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Introduction:
Crunch time for the
hospital
As Albert Einstein wrote “if you always do what you always 
did, you’ll always get what you always got.” This is true of 
healthcare. If the UK is to do the right thing for patients 
and improve value for money in health services then new 
ways of delivering health services are needed.

Health services are changing.  Health systems around the 
world are gearing up to shift care out of hospitals and into 
the community. Modern healthcare requires hospital and 
bed numbers to fall. 

But as well as shifting care out of hospitals, hospital 
services themselves need to be transformed. With fewer 
hospitals the ability of technology and competition to drive 
up standards and productivity will become even more 
important. Hospitals will need to make unprecedented 
increases in productivity.

The NHS occupies a unique place in British politics. Party 
leaders proclaim their lifelong love of it, MPs vow to fight 
for their local hospitals, but few dare spell out the difficult 
realities it faces – not least, unprecedented pressure on 
funding in the next few years. Political denial is doing no 
one any favours. It is time to have an honest debate on 
hospitals in the new health service.

On 6 December 2010 around 100 delegates, from politics, 
public service, business and the third sector, and 
representing all major political parties, listened to and 
debated the presentations of ten speakers. This provided 
the chance to hear the views of a range of leading figures 
and organisations and, in turn, provided these people with 
the opportunity to receive questions directly from a range 
of delegates. 

A booklet containing think pieces from some speakers 
was published with the summit. Presentations and 
question and answer sessions during the day were 
recorded. This report contains a copy of the agenda of the 
day, the booklet that accompanied it and the transcripts of 
the discussions.

Speakers included: 

Earl Howe, Parliamentary Under-
Secretary of State, Department of Health 

Liz Kendall MP, Shadow Health Minister

Norman Lamb MP, Chief Parliamentary 
and Political Advisor to the Deputy 
Prime Minister

Christine Connelly, Chief Information 
Officer, Department of Health

Dr Peter Carter OBE, Chief Executive 
and General Secretary, Royal College of 
Nursing

Hannah Farrar, Director of Strategy and 
Commissioning Development, NHS 
London

Alan Fowles, Vice President and General 
Manager, Cerner UK and Ireland

Sally Gainsbury, News Editor, Health 
Service Journal

Professor Steve Smith, Chief Executive, 
Imperial College Healthcare NHS Trust

Matthew Swindells, Vice President, 
Global Consulting, Cerner
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banking and a whole array of things that 
we’re all familiar with but when it came to 
their professional lives there was a lack of 
confidence.” He also argued that one 
main frustrations with the health service 
was that while some providers have fully 
engaged with IT, too many have not even 
started. But there is a positive story too – 
with some good examples of the use of 
teleassessment, such as Wolverhampton 
and Wiltshire, highlighting how embracing 
new technologies is “very good for patient 
care but also is very good for the bank 
balance”, and can help reduce any 
overreliance on acute hospitals.

Matthew Swindells, Vice President, 
Global Consulting, Cerner, argued that the 
NHS could not afford to not invest in 
information technology. As he noted there 
are no examples of industries where 
productivity improvements of the scale 
required by the NHS (20 per cent) have 
been made without such investments. He 
also noted that the better use of data and 
IT could lead to quality improvements and 
cost reductions through:

•  Better assessing whether people need 
to be in hospital.

•  Improving quality management within 
the service.

•  Improving the IT literacy of the 
information, clinical and managerial staff 
within the NHS.

•  Encouraging the co-production of health 
– through enhancing choice and 
accountability and encouraging patients 
to be full partners in their care.

As he concluded, “our problem is we have 
done too little and we’ve been too timid 
about what we do and we’ve been too 
slow about it and if we are going to 
confront the financial challenge we need 
to be a lot bolder and move a lot more 
quickly.”

The competitive hospital
In opening the second panel session  
Liz Kendall MP, Shadow Health Minister, 
argued that the focus should be on 
integrating care not introducing 
competition into the hospital sector. While 
there should be some competition or 
challenge in the system it is important to 
not be overzealous. As she said “the 
future of high quality value for money 
healthcare is about integration more than 
competition and about improving primary 
and community services rather than 
focusing predominantly on secondary 
care. The key question we should be 
asking is whether the Government’s plans 
will help or hinder these goals.” On this Liz 
Kendall highlighted the need for the health 

•  Help to co-ordinate healthcare and 
integrate health services.

•  Help deliver a more productive health 
service.

She also discussed how there is a need to 
free up existing data that is trapped in 
current applications to get the better use 
of information. There is also a need for a 
more structured approach to information. 
She highlighted that while in the past the 
focus may have been on replacing all 
systems with one centralised system, the 
focus now is on ensuring that the diverse 
systems in use are able to connect 
together. This could be helped by 
initiatives such as ensuring that patients 
can be more easily identified (e.g., having 
a unique a “NHS number”).

Professor Steve Smith, Chief Executive, 
Imperial College Healthcare NHS Trust, 
argued that the patient record should 
belong to the patient. It is their information. 
He also noted that devices with the 
potential to transform health services are 
already available and the key to their 
successful adoption is the human 
element. As he argued, “This is first and 
foremost a human thing and secondly a 
technology issue.” Examples of 
technologies he discussed included 
diabetes monitors and management 
software. He also argued that while it is a 
good thing to allow patients to take 
greater control of their data, we should be 
realistic and recognise that this will lead 
changing patterns of demand. As he 
noted, shifting the location of care “is not 
about preventing people coming to 
hospital, it is about providing better care in 
better environments.”

Dr Peter Carter OBE, Chief Executive 
and General Secretary, Royal College of 
Nursing (RCN), provided a perspective on 
how nurses feel about the e-health 
agenda. The RCN’s e-health survey 
showed that half of nurses do not feel 
confident with this agenda. As he noted, 
“even though the vast majority of them in 
their personal lives [...] do electronic 

Welcome and keynote 
speech
In his welcoming remarks Alan Fowles, 
Vice President and General Manager, 
Cerner UK and Ireland, highlighted the 
importance of being involved in policy 
debates on hospitals in the new health 
service. Such debates are central to the 
challenges facing the Government in 
making the health system more affordable 
while improving health outcomes.

Earl Howe, Parliamentary Under-
Secretary of State, Department of Health, 
noted in his keynote remarks how the 
primary challenge facing the NHS has 
changed from being the management of 
acute conditions to the management of 
chronic ones. He also noted that the days 
of regular large increases in budgets are 
over. As a result the NHS will only succeed 
if it changes the way that it treats people. 
Examples of good care will have to 
become more commonplace, business 
models will have to change and hospital 
bed numbers fall. While 80 per cent of 
interactions in the NHS are still face-to-
face, other industries have radically 
changed their business models to make 
the most of changes in technology. “How 
often,” he asked, “do you physically walk 
into a bank?” To help drive change the 
Government is committed to creating the 
largest and most vibrant social enterprise 
sector in the world, where real informed 
choice will help ensure that money will 
follow and go to the best providers.

The digital hospital

In opening the first panel discussion 
Christine Connelly, Chief Information 
Officer, Department of Health, highlighted 
three key benefits from an “information 
revolution” in the NHS. She argued that 
the better use of information would:

•  Enhance patient voice and help them 
understand and participate in decisions.

 

Summary 
of transcripts
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licensed services regime? How will 
subsidies for services caught be set and 
how will they avoid being caught by 
state aid rules?

•  Will the need or the desire to provide a 
function to protect taxpayers’ £25 billion 
investment in FTs make a mockery of FT 
independence? The £25 billion is 
essentially the value of the assets which 
NHS organisations were either gifted 
when they became part of the NHS or 
that they had been given by the DH in 
the form of capital funding. The 
challenge is whether responsibility for 
monitoring of organisation’s financial 
plans and performance in relation to 
these assets will be located with Monitor 
or the Department of Health.

Closing remarks
In closing the event, Norman Lamb MP, 
Chief Parliamentary and Political Advisor 
to the Deputy Prime Minister, noted how 
new ways of working are being developed 
in areas like Nottingham. He called for 
greater diversity in how healthcare is 
delivered and organised, and stressed the 
role of innovative new entrants in 
improving productivity. Norman Lamb also 
touched on four areas that require 
consideration if the health service is to 
achieve an improvement in productivity:

•  Prevention.

•  Competition.

•  Integration.

• Employee ownership and engagement. 

As he concluded, the period ahead will 
provide significant challenges. “The risks 
are enormous, if we don’t get reform right 
the potential for financial crisis is very real. 
It is self-evident to acknowledge that fact 
given the money isn’t increasing but the 
costs are rising year on year and yet there 
is enormous potential to do things 
differently, to improve quality and to 
achieve better results at a lower cost.”

system to make the correct strategic 
decisions, and questioned how these 
strategic level decisions will be made 
when SHAs are abolished. She also 
highlighted the risks of increasing 
fragmentation from current reforms to 
introduce GP-led commissioning and 
stressed the need to improve primary and 
secondary care.

Hannah Farrar, Director of Strategy and 
Commissioning Development, NHS 
London, highlighted that competition 
needs the right conditions. For 
“competition to be effective, we need to 
get the conditions right in which it is going 
to operate and my personal view is there 
are four critical requirements for this.” 
These are:

•  Information. Although there is a wealth of 
data it is not well used, and we need to 
make this prompt and accessible if we 
are going to drive the competition.

•  Incentives. Organisations and individual 
clinicians need to be incentivised to 
compete on the right things. Payment 
reform focusing payment more on quality 
and on risk must become a reality.

•  Scrutiny. At the moment there are 
organisations, including hospitals, which 
are insufficiently nimble to respond to the 
market. We need to be real about how 
we can use scrutiny if we are going to 
get hospitals to compete in the ways 
that we desire them to do.

•  Consumerism. People need to be less 
trusting of the NHS. People need to be 
discerning. Unless we can get 
consumerist behaviour, competition 
might not work in the way hoped for.

Hannah Farrar then discussed the cases 
of stroke and integrated care to illustrate 
how complex and difficult it is to make 
providers respond to the market and 
redesign services. She concluded that to 
deliver real improvements in quality and 
outcomes, policy makers need to create a 
more dynamic market and the NHS needs 
to be faster at exiting capacity. 

Sally Gainsbury, News Editor, Health 
Service Journal, concluded the 
presentations in the session with a 
number of important questions that she 
felt are going to arise immediately or over 
the next couple of years. These included:

•  How much consolidation will there be 
among NHS providers? There is already 
a lot of consolidation taking place under 
the Transforming Community Services 
programme, and it looks like there will be 
more to come on the acute side.

•  Who or what will be caught by the official 



08.30 – 09.00 Registration  
and coffee

09.00 – 09.30 Welcome and 
introduction

Andrew Haldenby, Director, Reform 
Alan Fowles, Vice President and General 
Manager, Cerner UK and Ireland

09.30 – 10.00 Keynote speech  
by Earl Howe 

A keynote speech by Earl Howe, 
Parliamentary Under-Secretary of State 
at the Department of Health, on hospitals 
in the new health service.

10.00 – 11.00 The digital 
hospital

Transforming health services must begin on 
the front line. Quality information and 
modern technology can empower clinicians 
to deliver more for less and enhance patient 
voice and involvement in their healthcare.  
A digital hospital will ensure the better use 
of scarce resources and encourage 
innovation in the treatment of patients.  
This session will explore the potential for 
the better use of data and technology to 
improve patient care and save money. 

A panel debate chaired by Dr Patrick 
Nolan, Chief Economist, Reform 
Christine Connelly, Chief Information 
Officer, Department of Health 
Professor Steve Smith, Principal of the 
Faculty of Medicine and Chief Executive, 
Imperial College Healthcare NHS Trust 
Dr Peter Carter OBE, Chief Executive 
and General Secretary, Royal College  
of Nursing 
Matthew Swindells, Vice President, 
Global Consulting, Cerner

11.00 – 11.30 Coffee

11.30 – 12.30 The competitive 
hospital

The funding crisis facing the NHS will hit the 
hospital sector hard. Ensuring England’s 
hospitals are competitive and world class 
will be an ongoing challenge. The changing 
nature of medical care demands a 
reconfiguration of health services. This 
session will explore the potential outcomes 
of greater competition between and within 
hospitals (service line management) and 
the implications of the recent White Paper 
for the hospital sector. 

A panel debate chaired by Dr Patrick 
Nolan, Chief Economist, Reform 
Liz Kendall MP, Shadow Health Minister 
Dr Bill Moyes, Former Executive Chair  
of Monitor 
Hannah Farrar, Director of Strategy and 
Commissioning Development, NHS 
London
Sally Gainsbury, News Editor, Health 
Service Journal

12.30 – 13.00 Closing remarks Norman Lamb MP, Chief Parliamentary 
and Political Advisor to the Deputy Prime 
Minister, will give his thoughts on the 
challenges facing the NHS and the 
prospects for reform. 

13.00 Lunch
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The October Spending Review announced 
the smallest increase in health spending  
in decades. Funding is set to grow by £10 
billion over the next four years to £114 
billion, equivalent to an annual 0.1 per cent 
real terms rise. No one needs reminding  
of the challenge this financial settlement 
places on the NHS. The rising costs of 
healthcare, driven by growing demand and 
more expensive treatments, will mean the 
service needs to make savings of £15-20 
billion by 2014. Yet the “funding gap” is  
not just a short term problem. The costs  
of healthcare will continue to grow after  
this Parliament and for decades ahead. 

With over half of NHS expenditure spent  
in hospitals, trusts are on the front line  
in the race to achieve value for money.  
Health inflation and minimal increases in 
income will place many acute providers 
under severe financial pressure. Some 
hospitals will be unable to balance their 
books in the next financial year and many 
healthcare providers will find their facilities 
and services under threat over the course 
of the Parliament. To meet today’s financial 
challenge hospitals will not only need an 
unprecedented increase in productivity,  
but also leaders will need to reorganise 
services and manage failing hospitals 
effectively. To meet the financial challenge 
of the rest of the century hospital services 
need to be fundamentally transformed.

Event programme
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Thomas Cawston
Going digital, 
becoming 
competitive

Transforming services to deliver 
greater value for money and 
higher quality is now the priority 
for the NHS. Modern medicine 
and the latest technology have 
the potential to revolutionise the 
delivery of healthcare and 
ensure the NHS is better able to 
meet the long term change in 
health needs. As the majority of 
medical interventions move 
from short episodes of hospital-
based treatment to disease 
management programmes for 
patients with chronic conditions, 
new health services are needed. 
Mobile technology and 
electronic records, together with 
advances in medical science, 
mean that health professionals 
can now deliver precise 
treatment closer to the patient. 

The digital hospital must also 
be a competitive hospital. New, 
more effective and more efficient 
services continue to be frozen in 
old, high cost business models 
such as the district general 
hospital. Medical services are 
still centred around the clinician 
and not around the needs of 
patients. Reconfiguration of 
services not only means reducing 
capacity, but also presents the 
opportunity to disrupt business 
models and transform the 
delivery of high quality care.

The introduction of service 
line accountability is a start. But 

new business models are needed 
to make health services more 
integrated, responsive and 
reformed to capture the potential 
of new medical knowledge and 
treatments to improve health 
without rising costs. The district 
general hospital has to make way 
for the digital hospital and new 
health services: specialist teams 
of healthcare professionals, 
focused “solution shops” and 
patient support networks. 
However the NHS continues to 
resist change. Making hospitals 
competitive will trigger the digital 
transformation in healthcare.

Reform is needed to create a 
more competitive healthcare 
market and set the innovators 
free. But by protecting NHS 
services and stalling the 
reconfiguration of hospital care 
the Government is making 
reform harder and holding back 
new providers from entering the 
NHS market. The decisive 
moment of this Parliament will 
be when the first NHS trust goes 
bust. Rather than bailing out the 
NHS and continuing the history 
of boom and bust in the health 
service, the Government must 
accept the need to address 
failure and take capacity out of 
the system. An effective failure 
regime is essential to pave the 
way for the disruptive innovation 
that will help make healthcare 
affordable for the 21st century. 

Thomas Cawston,  
Researcher, Reform

Matthew Swindells
Information, evidence 
and automation to 
survive... and thrive

Liberating the NHS marked the 
start of a series of radical changes 
within healthcare in this country 
which could add up to the greatest 
upheaval in 60 years. The themes 
of “choice”, “transparency” and 
“devolution” run deep within the 
White Paper, introducing a real 
market and a shift in power, but 
all of this takes place within a 
challenging financial landscape. 
The Department of Health has 
escaped the cuts experienced by 
many of its peers but the NHS still 
needs to make efficiency savings 
of some £20 billion over the next 
five years. The NHS will now need 
to decide whether to achieve these 
savings through the integration of 
care, changes in working practices 
and the rigorous application of 
evidence across multiple settings; 
or declare the challenge too great 
and start dismantling services.

For acute trusts, the White 
Paper signals the need for them to 
completely rethink their business 
model, with care moving further 
into the community and greater 
emphasis on prevention of 
admission to hospital. The 
traditional hospital strategy of 
increasing activity to grow 
revenue is defunct in this 
economic environment. 
Excellence and efficiency will 
need to be the hallmarks of 
success as the number of hospital 
beds falls alongside downward 

pressure on price. For community 
services, a fundamental rethink of 
the way they deliver services and 
the way in which technology can 
be used to improve care and 
reduce costs is called for. For 
commissioners, “buying more of 
the same” is the route to financial 
crisis and worse care. Now is the 
time for the application of 
evidence, population 
segmentation and pro-active 
intervention.

 The success of the Secretary of 
State’s reforms is dependent upon 
quality and cost transparency, 
allowing commissioners and 
consumers to reward the best 
performing providers and letting 
the worst fail. The information 
strategy highlights how price 
comparisons through the internet 
have had a major impact on the 
experience of consumers for basic 
utilities such as electricity. Dr 
Foster’s hospital guide has been 
the forerunner for a similar 
precedent within healthcare. In 
the future, customers will 
compare providers online and 
analyse quality of service by 
access to their medical record. As 
providers are paid on the basis of 
outcomes and quality indicators, 
the most technologically 
advanced and automated will be 
equipped to measure these 
metrics in real-time allowing 
them to take corrective action 
thus maximising both payment 
and, more importantly, providing 
better clinical outcomes

Throughout healthcare, data 
will be central to driving the 
market – those that are yet to get 
“IT” are at a critical disadvantage. 
We are at the point now of 
automating to survive but those 
that do “IT”, and successfully, will 
thrive.

