse’s answer that he thought this was something that 
looked to be a tool.

Simon Stevens: I think the reality is that looking out over the next two or three years, there 
is likely to be a widening gap between the availability of adult social care and the need for social 
care. That, inevitably, will show up as delayed discharges and extra pressure on hospitals. Although 
the data should be used to try to work out the exchange rate for a pound of cut in social care and a 
pound of some subset in the national health service, those data are hard to come by. Some 
estimates suggests that a pound out of social care equals another 35p to 50p of pressure on the 
NHS. That is not costed into the NHS’s funding envelope for the next five years.

Q117 Nigel Mills: Okay. I think the Better Care Fund had a target of reducing delayed 
departures by 85,000, but since that started the figure has gone up by something like three times 
that. When hospitals are doing Better Health Care plans, what are you saying to them? Are you 
saying, “You should be planning for a rise in bed-blocking days, but your plan should be to lower the 
trend”? I am not quite sure what the strategy is.

Jon Rouse: They have two-year targets. You are quite right; in the first six months, only 40% 
of the areas achieved the ambition that they set themselves, which is why we have taken a tougher 
approach in terms of the 2016-17 framework and required them to put in place risk-share 
mechanisms whereby they face up to the fact that they need to align incentives between the 
different organisations, to recognise that those extra unnecessary days in hospital are costing the 
NHS a certain amount per day. We might argue about what the figure is, but it is an amount of 
money that is being spent that does not need to be spent.

Q118 Nigel Mills: So how do you align incentives other than by charging, then?

Sarah Mitchell: May I say that the incentive for local government is that the longer people 
stay in hospital the more expensive they will be, whether they then go home or whether they go into 
a care provider, because they will have deteriorated in their mobility and their ability? So there is no 
incentive to leave people in hospital longer. 

There is no correlation between places where there is a fining system in place and good 
performance on delayed discharges, and there is a lot of evidence that local authorities have to put 
money aside to pay fines rather than actually doing something to improve their contract with a 
domiciliary care provider and spending that money in domiciliary care, which is where they need to 
be. And if we were to introduce a system of fines, we would just increase the gap that social services 
has to fill—
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Q119 Nigel Mills: Okay, so I get that Mr Rouse is saying that we need to find some way of 
aligning incentives, and the only idea that we’ve had so far is one that everyone thinks is a bad one—

Q120 Chair: And also didn’t work before.

Q121 Nigel Mills: So, Mr Rouse, I’m trying to work out what you are suggesting.

Jon Rouse: So it could be a local agreement as to how you are going to invest in some 
additional stepdown care, with different parts of the system making a contribution to that in terms, 
therefore, of aiming to reduce the cost of delays through an invest-to-save mechanism. That is one 
approach that you might take. 

Q122 Nigel Mills: So that is what you would expect to see in a lot of Better Health plans 
going forward, when they come round. But what measure are you going to be assessing? When the 
Royal Derby hospital sends up its Better Care plan, what are you expecting to see? Are you expecting 
to see a fall in these bed-block days in return for the money? Are you expecting to see a reducing 
increase—? I am just a bit unclear now as to what measurements you will want them to come up 
with. 

Simon Stevens: So, there is Better Care Fund maths and there is the real world. Okay? 

Q123 Chair: How honest and refreshing, Mr Stevens. Carry on. Please give us this maths 
lesson we are keen to hear. 

Simon Stevens: The Better Care Fund maths was driven by the fact that it was money taken 
off NHS spending and rightly allocated to local government, but it was money that the year before 
was actually funding emergency hospital admissions. So, if those hospital admissions didn’t come 
down, then the patients would still show up in the hospital and the hospital would need funding for 
that. So that’s why BCF maths required that there be, in order for money to be released, a reduction 
in emergency admissions. 

In the real world, outside of BCF maths, what we’re actually trying to do is moderate the rate 
of growth in emergency admissions, and if we do that over the next three, four, five years that will 
count as success, given the growing ageing population that we are—

Q124 Nigel Mills: Okay. So, when you have got teams of people spending time producing 
plans, you’re almost saying, “Send us any old rubbish and we’ll give you the money, because we 
know it’s a different world.” Is that the message you’re sending out today? 

