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One budget for the benefit of all? P7

Delivering integrated care

Although the health needs of the UK have
changed dramatically since the inception of the
NHS, our health-care system remains largely
unchanged. This leaves us with a National
Health Service thatis designed to meet the
needs of a society that no longer exists. There is
wide agreement that the NHS needs to
prioritise preventative care to take the strain
off front-line services.

In the 20th century, before the NHS, many
urban local councils started off as “local boards
of health”, then becoming district councils,
and local authorities. At each stage of
reorganisation these bodies lost a little bit more
of their role in health until today the care they
mostly deliver is adult social care and children's
services; any other health care is delivered by
other bodies.

The Health and Social Care Act has placed a

large emphasis on local government driving
improvements in public health with a renewed
focus on prevention. With responsibility for
public health having being transferred from the
NHS to local government on 1 April this year,
we can expect our health landscape to change
quite dramatically. Local government seems to
be rising to the challenge and coming up with
some innovative solutions butitis difficult to
see the scale of its aspiration to drive change
and deliver innovative health services.

Labour is proposing a single holistic system,
integrating physical, mental and social care. To
deliver this, local government would hold an
integrated budget for most health and social
care services — likely to amount to about
£89bn. Butare local governments really
capable of commissioning and delivering these
ambitious plans? @

This supplement, and other policy reports, can be downloaded from the
NS website at newstatesman.com/page/supplements
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Health care gets

backtoits roots

by Richard Humphries

Local government is no stranger to the world of health
care —its illustrious track record in public health
improvement is matter of historical record

mid the controversy that

raged around the passage of

the Health and Social Care

Bill, one aspect of the reforms

that commanded almost

unanimous support was the
transfer of roles to local government, re-
casting its relationship with the NHS.
From 1 April this year, councils became re-
sponsible for public health (although this
is muddied by the role of a new national
quango, Public Health England). They
have to commission a local HealthWatch
service to articulate the public and patient
voice, and establish a health and wellbeing
board. These boards bring together local
partners, ensuring that different pieces of
the jigsaw — health services, adult care,
children’s services and public health - are
better integrated to meet individual and
community needs. The new boards must
carry outajointassessment of the needs of
their local population and agree priorities
through ajoint health and wellbeing strat-
egy that will set the framework in which
local services are commissioned.

Before 1948, three out of four hospital
beds operated under local authority man-
agement (local government was a bigloser
when the NHS was created), and most
community health services continued to
be council responsibilities until the 1974
shake-up. Until then every upper-tier lo-
cal authority had a directly appointed
medical officer of health — public health
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has spent more its history in local govern-
ment than it has under the NHS.

So these NHS reforms reverse the na-
tionalising tendencies of past reorganisa-
tion. In the words of one official quoted in
Nick Timmins’ account of the reforms,
Never Again, in the negotiations between
coalition partners about the Bill, the Con-
servatives “had to have something to give
the Lib Dems”. It is a longstanding Lib
Dem desire to improve the political legiti-
macy of the local health service.

But the world has been transformed
since 1948. Local government will gain lit-
tle succour from former glories as it begins

Will local authorities rise to
the challenge of leading
public opinion?

to grapple with its formidable new brief.
The NHS budget continues to enjoy
“protection” from cuts in real terms but
this risks creating an illusion in the minds
of the public that it is somehow insulated
from financial pressures when it actually
faces a £20bn shortfall between what it
needs just to stand still and what it will
get. Local government faces some of the
severest cuts in the public sector (33 per
cent in the current review period and 10
per cent more in 2015-16). This will test
to break point the limit of financial

sustainability of many local authorities.

The £3.8bn extra money for integrated
social care announced in the spending re-
view may alleviate some obvious
hotspots, such as people delayed in hospi-
tal for want of follow-up care, and those
who might never have been admitted in
the first place had the right support been
available. But most of that money is com-
ing out of NHS budgets and these differ-
ent financial settlements for local govern-
ment and the NHS design financial stress
into their relationship at a time when the
need for collaboration has never been
greater. Will councils be able to lead
vibrant new partnerships to improve
health and wellbeing, tackle health in-
equalities with renewed vigour and set the
pace on local public service leadership
while grappling with the biggest cuts in
their history?

But the new relationship between the
NHS and local government faces a bigger
test. The current model of care is broken.
More of us live longer and with long-
term conditions, with treatments which
defy categorisation as simply “health” or
“social care”. The number of over-8g year
olds and people with dementia will dou-
ble over the next two to three decades.
More younger people will need lifelong
supportfor complexneeds, such aslearn-
ing and physical disabilities. A 21st cen-
tury business model for health and care
will rely less on single episodes of cura-
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In the early 20th century, local authorities had a duty to attend to the health and physical condition of schoolchildren

tive care in hospitals and demand a
higher volume of long-term care and
supportat, or closer to, home.
Integration and co-production are the
new watchwords. More of us will want to
be active in shaping our care, support and
treatment arrangements, not passive re-
cipients of professional paternalism. In-
stead of a care system with one-sixth of
the budget of the NHS, we need a strong,
effective care and support system that re-
duces the need for formal care, supported
by the right balance of primary, commu-
nity and hospital provision. Last month,
The King’s Fund launched a Commission
on the Future of Health and Social Care in
England which will consider whether and
how the post-war settlement could be re-
aligned by bringing NHS and social care
closer together.

Although the case for fundamental
change is widely accepted among policy
makers and politicians’, awareness and ac-
ceptance among the general public is
much lower. Reorganising stroke services
in London resulted in a far better service,
saving more than 200 lives a year and re-

ducing disability but it was implemented
in the face of intense hostility to necessary
changes in local hospital services. Will lo-
cal authorities rise to the challenge of lead-
ing public opinion rather than following
it? The track record of politicians in grasp-
ing the nettle of controversial service re-
configuration does notinspire confidence.