Matthew Swindells,  
Vice President, Global 
Consulting, Cerner

Pamphlet articles



Stephen Church
Disease management 
and the hospital

If the NHS is to improve patient 
outcomes alongside making 
savings through the QIPP 
agenda there must be a 
concerted effort to improve 
disease management and ensure 
patients do not end up having 
lengthy stays in hospital that 
could have been avoided. The 
management of diabetes is a 
prime example of this.

With diabetes’ prevalence 
continuing to rise in the UK the 
NHS faces the challenge of 
managing an increasing patient 
population at a time of 
significant financial hardship. 
The solution is to establish 
strong disease management 
programmes, whereby the 
empowered patient works with 
healthcare professionals to 
create a personalised disease 
management programme. 
Poorly managed diabetes can 
lead to a range of related 
conditions, many of which will 
result in the patient being 
admitted to hospital. Effective 
management of diabetes is 
therefore crucial for the patient, 
as well as for budget holders in 
today’s harsh financial climate.

Effective management of 
diabetes relies on a strong 
relationship between the patient 
and a multi-disciplinary team of 
healthcare professionals – GPs, 
diabetes specialist nurses, 
dieticians, podiatrists, eye health 
professionals and psychologists 
may all have a role to play. A 
strong patient-professional 
dialogue is central to ensure that 
a tailored and personalised care 
and management programme is 
drawn up. Clear patient 
understanding as to why they 
must keep their blood/glucose 
levels under control, use their 
medicines and/or insulin as 
prescribed, and make the 
necessary life style changes is 

required. This will ensure 
informed patients are 
empowered to manage their 
own diabetes.

There are examples of best 
practice around the NHS, 
demonstrating how a 
personalised and integrated care 
approach can be established for 
patients. During the upcoming 
transitional phase for the NHS, 
emerging GP Consortia will need 
to engage fully with local health 
professionals to ensure these 
cases of best practice are 
delivered across the country. 

Sanofi-aventis is committed 
to supporting patients and 
professionals to improve the 
management of diabetes. 
Through innovation in 
therapeutic and monitoring 
technology we hope to play our 
part in reducing the burden of 
diabetes and support patients to 
lead long and healthy lives.

Stephen Church,  
Franchise Director, Diabetes, 
sanofi-aventis UK 

Dr Peter Carter OBE
The digital front line

The importance and potential of 
eHealth has become a vital part 
of healthcare discussions. 
“eHealth”, by which I mean all 
applications of information 
communication technology 
relating to healthcare, is not just 
about computers. It is about 
finding, using, recording, 
managing and transmitting 
information to support care and, 
in particular, to make decisions 
about care. 

Technology, and the way we 
use it, is revolutionising the care 
delivered to patients. We will 
have to learn new skills and 
develop new practices to 
accommodate the advancement 
of nursing practice. Some 
nursing staff will need to be 
more involved, especially in 
letting developers know what 
information these new systems 

must contain to ensure they are 
relevant to nursing practice.

Through the use of electronic 
records, for instance, the nursing 
community can look forward to 
the possibility of innovative care 
being coordinated across 
multidisciplinary teams, as well 
as to a reduction in the valuable 
time spent on writing, filing, and 
finding records. There are also 
huge benefits to new models of 
care – care pathways, clinical 
networks, changing roles – all of 
which can be supported in ways 
that are not yet possible with the 
current fragmented and 
dispersed paper recording model.

However, in a recent eHealth 
survey undertaken by the RCN, 
fewer than half (49 per cent) of 
the nurses surveyed believed 
electronic patient records to be 
more secure than paper-based 
systems.

The fact that so many nurses 
are worried about the security of 
electronic patient records 
reflects the need for improved 
education and training in this 
area. And we know that poor 
consultation with staff can often 
result in the ineffective 
implementation of systems 
which then fail to deliver their 
promised improvements. 

It is vital therefore that within 
these exciting and innovative 
times the voices of nurses are 
heard and their opinions taken 
on board; the impact these 
technological changes will have 
on front line nursing and on 
patient care must not be 
underestimated. 

Dr Peter Carter OBE,  
Chief Executive and  
General Secretary,  
Royal College of Nursing

Dr Bill Moyes
Major change  
is inevitable

Hospitals face a period of 
sustained pressure on all fronts, 
which cannot be managed by 
cutting service quality or 
blackmailing the Government 
into offering subsidies. Major 
change is inevitable.

The Government’s 
commitment to real terms 
increases in the funding of the 
healthcare system does not 
mean that the tariff will increase 
each and every year in real 
terms. It will not. The tariff will 
be set to incentivise hospitals to 
avoid unnecessary admissions 
and to increase productivity. 

The provision of up-to-date 
and useful information to 
patients, carers and service users 
on clinical outcome and service 
performance will almost 
certainly expose some serious 
problems with the organisation 
and delivery of services. Big 
differences in the clinical 
performance of different 
hospitals will become apparent, 
and patients will want to know 
what is being done to rectify this. 

To deliver good and 
improving services all parts of 
the healthcare system have to 
have sound finances and 
effective governance. But half 
the hospital system has yet to 
demonstrate that they are 
financially viable and well-
governed - the criteria for 
becoming a foundation trust. For 
many hospitals - including some 
major teaching hospitals - big 
and unpalatable changes will be 
required to secure their future. 

The impact of GP 
commissioning consortia is 
likely to be felt soonest in 
community services - often badly 
organised and with very variable 
productivity. There is 
considerable scope here for GPs 
to use their commissioning 
power to secure big  

Hospitals in the new health service / Reform
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improvements, quickly. And 
there is scope too for the private 
sector to enter the market and 
secure huge improvements in 
quality and responsiveness, as 
they did in residential care in the 
1990s. If – when - this happens 
it will be a lot easier to divert 
patients from admission to 
hospital to treatment in a 
community facility, or at home. 
This in turn will give GP 
commissioners the confidence, 
and the muscle, to start to 
change the hospital system.

So, for hospitals the focus has 
to be on matching cost to 
income, on tackling persistent 
underperformance and on 
having a realistic strategy. This is 
not about the organisation 
surviving. It is about delivering 
good and improving care for 
patients. And it is unavoidable.

Dr Bill Moyes,  
Former Executive Chair  
of Monitor 

Norman Lamb MP 
Challenges facing the 
NHS 

The NHS faces a massive 
challenge. The Government has 
ring-fenced the budget, but with 
health costs rising every year the 
imperative is to make the system 
more efficient in order to avoid 
cuts and rationing. 

Yet everything points to the 
potential to achieve more with 
the resources available. 
Productivity in the public sector 
has declined over recent years.  
At the same time, the private 
sector has seen significant 
productivity improvements - 
driven by innovation. The 
organisation NESTA has 
developed an “innovation index”. 
If you could achieve the same 
degree of innovation to the 
delivery of public services the 
potential for improved 
productivity is enormous. 

Labour started to change the 
traditional model of the NHS by 
introducing new providers - 
until the reforming zeal ran out 
of steam. Their approach was 
always top-down, such as the 
programme of independent 
sector treatment centres. The 
scheme was rightly criticised in 
many respects but it has allowed 
us a glimpse at how reforms can 
potentially reduce cost. I visited 
one such centre in Nottingham 
operated by Circle where NHS 
surgeons on secondment have 
achieved efficiency savings of 
around 15 per cent. Liberal 
Democrats accept the case for 
enabling other providers both 
from the private and third 
sectors to play a part in the NHS. 
The key principle remains: 
access to all; care free when you 
need it.

Circle is a business which 
embraces John Lewis style 
employee share ownership. I 
want to see this approach 
applied across the NHS. I am 
delighted that the Government is 
promoting the principle of 
establishing employee 
ownership trusts. 

Two other key reforms can 
help deliver a better and more 
effective NHS. First, we have to 
break the divide between health 
and social care, getting care 
closer to home. The 
Government’s White Paper 
proposals will help. Integrating 
care helps the patient and cuts 
cost. Look at Torbay, where the 
care trust has developed 
integrated care teams around GP 
practices. Focusing attention 
particularly on those with long 
term chronic conditions, they 
have been able to cut crisis 
admissions to hospital.

Secondly there has to be a 
fundamental shift towards 
preventing ill health. Kaiser 
Permanente have demonstrated 
how smart use of technology 
helps people make informed 
lifestyle choices, reducing the 
risk of ill-health and helps to 
target interventions more 
effectively. 

Norman Lamb MP,  
Chief Parliamentary and 
Political Advisor to the  
Deputy Prime Minister

Professor  
Steve Smith 
Digital hospitals  
and healthcare

Digital technology has 
transformed the way that people 
live and manage their lives, their 
personal affairs, pay their taxes 
and book their holidays, both 
online and on mobile phones.  
So if these devices have 
transformed how people access 
information and manage their 
affairs, why has this technology 
not yet transformed the delivery 
of healthcare?

We have made a start in a wide 
range of ways. The NHS’s Choose 
and Book system allows GPs and 
patients to book referrals to 
hospitals online. About five 
million visitors per month use the 
NHS Choices website, an 
information service that helps to 
put individuals in control of their 
healthcare. The service is 
intended to help individuals 
make choices about their health, 
from lifestyle decisions about 
things like smoking, drinking and 
exercise, through to the practical 
aspects of finding and using NHS 
services in England when they 
are needed.

Applications for iPhone and 
other mobile devices are 
becoming increasingly available. 
For example, “Wellnote by Dr 
Darzi”, recently launched by 
Imperial College Academic 
Health Sciences Centre, allows 
users to search for local 
healthcare providers. Users can 
also anonymously rate healthcare 
services in the same way music 
can be rated on iTunes. Users can 
also enter their medical history 
onto the application and easily 
email it to their doctor or show it 
to a clinician. Users can set 
reminders for when to take which 
tablets and add health 
appointments to their iPhone. 
Other products can help patients 
manage chronic conditions. 
Diabetes patients can record and 

monitor blood glucose levels via 
devices that can access diabetes 
management software.

These positive examples 
illustrate what can be achieved, 
but patients and the NHS should 
expect more. While there has 
been a chequered history of IT 
programmes in the NHS, so much 
more could be achieved through 
electronic patient records to allow 
patients and the healthcare 
professionals involved in their 
care to manage their care better. 
It is unacceptable that UK 
healthcare professionals cannot 
currently routinely access records 
online. We can and must find 
ways to do better.

With appropriate safeguards, 
pooling data can also act as a 
powerful resource for researchers 
to draw on or involve patients in 
clinical trials so that the next 
generation of therapies and drugs 
can be developed and made 
available. The Government’s 
reforms promise an “information 
revolution” to empower patients 
to make choices, and to improve 
the care available. The challenge 
is clear. We need to work together 
across traditional boundaries to 
make this a reality.

Professor Steve Smith, Principal 
of the Faculty of Medicine and 
Chief Executive, Imperial 
College Healthcare NHS Trust 

Hospitals in the new health service / Reform
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Welcome and introduction
Andrew Haldenby
Good morning everyone, my name is Andrew 
Haldenby, I am the Director of Reform which is an 
independent, non-party think tank whose mission is 
to find a better way to deliver public services and 
economic prosperity in the UK.

Thank you so much for coming to this, our latest 
health summit and a flagship health event for us at the 
beginning of this Parliament. As a think tank it is 
fantastic for us to have such a serious panel of 
speakers from all sectors around the healthcare 
debate. But even more important is to have such a 
range of attendees, extremely senior people, many of 
whom I know from Reform’s network already, many 
of whom I don’t know but am looking forward to 
getting to know. But it really is a spectacular group 
and thank you so much for giving up your time this 
morning. I hope as these three hours rush by, by the 
end of it we will have moved the policy debate 
forward, we will have a clearer understanding in our 
own minds about not only what the pressures on the 
hospital sector, the acute sector, will be in the first 
part of this Parliament but what we need policy 
makers to be thinking about and how we can meet the 
challenge of saving money in the health budgets 
whilst still improving services in the long term, so 
thank you very much indeed.

How we will structure this morning is in a 
moment I will ask Alan Fowles, the Vice President and 
General Manager of Cerner in the UK and Ireland, to 
give his introductory remarks and Alan, I think on all 
of our behalf, thank you so much hosting us in these 
spectacular facilities. As I walked over the canal I 
reflected that it is perhaps not exactly like Venice but 
there has been some sort of renaissance, an incredible 
renaissance actually, in this part of London and these 
particular facilities that you have constructed here 
really are incredibly impressive and I am sure all of us 
here want to know much more about them so thank 
you very much indeed. So Alan will give the 
introductory remarks, I will introduce Lord Howe, 
Parliamentary Under-Secretary of State at the 
Department of Health, to give his keynote speech at 
this conference followed by questions and answers. 
We will then have two sessions, separated by coffee, 
looking at the possibilities for technology to change 
the hospital and then how competition both within 
and without hospitals may change this sector and 
pose challenges to these institutions. Lastly we will 
have closing remarks from Norman Lamb, the Chief 
Parliamentary and Political Advisor to Nick Clegg and 
until recently the Lib Dem Shadow Health Secretary.

My final word of thanks must go to Cerner but 
also to sanofi-aventis for supporting the financial 
costs of this event and I pay tribute to Cerner and 
sanofi, not just for today but for everything they do to 
support the policy debate in this country, not just 
supporting Reform but many other organisations. I 
know that the policy debate is much richer for the 

debate that expert companies bring to it so Alan and 
Katy thank you very much indeed. So let me ask Alan 
Fowles for his introductory remarks.

Alan Fowles
Thank you, Andrew. Earl Howe, ladies and 
gentlemen, welcome to Cerner’s Collaboration Centre. 
Very quickly I need to do a quick housekeeping 
message, we are not expecting any fire drills this 
morning so if there are any bells ringing there are 
plenty of Cerner associates on the floor who will guide 
you to the nearest exits which are primarily just round 
the side here and to the back of the building, but we 
will see that you are out safely. Rest rooms are by the 
lift lobby, ladies to this side, gents to the other side.

Andrew, thank you very much for enabling 
Cerner to host today’s event, a very significant event 
for us and as you say, getting involved in the policy 
debate is something that is very important for all of 
us. Cerner is an S&P 500 company, for those who are 
not aware about us, operating in 25 countries. We 
have had a presence in the NHS now for over 20 years, 
initially providing pathology and radiology solutions. 
This Collaboration Centre, although we have the 
official opening today, has been used so far this year 
by about three and a half thousand people 
undertaking specific events as part of their 
deployment projects, where they undertake build, 
design and system review. In fact, Barts and the 
London are here today, you may see people milling 
around in the think tank areas where they are going 

through a system 
review session with us 
this week. We also host 
a number of trust 
board meetings which 
enables the chief execs 
to bring their teams in 
and do some 
awareness sessions 
with execs and 
non-execs as well. We 
facilitate collaboration 

with our global clients we have a fairly extensive 
facility here in terms of video conferencing and it 
enables trusts from the UK to debate and to work with 
clients throughout the world in terms of their 
solutions and how they might like to make the most of 
their deployments.

We currently have 20 projects in progress and 
on any typical day our solutions are supporting 
approximately 40,000 registrations, 45,000 
appointments and we are used by more than 30,000 
unique users and they are accessing over 80,000 
charts a day so we are gradually building up now to a 
point where we believe we’ve got some significant 
scale and we intend to develop that certainly further. 
In addition to that there is the Cerner software, 
Millennium software supporting Choose and Book 
and again there are approximately 35,000 bookings a 

 Full transcript 

...we will have a clearer 
understanding in our own 
minds about what the 
pressures on the hospital 
sector, the acute sector, will 
be in the first part of this 
Parliament. 
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Now whilst the Government is taking great 
pains to continue to invest heavily in the NHS, the 
days of regular large increases in its budget are over. 
Sir David Nicholson, the NHS Chief Executive, 
estimates that to meet the rising costs of healthcare, 
higher demand, expensive new drugs and treatments, 
demography, we will need to release efficiency savings 
of up to £20 billion to meet the QIPP challenge – 
Quality, Innovation, Productivity and Prevention. It is 
not about cutting costs, it is about looking at how we 
do things and then doing them better. More clinically 
effective, as well as more cost effective. 

For hospitals this means a number of things, it 
means providing safer care, reducing pressure sores, 
cutting the number of falls in hospitals and 

eliminating venous-
thrombo embolism. All 
those things will 
improve patient care, 
reducing the amount 
of time people need to 
be in hospital and 
saving the NHS 
money. For example, 

NHS Newham I am aware is running a tissue viability 
service to tackle pressure ulcers in nursing home 
patients that results in hospital admissions and that 
has already in a very short time reduced those 
admissions by 50 per cent with estimated cost savings 
in the tens of thousands of pounds. 

Improving staff productivity. Every year the 
NHS conducts over 70,000 hip replacements but 
depending on where you live, a patient can spend 
between two and a half and twelve and a half days in 
hospital with no difference in clinical outcome.  
Simply bringing everyone to the level of the best will 
save the NHS a fortune and provide far better care at 
the same time. 

Keeping people out of hospitals. Several of the 
QIPP work streams provide for better, more cost 
effective care simply by keeping people out of hospital 
in the first place. A new approach to urgent care, more 
treatment in a primary care setting, a new 111 urgent 
care phone number and better management of 
long-term conditions to prevent unplanned 
admissions through A&E. All that will have a 
significant impact on hospital demand and will save 
the NHS hundreds of millions of pounds a year.

And hospitals will be rewarded for doing 
everything possible to prevent unnecessary 
readmissions. It is one thing to be discharged sooner 
because you have received better care, it is quite 
another to be discharged before you are ready, only 
then to bounce back via an emergency admission a 
few days or weeks later. Excellent examples of high 
quality efficient care are happening right now, yet too 
often they are isolated examples. We need to drive the 
widespread adoption of excellence, and services like 
NHS Evidence, a new online repository of QIPP good 
practice, makes that available to all.

One example is the advanced recovery 
programme. Here better pre, intra and post operative 

day going through the system to that end. Finally, at 
the coffee breaks you will find there are members of   
the team based around the Collaboration Centre, 
please feel free to walk around and ask them any 
questions, have a look at any of the technology in 
there, we’d be delighted to host you there. Other than 
that I wish you a good morning, enjoy the conference 
and thank you very much once again for coming. 
Thank you. 

Keynote speech by Earl Howe, 
Parliamentary Under-Secretary of 
State for Health

Andrew Haldenby 
Alan, thank you very much indeed on all of our behalf. 
There are some people standing at the back, please 
come in and sit down, there are some seats dotted 
around. Let me introduce Earl Howe to give the 
keynote speech at the beginning of this event. I 
reflected as I looked at your biography, Earl Howe, 
were you really the opposition Minister for Health 
between 1997 and 2010?