Simon Stevens: No, I think we’re saying for the BCF bit, which was the £5.3 billion—
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Q125 Nigel Mills: But this is an ongoing process; it wasn’t like it was a one-off bid that you 
don’t do again.

Simon Stevens: Well, it was, because there was a one-off—the new incremental transfer 
occurred in 2015-16. So there was an issue about that level of funding in that year in the baseline, 
but for subsequent increases this can be done in a genuine fashion and that’s what’s happening this 
year and in subsequent years. 

Q126 John Pugh: But in the real world, there appear to be disputes—don’t there?—about 
the allocation of Better Care Fund money. I know my own local authority has differences of opinion 
with the local NHS. Are they an outlier in that respect or is that quite common?

Jon Rouse: Right now, for 2016-17 only five out of the 152 plans are in dispute—are not 
agreed—which is actually not bad given the pressures on both systems at the present time, and we 
are working through those five through an escalation route. 

John Pugh: Okay.

Q127 Nigel Mills: There are a couple of other suggestions in the Report. One is the impact 
that delays to the continuing healthcare assessment have. Do you have any ideas for how best 
practice could be improved, to avoid people sitting around waiting for an assessment?

Jon Rouse: Sorry, could you repeat the question?

Q128 Nigel Mills: I think one of the issues cited in the Report is delays caused by people 
waiting for the continuing healthcare assessment. Is that an area where there is scope for best 
practice or contractual changes to speed up that process or not duplicate other assessments?

Jon Rouse: Yes, definitely—let me just start, and then I will hand over to Dr McLean.  We 
own the overall policy framework for CHC, but obviously it is then implemented by the NHS. One of 
the keys here is that most CHC assessments should not need to take place in an acute hospital. 
Provided that you have followed your original checklist correctly and that you have a trusted 
approach within the care setting that the individual is going to be moving into, it is actually far better 
in most cases for the assessment to take place in that other setting, whether it is an intermediate 
care setting or somebody’s own home. One of the reasons for that is that the evidence shows that 
you end up with a care package that is 25% less intensive, on average, than if you had carried out 
that assessment in hospital. Why? Because when people get into those other settings, with the right 
physio and OT support and everything around them, in many cases they begin to improve and the 
assessment therefore becomes more proportionate to their real needs. That is one very practical, 
tangible thing that we need to make sure is rolled out across the country.

Dr Kathy McLean: We know from work we have done that we can streamline that process. 
The checklist can lead to a lot of people being screened who don’t need to be. The staff who are 
looking after them will often know what to do and the trusted assessors are very important, so that 
people are not repeating work. What we mean by “trusted assessor” is that, whichever setting the 
person is assessed in, all the other partners take that assessment as the correct one.
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Q129 Nigel Mills: What is the prevalence of that? I have a sense from my own casework that 
everyone likes to do their own assessment and come up with the answer that they might like.

Dr Kathy McLean: Yes. We have been piloting some work on that. I think that, as it comes 
through, we will find that it would be good to roll that out further. If we can get the documentation 
changed in order to support that, that will be very helpful.

Q130 Nigel Mills: Figure 10 of the NAO Report suggested that trusted or joint assessor 
arrangements were in place in about 49% of cases. I am not sure how many actual individual patient 
cases are done on that basis, but are you saying that that number should be in the 90s pretty 
quickly—that this is a real thing that should be there?

Dr Kathy McLean: Yes. There seems to be a blockage to doing this speedily, so it is a sensible 
thing to maximise, and that is what we would like to see.

Q131 Nigel Mills: You are suggesting to all parts of the NHS that they should have joint 
assessor arrangements in place pretty quickly?

Dr Kathy McLean: I do not think it is just the NHS. I think this is across all the partners.

Q132 Nigel Mills: I agree, but that is your organisation’s power, isn’t it—to suggest it to the 
NHS?

Dr Kathy McLean: Yes.

Jon Rouse: I visited an excellent care home in Lancashire a couple of weeks ago: a nursing 
home, which had increased its number of intermediate care beds, partly because it had established a 
trusted assessor system, which had given confidence that those CHC assessments could be carried 
out in that care home to a higher level of acuity.

Q133Nigel Mills: I am just trying to work out what the measurable situation is here. Are we 
saying that all acute trusts or all CCGs should ensure that these trusted joint assessor arrangements 
are in place by the end of 2017, or something like that? I am trying to have something here that we 
can measure and see real progress on.