Persuading cynical local communities
that changes to local services will actu-
ally improve chances for better treatment
and outcomes will always be tough. En-
gaging with people much earlier and
demonstrating more clearly the trade-
offs between different options is a
smarter strategy than announcing a sin-
gle preferred proposal. In turn, popula-
tions will need to take more responsibil-
ity forlookingafter themselves and using
services in an appropriate way. Public en-
gagement also nurtures communities
that can give informal support to pro-
mote active ageing and tackle social isola-
tion and loneliness.

We will also need to have a frank debate
about how we find the bigger share of
GDP needed to pay for our ageing popula-

tion, a success story summarised in the re-
cent House of Lords report Ready for Age-
ing?. How much of this should come from
our own personal wealth and how much
from the public purse? And, when care is
funded publically, what “switch spends”
from other public services or benefits
could be made? Is there a case for addi-
tional taxation or charges? NHS bodies
and local authorities should embrace more
imaginative ways of discussing these us-
ing digital technology and social media.

Itwill never be possible to insulate more
than £110bn of public money from the
hurly-burly of party politics. The scale of
the operation is huge — the NHS and social
care system together have a workforce of
more than three million — even small fail-
ings can have big consequences. The com-
plexity of modern health care means local
government will depend on NHS clinical
knowledge as much as the NHS will need
the political literacy of local government.
The next stage in their relationship should
be about partnership not take-over.
Richard Humphries is Assistant Director,
Policy, ‘The King’s Fund’
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MEDICINES

Working together for
Britain’s national health

by Sam Taylor, National Policy Lead, Pfizer

he health needs of the

UK have dramatically changed

over the last 60 years. The de-

mands of an ageing population,

the changing burden of disease
and rising patient expectations have put
the National Health Service under im-
mense pressure — particularly in front-line
services. Reducing hospital admissions,
ensuring that patients don’t remain in
hospital unnecessarily and delivering rou-
tine care to patients outside of the hospital
setting can all go a long way to relieving
this pressure.

Integration of the health and social care
system is increasingly seen to be the key to
achieving this — focusing much more on
preventingill health, supporting self-care,
enhancing primary care, providing care in
people’s homes and the community, and
increasing co-ordination between pri-
mary care teams and specialists as well as
between health and social care.

While this is intuitively attractive, we
must be careful to ensure that the health
budget is not simply used to prop up the
social care budget — this is an opportunity
for us to be much more ambitious. How-
ever, it may be difficult for us to realise
these ambitions unless some systemic
barriers are addressed. One such barrier is
the resistance from many parts of
the health and social care system to em-
brace innovative practices at scale and
pace. This is a barrier we face with medi-
cines every day.

Medicines will have an important role
in an integrated health and social care sys-
tem. They can prevent disease, or slow its
progression, as well as enabling the rou-
tine management of people with complex
conditions to be delivered in different set-
tings, such as GP surgeries.
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Big savings can be delivered as well —
in one therapy area alone, medicines are
saving the NHS in England and Wales
£223m each year by preventing heart
attacks and strokes.

However, the NHS has traditionally
been slow to adopt innovative medicines.
A report, commissioned by the Depart-
ment of Health highlighted that patients
are still not getting access to new cost-ef-
fective medicines recommended by the
National Institute of Health and Care Ex-
cellence (NICE). Indeed, a poll by Populus
and Pfizer Ltd found that more than two-
thirds of MPs believe that patients in the
UK suffer a “postcode lottery” when try-
ing to access the medicines that they need.
NICE needs to promptly evaluate new

Two-thirds of MPs believe
patientsin UK suffer a
postcode lottery

medicines and the NHS needs to adopt
those of proven cost effectiveness at both
pace and scale.

In recent years, responsibility for mak-
ing decisions about patient care has been
transferred to local groups of general prac-
titioners in clinical commissioning
groups. Also, the responsibility for im-
proving public health has returned to local
authorities. This increased local auton-
omy is seen as being a vital way of stimu-
lating further integration of care.

However, for a “National” Health Serv-
ice, there has always been a curious ten-
sion between national control and local
autonomy. We know that, whatever
structure the NHS has had, it has always
been difficult to control the health service

from the centre. But, thereisarisk thatthe
drive to increased local autonomy could
result in variations in the decisions made
by clinical commissioning groups and
local authorities for the populations that
they cover.

For example, we are already seeing a
wide variation in how smoking cessation
is being tackled by local authorities. Some
are devoting considerable attention to it,
while others indicate that they will simply
focus on meeting the needs of very
specific population groups or, indeed, not
focusonitatall.

This is despite the government’s strat-
egy on tobacco control setting an ambi-
tious new target of reducing the propor-
tion of adults who smoke because it is the
single greatest cause of death in England —
with 80,000 deaths from smoking in
England during 2011.

We need to ensure that progress in
areas, such as reducing the proportion of
adults who smoke, doesn’t stagnate or
regress over the coming years.

So we think it is really important that
the devolution of responsibility also
comes with accountability and measure-
ment, ensuring that the service and treat-
ments delivered meet the needs of
patients and achieve the best outcomes
possible. For medicines, it is vital that
recommendations from NICE are not
ignored, butare fully implemented.

We recognise the scale of the challenges
facing the NHS, but we are encouraged
by the enthusiasm to tackle them.
Alongside our partners in the health and
social care system we, at Pfizer, are com-
mitted to working together for Britain’s
national health.

Sam Taylor is National Policy Lead for
Pfizer UK
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A paradigm shift for
good health

Participants discuss the erosion of the roots of local government that
started with public health, and consider how to commission
the holistic care that we want and need

Martin Barrow
Welcome to what I hope will be a lively
discussion about the NHS, its relation-
ship with local government, and how
health and social care can be best be pro-
vided in a time of increasing financial
pressure.