Earl Howe
Man and boy!

Andrew Haldenby
All of us here think that you deserve a shot at the real 
thing as Minister. All of us here as we came today, I 
am sure, will have been reflecting on how your 
Government’s policies bear on the hospital sector. Not 
just the headline things during the election campaign 
about the shape of the sector and service redesign and 
moratoriums on change and all of these things. But 
more recently on clearly the changes to the 
commissioning framework and all that that may 
bring, so I think we could not be more interested to 
hear your words so thank you very much indeed.
[Applause]

Earl Howe
Thank you so much Andrew, and thank you for 
inviting me to speak today which I am very, very 
pleased to do. To kick off, the landscape of healthcare 
in England is changing, not because of government 
policy but because England itself is changing. Where 
once our main challenges were acute, today they are 
chronic, long term conditions such as diabetes and 
COPD increasingly dominate the day to day work of 
the medical profession and as the demand for 
healthcare changes so too must its supply. 

There is of course another reason why the NHS 
has to change, the bald fact that we can no longer 
afford to treat people in the same way as we have done 
up to now. Einstein made a remark that put it 
perfectly when he said the definition of insanity is 
when you find yourself doing the same thing over and 
over again and you expect different results. We can’t 
continue as we are, the NHS must change and it must 
change significantly. 

We need to treat people in 
the most appropriate place 
and most cost effective 
place, and more often this 
will not be in a hospital. 
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developments in research into benefits for patients, 
both in the NHS and indeed across the world. 

In recent years the ‘information revolution’ has 
transformed business and personal relationships and 
it is now time for it to do the same thing with the NHS. 
Let me ask you a question. When was the last time you 
visited your local insurance broker to arrange for your 

car insurance? Come 
to that, how often do 
you physically walk 
into your bank? The 
way we interact with so 
many services has 
changed radically in 
recent years but the 
way we interact with 
the NHS has not. Over 
80 per cent of all 
contact that patients 
have with the health 
service is face to face, 
that’s 397 million face 
to face meetings a year. 
Now many of those will 
be absolutely 
necessary, but all of 
them? How often will 
someone take time off 
work, travel to a 
hospital, wait to be 

seen by their consultant only to be told that their tests 
are fine and they can go home? What a colossal waste 
of time. 

Simple, smart, secure technology can help to 
change that and within hospitals the secret is to use 
technology that is at once incredibly sophisticated and 
yet so simple to use as to be quickly taken for granted. 
For example, midwives at the Portsmouth Hospitals 
NHS Trust now use digital pens to write their notes, 
the pen recognises the written words, encrypts and 
sends the data directly and securely to the patient 
record. This has halved administration, has allowed 
them to spend more time with mothers and it is 
projected to save them £220,000 a year. In Kent, the 
Promoting and Sustaining Independence pilot uses 
tele-monitoring to keep an eye on patients at home, 
they no longer need to trek in to see their GP as they 
are constantly monitored by nursing staff. This pilot 
has reduced GP visits, it has reduced unplanned 
admissions, it has reduced costs per patient by £1,800 
a year and 98 per cent of people who use it would 
recommend it to other people. So that is a pretty 
ringing endorsement. 

The transparency and technology in all its 
guises will drive improvements throughout the NHS. 
We will publish more and more data in an easy to 
understand and comparable way so that people can 
choose where to go. Publishing data will also have a 
powerful impact on clinicians. Once they are able to 
compare their performance with their peers, then 
professional pride will drive people to ever greater 
efforts. The fruits of this approach can already be seen 

care, enable early recovery, early discharge from 
hospital and a much quicker return to normal life. 
Better care that could save the NHS tens of millions of 
pounds if it were widely adopted. Everything that 
people need to implement is right there on NHS 
Evidence.

As we move forward we need to be mindful of 
the fact that the way that people interact with the NHS 
is about to change. We need to treat people in the 
most appropriate place and most cost effective place, 
and more often this will not be in a hospital. There is 
no particular need for people to receive dialysis or 
chemotherapy or even many types of minor surgery in 
a major acute hospital. With everything that can be 
better delivered elsewhere, moving away from 
hospitals and a reduced number of unplanned 
admissions, all that will mean that bed numbers will 
fall. Innovations such as the increased use of day 
surgery and reductions in the length of stay have 
already reduced the demand for hospital beds. Under 
QIPP this trend will continue as GPs support their 
patients to support unplanned admissions and 
provide more care within the community. 

This will inevitably mean that some staff roles 
will need to evolve over time. Some will find that they 
follow their patients out of hospital and into the 
community. This will be a significant change for staff 
and one that needs to be carefully and sensitively 
managed by GP commissioners and their colleagues 
across primary and secondary care. It is also 
important to think how we can promote the quality of 
care in the NHS. I welcomed the announcement, I 
very warmly welcomed the announcement, last week 
from the Royal College of Physicians, on seven day 
working. The NHS is owned by the people, the very 

people it seeks to serve 
but unlike other 
consumer services, our 
NHS does not 
normally provide 
regular services over 
the weekend and on 
Bank Holidays and 
that causes some 
people a good deal of 
anguish and it also 
dilutes the quality of 
services that we offer. 

We want to bring compassion into the NHS seven 
days a week and I have asked Sir Bruce Keogh, the 
NHS Medical Director, to work with the clinical 
professions to see how we can turn that aspiration 
into reality.

Innovation must flow through every part of the 
National Health Service. It must be everyone’s 
responsibility to think of new ideas, new ways of 
improving patient care and reducing the costs of 
improving outcomes and that applies to the most 
junior staff on the ward right up to the five new 
academic health science centres. These centres, as you 
all know, bring together world class research, teaching 
and patient care to speed up the process of translating 

Real, informed choice 
means that people will 
choose the best provider, 
money will follow and it 
will flow to the best 
providers. That choice  
will no longer be  
restricted to traditional 
NHS organisations, we  
will allow any willing 
provider to enter the 
market to compete and 
provide patients with 
outcomes among the  
best in the world. That is 
the ambition.  

With everything that can  
be better delivered 
elsewhere, moving away 
from hospitals and a 
reduced number of 
unplanned admissions, all 
that will mean that bed 
numbers will fall. 
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Soon all NHS trusts must become, or become 
part of, an independent NHS foundation trust. If they 
want to change how they operate it will be their 
decision to do so and they will compete on as level a 
playing field as possible with other providers. We 
want to create the largest, most vibrant social 
enterprise sector in the world, with providers free to 
innovate in the pursuit of ever-better care for patients. 
Subject to consultation we propose to abolish the cap 
on the amount of private income they can raise 
themselves. The core legal purpose of foundation trust 
will always be to provide high quality services to NHS 
patients, that will not change. But we want to free 
foundation trusts to pursue commercial opportunities 
that will ultimately result in better care for NHS 
patients. Similarly we propose to abolish the limits on 
borrowing, to treat foundation trusts like adults 
capable of managing their own finances.

The future will see a great deal of change for the 
NHS but it will not be change mandated and forced 
through from above, it will come from the bottom up. 
Patients will be in control of their own healthcare, 
clinicians will be given the incentives and the freedom 
to create an NHS that provides outcomes that are 
comparable to the best in the world. The NHS White 
Paper heralds a new start for healthcare in England 
and in particular for hospital care. Despite the 
challenging financial backdrop, I am extremely 
optimistic about the future of our hospitals as indeed I 
am for the health service as a whole. Thank you very 
much. 
[Applause]

Andrew Haldenby
Thank you very much indeed. We have ten minutes of 
questions and can I just take three in a row. Can you 
say who you are before you ask your question?

Philippa Tucker
I am Philippa Tucker from the Chartered 
Management Institute. Thank you Earl Howe for your 
encouraging remarks, I think everyone will agree that 
the spirit of your comments is definitely going in the 
right direction. My question is about leadership and 
management skills. We know that when things don’t 
happen quite as planned in hospitals, quite often the 
problem is with leadership and management skills 
and obviously that is one of the issues that the Mid 
Staffordshire enquiry is looking at now. Could you tell 
us what the Government intends to do about this 
nationally across England?

Jerome Burn
Jerome Burn, Daily Mail. I just wondered whether 
you had any plans as regards the Private Finance 
Initiative which as far as I can gather saddles a large 
number of hospitals with extremely large bills for a 
long time. 

Ian Diamond
I am Ian Diamond, Vice Chair of Hillingdon Local 
Involvement Network, which has since become 

in cardiac surgery. According to a study by the 
European Association for Cardio Thoracic Surgery 
published last month, patients undergoing heart 
surgery in England have a greater chance of survival 
than in almost any other European country. In the 
past five years, death rates in England have halved 
and they are now 25 per cent lower than the European 
average. This has not been achieved by people barking 
orders from Whitehall, I believe we have long reached 
the end of that particular path and the limited benefits 
that it can bring. The Government’s approach is 
different, our view is that openness and transparency 
and giving powers to patients and the professions to 
shape local services will lead inevitably to the best 
results. 

The improvements in cardiac surgery that I 
have just mentioned were not due to a government 
target, they were the direct result of the collection, 
analysis and publication of outcome data by cardiac 
professionals. It was their idea, their lead and it is they 
who should be applauded for the results. 

The powers we will give to patients really 
warrant an entire conference in themselves so I am 

not going to go into 
detail here but for 
providers, for 
hospitals, giving 
patients control over 
their own healthcare 
will introduce a real 
incentive to improve. 
Real, informed choice 
means that people will 
choose the best 
provider, money will 
follow and it will flow 
to the best providers. 
That choice will no 
longer be restricted to 
traditional NHS 
organisations, we will 
allow any willing 
provider to enter the 
market to compete and 
provide patients with 
outcomes among the 
best in the world. That 
is the ambition. 
Regulated by Monitor 
to ensure as level a 
playing field as 

possible, NHS organisations will compete to provide 
patients and to provide GP consortia with the very 
highest quality of care. 

People are not fools, if they see that one hospital 
is better than another or that their local hospital 
actually provides a poor standard of care, they will 
vote with their feet. Making such a choice will I think 
soon become a habit. Change can take a long time to 
get used to, but once it is accepted people soon forget 
what things were like before. 

The future will see a  
great deal of change for 
the NHS but it will not be 
change mandated and 
forced through from  
above, it will come from 
the bottom up. Patients 
will be in control of their 
own healthcare, clinicians 
will be given the  
incentives and the  
freedom to create an  
NHS that provides 
outcomes that are 
comparable to the best in 
the world. The NHS White 
Paper heralds a new start 
for healthcare in England 
and in particular for 
hospital care. 
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HealthWatch is going to  
be one of the great tools 
with which services will  
be able to respond to 
patient input, public and 
patient input at a local 
level and become more 
nimble on its feet.  

department to see how that can be made easier but it is 
too early for me to say anything tangible about that 
today.

Now HealthWatch. I am terribly sorry I did not 
mention HealthWatch, I am a great enthusiast for it. I 
think HealthWatch is going to be one of the great tools 
with which services will be able to respond to patient 
input, public and patient input at a local level and 
become more nimble on its feet. You mentioned the 
budgetary arrangements for HealthWatch and the 
fact that the funding will not be ring-fenced. In a 
technical sense you are right, it will not be ring-fenced 
money in the same sense as the public health budget 
will be ring-fenced. On the other hand local 
authorities we believe will have a re-doubled reason to 
want to make LINks and HealthWatch work.

You are shaking your head. Okay, well I think 
with health and well-being boards, configured as they 
are with the functions and duties that will be 

conferred on them, 
HealthWatch will have 
not only a place at that 
table but a very 
important place at that 
table and it will be in 
local authorities’ 
interests to make sure 
that they are working. 
Now I am prepared to 
have a dialogue with 
you about this, we 
probably can’t talk 

about it at length today but I am a good deal more 
optimistic than you clearly are that this will be a tool 
for change and for everyone’s advantage. There will be 
National HealthWatch England and that will make a 
tangible difference to those LINks, HealthWatches, 
that are perhaps struggling at the moment but we will 
see at the end of this process, a health service that is 
much more accountable to patients and the public 
than it ever has been and that is the aim. 

Andrew Haldenby
Thank you. I am going to steal five minutes from the 
next session if you don’t mind just to take another 
round of questions, so can I ask Nick Bosanquet, can I 
prevail on Peter Molyneux to ask a question from the 
perspective of the PCTs, would that be all right Peter? 
Rude of me to pick on you. Thank you.

Nick Bosanquet

Thank you very much for your very positive 
presentation. I recently chaired a working group on 
improving early diagnosis for AIDS related diseases 
and our briefing, which I think you got, showed clearly 
that we can reduce admissions a lot and improve 
outcomes for patients through lower cost testing and 
better communication with patients. Would it not be 
positive for the DoH to produce a very short summary 
of key programmes, there were a number of others 
too, where you could actually see results from some of 

HealthWatch. I am surprised given your enthusiasm 
for HealthWatch that you did not mention it. We are 
the voice of the consumer, the active part of the ‘Big 
Society’. Given that I am an enthusiastic supporter, I 
am concerned about the details of the implementation 
of HealthWatch, particularly the arrangement with 
local government. Everybody believes the government 
in that the money is supposed to be ring-fenced and 
yet over four years you are giving money to local 
government. That money as far as I can see could be 
spent on flower beds outside civic centres. I quoted 
that to a Department of Health official on Thursday 
and they confirmed that. Since I have heard you 
finish, Earl Howe, I am going to a LINks conference 
on HealthWatch to speak about HealthWatch, the row 
has plummeted and I wonder what message you can 
give us.

Earl Howe
Okay, leadership and management skills. This is an 
absolutely necessary and very important part of 
delivering this vision about which I have spoken and 
we realise that in the Department of Health there are 
programmes that we are going to roll out not just in 
relation to leadership skills within hospitals, although 
that will be part of it, but also particularly leadership 
skills within the commissioning arena for GPs. This is 
something that we do feel that the centre can help 
with. I have said a thing about change being driven 
from the bottom up, actually we do need to support 
this process in certain ways from the top and that is 
one of them, to invest money in leadership courses, 
training and so on, so you will see this rolling out and 
people will have the opportunity to take advantage of 
it because as I have indicated we are entering a 
different world. I think the QIPP programme of itself 
does encourage leadership actually, it certainly 
encourages initiative, but again guidance on that is 
all-important. 

PFI and large bills. I will make a confession: I 
have always been a PFI sceptic. For a long time, in the 
previous Government’s time, it was just about the 
only show in town. We have got good things to show 
for it, I am not decrying the number of first class 
hospitals that have resulted from PFI, but the cost, 
ongoing cost over decades sometimes is very, very 
severe, and we have to pause I think before we decide 

on entering into 
liabilities of that order 
in the future. That is 
not to say we should 
not do it, PFI will 
always be a tool in the 
box, and I am afraid 
with capital budgets at 
the centre decreasing, 
which they are going to 
do, there will be less 
money around for 

publicly financed projects. So PFI will be there but we 
just have to be cleverer about it. As regards existing 
PFI debt, there is a great deal of work going on in the 

...we will see at the end  
of this process, a health 
service that is much  
more accountable to 
patients and the public 
than it ever has been and 
that is the aim. 
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pathways. It will also, I think, be about getting 
cleverer at the commissioning process itself. We talk 
about GP commissioning, we shouldn’t actually, it is 
GP led commissioning and good commissioning to 
my mind involves not just GPs but the consultants in 
hospital, the practice nurses, social workers, 
everybody on that care pathway defining exactly what 
the commissioning pathway should look like and if we 
can inform those people in the ways that I have 
described, that is the way we are going to speed up 
that whole process.

Yes, information on outcomes, this has not been 
a feature of the health service to date but it is going to 
change. You will hear from a number of people later 
on, not least Christine Connolly who is going to be 
talking to you, she is the absolute expert on 
information, the ways in which this is going to be 
done. Now I mentioned earlier that the ambition of 
the NHS is to be much more directly accountable to 
patients and the public. That means we need to have 
much more information flowing out of GP consortia, 
out of hospital trusts, every part of the health service 
to inform patients and the public of how good those 
services are. The ‘information revolution’ is going to 
be key to that and finding metrics that are fair and 
make sense and are relevant is the trick. Already we 
have got quality accounts rolling out which I think will 
be a powerful tool to enable people to see in a formal 
way how trusts and others are doing year to year on 
key metrics but we have got to do a lot, lot better and 
we will but it is not going to happen overnight.

Andrew Haldenby
Earl Howe, thank you very much indeed. I am going to 
close this session here to protect your diary and the 
schedule but my goodness, we absolutely packed a lot 
in to that. I think all of us here listened to your words 
because you set out so clearly the structure of the 
Government’s reforms and you said very clearly that 
you want hospital demand to come down, that you 
want bed numbers to fall – which is a striking 
statement – and that absolutely this is about 
improving quality and not about reducing costs, even 
if the two go hand in hand. Then you set out, you 
actually very nicely set up our next two sessions by 
very firmly putting yourself on the side of the digital 
hospital and hoping that there will be a wave of 
innovation that the centre will encourage but not 
dictate to develop these kinds of ideas. Then perhaps 
on the competitive hospital, Peter Molyneux 
reminded us that your very clear objectives towards 
competition and greater innovation, pressure on 
providers, pressure on professionals, there will be 
resistance to that but you put the Government on, 
from my point of view, the right side of that. So we will 
now take you away to formally open this Centre and 
can I ask the next panel to come up and Patrick Nolan 
to come and chair the next panel and while they do 
that, let us thank you very much.
[Applause]

 

these new kinds of integrated care quite quickly 
because at present it all sounds positive but a little bit 
vague as to when it is actually going to happen. 

Andrew Haldenby
Thank you. And Peter Molyneux, Chair of Kensington 
and Chelsea PCT. 

Peter Molyneux
Thank you very much. Earl Howe, thank you for a 
really good presentation, I very much support the 
direction of travel that you have outlined and I think 
particularly in terms of creating a system that is more 
responsive to the patient and more responsive to the 
customer. I suppose the two areas that I would quite 
like to draw you out further on, if I might, one is how 
we tackle the resistance that we have sometimes had 
in the past to making information about outcomes 
much more readily available. Also how you would see 
us having more success this time round, when the 
patients do vote with their feet and we need to take 
capacity out of the system.