 Chair: When would be a good date to aim for, for the trusted assessors to be in place? From 
your end, Dr McLean, and then perhaps we will ask Sarah Mitchell.

Dr Kathy McLean: Can we come back to you on that—on the good date to aim for?

Chair: Yes. We like to make our recommendations realistic—if we are minded to 
recommend in this area, which I cannot be sure about.
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Q134 David Mowat: It strikes me that it is not the toughest of questions. Maybe I can just 
come in here, to Mr Stevens—

Simon Stevens: I would have thought Mr Mowat was on to something, quite frankly. I think 
that is a reasonable point. What’s more, I think we should go further than that, because I don’t think 
it is just the trusted assessor.

David Mowat: No, I don’t think it is either.

Simon Stevens: I think it is also the proportion of CHC assessments that are done outside 
hospital—

Q135 David Mowat: My overriding impression from today is the disparity between the way 
we have dealt with this subject and, for example, when you have previously given us evidence on the 
Carter review. The Carter review says that we have areas of excellence in the NHS and that if only we 
could do procurement that way everywhere else, we would save millions or billions of pounds. This 
is an area with massive differences in performance, in which we just get the impression that it is all 
pretty difficult, because everywhere is a little bit different: we have different nuances here, different 
nuances there. You have used words like “encouraging” people to do things, “pointing out best 
solutions”—I have heard the phrase “in some places that is not appropriate”. I am sure that all of 
that is true, but, for a start, it does not bode very well in terms of the Carter review principles. At the 
start of this, Mr Stevens, you gave a number: £400 million. You are the Chief Executive of the 
organisation that has this £400 million issue. Which of your direct reports owns the problem and is 
going to come to you on Monday, or the following Monday, not with a suggestion to write to the 
PAC about when we might ask people to do something, like Mr Mills just said. Not with that, but to 
say, “How far are we going to get with making progress on that £400 million, because you are the 
Chief Executive and it is one of the things that should be on your agenda?” Who is that person?

Simon Stevens: Our Commissioning Operations Directorate had the responsibility for driving 
these changes through local health system—

Q136David Mowat: So who is it?

Simon Stevens: The guy who has just taken up that role is in just his second week, replacing 
Barbara Hakin—he is called Matthew Swindells. So Matthew, from NHS England’s point of view, is 
the lucky winner of that accolade.

Q137 Mr Bacon: Is that the Matthew Swindells who was the senior responsible owner of the 
national programme for IT in the health service for a while, Mr Stevens?

Simon Stevens: Picking up the pieces of the mistaken national programme for IT that you so 
rightly dissected down the years, Mr Bacon.

Chair: I hope he has read Mr Bacon’s book.

Mr Bacon: He is mentioned in it.
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Q138David Mowat: On Mr Mills’s question about when you would get this piece of 
standardisation imposed, which seems to be a perfectly rational thing, it has not been done yet—

Simon Stevens: Processes inside—

David Mowat: Do you understand the problem that we have here?

Simon Stevens: I do.

Q139David Mowat: There is a complete difference between what you are saying here and 
what you are saying about the Carter review.

Simon Stevens: Sure. I do accept that they are different and the reason for that is that here 
we are dealing with a system of many different agencies, some of which are outside the National 
Health Service and some of which are inside it, with different statutory accountabilities. It is NHS 
Improvement that can actually drive change inside individual hospitals. That is the accountability 
structure established by the Health and Social Care Act 2012. We are doing our best to work around 
that—

David Mowat: You say that, but—

Simon Stevens: That is actually the accountability structure in place.

Q140David Mowat: Two-thirds of it is an NHS problem though. Two-thirds of it is your 
problem. I think we have accepted that, roughly speaking.

Simon Stevens: On the NHS side, yes.

Q141David Mowat: Yes, so there is a lot to go after there, and all four of you, to an extent, 
seem to be much stronger on analysis than on solutions. I do not know if that is just the nature of 
the NHS or whether it is the nature of the centre. Would you accept that?

Simon Stevens: No. You would not expect me to, I know. I think it is out of recognition of the 
different starting points and the different conditions in different parts of the country. Mr Phillips is 
not here right now, but having recently been in Lincolnshire, there is a different set of issues in 
Lincolnshire than in Gosport, where I was down looking at what is happening in primary care. So, 
unfortunately, there is an element of horses for courses here.