Andy Gwynne will start us off with
Labour’s perspective.

Andy Gwynne

I was asked to be here to stand in for
Andy Burnham at the start of this event
because he has to prepare to speak on a
few news stories today, such as the
statement on the children’s’ heart
surgery reform.

I've been a shadow health minister
since 2011 but my background is actually
in local government. I spent 12 years as a
local government councillor in Greater
Manchester. I believe passionately in the
power to deliver national services ata lo-
cal level. I think there’s a tendency for all
governments in opposition to say that
they’re going to give more power to local
government. And then when they get

into power in Westminster, they tend to
hold on to all the power they’ve got in
Westminster and sometimes even take it
away from local government.

So, I'm passionate about it but I believe
there are huge challenges for local gov-
ernmentat the moment...

Shadow Health Secretary Andy
Burnham enters meeting

Andy Burnham
Apologies everyone. I can stay about half
an hour...

Yesterday we had the announcement
on death rates from the big killers [Public
Health England’s Longer Lives project];
and the A&E crisis [the four-hour A&E
target] was also in the news. If you look
at both those stories you will quickly
see that the interests of the NHS and
local government are intrinsically bound
up together.

The data on survival takes you back to
Michael Marmot’s report — the determi-
nants of health are much broader than the
health service. It’s work-related, it’s

about family, relationships, and lifestyle
of course. So the health service deals with
the consequences of provision or lack of
provision in any community.

The reasons for pressure on A&E are
not simplistic, it’s multi-factorial. How-
ever, I would say that social-care factors
are a major driver of the pressure that
we’re seeing at the moment, both at the
front door and the back door of A&E.

In thisjob you getablizzard of statistics
coming at you but sometimes one statis-
tic comes along that makes you stop and
think. And that happened to me this
week with one I saw on admittance to
A&E by ambulance. Between 2009/10
and 2011/12, there was a 66 per cent in-
crease in the number of people over the
age of 9o coming into A&E by ambu-
lance. That’s over 100,000 very frail eld-
erly people. When you look at something
like that, it’s obviously intensely sad and
a failure of the system, and you think
“whatlies behind it?”

It must be linked to withdrawal of so-
cial care and support across the country —
thathasa “frontdoor” impacton A&E. »

19-25 JULY 2013 | NEW STATESMAN | 7



» But, arguably, the bigger impact on
A&E from social care is the way hospitals
become full and lose the ability to move
people through. There is delay putting
together discharge plans and that keeps
beds occupied. So A&E can’tadmit to the
ward and it becomes full. When AE is
full, the ambulance service can’t hand
over to A&E and the pressure gets backed
up throughout the system.

Bed occupancy should be
ringing loud alarm bells. For
the first part of this year hos-
pitals have been routinely
running at about 95 per cent
occupancy and up to 100 per
cent. That tells you that there
isn’tany slackin the systemat
all. How will we get through
the next winter if pressure
increases?

This comes back round to
local government and the
way in which the interests of
the NHS and local govern-
ment are bound up together
because, in my view, this problem is
largely outside of the control of the NHS.

There is a lack of appropriate home-
based support and it’s creating a large
problem now, on the doorstep of the
NHS. The idea of protecting the NHS by
making cuts to local government is, in
the end, a false economy. All it does is
push people to the expensive end of the
care system — hospital beds.

Actually itis a policy that is about cut-
ting prevention because social care is pre-
vention. It’s the human side of care; it’s
the help with daily living - the washing,
dressing, getting out of bed, getting up
and about - all of the things that might
delay the day when you need more inten-
sive support from an institution. Yet that
is the bit that is being severely cut. I just
don’t think it’s possible or sensible to
carry on with this mentality of “the NHS
is here and councils are over there” and
that they live in different worlds and do
different things.

[ arrived in the Department of Health
in the summer of 2009 and was clear that
I wanted to make social care funding my
main priority. [ was struck by how lowly
a place social care policy has within the
Department of Health and how much I
was going against the grain in trying to
make it the department’s top priority. It
lives on the fringes of the departmentina
separate box thatdoesn’t get opened very

B
“
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often by the Secretary of State. This com-
partmentalised view of the system
comes down right from the top. And that
iswhy people talk about “meeting targets
and missing the point” because this sys-
tem, from the top, is not geared up to
look at the whole person. If we take the
needs people have: physical, mental, so-
cial, we have three systems to deal with

“Ageing society brings a
complexity we’re not
geared up to deal with”
Andy Burnham

one person’s needs. Physical, through
the NHS; mental, through a system on
the fringes of the NHS; social, in an en-
tirely separate system, means tested and
often charged for and run by councils.

In any part of this “care system”, be-
cause of the culture of separateness, the
likelihood is that some parts of anyone’s
needs are being neglected. And that is
patently true for people who live at
home; we hear many stories of failure in
home care. Sadly, social care has become
a malnourished minimum-wage busi-
ness that can’t provide the standards of
care we aspire to.

In mental-health settings, people’s
physical health needs are neglected and
they die, on average, 15 years earlier if
they spend a lot of time in these settings.
It’s also true in the acute setting — you
hear of the old person lost in the acute
setting, falling through the gaps in hospi-
tal. The ageing society is bringing a com-
plexity that we’re not geared up to deal
with. People in their late 8os and gos
have needs that are a blur of physical,

mental and social — a continuum of very
complex needs. If you think about the
acute hospital, the minute an old person
enters the acute hospital environment,
two-thirds of their needs — their mental
and social needs — are likely to be being
neglected. That explains why the older
person often drops like a stone in the
acute environment and, in many cases,
they never quite recover.