Andrew Haldenby
Peter, was your point making a difference in terms of 
taking capacity out of the system and the political 
challenge of that? Yes, right.

Earl Howe
Okay, Nick, your question about improving care 
pathways and how we can spread best practice if you 
like in areas like HIV AIDS. I think this is one of the 
biggest challenges of QIPP. We see isolated examples 

of good practice 
around the NHS; how 
do we spread that best 
practice? Well, we have 
a number of ways that 
we think we can do it. 
One of the ways will be 
the quality standards 
that are produced by 
NICE, a library of 
standards that will roll 
out over the next few 
months, next couple of 
years, 150 quality 
standards which will 
show what good care 
looks like in individual 
clinical areas. So that I 

think will be a very powerful tool not just for clinicians 
but also for patients, to recognise what they can 
expect from the health service. But there will also be 
things like commissioning packs. We produced one 
commissioning pack on cardiac care which has been 
very well received. It is not like a set of directives from 
above but is actually a set of practical tools showing 
exactly what best practice looks like in 
commissioning.

I think things like that will really, really speed 
up the process of diffusion of best practice in care 

Already we have got 
quality accounts rolling  
out which I think will  
be a powerful tool to 
enable people to see in  
a formal way how trusts 
and others are doing 
year to year on key  
metrics but we have got 
to do a lot, lot better and 
we will but it is not going 
to happen overnight.  
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...we need an ‘information 
revolution’ to give patients 
a voice. Patients need a 
voice to help control their 
own healthcare, to 
understand what has been 
said about them, to 
participate in decisions.  

...we believe that  
information itself will help 
bridge the spaces that 
exist inside the health 
service and between 
health service and things 
like social care. 

close in January, so I would first of all encourage you 
please to respond to the consultation. We are 
seriously interested in as many different responses as 
possible to help guide how we can take that forward 
and how we can actually deliver the vision that is 
outlined in the White Paper.

So in that ‘information revolution’ consultation 
there are three reasons that we give for an 
‘information revolution’, three big drivers of that. The 
first is that we need an ‘information revolution’ to give 
patients a voice. Patients need a voice to help control 
their own healthcare, to understand what has been 
said about them, to participate in decisions. You will 
see in the White Paper, the constant refrain ‘No 
decision about me without me’. It is very critical that a 
patient has information to do that. Patients also need 
a voice to help shape services for the future. The 
Minister referred to how we all interact with many 
consumer services today and that information that we 
provide to our bank, to our information broker, to 
anybody at all, helps to actually get to a point where 
they design services for a future that is more in line 
with the consumer needs. We believe those principles 
can be taken forward into health because healthcare is 
far more important to most citizens than car 
insurance, than banking but obviously the same type 
of security needs to be applied to the information that 
the health service itself  holds.

So the first need for an ‘information revolution’ 
– to give patients a voice. The second is that we believe 
that information itself will help bridge the spaces that 
exist inside the health service and between health 
service and things like social care. As we create more 

autonomous units we 
will use information as 
the way to hold the 
thread across those 
different 
organisations, 
primarily on behalf of 
the patient which links 
to the patient control 
of healthcare, but also 
to allow the system to 
interact as effectively 

and efficiently as possible, which comes to the third 
point. We believe that we need information to help us 
deliver a much more productive health service, a 
much more efficient health service, where people will 
look at their own performance either as individuals, as 
members of teams or as organisational units as a 
whole. So good information will help drive that. 

So three reasons for an ‘information revolution’ 
and some key things that are in that document that I 
would like to draw your attention to, things that we 
would really like to hear from you about, the first is 
this whole idea of giving patients control of their 
health records. So the White Paper and the 
consultation document on the ‘information 
revolution’ does not say give patient access to data. It 
said gives patients control of their health records. So 
for every provider organisation in the country that is 

Digital hospital

Patrick Nolan
Thank you very much. I thought that set up the first 
panel discussion very well for the day so it just falls on 
to me to welcome to you to this session and also to 
introduce the panellists. Earl Howe set out how 
important this issue is and how important it is that we 
can have a digital revolution in healthcare and how we 
can move towards having a digital hospital and we 
have got an excellent panel to discuss this.

We have Christine Connolly from the 
Department of Health, she is leading the IT work 
there. She does not come from the Department of 
Health, she has a background in the private sector, 
which at Reform we always think is a very good thing. 

We have Matthew 
Swindells who is from 
Cerner, but also has 
spent a lot of time 
working in the 
Department of Health 
in different roles and 
was a Special Advisor 
to a Secretary of State, 
so brings a background 
from the private sector, 
a political background 
and also a NHS 

background. We have Professor Steve Smith who is the 
Head of Imperial College Healthcare NHS Trust and, 
as the largest NHS Trust in the country, brings an 
important perspective as well. And Peter Carter of the 
Royal College of Nursing who is here to remind us this 
is not just about machinery, it is also about how we can 
get the front line working and by the front line we 
mean the people. So if we can start with Christine, 
thank you. 

Oh just one little housekeeping matter which 
was not mentioned before is that we will be recording 
these sessions and also the questions and answers and 
we will be providing a transcript so that is an extra bit 
of incentive there to think about the question that you 
want to ask the panellists because it will be recorded 
and kept as a record. 

Christine Connelly
Thank you very much. We have been asked to keep 
this short so we can have lots of time for Q&A which 
would be great so just a few things from me to set 
things up from my point of view. I am sure you are all 
aware that the White Paper for Health was published 
in the summer, in July, and that White Paper 
signalled a new relationship between the citizen and 
the NHS. We already heard the Minister talk today 
about how we expect to see services delivered in a very 
different way.

From my perspective, information and 
technology are keys to delivering that vision that was 
outlined in the White Paper. We talk about the 
‘information revolution’, and we have launched a 
consultation on the information strategy that will 
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...we tend to be a bit slow 
in the UK, we are a bit 
laggardly in taking up 
new advances... 

digital hospitals one of the great advantages that the 
United Kingdom has, is that it does have some of the 
world’s leading universities, which are absolutely at 
the forefront of developing the sort of digital solutions 
which it is now our remit, as it were, to get into 
political practice.

I have just got a couple of slides. One of the 
technical things we are not very good at is 
PowerPoint! There we go. Before I get on to this, I 
would just like to make the point about the digital 
hospital and about the patient record. I used to 
practice as a gynaecologist and over 20 years ago now, 
with obstetric patients, we ensured that the patient 
actually held their own records. This was in the face of 
fierce opposition from some of my consultant 
colleagues, very strong opposition from my midwifery 
colleagues, and almost complete abhorrence from my 
managerial colleagues. Needless to say, the patients 
seemed to be quite keen about it. We reduced patients 
attending at ante-natal clinic without their notes from 
20 per cent to less than 3 per cent. And it was not the 
feckless travelling population of Cambridge who 
forgot their records, it was the too posh to bother 
brigade who did not bring their records. So we do 
have a mountain to climb here.

When you have a blood test done, when you 
have a haemoglobin done or a CT scan, that is not the 
hospital’s CT scan. It is not your doctor’s scan, it is not 
the nurse’s scan, it is your scan. That crucial 
fundamental point needs to be remembered when we 
enter into the more complicated bit about how do we 
get the stuff to work.

I would just like to make some comments about 
the technology and how it goes but the crucial opening 
point is that this is in the minds of the people working 
in the system and the people with whom we work, i.e. 

the patients. This is 
first and foremost a 
human thing and 
secondly a technology 
issue. As you well know 
now in the United 
Kingdom 80 per cent 
of people can use 

mobile phones and of course it is less in the more 
elderly part of the population but it is still not 
insignificant. Again it is less in the elderly population 
and we will over time have to take that into account 
and it has two consequences.

The first is for the elderly population we are 
going to need to do something different because the 
technological revolution occurred effectively after 
their learning curve. However, for all of the rest of the 
population, we need to be planning our healthcare 
systems now for when they become old in 10, 20, 30, 
40, 50 years’ time because they will be technologically 
competent, far more competent than those of us for 
whom the technological revolution occurred after our 
prime and in some cases, like myself, quite well after 
our prime.

We have started to make a beginning, we 
actually have begun to introduce some apps for 

quite a daunting task, and so we are really interested 
to understand just how far patients would want to go 
in that control and can we take that forward in 
incremental steps, perhaps starting with access to 
particular types of information, through to a whole 
degree of control of the whole record.

The next thing I would draw your attention to is 
the idea of capturing information at the point of care. 
So not capturing information after the fact, where 
somebody else gets told by a clinician ‘Please go and 
write this on a form and send it somewhere’. Actually to 
have clinicians as they sit there with patients capture 
that information. So there are many links to technology 
how we might do that, so the technology does not 
become too obtrusive but it is getting access to that data 
and reusing that data that is pretty difficult.

So that brings me to the point of technology and 
the information strategy talks dominantly about 
information and that was on purpose and we have 
been challenged on that, we have been told it is too 
light on technology. Now we believe that we should 
talk about information and then we should talk about 
technology and we don’t intend in the current 
information strategy to put them both together 
because we believe that information will persist in the 
system far longer than the technologies that we use to 
manipulate it. So we should think about information 
and the properties of the information and who is 
going to own it and how we will move it around the 
system and then find technologies in a much faster 
cycle than we do today to manipulate it, use it and 
then replace those technologies, even though we will 
have the information itself.

The one thing I will say about technology is that 
if you characterised the technology strategy of the past 
for the NHS it was about replacing all the systems that 
we had and trying to get everybody on to one system. 
We characterise where we see ourselves going in the 
future, it is about a world where we would expect to 
connect together all of the different systems that are 
in use. Now to connect those things together brings us 
back to some of the fundamental things that we will 
need about standards and interoperability and most 
importantly, back to data. We will need to be able to 
identify patients for example which means things like 
the NHS number will become far more important in 
the future than they are today.

So if I can just leave you with one thought, if we 
expect the future to be very different from the past, 
the way that we hope to do that is to hear from you 
through the consultation that we currently have out 
on the ‘information revolution’ and I would really ask 
you to respond to that by 14th January if that is at all 
possible. I would love to take your questions today as I 
am sure that will be an indication of the things that we 
might hear. Thank you.

Steve Smith
Good morning, I am Steve Smith, I am Chief 
Executive of Imperial and it is very important to also 
recall that I am also the Pro-Vice Chancellor for 
Health at the university. When we are talking about 
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Now is the time to embrace 
this agenda. 

hospitals with low MRSA and C.Dif rates, don’t be 
surprised of the consequences of what you wish for.

Finally, just to make my point, in my opinion 
and in our opinion, we need to move much faster in 
the United Kingdom. All of the issues about shifting 
care, it is not about preventing people coming to 
hospital, it is about providing better care in better 
environments. Thanks very much.

Peter Carter
Thanks Patrick, good morning ladies and gentlemen. I 
was invited to come here and when I looked at the 
brief it said speak for five minutes and then when I 
looked at the delegate list after I had written out some 
notes and I thought the last thing I am going to do is 
state the obvious to an audience who already know so 
I am going to approach this from two different 
perspectives.

The first is to briefly tell you about a recent 
survey that we in the Royal College of Nursing did. We 
did an e-health survey to our members and it threw up 
some very interesting results, all of which are on our 
website which I would encourage you to look at when 
you have the time. What was quite clear was that 
about half of nurses really don’t feel confident with the 
e-health agenda. Even though the vast majority of 
them in their personal lives confirmed that they book 
holidays, they do electronic banking and a whole array 
of things that we are all familiar with, when it came to 
their professional lives there was a lack of confidence. 
Only 60 per cent of nurses who responded to the 
survey said that they had had any form of training in 
terms of new e-health technologies so that is a huge 
gap out there and bearing in mind there are 650,000 
nurses, 40 per cent is a huge amount who have vast 
unmet needs.

So we know about the benefits of the electronic 
patient held record, Steve and Christine have touched 
on that, so I thought what I would do with you is turn 
it completely on its head and approach it from some 
very practical things and some personal observations 
on where we currently are. First of all, as you all know, 
what was then known as New Labour certainly tripled 
investment in the health service, however we have a 
view that there was a fundamental mistake in that 

there was not service 
redesign and so most 
of the money went into 
doing the same things 
the same way. One of 

the things about doing this job in the RCN is I get to go 
all over the UK and a little bit abroad. What we see in 
the NHS is a quite disparate approach to e-health in 
the NHS and I will give you two very real examples.

I recently visited Wolverhampton, the PCT 
there, and I was hugely impressed with their use of 
tele-assessment where small pieces of kit, just costing 
a couple of grand, in patient’s homes being used by 
patients and district nurses prevented admissions 
into hospital. Last year I went down to Wiltshire and 
met with a group of six district nurses who were 
managing a huge case load of people with long term 

iPhones and I am not here receiving a very large bung 
from Apple for this but we are already beginning to 
understand the way of using applications. In his own 
inimical style, Professor the Lord Darzi only a few 
weeks ago released the first application, the first app 
which is a mechanism whereby patients can record 
their clinic visits and so on. Being a university, as I 

pointed out, we are at 
the forefront of some 
of these changes and 
there are two that I 
would like to bring to 
your attention. These 
are crucially important 
because what they do 
is they completely take 
down the barrier 
between primary and 
secondary care. The 
first one on the left is a 
sensor, a pervasive 

sensor monitoring for blood sugar and what we have 
with Westminster PCT is one of the world’s leading 
diabetic management systems. It is a system that is if 
you like without walls. Patients are seen either in the 
facility in Maida Vale which is a primary care facility, a 
community facility, or they are seen at St Mary’s, there 
is no particular place, whichever is the most 
convenient. The individuals, the specialists, the 
practice nurses and the GPs all share the very 
sophisticated data, sharing things like HPA1C, real 
time, 24 hours a day. We have done the study and it 
does provide better care than current regular 
observations, for the nurses in the audience, but in 
addition to that you can use this in the community. 
The patient can have this at home and have their 
pulse, blood pressure etc monitored at a central place 
and even to the extent that we can contact patients if 
their temperature has gone up, their pulse has gone 
up or their blood pressure has inadvertently dropped, 
these are devices which are here and now and 
effectively create the virtual hospital.

So we feel that there are significant changes 
needed and that we need to be at the forefront of these 
changes. However, we tend to be a bit slow in the UK, 
we are a bit laggardly in taking up new advances, we 
should not overlook this massive change in the 
technology and of course the point that was just made 
about patients is it allows patients to take greater 
control of their data. Dr Foster, which spawned the 
whole issue of publishing data and results, hotly 
contested as of course it should be, is of course a 
spinout of Imperial College. Information is the 
patient’s, it is not the institution’s, and these sorts of 
mechanisms are going to be essential for patients to 
be able to get that information. But, as we also 
discussed, don’t be surprised when patients vote with 
their feet, don’t be surprised when they can not get to 
see a general practitioner on a Friday afternoon or a 
Saturday or a Sunday, for them to come to the local 
A&E department, don’t be surprised when they want 
to have their specialist operations performed in 

Can people point to  
any other industry 
anywhere in the world 
 that has produced a  
20 per cent productivity 
improvement and has not 
done that without using 
information, technology 
and automation? 
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areas. I could probably do 20 but I will just do four in 
the few minutes that I have got where I think 
information technology can drive both a quality 
improvement and a cost reduction.

The first is around access to hospitals. As Peter 
said, we have a lot of beds in this country and we have 
a lot of district general hospitals. The use of 
technology to allow us to clinically assess whether the 
patient should be in hospital or not, would allow us to 
make better judgements about where care is 
delivered. When we do these studies we find routinely 
that 25 per cent of patients in hospital don’t need to be 
in hospital. It is not that they don’t need care. It is just 
that they don’t need to be in a district general hospital 
in order to receive their care.

If NICE is going to offer 150 care pathways, I 
challenge clinicians to carry those around in their 
head. If we can not get those into technology, if we can 
not give the sort of IT support that is necessary, we 
will end up doing what we do at the moment which is 
the lowest common denominator: send the patient in 
to hospital because someone will sort them out. If we 
want care pathways to be managed well, we are going 
to need technology to support them. So I think the 
first question is: how do we use technology to reduce 
our dependence on hospitals?

The second one is around using technology to 
improve quality management within the service. 
Studies suggest that one in sixteen admissions to 
hospital are through inappropriate medicines 

management and 
wrong prescribing. 
That is a problem that 
technology can 
address. So the use of 
e-prescribing 
technology, the use of 
e-requests to 
laboratories and the 
access of results at the 
right time and the right 
place can improve the 
care of patients and 

reduce errors. There are also intelligent rules alerts to 
allow you to flag when something is going wrong or 
where a patient is beginning to drift off the pathway 
you would expect it to be on and allow an earlier 
intervention. That is why at Cerner we have been 
working with the BMJ to create action sets which 
actually say how do we encode best practice into IT in 
order to prompt the care pathway in order to get it 
right. So I think quality is the second big area.

The third big area of opportunity is around 
information and IT skills. I sometimes think the NHS 
is run by people who are so clever that they don’t need 
any evidence to support their decisions. It would be 
very nice if we could drive up the information. It is 
necessary to drive up the information and IT literacy 
of the information staff within the NHS, but also the 
management, and to build routinely into doctor and 
nurse and other clinician training the use of the 
technology that we are going to be asking them to use 

conditions and I was able to sit in on how they used 
tele-health and tele-assessment and then I visited 
some patients who had used the service. What was 
quite clear is that these six nurses were maintaining 
safely and adequately people who had hitherto had 
copious admissions to hospital and the supervision 
incidentally was under a local GP who had a personal 
interest in this subject. They had a small ward as a 
backup because quite clearly some of these people 
with these conditions occasionally have to be 
admitted to hospital and I visited the ward and I was 
speaking to a man with COPD who was being visited 
by his wife and they were elderly and I asked them, 
how did they embrace the new technology? These 
were people who did not have a mobile phone, were 
not on the internet and so were of the generation 
which Steve referred to. They said that the kit was 
incredibly easy to use and the district nurse had one 
session with them and they very quickly learned how 
to do it.

She went on to say that up until they had this 
tele-assessment, on average her husband would have 
five admissions a year. Since they have had this bit of 
kit he now has one admission a year and that for me 
was the most tangible example of how embracing this 
technology. First of all is obviously very good for 
patient care but also is very good for the bank balance 
and the NHS with this massive challenge of £15-20 
billion, now would be a good moment to really seize 
this initiative, invest a little to save and in the long 
term this huge over reliance that we still have in the 
United Kingdom on these massive general hospitals, 
we believe can be significantly diminished. Now is the 
time to embrace this agenda. 