Q142David Mowat: Can I just explore that? I do not totally understand why it is so different 
in these different places. In the end we have acute hospitals, we have older people, we have a 
number of variables that have to be managed, yet we seem to be saying that the landscape is so 
different that a Northumberland solution is completely inappropriate because it just wouldn’t work 
because everything is so different.
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Simon Stevens: Sure.

Q143David Mowat: Are you sure you are right about that?

Simon Stevens: There is always a substantial possibility that I am wrong on many things and 
that is probably one of them.

Q144 David Mowat: The reason I asked that is in management terms there can be too much 
understanding of why things are different, and not enough insistence on bringing things up to the 
standards of the best.

Simon Stevens: If you are Guy’s and St Thomas’ hospital. you are admitting patients from 
dozens of different local authorities. The differences in approach between Lambeth, Southwark and 
Lewisham do not go unnoticed, let alone Wandsworth out to Greenwich and so forth. If you are 
dealing with a single hospital with a single unitary—if you in are Northumberland, for example—it is 
pretty clear who you are dealing with, and although it did not probably come out in the 
conversation, if you look at the less harmonious relationship that exists in North Tyneside, compared 
with Northumberland or Newcastle, you can see that even in that part of the north-east it is a 
slightly messier picture than perhaps a single county solution might suggest.

Q145David Mowat: All right. Just to finish off on this accountability point, you now have a 
direct report who will own this issue, who will be coming to you and saying, “Well, it’s £400 million 
last year. This time next year it’s £200 million.” That conversation will be going on—

Simon Stevens: We will own the things that NHS England can do, and Jim and Kathy will own 
the—

Chair: Jim Mackey and Kathy McLean.

Simon Stevens: Jim Mackey and Kathy McLean will own the things that they can do.

Q146 David Mowat: I am not sure if that is a yes or a no. 

Simon Stevens: Well, it is a shared endeavour.

Chair: We have got a name. 

Q147 Mr Bacon: Mr Rouse, you are a Department of Health senior civil servant, and there 
must be somebody in the mix who comes along and says, “Aha! The problem is that Dr McLean owns 
her bit and these people in such and such a place own their bit and Sarah Mitchell’s local 
government people own their bit, but there is a systemic problem in the way that you described.” 
Without having a “throw it all in the air and see where it lands” approach, which is how Mr Mills 
caricatured what I was suggesting, surely there is scope for experimenting rather faster, and 
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mimicking best practice at speed to get some of the changes that are needed, because if you have 
the right structure, as we heard, the processes will naturally follow. 

When you were talking earlier, Mr Stevens, about these people fining each other, I was 
reminded of the train operating companies and Railtrack. Instead of fining each other, the resources 
should be going elsewhere. If it were being run as one system, it would be more likely that the 
resources would be going into solving the problems, wouldn’t it? So where is the policy piece? I 
know we are not a policy Committee, but where is the piece that is coming along and saying, “Here 
are the tweaks that are needed”?

Jon Rouse: The Treasury, through the spending review, made a very clear statement about 
producing an integration framework for the period from 2017 to 2020, and that policy has not yet 
been fully articulated in terms of how exactly that will work, but what we do know is that a 
significant part of it will be channelled through the sustainability and transformation plans under the 
five year forward view in the 44 areas, and Ministers are going to have to make some judgments 
within that, in terms of how permissive or prescriptive they are going to be around different models 
of care. 

There are many advantages to a bottom-up approach, because you get real ownership. If it 
is gestated locally and people really own it, there are many benefits to that, and I am sure we will 
see that through the vanguards programme that the five year forward view bodies have set up. On 
the other hand, there is also a need for pace, because as we are talking today, we have problems 
that are pressing. Ministers over the next few months are going to have to find that point of balance 
between prescription and permissiveness. 

Chair: I am going to bring back Nigel Mills, then Karin Smyth and John Pugh. It is already half-
past 6, so if we can have short answers and short questions, that will speed things along. 

Q148 Nigel Mills: We were close to a meeting of minds on setting target dates for some of 
these, so it would be a shame not to do that. Joint assessor arrangements—is that this year? 
Unrealistic, I guess, because we are in June. 