In the 21st century an age-
ing population is a big chal-
lenge but mental health will
also be a bigger challenge than
it was. We need to be able to
see all of one person’s needs
and, to do that, we need a
budget that is able to see all of
their needs too. The finances
need to work in such a way
that they support prevention,
with people living as inde-
pendenta life as possible.

Atthe moment thatis going
in entirely the wrong direc-
tion. Councils have an incen-
tive to cut, to keep council tax low. The
NHS has an incentive to admit because
that’s how it gets paid. Consequently
we’re paying for failure; paying for the
wrong results. Until the finance is right
we won’t make any progress. If we have a
single budget/single-service approach,
we could tilt the system towards preven-
tion. You could create an incentive to
keep people out of hospital rather than
bringing them in. That is what urgently
has to happen - tilting the system to sup-
port people before they fail.

Whatis the role of local government in
a more integrated system? It’s time to
make a paradigm shift in the way that
we’re commissioning good health. We
seem to have become trapped in a very
narrow medical model of commission-
ing. Health service commissioning today
is one group of health-service profes-
sionals commissioning services from an-
other group of health-service profession-
als. That’s not going to deliver the goods
when lifestyle and ageing and mental
health are the challenges we face. The
paradigm shift needs to be to a social
model. People forget that Nye Bevan was
Secretary of State for Housing and
Health. He had a very clear understand-
ing about the wider determinants of
health. Somewhere along the line that’s
been lost. Until you can make the link be-
tween commissioning good health and



housing policy, education policy, social
policy and leisure — all those things — I
don’t think we will truly start commis-
sioning for population health.

Councils, with all their imperfections,
understand their local communities bet-
ter than the NHS does; I think they un-
derstand prevention better than the NHS
does. I also think they give a degree of ac-
countability that I'm not sure is there in
the clinical commissioining groups
(CCGs). Councils are run by people who
are generally known in the local area.

So, the model is that the NHS leads on
provision for the whole person, includ-
ing social care. That might mean provid-
ing that care or it could mean co-ordinat-
ing that care — a single point of contact
will be provided to the public. What
holds that to account is local government
in the lead on commissioning. This also
gives local government a future that it
doesn’t have at the moment. Local
government has been over-
whelmed by the costs of care.
Andrew Gwynne and I are
Greater Manchester MPs;
Manchester’s saying it’ll just
be doing “care and bins” by
2023/24 if nothing changes.
All the other things that
promote good health -
libraries, parks, leisure
centres, trips out of the
school gates, outward-bound
courses — will be washed
away by the care crisis.

Martin Barrow

Am I correct in saying that
you think none of this can be
done within the terms of the Health and
Social Care Act? You will repeal the Act
and startagain? There would have to be a
legislative change. And would this in-
clude the new provisions for public
health which have been transferred to lo-
cal government?

Andy Burnham

It doesn’t imply a structural reorganisa-
tion. I can work with the organisations I
inherit. But yes, the Act does have to go.
Why? Because I think this government
haslegislated for fragmentation. The log-
ical consequence of “any qualified
provider” is to bring an ever-increasing
number of providers onto the pitch, deal-
ing with ever smaller elements of one
person’s care, increasing the complexity

ROUND TABLE

of that provision, and probably the costas
well. For me, the 21st century demands
integration, not fragmentation; it de-
mands that whole-person approach.

An illustration of that is Torbay, where
they are doing things on integration the
rest of the country isn’t. In Torbay they
have more people dying at home than
anywhere else in England. That has been
brought about by a system based around
the person. Torbay is mounting a judicial
review to “any qualified provider” be-
cause it believes the logic of the Bill will
break apart whatit’s been trying to do.

There are things I support in the Bill. I
support the passing of public health to
local government. But I want to go mas-
sively further than that. Everything the
council does should be about the health
of the local population. I would make
CCGs advisory to the health and wellbe-
ing boards, providing specialist medical
input. But the Act does have to go.

“There’sarisk that
prevention will get lost
in the medical model”

Sam Taylor

Sam Taylor

As a pharmaceutical company we have a
slightly different perspective. [ wanted to
touch on three themes.

The first one is partnership. We have a
long legacy of working with the NHS.
What all this means to us is that we’ve
got a new player in the game, a new per-
son we’ve got to work with. So what does
thatlook like and what does it mean?

On bed occupancy, one of the things

we’ve been doing recently is spending a
lot of time looking at enhanced recovery
and how we can help people recover;
how we can take people out of acute care
and put them into community manage-
ment. It’s good to see this flagged up asa
priority, moving forward.

We need to think carefully how we get
patient voice into the system. There’s a
lot of rhetoric around it but I don’t see it
being pulled through in the way we’d
like to see it. Certainly local government
provides that voice in the system. We
need to explore thatand supportit.

Prevention is a huge aspect that we
need to think about. We’ve got the Bur-
den of Disease report and now the Longer
Lives report from yesterday. From our
perspective we see the challenge of risk
being in the way resources are used prop-
erly and appropriately in order for pre-
vention to happen. We see a risk within
the “Quit” smoking cessation pro-
gramme, where medicines
seem an easy area to make sav-
ings. But people are not neces-
sarily thinking about the
downstream effect of that. We
need to have a proper conver-
sation with local government
about whatitmeans to do pre-
vention properly. There’s a
risk that prevention will get
lostin the medical model.

Finally: variation. From a
commercial perspective, lo-
calism can make it difficult to
control how things happen.
We need to get some account-
ability in that. For example,
having recently done an audit
of smoking cessation services, one of the
things we found was that 93 per cent of
the Joint Strategic Needs Assessments
(JSNAs) reference smoking cessation as
you would like to expect they would.
But, when you get into the detail of it,
only three-quarters of them prioritise it;
and only one-quarter of them have any
targets on progress. So we see local areas
responding very differently. Particularly
in issues like smoking cessation, where
the benefits are so huge, we need a tighter
understanding of the role of local gov-
ernmentand healthcare alongside it.