We also want to say that we are huge fans of 
NHS Direct, in Scotland it is NHS 24 and in Wales it is 
called NHS Direct Wales, and we know that so many 
people use that service out of hours and get a 
satisfactory service which hitherto many of those 
people would have visited A&E departments. So 
under these difficult financial times, now is the time to 
redesign the health service, now is the time to get that 
investment out there and we believe that very quickly 
you will be able to de-invest in a constructive way 
from some of our acute hospitals which, as I said a few 
moments ago, we believe there is an over provision 
which is unnecessary. Thank you.

Matthew Swindells
Thank you. I would like to pick up from where Peter 
left off because I would like to suggest that we are 
asking the wrong questions about IT. As I go around 
the question is, under these difficult financial times 
can we afford to invest in IT anymore and I would 
suggest at this moment in time the question is, can we 
afford not to? Can people point to any other industry 
anywhere in the world that has produced a 20 per cent 
productivity improvement and has not done that 
without using information, technology and 
automation? So if the NHS is going to take on this 
productivity change it is going to need to use 
information and IT and I would just like to flag four 

...we need a shift from 
clinicians not being 
interested in this 
technology if it  
works but actually  
driving the adoption of  
information technology 
into organisations. 
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the patient’s record and provided some interesting 
examples of technologies. Peter Carter made the 
incredibly important points around the fact that half 
the nurses don’t feel confident in using these 
technologies and are we doing enough in supporting 
the staff in using these technologies. Those are also 
points that Matthew picked up on as part of his four 
points. He also emphasised the importance of 
improving quality, building in intelligent rules and 
alerts and various other things. So I think there is an 
awful lot here to pick up on so I will take a cluster of 
questions. If you have got any questions, can we have 
a show of hands? We have Nick Bosanquet and there 
as well.

Nick Bosanquet
Thank you very much and it is really to Peter and 
Matthew. As was shown in a survey that I contributed 
to for Skills for Health, there is a desperate shortage of 
experienced staff in the NHS. Should we not be 
focusing particularly on 24/7 work on wards, should 
we not be focusing the IT effort more on the bottom 
up, raising the capability of key staff? We still seem to 
be thinking in terms of big systems which are going to 
be imposed from the top. While the system, central 
system, may be designed for the informatics and so on 
is not the key driver or key lever going to be raising the 
capability of those key staff members? We should 
focus on the IT investment that requires us to do that.

Andy McKeon
Andy McKeon from the Audit Commission. I wanted 
to ask Christine really and the panel members 
perhaps, about the human side of this ‘information 
revolution’, particularly for staff. So my comment 
would be that the consultation document is excellent 

on the technocratic 
stuff but not very good 
on the human stuff and 
I wondered what 
action could be taken 
to address that? Some 
examples are, to pick 
up Matthew’s point, 
there have been 
prescribing prompts 
available in general 
practice for the last ten 
or fifteen years so why 

are they not being used or why is there still mis-
prescribing? I think we may need to be prepared for a 
reduction in the data available. The A&E data that was 
launched by Connecting for Health, the clinicians 
simply fill in the data in the boxes that are relevant to 
them and not all the other boxes that we like to collect 
data on. So it seems to me that there ought to be much 
bigger emphasis on the human side of this and rather 
less on the technological or technocratic side.

Sheila D’Souza
Sheila D’Souza, I am a non executive director at NHS 
Westminster. I’m a great fan of the ‘information 

on the ward. Where Cerner works around the world 
we find chief clinical, medical information officers 
leading the use of technology in healthcare. You see 
very little of that in the NHS and I think we need a 
shift from clinicians not being interested in this 
technology if it works but actually driving the 
adoption of information technology into 
organisations. And I think the NHS needs to own up 
to the fact that it is not going to be able to do all of this 
itself and that it is going to have to move to 
outsourcing information and IT to organisations that 
specialise in that so that the NHS can specialise in the 
things that it does.

The fourth area I would just like to touch on is 
the co-production of health. Earl Howe talked about 
397 million face to face contacts and pointed to some 
other industries. I would just like to touch on some of 
the technologies that might help that. I think patients 
being able to access their own records will allow them 
to be full partners in their care. But also there is a 
really good study from a number of years back from 
Dartmouth College in the States suggesting that better 
informed patients choose lower levels of intervention. 
If they know what is going on they actually choose not 
to have the operation, so our default tends to be to 
operate and patients would choose otherwise.

We don’t let patients change their own 
administrative details on our IT systems, we say they 
are not to be trusted. We let them change their 
administrative details in every other walk of life, we 
let them change their banking details online, they can 
change their insurance details online, they can submit 
their tax details online but in the health service we say 
they can not be trusted to update their name and 
address without going through one of our staff. It 
seems bonkers.

Phone and e-consults can reduce the face the 
face contact, wellness advice can help people to 
manage their own diseases and information will drive 
choice, will drive accountability to the health service. 
Where I live there are four hospitals between me and 
Steve’s hospital, all of them within travelling distance 
and I know that my chances of surviving a heart attack 
or a stroke are higher in Steve’s hospital than in any of 
the four hospitals that are closer to where I live but I 
only know that because I have access to the Dr Foster 
data. The public has a right to know.

So I would say in conclusion that the question 
about IT is not can we afford to do it, our problem is we 
have done too little and we have been too timid about 
what we do. We’ve been too slow about it and if we are 
going to confront the financial challenge we need to be 
a lot bolder and move a lot more quickly. Thank you.

 
Patrick Nolan
Thank you to those panellists, I think four 
presentations that followed on very well from Earl 
Howe’s comments and also reinforced each other. 
Christine gave us three reasons for the ‘information 
revolution’ and emphasised the importance of 
patients controlling their health records. Steve Smith 
also picked up on that theme and noted actually it is 

...there have been 
prescribing prompts 
available in general 
practice for the last ten or 
fifteen years so why are 
they not being used 
or why is there still  
mis-prescribing?  
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When I was a hospital  
chief executive I had the 
ward staff telling me they 
could not hoover their  
own lounge because they 
had not been trained how 
to use the hoover. We do 
have a bit of that sort of 
culture in the NHS and I 
think we need to move on 
from that.  

need to look at the systems which we design and we 
develop where they need to become much more 
intuitive and much simpler, because the things that 
people use more often need to be the simplest things 
that they have. Quite often when we build big IT 
systems we spend about 80 per cent of our time and 
money on 20 per cent of the functionality, which 
tends to be the functionality that those who like 
complex parts of the system and are willing to invest 
their time in, spend directing the suppliers. Rather 
than focusing on the pieces of the system that the 
majority of staff will use every single day, how do we 
make that as simple to use as possible? From things 
like little apps on an iPhone, I don’t think there are 
very many people who have been trained on their 
iPhone to run the applications that they download. 
Yet we have millions of people literally across the 
country who are doing that every day. So we need to 
do both things, not just one or the other. It is 
necessary to continue to train people in highly 
complex work processes that have been automated 
the way they always were. But to get at the root cause 
we need to actually get back to changing the systems 
to make them as simple as possible.

On the point about changing Choose and Book, 
absolutely we can change Choose and Book and 
Choose and Book is coming to the end of its life so we 
are thinking about what we do next. I would offer 
however that if we put information out in the system 
and make it possible for people to link to different 
systems. Then there are probably some very creative 
third party organisations who could create tools, that 
if you want to go and look for something, if you went 
into that tool, it could link to Choose and Book to give 
you the final part of it, which says okay tell me now 
about these systems, and join up the data you have on 
whatever particular thing you’re interested in. If you 
have a particular long term condition you might want 
to use an application that came from somebody who 
specialises in that that then gets you to Choose and 
Book rather than the other way around, so we are 
hopeful that people will start to build those kind of 
tools if we can make the information available to them.

Peter Carter
Thanks Christine. I just really wanted to pick up on 
Nick’s points. Yes, Nick, I agree, I think there should 
be greater investment with people deep into the 
organisation that can use this stuff, but they need the 
training. One of the things that I did not touch on 
when I spoke was that one of the frustrations in the 
health service is that you can go to a PCT or a trust and 
find good embracement of new technology and then 
you can literally go next door the next day to an 
adjoining trust and they have never heard of some of 
this stuff. I still think the NHS in some places, not 
everywhere, makes the huge mistake of conflating 
information with information technology, and far too 
often. I don’t want to be disrespectful to these guys 
but it is the guys with the screwdrivers in their top 
pocket who know how to fix the hardware that people 
look to, to develop the information that is needed, and 

revolution’ and very much looking forward to patients 
being given very much more information not only 
about care in hospitals but also the care that their GP 
is giving them, benchmarking GPs across the country. 
Mine is a little tip really on how to drive quality as a 
determinative of patient choice. Right now Choose 
and Book, if you put in your postcode and the 
indication that you need to go into hospital for, it will 
give you proximity and time to appointment, quality 
of the service is not a driver of the choices it offers the 
patient. That is an immediate step that can be 
addressed.

Steve Smith
The first thing would say, which has just reminded me 
actually is every single major American secondary and 
tertiary care provider has a chief medical information 
officer, and it is not true in the United Kingdom. 

Sitting here thinking 
about it, it is not true 
in my own 
organisation, so the 
first thing I am going 
to do when I get back 
this morning is to 
appoint a medical 
information officer. 
The second point 
about the quality, it is 
almost mind boggling 
that you can, as you 
say and as Matthew 
said, you can find out 
where your local 

hospital is, you can find out what the waiting time is, 
the fact that it might have twice the chance of killing 
you than somewhere else that happens to be two miles 
down the road, particularly in London, is mind 
boggling frankly. We must get into the quality.

When we did our IVF clinics, which is probably 
one of the most cowboy areas of medicine you could 
get into 25 or 30 years ago, and Matthew I think 
remembers it well, the league tables initially were 
unbelievably chaotic. They were unbelievably untrue, 
they were frankly lies, lies and damned lies. But 25 to 
30 years later IVF league tables are a pretty damned 
good measure of how effective organisations are, what 
they provide, how they provide it and what the quality 
is so I could not agree more, it must be based on 
quality. Once we get quality as a measure people will 
chose, rightly, with their feet.

Christine Connelly
Thank you. On the point about staff being more 
capable on the human side of what we do, from my 
own perspective I think we need to come at this from 
two directions. One is absolutely about improving the 
training for staff, actually looking at bringing in 
systems and using them with some coaches around, 
people to explain how to do it, creating an 
environment where people can ask questions more 
easily, all of that. However on the other side I think we 
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or seven years and they got rid of that, and now 
basically everything is electronic. These transaction 
data are now the basis for disease management 
programmes but it took seven years of work. Valencia 
had the same story, ten years of essentially payer-
provider transaction data, which then was used for all 
sorts of other things including savings in demand 
management and so on.

The one thing from this morning’s conversation 
which I am most wondering about is what from each 
panellist’s point of view would be the one or two areas, 
maybe one, which would on a system level point of 
view, win? Is it the transparency agenda that is 
pushing that or what else is it? What are we trying to 
really push and what are the incentives and policies 
which will make that happen? Otherwise I think we 
are only ten days away from a significant cut in tariff 
for hospitals and the following year’s operating 
framework will again have a significant cut in the tariff 
for hospitals, and the following year yet another one. 
So we are not in a world where hospitals can just sit 
there and think where they can put money and the 
same is true for the payer side of the system which is 
being rebuilt. So in that world I was wondering, I 
think there have been a lot of great thoughts this 
morning, but in this system, how do you think while a 
lot of boxes are moving and people look for relatively 
significant savings and all of that, what from a system 
level should be done in order to focus the attentions 
on the information agenda?

Simon Godfrey
Hello, I am Simon Godfrey from Oracle. My question 
is broadly similar actually, we are a big IT company 
and it is about priority, so it builds on my colleague’s 
question just behind me, what comes first, is it bottom 
up, is it top down, where do I focus my organisation’s 
resources to get maximum impact in the very short 
time scale we have? We are talking about technology 
and of course I like that, that makes sense to me. But 
actually in a time of shrinking budgets I am 
consistently hearing as I travel the corridors of 
government, there is no more money. So with that 
umbrella over everything, where should we focus as an 
organisation and where would you guide us to focus?

Fiona Buxton
Fiona Buxton from NHS Kensington and Chelsea. 
How do the speakers think that we can encourage the 
excitement to innovate and the courage to take on and 
drive new systems when I think many people who 
have worked across the NHS and other sectors have 
found sometimes almost a fear of engaging with the 
private sector or new technology? There is a kind of 
cultural problem across those two sectors in working 
together.

Matthew Swindells
I do think that an organisation that employs 1.4 
million people should be able to do more than one 
thing at a time but I think the key driving feature 
needs to be transparency. I think if you open the 

that simply will not do in this day and age. So I think 
that I also agree with everything that has been said 
about access to health information and we know that 
people have been able to access their notes for many 
years and the world did not fall apart as people 
thought it might. I just think the more information we 
can get the better. We are huge fans of Dr Foster and I 
hope they are allowed to continue to develop their 
work. The report that was published a week last 
Sunday I think, really helps to take things forward but 
we need to develop more on the quality of the service 
rather than the throughputs.

Matthew Swindells
Just to pick up Nick’s point, the question is not about 
big or small systems, it is about useful systems and 
one of the problems that we’ve seen across the NHS is 
people being told to capture data for a specific 
purpose which is either not useful to them or not 
understood at all. If we are going to get a proper 
engagement in the use of systems then people need to 
know what their part is in it and how it is adding to the 
value and quality of patient care. I also, and I would 

like to agree with 
Christine, most of us 
don’t get trained on the 
systems we use at 
home, none of us have 
had the bank come 
round to our house to 
show us how to use 
internet banking. We 
should be designing 
systems which are 
intuitive. If you are an 
expert in your field you 
should be able to see 
how to use the system 
without hours and 

hours of training. I think the world should have 
moved on by now, and to an extent I think it has, but I 
think we are locked in an old mind set. When I was a 
hospital chief executive I had the ward staff telling me 
they could not hoover their own lounge because they 
had not been trained how to use the hoover. We do 
have a bit of that sort of culture in the NHS and I think 
we need to move on from that.

Nicolaus Henke
I was just wondering, we have discussed an 
extraordinary wide range of topics from hospital IT to 
GP IT to the health system issues, and if I reflect on 
other systems which have made a lot of progress in 
information space, particularly in its application and 
driving quality improvement and savings at the same 
time, they have all at a systems level had a guiding 
idea. Not two or three but one and they kept that for 
about ten years and after ten years they have actually 
gotten somewhere. The Germans have this 
phenomenal problem of competing payers, 300 
payers, 3,000 hospitals, and they send papers to each 
other and they needed to get rid of that and it took six 

So if you want excitement 
you have to be a bit brave 
and if you are going to be  
a bit brave you need to 
start to say I am going to 
transform my organisation 
with the help of  
technology rather than I 
am going to set about 
improving my 
administrative systems.
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Christine Connelly
I do agree with Matthew that with 1.4 million people we 
should be able to do more than one thing at once, which 
would just be great, and I can make some gender 
comments now about people being able to do more 
than one thing at once. But if I was forced to, what is the 
one thing that if you are going to push it right now that 
in years to come – because you commented Nicolaus 
that places have pushed something and ten years later 
they see the benefit, I don’t know that we have the 
patience for that – but if I could talk about one thing 
that if we did it, it would make a massive difference, it is 
the NHS number. People are using lots of different 
systems but if every one of them identifies me using the 
same key then I know I will be able to get at that data 
and I will be able to join it up even if those 
organisations don’t want to do it for me, I could do it for 
myself, if I had the right to get in there and do that.

Simon from Oracle’s perspective, if I could ask 
you to focus on one thing, all those technical suppliers 
out there, it is interface your systems through the 
interoperability toolkit. Stop going in to trusts and 
getting them to pay for point to point interfaces, 
because you are making too much money out of it and 
we are repeating the same work over and over again. If 
everybody, every trust in the country, paid for three 
interfaces out of a system to that toolkit and we shared 
it all together we could get massive leverage on our 
investment and we would stop doing the same work a 
thousand times over and over. So please do that, that 
would be fantastic. If I could set Oracle’s direction that 
is what it would be.

On Fiona’s point on how do we get people 
excited in what we do, I think something that 
contradicts the point about us doing lots of things, is if 
we get a group of people focusing in on delivery, on 
using information and technology, to make a big 
difference in their space and they don’t get diverted 
into ‘but we haven’t done everything possible 
everywhere’, then we can see some great results. One 
of the projects I look back on that delivered that was 
the Packs Project, which happened years ago, long 
before I ever got here, where a group of people got 
together and said we can’t solve every problem but 
what we can do is in this scope we can change 
dramatically our working practices and patient 
experience as a result. There has been a great deal of 
benefit that has come from that programme and if you 
talk to clinicians who are directly impacted by it they 
feel very positively about it, but they don’t talk about it 
now because they take it for granted. But it is a great 
example of get everybody together, say this is what we 
can do, talk about what we can achieve, not about the 
last 5 per cent that is very technically difficult, but the 
bulk of what could be done because then people can 
get the benefit.

Steve Smith
In terms of one thing to do, I would take Christine’s 
point, a single electronic record shared between 
primary and secondary care in which there was no 
distinction and the NHS patient number is an 

information up to both to the public and clinicians so 
they can access it, that will be the thing that drives 
improvement in data quality, in the use of data during 
patient care. Because if everybody else is looking at it, 
it will be a drive to capture data as you are treating 
patients. But if you try and boil it down to learning 
systems that have focused on how do you do the 
payment system, I think we miss the point because I 
think we need to focus on quality and the driving of 
cost reduction through that.

If we just look at the last two hospitals that 
Cerner have gone live in, the one where there was 
excitement and they consider it to have been a success 
is the one that bit off the whole of the elephant at once. 
The one that decided to go really slowly and cautiously 
and do it small pieces at a time have become bored 
with the implementation, because what they have 
done is a lot of stuff around administration. So if you 
want excitement you have to be a bit brave and if you 
are going to be a bit brave you need to start to say I am 
going to transform my organisation with the help of 
technology rather than I am going to set about 
improving my administrative systems.