Dr Kathy McLean: The trusted assessor?

Nigel Mills: Yes.

Dr Kathy McLean: I think we mentioned 2017. 

Q149 Nigel Mills: Do you think that is realistic?

Chair: Spring, summer or autumn? By end of? 

Dr Kathy McLean: April is often a good time, isn’t it? The beginning of the financial year. 

Q150 Nigel Mills: Discharge to assess schemes were being used in only 52%. Do you think 
they should be much more widespread and on the same timetable?
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Dr Kathy McLean: Those should be more widespread, but I think that is a joint thing that we 
would need to commit to. Perhaps not 100% in the first instance. What do you think would be 
reasonable? This is very much a joint thing. 

Sarah Mitchell: It is about putting a plan in place to achieve it and do it properly, and I think 
we are already trying to do that. It would be very confusing to the system if we had lots of different 
dates for different things, and I do not know how it would fit with other plans that are coming on 
board, but we could align them for the moment and say April 2017, and then if, taking consultation 
from the field, we thought that was impossible, we could come back to the Committee. 

Chair: Okay. Thank you for your candour. It is amazing that you are not making it up in front 
of us—hopefully not. But thank you for that. 

Mr Bacon: If it works, you should try it more often. 

Chair: Yes, maybe we should bring you in front of us on every local issue we deal with. 

Q151 Karin Smyth: Perhaps unhelpfully, I may be slightly disagreeing with some of my 
colleagues. I found the Report slightly frustrating because it almost gets us somewhere and then I 
think we lost it. In the conversation in the last hour, we made some progress, but then we seem to 
be going back. I did not recognise parts of this picture. Mr Stevens, you said that different things are 
working in different parts of the country, but at each turn, we seem to be going for a national 
prescription. We have had 20 pieces of guidance on this subject in 15 years. We clearly do not need 
any more guidance. I am not sure we need any more plans, actually. I think you know between you 
what is working, where it is working and where it is not working. This Report does not help us with 
that, and this hearing is not really telling us where things are working and where they are not. That is 
also where part of this accountability issue is not working. It would be a shame if we went away from 
this wanting a total national prescription without somehow getting beneath some of that detail 
about where things are working and where they are not, and why that is. Is that fair?

Jon Rouse: I think you are right in saying that we have a pretty darn good idea of what works 
now, in terms of the different teams that we have sent into places over the last two or three years 
and the guidance that we have produced. As has been said, there are some essential ingredients that 
every place should have, and that we should pretty systematically over the next year or so be 
making sure are in place, because we know they work and they ought to be core to each system.

Beyond that, it gets more difficult, because in those areas that are really struggling with this, 
when you get down and really spend time with them, you find that the barriers are different in each 
place. In one place, it may be that they are grappling with a real labour supply problem on the care 
side, because they have full employment or near-full employment and it is very difficult to attract 
people to become domiciliary care workers. They are attempting different approaches and solutions, 
but—

Q152 Karin Smyth: We heard that in the pre-evidence session.

Jon Rouse: Yes, and it is really hard. There is no point in beating them up with a stick, 
because you have to own the problem commonly with them and try to find innovative approaches.
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I will not name names today, because it is not fair or appropriate, but there are some 
authorities that have been stuck at the top of the DTOC list for social care literally for years. They 
have been the top three or five worst-performing authorities—multiples away from even the 
average position, let alone the highest position—and there is clearly a leadership and relationship 
problem in play there. There is still a question about what you do in those circumstances with those 
authorities, because they are contributing substantially to the national numbers. I have said there is 
variation here. Those bottom 24 authorities—that is 14% of all authorities—are a third of all delays, 
to give you some idea of the proportionality here.

Q153 Karin Smyth: So why have we not used that work and the work of the ECIST team and 
so on and just focused on that, rather than continuing to shroud what seems to be a massive 
problem across the whole country?

Jon Rouse: We have done a lot of work with most of those authorities on a voluntary basis. 
Some have responded very well and their numbers have come down and stayed down, and they are 
to be commended. There are some authorities that were in the top 10 for a long time in terms of 
their rate and are now down in the pack. But there are others that either have not been properly 
receptive to that offer or that work or, for whatever set of reasons, have been unable to take the 
practice that we know works and embed it within their system. There remains, therefore, a question 
about what we do with those authorities in those areas that we are still grappling with.