Peter Carter

Andy has talked about our health needs
being multi-factorial. But for us at the
moment, the biggestissue is the care of p
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» older people. That’s what’s putting this
massive strain on the system. Last year I
made a speech in the same week that we
were celebrating the 6oth anniversary of
the Queen coming to the throne. I looked
up how many people received a telegram
from the Queen when they turned 100 in
1952; it was 350. The latest figures from
2010 showed that over 12,000 people got
a telegram. So we’ve gone
from something that was an
incredibly rare event to some-
thing that is now common-
place. But services just have
not changed to reflect that.
People are coming into hospi-
tal when, with good home
nursing, good preventative
stuff, they could be kept at
home safely. This is the major
challenge.

Geoff Alltimes

I believe in the sort of things
Andy was talking about—that
local government and CCGs
can build a different system. But one of
the issues for you, Andy, if you were the
Secretary of State is whether you would
be able to bear to let localities get on with
making it work locally. In my experience
as director of social services and then
joint chief executive of a PCT there was
anabsolute contrastin the model of oper-
ation and the constant bombardment of
instruction which was a distraction to us
getting on with doing the sort of things
we’ve been talking about in terms of pro-
viding that better care. Ownership in re-
lation to local care needs to be local and
we, locally, are answerable for delivering
thatjointly.

Andy Burnham

Geoff’s raised a really important point.
You're absolutely right about that cul-
ture. People say it comes from the very
start of the NHS — the bedpan echoing in
Whitehall. Maybe there was a reason for
that at the time, when national standards
needed to be brought to bear, but that
culture haslingered.

I'm actually not somebody who be-
lieves necessarily in untrammelled local-
ism. The public don’t want it either. It’s
postcode lottery when it comes to care.
That is always at the top of the public’s
fears in polls. In social care it’s the
ultimate lottery because the point at
which the eligibility criteria are funded
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is decided by local government.

So it’s made me ask “what is the job of
a national politician and what is the job
of a local politician?” The clearest way I
can put it is: it’s my job to set out the
“what” and it’s your job to decide the
“how”. Whole-person care: physical,
mental, social should be set out at
national level — the entitlement to care
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“Could you bear to let
localities get on with
making it work locally?”
Geoff Alltimes

and support of every citizen in England.
But then it shouldn’t be my job to say
how you deliver that in every commu-
nity. There are some caveats with that: it
would be through an NHS preferred-
provider model but by asking the
provider to work towards a very different
future, giving the stability on which to
work so they can really plot a different
course.

I would also have perhaps an even
clearer stipulation around NICE guid-
ance. When [ was a junior minister, the
appraisal came up for Alzheimer’s drugs.
These drugs weren’t going to cure
Alzheimer’s, but they were going to de-
lay its onset. The consequence of that is
that you would delay the need for social
care and would be a consideration for
councils as well as individuals. But NICE
couldn’t take that into account. And that
almost embodies what is wrong with the
current approach. So I would want coun-
cils to take more notice of NICE but for
NICE to have broader appraisal of
whether or not a treatment makes sense.

Atthe momentwe only takea very NHS-
centric view of things.

So: local government doing its proper
job, which is deciding how to implement
national priorities.

Kay Nolan

NICE has changed its name and now hasa
responsibility for social care too. I'm in
the public health team and we
have been thinking about
some of the points that Andy’s
raised and trying to move for-
ward with them over the past
few years. Local government
needs different metrics to help
it decide what its return on in-
vestment is. So, as a public
health team, we are trying to
make a case for investment in
public health areas of preven-
tion through the use of tools
that have been developed, for
example, on tobacco and now
on alcohol and obesity, so that
we can see the link with other
departments, notjust health.

The more you look, the more savings
you attach to this information; it’s about
finding the important ones. Speaking
from personal experience with a family
member who is chronically ill, the NHS
is only picking up the medical part of the
cost of their care because the family are
picking up the rest — but that isn’t
recorded. If you look more, you’ll find
more savings.

Matt Tee
The analysis of the split in care types is
absolutely compelling. We are beginning
to see nuance with care and I see moves to
deal with the splitin all parts of the coun-
try. There are two things I would say and
they are cautionary. The first s to say that
itis tempting to say thata single commis-
sioner will give you integrated commis-
sioning but our experience tells us that
this isn’t necessarily the case. We
shouldn’t jump to the conclusion that
because it is the local authority what
you’ll get is integrated care. In the same
way that putting social care in the De-
partment of Health hasn’t made the de-
partment take social care more seriously.
I would urge Andy to talk to CCGs
about their role because there are quite a
few looking at your proposals saying
“What do CCGs do if you give commis-
sioning to the local authority?”



Claire Bambra

[ wanted to talk a little bit about research
evidence around integration. We con-
ducted an evidence review which
showed that it does improve quality and
choice for people. Torbay is an example of
this. Also, commercialisation and frag-
mentation that Andy was talking about
with relation to the Health and Social
Care Act is the same as other interna-
tional research evidence, which is that
quality actually decreases as does choice,
particularly for lower income groups,
who don’t exercise choice and don’t get
the benefits.