 
Peter Carter
I want to address the issue that Nicolaus raised as I 
see it. I think there is a hearts and minds thing here 
and there is a training and there is an orientation 
agenda. About 18 months ago McKinsey produced 
what we saw was a very helpful report on the 
challenges in the NHS and one of the things in that 
report, I am sure you recall, was that in some hospitals 
at any given time, up to 40 per cent of people simply 
don’t need to be there as has been said earlier. They 
need help, they need treatment but they don’t need to 
be in hospital. There still is not an understanding or 

an acceptance of that 
deep into the body 
politic of medicine, 
nursing and indeed in 
many NHS managers. 
That is why in my talk I 
talked about how now 
is the time to grasp the 
nettle and go for big 

system redesign and to get away from the hospital 
orientated system, to a health system and where is the 
patient best treated, most safely treated and we 
believe in many cases that can be done in people’s 
homes.

In relation to Fiona’s point, yes, I think the NHS 
again is intrinsically conservative with a small ‘c’, 
Fiona, by nature and does not readily embrace new 
technologies. And whilst I am a great believer in 
bottom up I do think there is also a case for a pincer 
movement and some top down stuff about people 
being compelled and driven to start to embrace this 
stuff. Sometimes it feels like it is something that 
consenting adults can do in private and that is frankly 
just not good enough in this day and age. There are 
real solutions out there but there is no compulsion to 
embrace them.

...but if I could talk about  
one thing that if we did it, 
it would make a massive 
difference, it is the NHS 
number. 
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Now unless we become 
more subtle and more 
understanding with the 
public, all that we are 
talking about will be hot  
air because unless the 
public agree to this we  
will not get a single,  
single change. 

all that we are talking about will be hot air because 
unless the public agree to this we will not get a single, 
single change.

Patrick Nolan
Thank you for that. Picking up on Matthew and 
Peter’s comments, we have got to be brave and grasp 
the nettle but also I was particularly struck by a point 
that came out a couple of times about having a single 
NHS number and how that could be particularly 
transformative. We also have got to take the public 
with us because we can talk about productivity and we 
can talk about technology, but in reality we are talking 
about taking some incredibly difficult decisions 
around service redesign which fortunately will be the 
next session so we will be getting straight into those 
issues. So we will break for about thirty minutes and 
at about twenty five to twelve we will be back here for 
the next session, so please do have coffee and there 
will be Cerner people in the various rooms as well so if 
you want to look at some of the spaces here please do. 
So can you join me in thanking the panel?
[Applause]

The competitive hospital

Patrick Nolan
Well thank you, I hope you have all enjoyed your 
coffee break and are sufficiently refreshed, not that 
you’ll need to be refreshed because we have an 
interesting session coming up. So far we’ve had Earl 
Howe really making the case for a digital revolution in 
hospitals and for also putting patients in greater 
control of the information. Some of these themes were 
picked up in the first session, some really interesting 
ideas around a single NHS number but also some 
concerns around the human element; how do we get 
the right training available, how do we make sure that 
systems are simple enough so people can actually use 
things without needing to be trained and how do we 
identify what our priorities are? We ended that 
session by starting to get into some of the themes 
about service reconfiguration and how do we start to 
shift resources say from the acute sector into different 
areas which I think dovetails very nicely with this 
session.

So we are going to discuss the competitive 
hospital and we have got a very good panel. We are 
going to start with Liz Kendall MP who is the Member 
of Parliament for Leicester West. She was elected in 
2010 and has recently joined the Labour front bench 
as the Shadow Health Minister. She studied at 
Cambridge but also has worked as a Special Advisor to 
Harriet Harman and also special advisor to Patricia 
Hewitt, she has worked at the King’s Fund and the 
IPPR, so I think she brings an incredible amount of 
experience and expertise to this issue.

We have then got Hannah Farrar, who joined 
NHS London as the Deputy Director of Strategy and 
Commissioning in 2006 which I guess you must have 
had an incredibly fascinating four years given the 
challenges we are all facing. She has previously 

absolute certainty for achieving that. That would 
transform, in my view, healthcare.

I think on the other side, the much more 
fundamental changes, we are facing a sort of climate 
change deniers’ scenario, so on the one hand it is 
bloody cold out there at the moment and of course the 
climate deniers are going, what do you mean, there is 
no climate change, it is freezing. Well if you go into 

any hospital at the 
moment you get the 
same. This weekend at 
Imperial College we 
opened paediatric beds 
because the 
community could not 
look after them. We are 
seeing 15 per cent more 
patients in those 
hospitals, hospital 
beds are full, 90 per 
cent plus occupancy. 
Now does that mean 

we need to shift care from the hospitals to the 
community? Of course it does, it means it even more. 
But persuading, getting them excited in the acute 
sector where people are usually, 60 per cent of the 
time anyway, acutely ill, getting them excited to do 
some IT which does not actually alter the fact that 
they are working their proverbials off with 90 per cent 
bed occupancy and facing cuts, is not exactly the 
political way to do it. The second one is another hard 
political point: if you remove 40 per cent of the 
current activity out of the acute sector – and if I take 
north west London, I can go around and tot up the 
hospitals you are going to have to shut – and I am very 
happy to not call it shutting, I am very happy for an 
A&E to be called something else, but let’s be 
absolutely clear, the editors of the newspapers and the 
politicians who are enacting these changes, essential 
though they are, are not going to be on your side when 
you come along and shut the A&E and shut the 
hospital.

Now I am fully appreciative that there needs to 
be political sensitivity and political care and simply 
going along and taking that brutal approach will never 
work with the public. But until we in the sector begin 
to come to terms with what it is that is better that can 
be provided in these different organisational 
structures, we will continue to forget the elephant in 
the room. We are sitting here in Paddington on the 
basis of what was the Paddington Health Project. This 
was a proposal which I think was on the books – 
Matthew, you would know better than I do – for 
around seven or eight years, it cost something 
between £15-20 million simply in terms of the 
number of reviews and it failed for lots of reasons but 
one reason was the Heart of Harefield had an 
extremely effective organisational structure to keep a 
hospital in the middle of north west London open. 
They were successful, the Paddington Project, as you 
can see, was not successful. Now unless we become 
more subtle and more understanding with the public, 
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lower mortality rates for myocardial infarction. 
Evidence about the impact of competition between 
hospitals on a whole range of other outcomes does not 
exist at present.

What we do know is that the ability to make 
strategic decisions about reorganising hospital 
services can play a vital role in improving quality. For 
example, NHS London has as many of you know been 
through quite a controversial reorganisation of stroke 
care in the capital and has set up eight hyper acute 
stroke units. Within just five months these specialist 
centres more than tripled the number of patients 
receiving clot busting drugs to the highest rate of any 
large city in the world and it is estimated this will save 
around 400 lives a year as well as significantly 
reducing disabilities.

So the first key question I think we need to ask is 
how will strategic level decisions like this be taken 
when SHAs are abolished? It is possible that GP 
consortia could take on this role if they work together 
across larger areas, but they won’t hold contracts with 
providers until April 2013. So strategic decisions, 
which could improve the quality of care and save lives, 
are being delayed because of the Government’s 
reorganisation plans and I think that is a fact that has 
received far too little attention to date.

Whilst the research about competition between 
hospitals is patchy, there is clearer evidence that price 
competition reduces the quality of care. In their recent 
briefing on the Spending Review and the White Paper, 
the Nuffield Trust showed evidence that when 
hospitals compete on costs, quality is reduced as 
providers cut corners to deliver cheaper care. When 
Labour was in government we were always very clear 
that providers should not be allowed to compete on 
price for precisely these reasons and I think there is a 
real danger that the White Paper’s proposals to move 
payment by results towards maximum rather than 
average costs will lead to price competition and the 
quality of care could suffer as a result.

Now, especially as this is an event held by the 
Reform think tank, I should say that I have always 

believed that there 
needs to be some 
competition and 
challenge in the 
system. I am a long 
standing supporter of 
independent sector 
treatment centres and 
of commissioners 

having the ability to bring in private and voluntary 
sector providers where existing services consistently 
fail to improve. I am also a strong champion of giving 
patients more choice and a greater say, not only over 
which hospital they go to but all aspects of their 
treatment and care. But for reasons I have outlined, 
we should not be over-zealous about the role of 
competition in improving quality and value for 
money, and yet I think this is precisely what Andrew 
Lansley is doing. One of the particular problems I 
think that people are trying to advise him to listen to, 

worked with Lord Darzi in producing Healthcare for 
London: A framework for action and has also worked 
at Monitor.

We have also got Sally Gainsbury who is the 
news editor of Health Service Journal and Nursing 
Times. Some of her recent articles include an 
investigation into a 2.5 per cent net nominal 

overspend on GP 
practice based 
commissioning, which 
of course is incredibly 
topical given the 
direction of reform. 
She has also done an 
incredibly important 
interview with Stephen 
Dorrell, on advising 
NHS staff that the 
main game was not 

actually implementing Andrew Lansley’s White Paper 
but achieving David Nicholson’s £20 billion 
productivity savings.

Unfortunately Bill Moyes has not been able to 
make it, he has been affected with the flu that’s going 
around, a victim of the cold weather but this should 
allow us extra time for questions and answers, so if we 
can pass over to Liz.

Liz Kendall MP
Thanks very much, I am really sorry I was not able to 
be here for this morning’s session, I was on my way 
down from Leicester. The argument I want to make 
today somewhat cheekily is that the title of this 
session, ‘the competitive hospital’, is really the wrong 
issue to be focusing on because the future of high 
quality value for money healthcare is about 
integration more than competition and about 
improving primary and community services rather 
than focusing predominantly on secondary care. The 
key question we should be asking is whether the 
Government’s plans will help or hinder these goals?

Now I am sure this point has already been made 
today, but health and healthcare in the UK and across 
the world face huge challenges, with our ageing 
population, increases in long term conditions and 
rising expectations. In the UK those demands have to 
be met when increases in funding for the NHS, well 
they are at best static over the Spending Review 
period. So in order to meet these increasing demands, 
the NHS must make £15-20 billion worth of efficiency 
savings or probably more accurately, productivity 
gains, over the next three to four years whilst 
continuing to improve the quality of care.

What role should competition play in helping 
the NHS to meet what some have called the biggest 
financial challenge of its life? New research by Carol 
Propper and others has found some evidence that 
competition between hospitals in a fixed price market 
can improve quality. However it is important to 
understand that this research comes from the US not 
the UK and is rather narrowly based on patient data 
that suggests hospitals in more competitive areas have 

...we should not be  
over-zealous about the 
role of competition in 
improving quality and 
value for money

...strategic decisions, 
which could improve the 
quality of care and save 
lives, are being delayed 
because of the 
Government’s 
reorganisation plans... 
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Now the risk with all this  
is that care will be further 
fragmented and patients 
will fall through the gap. 

Yet the White Paper says virtually nothing about how 
primary care will be improved. In fact I did a search, 
the words primary care not related to PCTs is 
mentioned nine times, three of which were in the 
definition, and what it does say about primary care is 
very confused. For example it says that ‘GP consortia 
will not be responsible for commissioning services 
GPs themselves provide’. It will instead be a job for 
the NHS Commissioning Board. But then the White 
Paper goes on to say that the GP consortia will align 
clinical decisions in general practice with the financial 
consequences of those decisions and become 
increasingly influential in driving up the quality of 
general practice.

This raises a huge number of questions, so here 
is my starter for ten. Number one, how can a national 
board possibly know what GP services need to be 

commissioned in areas 
like the one I represent 
where we have really 
struggled with primary 
care, we have very high 
hospitalisation rates? 
Who will actually 
performance manage 

primary care services? Will it be the NHS Board, the 
regional outposts of the Board, if indeed these are set 
up, or GP consortia themselves? If it is the latter, will 
GP consortia have the skills, experience and, let’s face 
it, desire to take on poorly performing GPs in their 
area? If they take on management support to do this 
work, including from an existing PCT, will not 
consortia just be a recreation of Primary Care Trusts, 
just smaller and with greater clinical involvement?

There are people here who know and 
understand the NHS far better than I do and anyone 
who really understands the NHS knows that 
reorganisations take up a huge amount of time, effort 
and resources. The estimates for the current 
reorganisation are that they could cost an additional 
£3 billion. Now this is money and effort the NHS can 
ill afford to spend when it faces the huge challenge of 
getting £20 billion worth of efficiency savings out of 
the system. That is the equivalent of about a 4.5 per 
cent efficiency rate every year, the NHS has never 
done that and it has barely achieved 1 per cent. We 
have to ask if this is going to be feasible over the next 
three years. In addition, the Secretary of State’s 
determination to create a real market in the NHS I 
think risks increasing fragmentation, when healthcare 
systems across Europe and in the US know that 
integration is the key to improving quality.

Just in case you think I am being particularly 
partisan in my comments, it is not just Labour that is 
making this point. As we have already heard from the 
interview that he did with Sally, comments from the 
Health Select Committee Chair, Stephen Dorrell, 
show that he clearly thinks the same and I think it is 
very interesting that the Prime Minister has recently 
set up a high level review group involving Oliver 
Letwin and Danny Alexander to examine Lansley’s 
proposals. I look forward to seeing the results of this 

is that there needs to be some mechanism to intervene 
and help hospitals and other providers before they fail 
and it is not clear who will do this, when PCTs and 
SHAs are abolished and I think that is a major flaw in 
the Government’s plans. 

If competition is not the panacea that the 
Secretary of State suggests, how can and should the 
NHS move forward? The King’s Fund and Nuffield 
Trust have argued that whilst some competition 
should have a role, the primary drivers of quality and 
efficiency in healthcare are co-ordination between 
providers and across primary, community and 
secondary care. As many of you here know, they have 
recently looked at integrated care organisations being 
piloted in this country and the evidence from various 
types of ICOs in other countries. There is not enough 
time to go into the detail of this research, but the key 
finding is that successful integration is less about 
merging organisations and more about integrating 
incentives both financial and non-financial, such as 
government arrangements, integrating leadership 
– yes, managers have an important role to play in 
improving the quality of healthcare – and crucially, 
integrating information and I know this is a topic that 
was discussed at the last session.

I agree with Jennifer Dixon who often says that 
clinicians work in a data desert, providing more and 
better information to clinicians and using this to 
support effective peer review can be a very powerful 
incentive for changing and improving healthcare, 
possibly even more powerful than providing that 
information to patients. So I very much welcome the 
Government’s aim of improving information for both 
patients and clinicians. But other aspects of the 
Government’s plans are likely to make integrating 
care much harder. For example, commissioning will 
be split. Between local authorities and the new health 
and well-being boards, who will be responsible for 
public health and prevention, although it is not really 
clear how much of the NHS budget on prevention they 
will be getting. It will be split with GP consortia who 
will be responsible for commissioning hospital 
services and then with the NHS Commissioning 
Board who will then be responsible for commissioning 
GP services, pharmacy and dentistry and specialist 
care. Now the risk with all this is that care will be 
further fragmented and patients will fall through the 
gap. The Commonwealth Fund’s Commission on a 
High Performance Health System consistently points 
to integrated care being the route to better value care 
and my concern is the Government’s reforms will 
achieve precisely the opposite.

Which brings me to my final point. One of the 
key challenges facing the NHS and something I have 
been passionate about since I worked on the former 
Government’s White Paper Our Health, Our Care, 
Our Say, is that we need to improve primary care. The 
increase in patients with complex and long term 
conditions means shifting services into the 
community to avoid hospitalisation and improve 
prevention is vital, both to improving care to patients 
and to delivering better value for money to taxpayers. 
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lot of aspirational intent in the White Paper in terms 
of payment reform focusing payment more on quality 
and on risk but we really need to see this become a 
reality and, as I am sure many of you in the room will 
agree with me, we struggled to get payment by results 
to do what it was intended to do.

My third point is about scrutiny and I think there 
are a lot of unanswered questions yet in the policy 
domain about precisely where scrutiny will land but at 
the moment we have organisations, hospitals, but not 
just hospitals, which are insufficiently nimble in my 
view to respond to the market. Change is slow, it 
makes innovation difficult and it makes market failure 
almost impossible to deal with. We need to be real 
about how we can use scrutiny and how it competes 
with the other elements of the system if we are going to 
get hospitals to compete in the ways that we desire 
them to be able to do.

Finally, consumerism. I think people need to be 
discerning and I will often say in my job as Director of 
Strategy for the NHS across London that I am 
ambitious on its behalf, on the patient’s behalf, 
because they don’t know how to aspire to as much as 
they deserve. So either individuals themselves or a 
proxy for them in the general practitioner or in their 
friends or family members, need to be less trusting of 
us. They need to use the choices that are given and 
they need to operate this ‘information revolution’ but 
unless we can get consumerist behaviour, I think the 
competition again that we desire might not quite work 
in the way that we are intending it to.

So the White Paper clearly has this environment 
at its heart but this transformation is complex and I 
personally think it will require political bravery so I 
would like to bring this complexity to life slightly with 
two specific examples. Coming back then to the 
outcomes of what we are trying to achieve, so as was 
noted the changes in London around stroke have been 
highly controversial, indeed criticised at every single 
step of the way. The prophets of doom we like to refer 
to them but I suggest there is growing opinion that 
what has happened was right and that is because the 
outcomes that are being achieved are very hard to 
argue with.

In London stroke is the second biggest killer so 
getting it right is pretty critical if you are NHS London 
and getting it better than it was, pretty critical too. 
Many of the outcomes have been quoted already but 

mortality rates are 
improving and we are 
thrombolysing more 
patients than any other 
city in the world so 
arguably this is the 
best place to have a 
stroke, so you are in 

safe hands, particularly right on top of Imperial as 
well! But it took us three years to do this, it is a three 
year story of change and it would have taken four if 
local government had decided to refer it to the 
Secretary of State, but local government across 
London actually told the NHS in London to get on 

review and in the meanwhile myself and my 
colleagues on Labour’s Shadow health team will 
continue to draw attention to the problems and 
unanswered questions in the Government’s plans.

Hannah Farrar
Hello, I am really pleased to be here. I mentioned to 
Andrew just before we started that I was relying on 
Bill to say the controversial things but unfortunately 
he is not here so we will see. The strapline at NHS 
London at the moment is ‘The best thing about being 
abolished is you’re not frightened any more’, so we 
will see how controversial I can be.

I have worked on London’s healthcare strategy 
for the last four years, first as Deputy Director and 
now as Director of Strategy at NHS London. Many of 
you will be Londoners and I am sure many of you who 
are not will be relying on London’s specialist hospitals 
or teaching expertise to give you the quality of care 

that you need or your 
family will do at some 
point in time. So I hope 
you will be pleased to 
know that the thing 
that gets me out of bed 
in the morning is 
improvement. 
Improving patient 
outcomes and their 
satisfaction and 
maximising efficiency 
for the taxpayer is not 
the orchestration of the 
NHS per se, but I will 
make best use of any 
levers that I get given 

in terms of doing that role. Today I would say 
improvement takes too long, tackling difficult and 
unacceptable challenges equally takes too long. I think 
the White Paper is trying to give us better levers to 
address this with competition as a prominent place 
within the changes.