Q154 John Pugh: I have two quick questions. One is in relation to figure 9, which talks about 
the rather dismal figures for the number of older patients fully involved in the decision about their 
discharge from hospital. Obviously, involving people takes a certain amount of time. Is getting that 
figure up compatible with delivering a better service, or is it to some extent just dragging out the 
process?

Simon Stevens: Sorry, could you say that again? Compatible with what?

John Pugh: In figure 9, there is a rather depressing figure. It mentions that “54%”—barely 
half—“of older patients felt fully involved in decisions about their discharge.” Obviously, you could 
try to correct that. The simple question I am asking is: if you tried to correct that, would that prolong 
the process, or could the process be done just as expeditiously?

Sarah Mitchell: I think involving people usually makes—

John Pugh: The process longer.

Sarah Mitchell: No, shorter, actually. I think part of the problem, as I was saying earlier, with 
not being patient-centred or person-centred, is that actually people—

Q155 John Pugh: Okay, so it’s compatible. My second question is massively parochial. 

Simon Stevens: Can I supplement that answer with an additional flavour? I think 99 times 
out of 100 that is right, but it has been the case that some hospitals report that where they have 
patients who would be self-funded in a care home, sometimes relatives take time to realise that that 
is unfortunately now the situation confronting, typically, their parent. Being clearer about what 
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expectations the NHS has of families is also part of the deal, so we published with the LGA, ADASS, 
Care England and the UK Care Homes Association a sort of guide setting out in pretty 
straightforward language what the deal is, including a section titled “Refusal to leave hospital”, 
which gets into this in straightforward terms. 

Q156 John Pugh: It is good to have that on record, because it hasn’t been touched on so far. 
My second question is massively parochial. I was fascinated to come to this session, because my own 
local hospital has had appreciable problems. The evidence for it is ambulances turning up in large 
numbers and waiting there because they cannot transfer patients into A and E because they need to 
free up beds, because a lot of the people being transferred into A and E need to be moved on to 
wards. I would make a plea for somebody knocking heads together, or some level of integration or 
dirigism there. There are a number of parties involved, including the local commissioning group, all 
of whom are not quite clear whose fault it ultimately is.

When I looked at the statistics for my local hospital, I found that the percentage of people 
aged 65-plus who were actually admitted was a bare 33%, compared with Peterborough and 
Stamford hospitals in Stewart Jackson’s constituency, where it is 60%, and in Kevin Foster’s 
constituency, where it is 60%. This leaves me sceptical about NHS figures in general. Can it be that 
people in Southport are so incredibly hardy that they hobble away after a visit to A and E, and 
people rocking up in Peterborough and Stamford insist on being admitted, or the doctors do? Does 
this show something about varieties of risk-averseness in the system? I simply can’t explain that 
figure. 

Simon Stevens: On average, I think about half of A and E attendances result in admissions, so 
there is a spread around that, but it will be a function partly of what the other alternatives are. If, in 
your area, as well as the hospital, there is an urgent care—

Q157 John Pugh: We have a very aged demography, you see, which is why it is surprising. 

Simon Stevens: Yes, or a minor injuries unit, or some other route that might be taken by 
those patients—

Q158 John Pugh: No, there’s none of that. 

Simon Stevens: Well, maybe there is in Peterborough and Stamford. We need to look at this. 
Different channels will therefore dictate what the admission rate appears to be, relative to the total 
footfall in an A and E department. In some places, people go to an A and E department when in 
other geographies, they would instead go to an urgent care centre.

Q159 John Pugh: There is no alternative in Southport. Do you not find a variance of that kind 
very interesting, if not worrying? 

Simon Stevens: Well, there is also a difference in the way acute medicine works. Sometimes 
people are admitted straight to the emergency ward without going through A and E. That also can 
distort the figures. I think Kathy is volunteering to look into that for you. 
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Dr Kathy McLean: Yes, we will look into that for you, but it is quite a complex one. 

John Pugh: I would be fascinated. Thank you very much. 

Q160 Chair: There has been a lot of interest from all 650 Members across the House—well, 
perhaps not the Prime Minister; I am sure he is interested, but he hasn’t expressed it directly—in 
these sorts of figure, so you may get a number of other inquiries, Dr McLean, just to warn you. We 
won’t promise a bespoke service to all. 