[ also wanted to mention the demo-
cratic deficitin the NHS and how moving
healthcare over to local authorities might
be a way of making the NHS more ac-
countable to the community. I think
we need to talk a little bit about some of
the risks that might come from that. At
the moment the NHS is largely about
delivering health need and takes
advice from NICE around that. Once you
get politicians, we might say “interfer-
ing”, from a professional perspective,
then we might get the case, as
has arisen in the north-east,
where people are asking
“why are we spending so
much on drug and alcohol
treatments when it’s for a mi-
nority of people who only
have themselves to blame and
we could be making that in-
vestment in childhood obe-
sity instead?” It could have
very bigimplications over the
long term if you made that
decision based on who de-
serves help; it undermines
the principles of our current
NHS.

.

Andy Burnham

[ want to stress that we don’t think we
have all the answers, and we are listening
and trying to build this with people. This
has to be something that feels right to
people and be built upwards. Claire made
a point that we didn’t get when we were
in government. When you have true inte-
gration you have a more sophisticated no-
tion of choice. It’s a lazy assumption that
competition means choice.

Torbay didn’t make a target for more
people to be able to die at home. It just
happened naturally from treating the
whole person. It requires a larger, more

vl
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integrated range of providers.

There’sbeen arhetoric of distrust of lo-
cal government for a long time and what
we’ve seen is the progressive enfeeble-
ment of local government. But often lo-
cal politicians are more pragmatic and
open to local views where Westminster
isn’tand Westminster needs to put more
trust in people who are expertly advised
and locally accountable. It’s the best op-
tion we’ve got.

Andy Burnham leaves the meeting

Michael Lockwood
Some words of context; as a sector, the
public sector is second only to welfare in
the amount of cuts we’re facing — we’re
looking at 40 per cent cuts in our budget
and that’s going to carry on until 2021.
Related to that, we have a health sector
that’s treated like a political pawn.
There’s an enormous contribution that
we in local government can make to
health that we haven’t really been
allowed to make. For example, the num-
ber of old people in hospital — occupying

“NHS picks up the
medical cost of care,
family picks up the rest”
Kay Nolan

over 50 per cent of beds. Those people
don’t want to be there and it’s more ex-
pensive than them being at home, which
is where they want to be.

The frustration for me is the compart-
mentalised way it’s done. All we want is
patient-co-ordinated, integrated care
withapooled budget. [ want to get off the
agenda of battling with people about

whose budget it is to one where we talk
about how we can work together. I put
public health at the centre of the council,
soit’s gotlinks with leisure, housing, en-
vironmental health, schools — all the
things we think will allow it to exercise
itsrole better.

We've also tried to put a greater em-
phasis on prevention rather than cure.
That is tough — we don’t have the money
to get on the prevention side. Our finan-
cial system encourages us to make
money tomorrow rather than over five
years, so the system wants savings to-
morrow where prevention takes some-
whatlonger.

[ think there’s a trust challenge with
the public sector about the way public
services are run. I think that, run locally
with local transparency, we can deal with
thatissue. We’re very keen to up the ante.

Don Redding

Financial resources are limited but
sources of value are not fully exploited.
For example, people who have long-term
conditions are not in touch with services
most of the time; they’re just
living their lives. Family or
carers are supporting them,
but they make management
decisions every day about
what they can do and what
they are capable of. We need
to ensure that the strengths
that people can bring to that
are used.

A simple example is that an
awful lot of medicines are
wasted because they’re not
taken correctly or at all, be-
cause people don’t under-
stand what they’ve got. The
route to people getting the most out of
their treatment comes through involving
them in those plans and decisions about
how they’re going to be cared for and
treated. There is reasonable evidence to
show that the more involved they are, the
better. They have a better experience and
use resources more appropriately, so
they will take up prevention offers. This
means they will be less likely to choose
high-end resource treatment.

The second group that provides value
that we’re not using properly (referred to
by Kay) are families and carers, who actu-
ally provide the bulk of care, and without
whom the bills for care would be even
more astounding. Yesterday I was »

19-25 JULY 2013 | NEW STATESMAN | 11



» looking at the statistics from the last
inpatient survey and only about half of
people who have had a recent inpatient
episode say that their family and carers
were given the information they needed
to help them once they left the hospital.
A third source of value that could de-
liver much more are the voluntary and
community organisations. Holistic ap-
proaches to care use all kinds
of inputs that help people to
manage as best they can;
these don’t just come from
statutory health and social
care services. These are things
like peer support, education
and self-management, sup-
port for family and carers,
looking at the financial im-
pact of their developing con-
dition and how they manage
that. Those approaches get
developed in the voluntary
and community sector. But
we fear we are going to be
squeezed out in the current
concept of commissioning.

Andy Gwynne

One of the things that Andy’s had all of
the shadow health team doing over the
last few months is work shadowing. I
have had the privilege of shadowing a
Red Cross volunteer in Darlington. It’s
her job to help people move from hospi-
tal back into home when, without that
help, they would probably be bed block-
ing. She can give these people extra help
and assistance; taking them to appoint-
ments, taking them shopping. In this
way, they’re able to go home at a much
earlier time than they would otherwise
be able to, saving the NHS thousands of
pounds in the process. But she also be-
came a friend to the individuals she was
helping and it was really pleasing to see
just how trusted this Red Cross volun-
teer was by the people she was helping —
some had mental health needs, some just
had physical needs. But their funding is
being cut; and a decision was due to be
made jointly by the CCG and the acute
trust about whether they would com-
mission these services in the future.

I'm a patron of the new Home Start in
my constituency and that’s another ex-
ample of where volunteers are doing
some fantastic things that are saving the
local authority and the NHS thousands
of pounds.

On Michael’s pointaboutlocal govern-
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ment cuts, we need to break down that
silo mentality. We need to look at fund-
ing as one purse rather than NHS money
and local government’s money — and
even within local government there are
different competing departments.

For example, for the sake of saving a
couple of quid on a handrail an elderly
person then falls and breaks their hip.