However, for me, in order for competition to be 
effective, we need to get the conditions right in which 
it is going to operate and my personal view is there are 
four critical requirements for this. Indeed Liz 
mentioned some of these so number one is 
information, number two would be the incentives, 
number three, the controversial point, being scrutiny 
and number four is consumerism.

So just to touch on these briefly and then 
interestingly I am going to talk about both stroke and 
integrated care in terms of the complexity of getting 
those elements right. We heard earlier about 
information and the need for the ‘information 
revolution’. Well we have a wealth of data but it is not 
well used, is it, by organisations, by clinicians or by 
the public and we need to make it both prompt and 
accessible if we are going to drive the competition that 
we want and so desire. The second, incentives, 
organisations and individual clinicians need to be 
incentivised to compete on the right things. There is a 

...it was not that the 
information was secret  
but that the market did  
not respond to it. 

Well we have a wealth of 
data but it is not well  
used, is it, by 
organisations, by  
clinicians or by the public 
and we need to make it 
both prompt and 
accessible if we are  
going to drive the 
competition that we want 
and so desire.  
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...integrated care 
organisation and 
competition can live with 
one another and give us 
the outcomes that we 
want, but our policy 
environment is not quite 
getting that for us at this 
moment in time. So we 
need to enable 
organisations to change 
their shape more quickly 
than they do at the 
moment and we need to 
pay for outcomes as 
opposed to activity.  

organisations, vertical integration including 
secondary care. In England we sometimes refer to 
integrated care and we don’t put in secondary care. 
Some of the pilots that are referred to don’t include 
secondary care. To me it is absolutely critical to have 
them in. So in London we are working with the three 
AHSEs to pilot some integrated care organisations 
and here in north-west London we are working with 
GPs, community providers, social services, the 
boroughs and also with Imperial, to pilot integrated 
care. But it is impossibly difficult because the 
incentives make it really hard for these providers to 
want to do the right thing. They don’t stack up in 
favour of what you are trying to ask people to do so 
again I think the trick will be to create the market 
conditions which allow for competing integrated care 
organisations. So we are going to have to overcome 
some of these challenges and the barriers in the 
current policy environment which make the right kind 
of competition difficult.

In the States we have seen integrated care 
organisations that compete with each other, and one 
example of how that has got it right, is Geisinger with 
their medical home model. They have reduced patient 
costs by 3.5 per cent and improved outcomes. So 

integrated care 
organisation and 
competition can live 
with one another and 
give us the outcomes 
that we want, but our 
policy environment is 
not quite getting that 
for us at this moment 
in time. So we need to 
enable organisations to 
change their shape 
more quickly than they 
do at the moment and 
we need to pay for 

outcomes as opposed to activity. So as you will see, I 
totally shied away from talking about market exit 
other than alluding to the need to think about scrutiny 
and maybe some people can pick up some questions 
on exit from me at the end.

Sally Gainsbury
Hi, don’t worry, I know my place as a journalist, I am 
not going to make any statements, but I am going to 
ask some questions which have been unscientifically 
gathered from our readers and contacts, so questions 
which are going to arise immediately or over the next 
couple of years in relation to competitive hospitals in 
particular.

The first question is how much consolidation 
will there be amongst NHS providers? I think there is 
already quite a lot of that going on already with the 
Transforming Community Services programme so I 
think I am right in saying roughly two thirds of PCT 
provider arms are either going to acute NHS 
organisations or mental health trusts or foundation 
trusts. It looks like there will be more to come on the 

with it and implement it as quickly as we could. And it 
was not that the outcome data was somehow secret, it 
was a Sentinel audit and it showed that London’s 
stroke services were unacceptable and inadequate in 
terms of the service we were offering to the public but 

providers did not 
respond to that data 
and what is more, they 
queried it when we put 
it in front of them. 
They said it was old 
data and they had got 
better. So we put the 
2004 Sentinel audit 
data in front of 
providers across 
London measuring in 
many senses the wrong 
indicators, like 24 
hours to get a CT scan 
and in reality we know 
that you need drugs 
within three if you are 
going to get better. 
They queried it and 
said well that is not 
right, we have all got 
better. So we got the 

2006 Sentinel audit data and we put that in front of 
London’s providers and they had got worse. 
Considerably worse. So it was not that the information 
was secret but that the market did not respond to it.

There is a competitive element to the way that 
we set up the process for change, to become a Hyper 
Acute Stroke Unit (HASU), but it required 
collaboration across organisations. There are a 
shortage of the specialist relevant doctors and they 
have to rota into the eight HASUs across London in 
order to deliver this service, so it did require 
competition but it also required collaboration across 
networks of providers. It took relentless effort and 
focus on behalf of the whole system for three years 
and indeed we are still going because we have not got 
rehabilitation right, in order to get the outcomes that 
we are now seeing. So the challenge is to create a 
market that sets up those things, that does not need 
NHS London or any other player, but an environment 
that delivers those outcomes in and of itself, or else I 
think we will not have delivered the outcomes that we 
have seen on those things.

The second point I want to pick up is chronic 
care and I have no glory story on chronic care in the 
way that we are very proud about stroke services 
across London. 69 per cent of Londoners over 60 have 
a long term condition and from the conversations we 
had four years ago around healthcare for London and 
indeed we are still having today, the evidence about 
how these patients should be treated is now really well 
understood and infrequently challenged and yet the 
system struggles to respond to this. Around the world 
the best responders are integrated care organisations 
and we are trying to pilot some integrated care 

In 2008, the rapidly 
retracted DH Impact 
Assessment suggested 
there would be five NHS 
trusts that would 
disappear a year, it  
sounds as though we are 
probably already on track 
to meet the target of five 
for this year. 
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private providers take to having their borrowing 
controlled or somehow regulated? If a private 
provider does run a service deemed to be an ALS does 
that suggest that the subsidy being offered is too high? 
I don’t know it is just a question.

The last question I wanted to ask, will the need 
or the desire to provide a function to protect the 
taxpayers £25 billion investment in FTs make a 
mockery of FT independence? So the £25 billion is 
essentially the value of the assets which NHS 
organisations were either gifted when they became 
part of the NHS or what they had been given by the 
DH in the form of capital funding. So the thinking 
around this at the moment is the taxpayers’ stake in 
that requires small monitoring of those organisations’ 
financial plans and performance to make sure that 
they simply don’t risk it away and the taxpayers’ 
investment is lost. So there have been some 
discussions on who will do this monitoring. Will there 
be a conflict of interest with Monitor if it is also setting 
prices and also policing competition? I know it is not 
just the DH and the private sector that would have a 
problem with that role staying with Monitor. An FT 
finance director said to me the other day he would not 
want to share the details of where he is making his 
margins with the organisation that also set his prices. 
So I think possibly that argument has been won that it 
should not be part of Monitor so where will it go? Will 
it go to the foundation trust financing facility? That is 
a discussion going on at the moment which would 
involve the revival of the FT bank idea. It could also be 
the place where FTs deposit their £3 billion cash 
surpluses for lending out to other FTs.

As I understand it, the discussion at the moment 
is to convert some or all of the £25 billion public 
dividend capital into debt that would then 
conveniently allow the bank to operate certain 
borrowing covenants to keep an eye on what they are 
doing with those assets. So my last question is will 
someone have the bright idea to do something 
innovative with that debt that will then be sat on that 
bank’s balance sheet, like sell it off in the form of 
bonds to raise more funding for the NHS?

Patrick Nolan
Thank you. If we didn’t think reform was hard before 
this session then we must be convinced of it now, in 
the sense that it does raise some important points. 
There is an old saying that it is a good idea in theory 
but in practice it is probably not such a good idea. I 
think what these three presentations have shown is 
actually that when rubber does hit the road, when it 
comes to doing some of these things, and there are 
some quite difficult trade offs and difficult questions 
to be asked and also to be answered.

Liz quite rightly talked about the importance of 
integration. It is not just about competition and the 
evidence on competition is mixed and particularly 
whether or not price competition is a good idea and 
about supply induced demand. So there are issues 
around competition and that fed quite nicely in to the 
points that Hannah made that you actually have to 

acute side particularly with the final-final drop dead 
deadline for FT status. Already last week saw Trafford 
offering itself up for takeover by a foundation trust 
and I think later today, if not already, HSJ will 
hopefully have a scoop on another NHS Trust 
planning to merge with another. I also know one FT 
that is in fact touting itself around for take over by 
another FT. In 2008, the rapidly retracted DH Impact 
Assessment suggested there would be five NHS trusts 
that would disappear a year, it sounds as though we 
are probably already on track to meet the target of five 
for this year.

The alternative model for the more faint hearted 
is hospital groups, which I am told is more of a 
concept than a reality at the moment. Hospital 
groups, I think they are taking shape in the north-west 
and possibly Yorkshire, I might have Yorkshire wrong. 
They can arrange many things from back office 
sharing to pathology sharing but also clinical carve 
ups on a regional patch, so I take the tertiary referrals 
for this and you can have them for that. Also sharing 
out of hours emergency surgery in an attempt to 
reduce on-call costs, but the question that will arise 
from all that is how will it fit with competition rules? 
There will be an imperative on the financial side to 
merge but that might quickly fall foul of the other 
pressures.

The second question I wanted to ask is who or 
what will be caught by the Additionally Licensed 
Services Regime? Unfortunately that is how the DH is 
now referring to the previously named Additionally 
Regulated Services, which had a more exciting 
acronym. These are the services deemed so essential 
they cannot operate under a pure market framework. 
I think the DH is looking towards rules around 

continuity of service 
obligations and 
borrowing controls, for 
example you will not 
be able to use assets 
which are vital for the 
delivery of so called 
essential services as 
collateral in loans. This 
will inevitably lead to 
calls for subsidies or 
politely termed tariff 

adjustments for organisations who find themselves 
lumbered with something that has been deemed an 
additionally licensed service. How will these subsidies 
be set and how will they be set in particular to avoid 
being caught by the state aid rules? I wondered 
reading through the DH’s consultation document on 
the provider regulation whether this might not only be 
issues of subsidies, perhaps there might be some 
move towards control of entry regulations such as we 
had in pharmacies for some services which simply 
could not survive if exposed to too much competition, 
in particular rural areas I think.

Another interesting question which will come 
from that is who will be the first private provider to be 
deemed an additionally licensed service and how will 

...will the need or the  
desire to provide a  
function to protect the 
taxpayers £25 billion 
investment in FTs make a 
mockery of FT 
independence? 
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Politicians, I hold my hand 
up here, used to talk  
about schools and 
hospitals, we never talked 
about Sure Start and 
primary care. I think part 
 of how we drive health 
policy in the future needs 
to try and finally get that 
shift in services and care. 

very difficult and I think you have to argue that the 
shift in focus needs to go into primary and community 
services. Politicians, I hold my hand up here, used to 
talk about schools and hospitals, we never talked 
about Sure Start and primary care. I think part of how 
we drive health policy in the future needs to try and 
finally get that shift in services and care, so I was being 
slightly cheeky. I understand the money is tied up 
there but we already do know a lot about how those 
services can be developed in the community. I have 
long been a real supporter and fan of community 
nurses, I see them in my own constituency making a 
real difference and we are actually seeing those being 
cut, which is very short sighted. I understand why 
PCTs feel under pressure, which brings me to a point, 
we talk about £20 billion worth of efficiency savings 
but economists would tell you it is really about 
productivity gains, getting £20 billion more out of the 
money you spend rather than cutting £20 billion 
worth of services and I think moves to things like 
specialist nurses are an important part of that.

Hannah Farrar
Thanks. I have shied away from it really because 
London is going through its review of the Secretary of 
State’s new four tests on some of its reconfiguration 
schemes which are essentially trying to exit services in 
some providers across the capital. So I am not going to 
talk about the specifics. But just one example of those, 
just from a process perspective, is Chase Farm 
Hospital site and that has been the subject of ongoing 
discussion for longer than I have been in London. A 
public consultation, a six month review by an 
independent reconfiguration panel, then a decision by 
a previous Secretary of State that it should go ahead, 
two judicial reviews and now is the subject of, part 
way through when it was being implemented, a review 
of whether or not it hits four new tests or slightly 
different tests. In this time, unfortunately, North 
Middlesex had been expanded in order to take on 
some additional capacity that was proposed to come 
from Chase Farm as part of this process.

It is kind of why I touched on scrutiny as a proxy 
for dodging failure because we do have ways of 
dealing with failing organisations or over capacity in 
the system and yet we continually delay making the 
difficult decisions. I think that is some of the problem 
that we have got in play here, it is not that we need 
another regime, it is that we need to be slicker and 
better at doing some of the difficult things that we 
currently have but yet are continuously slowed down 
because they are not palatable decisions for people. I 
wanted to use it, I can’t quite remember it, but there is 
a fantastic example about the Mayo Clinic in the 
States, where over the last forty years it has reduced 
its bed stock and increased the number of sites it 
works out of, so this is like integrated care moving out 
into the community, all the things we want to happen. 
If you think about Imperial, how you would really like 
the specialist expertise within that organisation to 
behave, it is not within the tower blocks behind us and 
on Hammersmith and on Charing Cross sites, it is 

have the right environment for competition. Hannah 
raised four things: information, incentives, scrutiny 
and consumerism, she also mentioned the importance 

of a failure regime. But 
as an economist I 
would actually say a 
failure regime is 
probably one of the 
most important things. 
We have talked a lot 
about information 
today but you do have 
to have exit and you do 
have to have entry if a 
market is going to 
work. That of course 
puts you right up 
against the politics of it 

all. Because the idea that hospitals are going to close 
and be replaced by more efficient ones might please 
the economists, but it will not please everyone in the 
room.

Then Sally raised a lot of quite important and 
provocative questions particularly around how much 
consolidation will there be among NHS providers and 
particularly that is already happening, this is not just a 
theoretical discussion, this is real and this is 
happening. How hospital groups are going to be 
established, I love the phrase ‘tariff adjustments’, I 
have never heard that before but it did sound 
Orwellian in the description of how you can subsidise 
non-competitive providers. So I will pass over to 
questions from the floor. We will start with Andrew.

Andrew Haldenby
To add to all of Sally’s excellent questions, can I ask 
Hannah, you sort of asked us to ask you about exit and 
what happens to provision, particularly hospital 
provision which seems to come to the end of its 
valuable life. I suppose at Reform this is an issue that 
we see across the public sector, because we are now in 
a phase where the previous Government, and now this 
Government, wants to create a huge range of new 
providers coming in to these public services so the 
entry regime is incredibly easy but the failure regime 
seems to baffle people so it would be very interesting 
to hear your take on that. Then Liz, can I ask just to 
push you a bit more on hospitals, you said it is not 
really about the hospital, it is about integration. Well 
is that entirely true given that so much of the money is 
tied up in the hospitals? Earl Howe, one thing he did 
say, he did not say this as a dictate, but he said he 
would expect bed numbers to fall as part of the 
productivity story and I wondered if that was 
something you had sympathy with?

Liz Kendall MP
I think this is something that Matthew put in his 
introduction here about hospitals having to 
fundamentally change their business model which is 
to shift the focus much more into community services, 
prevention and primary care. But we know that that is 
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am so old I was engaged in the first reconfiguration 
plan for Bart’s and the London in 1993 and it is 17 
years on and has not really happened, so I think it is 
wrong to think we are going to reconfigure quickly in 
order to produce £15-20 billion productivity gains. In 
fact we might think that actually more reconfiguration 
might be driven by the regulators rather than by 
commissioners in terms of the way in which the 
economic regulator or CQC might act. That would 
actually in some ways side-step quite a lot of the 
arrangements that there currently are for scrutiny and 
testing the reconfiguration proposals.

The other two, I hope shortish, points are that 
we talk a lot about reducing acute sector demand and 
so on and preventing admissions. I think it is 
important to remember that non-elective admissions, 
are only £11 billion, only £11 billion. A significant 
reduction in emergency admissions can’t possibly 
produce a productivity gain. Lastly if we are going to 
reconfigure hospitals, there needs to be some better 
financing arrangements. The only time this has 
happened in the past thirty years is with mental health 
which took a long time and had similar things with 
people going out into the community, but it did 
actually require a determined financing effort which 
so far I don’t see on the horizon for the acute sector.

Sally Gainsbury
I just wanted to say that Andy’s point that non-elective 
admissions are only £11 billion is really striking 
because when you talk to people in the NHS, on the 
finance side, that seems to be where all the focus is on. 
The Department of Health has got its so called two 
part tariff, so hospitals only get paid 30 per cent of the 
tariff value for anything over their 2008-09 levels of 
emergency admissions but yes, if there is only £11 
billion to play for you sort of would hope that people 
might be looking elsewhere as well.

Hannah Farrar
Taking some of the other points, on stroke we are 
working on meeting the 400. Interestingly one of 
them was one of the very few people on the Joint 
Overview and Scrutiny Committee to oppose the 
change. He recently had a stroke and was discharged 
from the HASU within 24 hours and he is now singing 
the praises of the model so maybe we will invite him. 
But we are tracking it because we know we have to 
prove it, the clinicians don’t like me talking about the 
mortality rates yet but we have seen improvements so 
it is based on best evidence and we are tracking and 
we will get those 400 people in Nick’s office at some 
point.

I agree with in or for the market. I did focus on 
‘in the market’ but I guess I find it difficult to focus on 
‘for the market’ if we don’t have an exit regime that is 
really effective. You don’t need any more capacity, we 
have been getting more in and not being able to deal 
with the fact that you need to exit. This is a kind of 
little challenge of mine that maybe Andy can help me 
with, but that is why I did focus on ‘in the market’ and 
I think until we have good or quicker mechanisms for 

much more outreaching. But that means that 
fundamentally they have to change the tower blocks 
behind us and we block them from doing that all the 
time and then wonder why we can’t help people with 
chronic care. The Royal London, the biggest hospital, 
the biggest PFI deal in Europe, £1 billion, we are going 
to have to fill it and use that asset but that means some 
of the other assets in London which are not as suitable 
for 21st century healthcare need to be replaced. I just 
think until we face up to having a dynamic and nimble 
system in which our providers can operate then it will 
be difficult to get the competitive environment that we 
need.
 