I am aware that time is marching on; I appreciate your patience. Can I ask a couple of other 
quick questions? You just mentioned self-funders, Mr Stevens. I wanted to ask you and Jon Rouse 
this: we have a report coming out very soon—this week, in fact—on the management of the whole 
care market. We heard from our pre-witnesses and from a number of people in evidence, and I 
know that our sister Committee, the Health Committee, is very concerned about it. The issue is that 
people who have to fund their own care understandably have to adjust to that as a family, but also, 
many care homes are putting up the price of private beds, quite rightly, because of the bulk 
purchase discount from social services. However, those providers say that those bulk purchase 
discounts are now so low that they are having to put up the prices elsewhere. 

First of all, Sarah Mitchell, do you recognise that description? Secondly, is it a problem that 
your members come across? 

Sarah Mitchell: Yes, we do recognise that a differential price is being paid in areas where 
there are a large number of self-funders and where the local authority is paying a different rate and 
cannot afford to pay the higher rate. As a commissioner in local government, the important thing is 
to have a really good open-book accounting system with the providers, and to be up front and have 
those conversations about what people are getting for the money they are paying. We would 
encourage those who are funding their own care to have a not dissimilar conversation with the 
provider, because some rates are very high, and families and people should be asking what they are 
getting for that money and whether the rates are exceptionally high, as they are in some parts of the 
country. It means that it is then very difficult for local government to negotiate adequate supply. It is 
also difficult for CCGs to find enough continuing healthcare placements, because the discrepancy is 
so large, and we recognise that as an issue.

Q161 Chair: We know there is a role for the Department and for local authorities under the 
Care Act in helping to manage the care market, but you just painted a depressing picture. Although 
you have to manage the market, it is private providers. Jon Rouse and Sarah Mitchell, what are you 
going to try to do to resolve the problem?

Jon Rouse: As you know, because I told you last time I was here, I have recently written to 
every local authority reminding them of their duties under the Act in respect of promoting a 
sustainable market, and that means diversity and choice. You do not have a sustainable market if 
self-funders and those being commissioned through the local authority do not have some degree of 
choice over the care setting they go into.

Q162 Mr Bacon: What percentage of domiciliary care is funded by local government?
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Chair: Don’t you mean residential care? Domiciliary care is in the home and residential is in a 
separate setting.

Mr Bacon: Either. The stuff that is not self-funded—it could be care, it could be residential—
what percentage is funded by local government?

Sarah Mitchell: It will depend on the local wealth of the local population.

Q163 Mr Bacon: I am talking about the totality.

Sarah Mitchell: Across the whole country? I wouldn’t—

Q164 Mr Bacon: Yes. You are the LGA. Do you know the number?

Jon Rouse: I cannot remember the number off the top of my head, but what I can tell you 
is—

Q165 Chair: Can you find it out?

Jon Rouse: Yes, absolutely. We can give you a note; I just did not bring the figure today. I 
want to echo Sarah’s point: it varies dramatically.

Q166 Mr Bacon: I am sure it does. I am interested in how much of the total cake is self-
funded, and how much is funded by the taxpayer. I am slightly surprised that you do not know, but if 
you can send us the information and split it between care and residential, that would be very 
helpful.

Jon Rouse: We will do that.

Q167 Chair: We will not repeat the arguments in our Report, but I know that our sister 
Committee is interested. Speaking of sister Committees, the Public Administration and 
Constitutional Affairs Committee, also known as PACAC, is looking at the work of the Parliamentary 
and Health Service Ombudsman, and that is part of its remit. They are also looking at how 
information is provided. I have been in touch with Bernard Jenkin, the Chair of that Committee, who 
is keen to be clear about whether there is a possibility of improved strategic financial planning in 
Government and, in particular, better co-ordination between primary healthcare and social care 
spending. I suppose, Jon Rouse, that that probably falls directly with you, but you are very welcome 
to deflect bits of that to any of your other panel colleagues.

Jon Rouse: Can you repeat the question?

Q168 Chair: To what extent would your efforts to address discharge delays be supported by 
improving strategic financial planning in Government and, in particular, better co-ordination 
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between primary healthcare and social care spending? Do you think you have got it right, or do you 
think you could do it better?