“Closing hospitalsis
never popular: all local
MPs come out against it”
Claire Bambra

You've saved your £2 in adult social serv-
ices, but you've pushed thousands of
pounds of cost onto the acute sector.
We’ve got to look more holistically.

Claire mentioned the added challenges
that democracy can bring. My local pri-
mary care trust spent £5,000 on an ad-
vertising campaign in conjunction with
what was then known as Age Concern,
to raise awareness about the dangers of
ill-fitting slippers. It’s hugely important
because there are a number of falls caused
by ill-fitting slippers and that pushes cost
on to the NHS. But the local taxpayers’
alliance jumped up and down about it
because they thought it was a waste
of money. The Daily Mail and the Daily
Express picked up on it, as did the local
media. By giving this responsibility to
the local authority, you also give them
the responsibility to explain why this is
money well spent.

Claire Bambra

I think there are bigger examples too,
such as specialisation and having bigger
hospitals taking on more responsibilities.

Closing local hospitals is never popular —
all the local MPs will come out against it,
regardless of their national policy.

Alex Thomson

On decentralisation and localism, we’re
currently working on a report of local au-
thorities’ views on the opportunities
and challenges around that. We’re
launching that in September
but I can give you a couple of
relevant points it has re-
vealed. We did a round table
the other week, with various
companies, health profes-
sionals and MPs. It was quite
striking that there was a con-
sensus thatlocal government
should either divest itself of
social care by giving it to the
NHS and walking away from
it, or that we should do some
sort of version of what Andy
Burnham was talking about
and integrate the two.

We've done a survey of
chief executives and leaders about this
stuff and 95 per cent think that linking
local government with health services
would have a positive effect; 88 per
cent think they can deliver more joined-
up services; 62 per cent think they
would increase accountability; 43 per
cent think it would lead to a more
patient-driven service; and six times as
many people thought prevention would
be more likely than those who thought it
less likely.

Don Redding

If you look at the record on what has
been tried on integrating care over the
last 20 years, there’s been no convincing
period of demonstrable benefits to
people who need proper co-ordinated
care from any of the models that have
been tried. So while the enthusiasm is
welcome, and the same enthusiasm is
there from the CCGs as one of their top
priorities, there is no history of deliver-
ing measurable benefits to people who
need to use services. So we’ve still got to
look for new models of delivery that
focus on what people need. We’ve got
to focus on people’s needs and how
they can play an active part in delivering
that. We won’t be bowled over by
any one thing. There’s something more
radical and fundamental that needs to hap-
pen, which is about realising the goals and
aspirations that people have for their care,



and organising services around that, not
some new legislative goals of the system.

Michael Lockwood

We’ve just done a number of integrated-
care pilots focused around the patient, a
360-degree view of that individual.
We get GPs, social workers, the hospital
consultant and so on round the table
and we do a single risk assessment
and write a single pathway of care. This
has meant clearer pathways, more
integrated care, better connectivity and
better use of money. So we believe we’ve
got examples of where that integration
is working.

Richard Humphries

[ think everybody agrees that the current
model of care is bust. What we need is a
model of long-term care that is closer to
home, integrated across a range of serv-
ices and disciplines. But how do we do it
without turning everything upside
down? And how do we do that within
the tramlines of a 1948 settlement?

At the Kings Fund next week we will
be launching a new piece of
work that aims to revisit the
1948 settlement, and asks:
“Can we come up with a
better way of configuring the
offer?”

I see two short-term issues.
A current blight on the land-
scape is that the NHS budget
is ring-fenced, creating the il-
lusion that the NHS doesn’t
have the same financial pres-
sures as everybody else,
which is nonsense. Then
you’ve got local government
getting clobbered by more
than 28 per cent cuts. This al-
most designs in financial stress to the re-
lationship between the NHS and local
government at a time when government
is giving other policy messages that
they’ve got to get closer together. There
should be a single spending review set-
tlement for health and social care, not
two separate ones.

Our research tells us very clearly that
the Health and Wellbeing Boards that
seem to be making the most progress are
the ones that see their role as being a
partnership with CCGs, rather than a
takeover. And I would worry at any per-
ception that the work of CCGs is being
downgraded. The engagement of GPs
has been a very positive thing for the
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boards so far.

Where we need to get boards to is tak-
ingan overview of the total commission-
ing resource in their locality, not just the
£1bn that’s transferred from the NHS,
but the whole lot. But that needs to be
done on a partnership basis in which
CCGsare engaged.

Andy Gwynne

Richard has made a really good point
there about taking into account total
resource within a locality. The locality
needs to be able to plan for all services in
the future - health, social, housing,
leisure, planning, public health, environ-
mental services and so on. We need a
proper health plan for each individual
area that everyone works towards and
understands. That single resource then
allows you to deliver the health plan for
the locality.

Alex is right about it almost being a re-
turn to the historic powers of the NHS
because we all forget that local govern-
ment was born out of health. My own lo-
cal council started off life in 1855 as a “lo-
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“Engagement of GPs has
been very positive for
the boards sofar”
Richard Humphries

cal board of health”, that then became an
urban district council, and then became a
metropolitan borough council. At each
stage of reorganisation it lost a little bit
more of itsrole in health until the point to-
day where it delivers adult social care and
children’s services and, other than that,
the restis delivered by somebody else. Re-
ally we’ve got to get back to thatjoined-up

thinking thatis more patient focused, that
is more electorate focused as well. Local
councillors want to deliver services that
the electorate wants to see. Voters don’t
understand why councils can’t do this,
that, and the other; why somebody else is
responsible for it. When people come to a
councillor’s surgery, they automatically
assume that the council is responsible for
health services anyway.

Fiona Sim

[ want to go upstream and engage people.
It think the late Derek Wanless was
right, about a fully engaged scenario be-
ing the only way to an affordable service
for the future of both health and social
care. And I don’t think we’ve made much
progress since he spoke in 2002 abouten-
gaging people so that they understand
their own health.