Jon Rouse: This takes us back to some of the things we have already been discussing, 
because it is at the heart of the integration framework. If you are going to be genuine about 
integrating services, then—

Q169 Chair: We are hearing about integration at the local level. We have heard a lot about 
that today. It is really about the departmental level, given your wide remit across local government 
and the NHS. Do you think that there is a different way of looking at those budgets? For instance, if 
you put more money into GP services, that might actually save money for social services later down 
the line because you do not have an emergency discharge and you do not need an emergency care 
plan. It is that sort of tension that I think they are focusing on.

Jon Rouse: I think we did a certain amount of that through the SR process, as you would 
expect. That is one of the reasons, for example, why we did the big increase in disabled facilities 
grant. We knew we could demonstrate from the evidence that there was a payback period that was 
very attractive, so over the four-year period we are doubling the amount of disabled facilities grant. 
That is a housing solution for a health and social care benefit.

Q170 Chair: Do you think you have got it spot on, or do you think there is more room for 
improvement in this area? You have got the silos—there are huge issues when you have the 
spending cuts that you are facing.

Jon Rouse: I personally believe that it is one of the core roles of the Department of Health to 
look not only across its own purview, but into the spaces occupied by some other Government 
Departments. It needs to work out where the best bang for your buck is likely to come from 
regarding the investment of resources from the public purse. That would reach across into housing, 
welfare and possibly one or two other areas.

Q171 Chair: I have a couple of little mop-up points. We heard that one of the good things 
they do in Northumbria—I know it is not alone in doing this, but it was an example that we heard 
today—is that patient records are available on tablets. Somebody in a domiciliary setting can look up 
the information they need. I don’t know which of you would answer this. Sarah Mitchell is nodding. 
Perhaps you could tell me, Sarah, whether this is something that you are aware is happening more 
widely? Is there some date by which that might be universal?

Sarah Mitchell: I don’t know that I could give a date, but I will certainly work through the 
digital work that is happening. There are funds going into looking at exactly how you do that. That is 
a real solution. Domiciliary careworkers being able to text people to say when they are coming and 
being able to access records very easily is a real step forward. Funds have been allocated and work is 
going on with each of the local authorities, linking with the STPs and CCGs, to make that happen.

Q172 Chair: Do you have any analysis of literacy and language levels among domiciliary 
careworkers? 
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Sarah Mitchell: We don’t, but I think that Skills for Care will. We can certainly get that for 
you. It is an issue.

Q173 Chair: If handwritten notebooks are not filled in, or are filled in with the same 
sentence every day because that is the only sentence that that person can write, there is an issue. It 
is not just about the technology. Perhaps that is an issue for another day.

Sarah Mitchell: We can come back to that. 

Q174 Chair: On geriatricians, in response to Anne-Marie Trevelyan’s questioning, Mr 
Stevens, you seemed, after some to-ing and fro-ing, to indicate that you did not think that more 
consultant geriatricians was the answer to anything in particular. I may be paraphrasing. Perhaps 
you could clarify. 

Simon Stevens: I don’t think that the transcript will show that that was my answer. My 
answer was that, alongside additional geriatricians, we also needed to think about the broader 
multidisciplinary team, including GPs, community nurses, therapists and other allied professionals.

Q175 Chair: We have looked at workforce planning before and we know that there is a 
challenge in recruiting people to certain posts, so what will you be doing? You have talked about 
what you are doing to recruit more GPs. We brought up the physics teacher issue. Dr McLean, you 
said people don’t always want to do it, so how do we get more people to want to become 
geriatricians?

Dr Kathy McLean: There is work we would need to do with Health Education England, which 
commissions the training of doctors. There is something to do there. We need to look at what 
figures they are predicting going forward and whether those match with what we need. There is also 
something about ensuring that it is an attractive branch of medicine for people to choose to go into. 
That is an important part of people’s choice. 

Chair: We won’t revisit all our discussions on workforce planning. Thank you for your 
patience. We started late, for which I apologise. Our transcript, as ever, will be up on the website in 
the next couple of days. It will be uncorrected, so if you have any corrections, get in there quick and 
they will be corrected. The report is likely to be out in July. We hope it will be out before the recess, 
but we have an extra recess because of the referendum, so I am afraid that slightly slows things 
down. Thank you very much for your patience and your time.