Proper primary prevention has got to
be a sensible way forward. Linked with
that, I'm particularly interested in build-
ing capacity. We have a number of quali-
fications butthey’reatthe very basiclevel
of Level 1/Level 2 stage for improving

people’s understanding of
health, whether they’re ordi-
nary members of the public
or whether they’re working
in local authorities at any
level, or are in health care.
They’ve been very popular,
they’ve been taken up. We’re
not the only organisation that
does those but I think the
downward pressure on train-
ing budgets — and budgets in
general — is a real issue for
building that basic capacity,
and this needs to be thought
about in terms of return on
investment. “We can’t afford
training” tends to be a bit of a short-term
response.

Another thing about capacity that
someone said to me yesterday is that, not
only have we fragmented the NHS across
the UK, we’re fragmenting our public-
sector values. So, for example, business
leaders are encouraged to become leaders
in the NHS, skilled in business, in com-
petition, in entrepreneurship, which
isn’t necessarily social entrepreneurship.
Someone said to me, “Please don’t bring
those values across to Scotland, where
we don’t have competition, we embrace
collaboration and work in partnership”.
What we’ve heard here today is that it’s
the collaboration and partnership that »
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» we need to be embracing and promot-
ing, rather than those other skills neces-
sarily. I suspect there is space for some
business acumen but not at the exclusion
of working in partnership and under-
standing how to collaborate. So we need
to understand the sort of people that
we’re developing and building to take the
whole system forward, regardless of
whether it’s run by local gov-
ernment or some other sector.

Another point I'd like to
make is that, having moved
public health into local gov-
ernment, it's working in
some places beautifully, and
less beautifully in others.
There are all sorts of complex
reasons for that so I'd like to
make a plea for some evalua-
tion, rather than just chang-
ing things for the sake of
changing them, dare I say it,
on a political whim.

Where it’s working well,
public health people have
learned the language of local
government and how to use
the levers and drivers. Local government
has understood health for centuries but
public health and the NHS haven’t un-
derstood local government.

Geoff Alltimes
[ agree with that — adopting models that
have something to offer. There is lots of
evidence about things that do work for
patients, and patients have been part of
the evaluation that says they have
worked. The problem is that we do not
have many places where that’s done as a
whole system, we have lots of individual
pilots — Torbay’s one of the few that went
for the whole system, and the evidence is
good in terms of their results for patients.
I’'m familiar with two Total Place com-
munity budget pilots, one I was part of
starting in the three boroughs of Ham-
mersmith, Kensington & Chelsea; and
Westminster, which is very much con-
nected to the model in Greater Manches-
ter. What’s important to me is that these
pilots are work that is between CCGs,
the NHS and local government; and they
have said “actually we can see a way in
which we can do better with a combina-
tion of services and we can do it more
cheaply”. Those pilots are poised to go
and are being taken forward. My frustra-
tion is that the system, the collective
system — who owns which bits of it 'm
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not sure — but the collective system has
notsaid “Yes, we ought to be using those
examples, evaluating them and pushing
them to the next stage because they’re
the sort of model we need in the sys-
tem.” Not least because, as well as look-
ing at the issues of providing better care,
they’ve also been prepared to grapple
with that most difficult issue of recon-

“It’s the collaboration

and partnership that we

need to be embracing”
Fiona Sim

figuration. The fact that you've got to
take populations with you, down the
road of saying, “Yes, we need less
of some of these institutions, less of the
big hospitals and more care in the
community.”

Andy Gwynne
Speaking from local experience, one of
the wards in my constituency, Denton
South, is part of Greater Manchester To-
tal Place pilot, and it’s worked incredibly
well. Denton South Partnership is oper-
ating out of what was a PCT building in
the heart of the community, delivering
services to a whole range of people; in
partnership with the local housing
providers; in partnership with the police,
the local authority, probation services
and with the NHS. And we are starting to
see huge improvements in job opportu-
nities, in housing, in standards —a whole
range of factors in that community.

That pilot is about to end and what re-
ally concerns me is that we might move

back to the silo mentality.

With Sure Start for example, some of
the opponents are saying that things
haven’t improved on this outcome and
that outcome. And I say that, in 20 years’
time, when those children who have gone
through Sure Start over the past few years
are parents themselves, that is what will
show whether or notit’s paid dividends. It
was never meant to be a quick
fix. That’s true of the Total
Place pilots as well. Some of
the benefits of Total Place have
been immediate but some of
them will be much longer
term.

[ think there are some good
examples of where public
health has fitted very neatly
back into local government
because those particular
councils have taken the role of
public health seriously - it’s
not seen as a secondary issue.
Actually it’s seen as the
lynchpin of everything that
the council does. Public
health has an umbrella role
for many other services that councils of-
fer. It makes local government tick.
Where councils “get” that, public health
will be the key role in the future that ties
everything together.

Sam Taylor

To pick up on Fiona’s comment about
commercial aspects and bringing those
skills in, being on the commercial side I
find that our focus at the moment is less
and less on the commercial aspect and
about competition, and more and more
on partnership. Our cultural mantra is
about working together for Britain’s
national health.

We have arole to play around risk-tak-
ing. As an organisation, we reward risk-
taking because we can see the benefit of
doing it. Failure is not a problem as long
as it’s managed. There’s an opportunity
for bringing thatinto the system in terms
of how we integrate, how we change
services for the future and how we adapt.
It’s been interesting to hear the different
approaches for the different parties here
today and that there are an awful lot of
things that people are saying together
and we need to actually play that out.

Martin Barrow
Thank you all very much. It’'s been highly
interesting.
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