Nick Bosanquet
Just two brief corrections or amendments to what Liz 
had to say.

Liz Kendall MP
I would not expect anything less!

Nick Bosanquet
Carol Proper’s research does cover the UK very 
strongly, as well as the US, and is backed up by the 
McKinsey/LSE study on competition which shows 
very, very big effects where there is more choice, the 

bottom quartile of 
hospitals in the UK 
have dramatically 
higher death rates than 
the others. But on 
integration, perhaps 
Hannah could tell us a 
bit more about 
whether there is an 
integration element in 
the new stroke 
programmes, because 
the initial treatment is 
very, very important 
but there is a 10 per 
cent recurrence rate 
with stroke every year 
and need for longer 

term care programmes. Is this being built into the new 
system? Congratulations on it by the way but how 
robust are the figures, can we get the source for these 
famous 400 and can we meet them?

Andy McKeon
Andy McKeon again. I just want to make some points 
really about scenarios. Firstly I think Hannah talks a 
lot about competition, it sounded very much to me 
like competition in the market rather than 
competition for the market, and I think it is quite 
possible to see that we would get more competition 
for the market, for example the Commissioning Board 
or groups of consortia, actually tendering for services 
and dealing with it that way. The second point really is 
about the past history of reconfiguration and service 
redesign, the point Hannah made is it has taken a long 
time even to do stroke services, but unfortunately I 

...as a newly elected  
Member of Parliament, I 
mean we may all talk here 
in the health policy world 
about the role of the 
regulator and so on, MPs 
think it is the Secretary of 
State’s responsibility and  
I think it is interesting that 
in the end, the White  
Paper still says that will  
be the case. 
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Over the last decade it 
has become used to vast  
sums of new money 
coming in, and so there 
has never had to be over 
that period any sense 
about has the NHS been 
forced to think about new 
ways of doing things, 
because there has been 
more money coming down 
the track. 

third should be able to do it relatively easily, a third 
will struggle and a third won’t be able to do that and 
the Department of Health needs to take responsibility 
for those decisions and quickly. Actually, as a newly 
elected Member of Parliament, I mean we may all talk 
here in the health policy world about the role of the 
regulator and so on, MPs think it is the Secretary of 
State’s responsibility and I think it is interesting that in 
the end, the White Paper still says that will be the case.

Patrick Nolan
Thank you. I would like to thank the panel and as I 
have been reflecting on how the two sessions were put 
together and it seems that there is a key phrase that 
Liz mentioned in her final remarks that actually the 
importance of electives and the need to focus on 
prevention and early intervention was an important 
theme that came through and the need to focus more 
on the digital hospital and more on provision for the 
nation. So in a sense I feel we have had two parallel 
conversations which is a bit of a shame and there is 
still a lot of debate of how we get the framework for 
competition right and also an incredible amount of 
recognition about actually how hard these issues are 
and how hard service redesign is going to be but 
hopefully we can continue to have these discussions 
and move the debate forward. So if you can join me in 
thanking the panel.
[Applause]

Closing remarks

Andrew Haldenby
We come now to our final session and I think what we 
wanted to do was have a moment for reflection at the 
end of the day, to pull the themes together, and I can’t 
think really of a better person to do that than Norman 
Lamb, the Chief Parliamentary and Political 
Secretary?

Norman Lamb MP
Advisor.

Andrew Haldenby
Advisor to the Deputy Prime Minister. Someone who 
has his eyes and ears out across the field of policy, but 
clearly someone whose heart until very, very recently 
was in healthcare, having spent four years holding 
that brief for the Lib Dems. As a reformer, I must say 
and in your previous time at the DTI as a reformer, it 
is very, very nice for this audience, Norman, to get 
your reflections on where you think the health debate 
has got to and what the Government is trying to 
achieve. What, as it were, you have missed today, I 
would sum up as Earl Howe said if we think of it, the 
hospital sector will be a smaller sector in terms of bed 
numbers, it will be a more competitive sector, there 
will be less demand on hospitals because of the ways 
of innovation in primary and out of hospital care and 
he talked about the Government’s ambitions in that 
area. The next session talked very much about the 
possibilities of technology in driving that and a great 

exit, of which reconfiguration is obviously just one, 
then it is easier to think about how you allow others to 
enter. I completely agree on this regulation point, I do 
think the part in the White Paper that is going to drive 
change is regulation. But I also still think there is 
insufficient clarity yet about how nimble that will be 
around these additionally accredited licensed 
services, because if they are still subject to scrutiny 
and discussion they may still be a delaying factor. I 
guess the other thing about it being regulatory driven 
is it is not necessarily very strategic but maybe you 
will challenge me on that as well because you are 
dealing with failure at that point obviously. Anyway, I 
agree with what you were saying.

Liz Kendall MP
Okay Nick, I don’t want to get nerdy about evidence, 
but I understand that most of the evidence about the 
effectiveness of competition is drawn from cases 

where there has been 
increased competition 
for specific services like 
elective care and 
introducing new niche 
players, and that does 
indeed cover both the 
UK and US. But the 
evidence I cited at the 
beginning which is 
about competition 
between whole 
hospitals does come 
from the US and is 
based on mortality 
rates for myocardial 
infarction. Now that is 
just what Jennifer 

Dixon and John Appleby have told me, perhaps they 
are wrong but maybe we should take this debate up 
afterwards.

Secondly, on Andy’s point rightly emphasising 
that non-elective admissions account for around £11 
billion, what about the rest of the huge amount of 
money that is going into electives? That is why I think 
the focus on prevention and early intervention is so 
important and why we are nowhere near the scale of 
the challenge there. I think that is a huge agenda we 
have barely begun to address and as I said, I am not 
sure how much of the money that is spent on 
prevention in the NHS, which Julian Le Grand has set 
around £4 billion, is going to go to local councils. It is 
not going to be the whole of that because a lot of that is 
going to be screening and smoking cessation and I 
think the rest of the public health agenda, about what 
can happen within the NHS, has not been addressed 
and that is a problem.

My third point about exit. The White Paper says 
it is up to the Secretary of State to make decisions 
about the remaining FTs, and what happens if some of 
them fail or can’t go through to get FT status. Indeed 
Steve Bundred, in his latest comments, said of the 
remaining trusts that are due to become FTs, around a 
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track. But over the last decade productivity in the 
public sector has fallen, in the NHS it has fallen by 0.2 
per cent per year whereas in the private sector 
productivity over that period has increased by 2 per 
cent a year. That just indicates to me that there is 
enormous potential for achieving more for less. 

The organisation NESTA produced an 
innovation index which demonstrates the extent to 
which innovation in the private sector has driven 
really substantial improvements in productivity over 
that period. They make the point that if you could in 
some way apply that to public services, the potential is 
enormous for achieving improved service at a lower 
cost. So the secret of course is to ensure that the 
reforms that are introduced are likely to actually 
achieve an improvement in productivity, that will be 
essential if we are to avoid cutbacks in service and a 
rationing of care.

I just want to touch on four areas quickly. First 
of all prevention. The system does not do well on 
preventing ill health in the first place and there must 
be much more of a focus on that. The White Paper on 
public health is a good start but the whole focus it 
seems to me must shift away from treatment towards 
prevention in terms of both improving health 
outcomes but also reducing costs. 

Secondly competition. I should just pay tribute 
to someone who in my view was quite a brave 
reformer in the last Labour Government. Alan 
Milburn took on some really substantial vested 
interests in the health service, very brave for a 
Secretary of State in a Labour Government to do that. 
My frustration though over the period of Labour 
Government is that that reforming zeal seemed to 
wane as we reached the end of their period in 
government, culminating with the decision by Andy 
Burnham to make the NHS the ‘preferred provider’, 
which in my view was an enormous mistake and a 
dreadful signal to the sector. So the decision, the clear 
decision in the White Paper to embrace the concept of 
any willing provider, seems to me to be absolutely 
right. The role of Monitor is going to be absolutely 
essential in making that work effectively, but it seems 
to me that the potential is to reduce cost and indeed to 
improve quality. 

If you think about it, if you look at other sectors 
of the economy, it is not the old monopoly providers 
who are the ones who innovate, who find new ways of 
doing things, new service delivery design, it is almost 
always insurgent new arrivals in an industry that can 
redesign the way a service can be provided. If you look 
at the airline industry, the hotel industry, IT, in all 
sorts of sectors, insurgent new entrants have thrown 
things in the air, redesigned the way in which 
processes can work, reduced costs and improved 
service to the customer. I was struck just by visiting 
the Circle Health hospital in Nottingham, operating 
immediately next door to the traditional acute 
hospital, using consultants, surgeons from the NHS. 
Yet by redesigning the process of the operations that 
they undertook there they achieved efficiency savings 
of somewhere between 15-20 per cent and almost 

enthusiasm for that but perhaps a little bit of 
impatience about the barriers to change which exist in 
the service in the sense of how can we make it different 
this time. We heard a bit about that in the previous 
session as well. So Norman, over to you, then we’ll take 
Q&A and then we’ll go for lunch at one o’clock.

Norman Lamb MP
Thanks very much indeed, Andrew. It is a bit nerve-
wracking being told to pull together the strands when 
I have only just arrived but I am delighted to be here 

and it is a great escape. 
It was an excuse to 
leave the government 
whips meeting early, 
which is always good 
news, and this 
particular week, when 
we are facing a sort of 
siege of Westminster 
with student protests 
and the like, it is great 
to make a return to 
health. Can I in 
particular at the start 
pay tribute to the work 
of Reform. In the four 
years that I was doing 
health, Reform were 
the best think tank. 
There were other very 
good ones as well I 
hasten to add, but they 
were really helpful to 
me in shaping my 
thinking about the 
challenges facing the 
health service and how 
to meet them best, so I 
was very keen to accept 
the invitation.

First of all, there is absolutely no doubt about 
the scale of the challenge that we face. We have seen 
over recent years an unprecedented increase in health 
spending, that suddenly has come to a halt.The 
settlement for the next four years at 0.1 per cent per 
year, is the lowest settlement since the period 1951-55. 
So that rather demonstrates the scale of the challenge, 
and of course that is the case at a time when health 
costs are rising throughout the developed world at a 
significant rate, particularly because of an ageing 
population, emergence of new technologies, lifestyle 
conditions and so forth. 

So the whole imperative is about how we get 
more for less. Now it seems to me that the starting 
point must be that the potential is clearly there to 
achieve significant efficiency gains from the service. 
Over the last decade it has become used to vast sums 
of new money coming in, and so there has never had 
to be over that period any sense about has the NHS 
been forced to think about new ways of doing things, 
because there has been more money coming down the 

It is not rocket science  
but it works very  
effectively so integration 
seems to me to be 
absolutely central to  
again reducing costs and 
improving outcomes, 
focusing particularly on 
those with chronic long 
term conditions. Look at 
what they are doing  
down in Torbay with 
integrated teams around 
GP practices bringing 
health and social care 
together, breaking down 
those destructive barriers 
and providing much  
better care for those 
patients who are 
particularly heavy users 
of the health system. 
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down those destructive barriers and providing much 
better care for those patients who are particularly 
heavy users of the health system. They have started to 
demonstrate clear reductions in admissions to acute 
hospitals. 

The final area that I wanted to touch on is 
employee ownership and engagement. Too often the 
culture in the traditional NHS is one of bullying, top 
down direction, a necessity to comply with the latest 
directive coming from on high with no sense that staff 
are given the opportunity to contribute their ideas to 
service improvement. The result is too often people 
feeling disengaged, very high levels of sickness 
absence in many parts of the health service and, as I 
say, a lack of engagement. I think that can be changed 
radically, the whole issue is how you unlock the 
potential of what is undoubtedly a remarkable 
workforce but which to me is massively underused at 
present. 

Why is it that there is only one central Surrey 
Health, the organisation that separated away from the 
NHS to form a social enterprise to provide community 
services in central Surrey? When you visit them and 
talk to them, they talk about an enormous amount of 
interest from others in the health service but no one 
actually taking the step to follow their lead. It seems to 
me there are enormous impediments in the way of 
anyone who seeks to take that route, so the 
Government is absolutely right to find ways of 
allowing trusts to become social enterprises with 
employees all having a stake in the organisation. But 
my vision goes beyond that, that private sector 
providers engaging with the health service just like 
Circle Health, going in with a model that is based on 
the John Lewis style of employee share ownership, 
can be transformative in terms of improvement of 
quality in services and in the reduction in cost as well. 

I remember when I was the DTI spokesman for 
the Lib Dems back in 2005. I took a policy through the 
Lib Dems of privatising Royal Mail, it was pretty scary 
at the time because I had an awful lot of people lined 
up against me. But a central element of the package 
that I advocated and got through my party was the 
establishment of a John Lewis style employee 
ownership trust for all Royal Mail employees. I am 
very proud of the fact that that is now being 
implemented as government policy with a Bill going 
through Parliament at present. But I remember when 
I was developing my ideas for that proposal, I went 
and met with the then Chief Executive of John Lewis 
and he said to me my passion would be to apply the 
principles that we have applied so effectively to our 
organisation to the health service, to healthcare. He 
believed it could be transformative of quality and of 
cost effectiveness within the health service. Circle to a 
degree are developing those ideas in health delivery 
and I believe that there is enormous potential there.

So to summarise, this is on the one hand an 
extraordinarily scary period. The risks are enormous, 
if we don’t get reform right the potential for financial 
crisis is very real. It is self-evident to acknowledge that 
fact given the money is not increasing but the costs are 

certainly improved quality at the same time, following 
the same protocols in every case, ensuring that every 
clinician followed the same rules and followed best 
practice. That was very impressive to me.

The second area I wanted to just focus on is 
integration. Now at first glance it is seductive to think 
there is a conflict between going for integration on the 
one hand and competition on the other and I think the 
last session perhaps touched on that. I see no conflict 
at all between competition, no necessary conflict 
between competition and integration, and it seems to 
me that there can, for example, be perfectly good 
competition between integrated care providers. I was 
struck by a meeting I had last week with Assura 
Medical in Bath, where they are developing a scheme 
where they work with all the GPs across that local 
health community but have developed partnerships 
between GPs and specialists from the acute hospital, 
breaking down those barriers between primary and 
secondary care, which can so often be destructive of 
good quality care for the patient. It seems to me that 
that is exactly the sort of approach that we should be 
taking. Learning the lessons from organisation like 
Kaiser in the States where the incentives of all the 
clinicians both in primary care and in secondary care 
are aligned, so there are not incentives to pull apart as 
so often happens in our system. 

If you look at the Kaiser model, because all of 
the incentives align, all of their focus is on reducing 
hospital admissions, reducing the crisis admissions 
that are often so destructive to health and well-being, 
but are also so costly to the system. Focusing, yes, on 
prevention, absolutely, using technology to identify 
groups of their patient population who are most at 
risk. Early intervention, again using technology much 
more effectively than we have achieved so far to 
identify those at risk groups. I was struck in meeting 
with Kaiser when they told me how they identify all of 
the women in their patient population whether they 
have had their mammogram test for breast cancer. 
Whenever a woman comes up to the health system at 

any point, whoever she 
is meeting with, her 
details will be keyed in 
and if she has not had 
the test she is 
immediately referred 
and she probably has it 
that same week. The 
result is they have the 
highest levels of testing 
for breast cancer for 
any system in the 
United States. It is not 
rocket science but it 
works very effectively 

so integration seems to me to be absolutely central to 
again reducing costs and improving outcomes, 
focusing particularly on those with chronic long term 
conditions. Look at what they are doing down in 
Torbay with integrated teams around GP practices 
bringing health and social care together, breaking 

I see no conflict at all 
between competition, no 
necessary conflict 
between competition  
and integration, and it 
seems to me that there 
can, for example, be 
perfectly good  
competition between 
integrated care providers. 
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conflict of interest. The way I see it is in the same way 
as you would not give hospital docs exclusively 
responsibility for commissioning primary care, it is 
probably not sensible to do it in reverse. Given that it 
was in the coalition agreement the rest of which you 
and your colleagues are understandably standing by, 
said that you would not do this, and having just read 
Five Days to Power in 292 pages there was no 
mention of the NHS, so my question I guess is can you 
crack this puzzle for those of us who really humbly 
can’t make sense of what you are doing? Thanks. 

Andrew Haldenby
Were you part of the negotiation team, Norman?

Norman Lamb MP
No, I wasn’t. 

Philippa Tucker
I am Philippa Tucker from the Chartered Management 
Institute. One of the themes that I think we have heard 
this morning and I have heard in the last few months 
going to these meetings, is sharing best practice. We 
heard from someone who said this morning that there 
might be a hospital doing great things in one part of a 
city and just down the road the hospital does not know 
anything about it or indeed how to share that kind of 
information. It seems to me that this is something that 
government needs to step in and think about quite 
soon if we are going to share the good work which is 
going on in some parts of the country so if you had any 
thoughts on that, that would be great. 

Norman Lamb MP
On that last point, I completely agree with you. I have 
always found it intensely frustrating that around the 
health service you could find examples of amazing 
best practice with great efficiency achievements 
within, for instance, acute hospitals and then down 
the road find something completely different with 
failed leadership and enormous inefficiency as a 
result. I was struck reading through the Nuffield Trust 
briefing on NHS resources and reform and they point 
to the extraordinary productivity gains that could be 
achieved if all met the standards of the best and 
particularly on very simple things like reducing length 
of stay. I say simple but it has been achieved in many 
parts of the NHS, so why can’t the rest do it? 
Increasing day care surgery rates, reducing pre-
operative bed days and an enormous potential saving 
could be achieved just on that alone. I think in a way 
tough financial times sometimes force people to think 
harder. When the money is flowing there is an easy 
way of resolving a problem, you throw more money at 
the problem. When money is tight you are forced to 
think of new ways and hopefully the spreading of best 
practice might be improved because of the necessity 
of spreading best practice. But I also think NICE must 
play a role in articulating the absolute necessity of 
organisations meeting those high standards that have 
been demonstrated. There is no easy simple way of 
doing this but you are absolutely right to highlight it.

rising year on year. Yet there is enormous potential to 
do things differently, to improve quality and to 
achieve better results at a lower cost. Thank you very 
much indeed. 

Andrew Haldenby
Well Norman, you may not have been here but you 
did put it together and I am incredibly impressed. If 
you are applying the same zeal in visiting local 
examples of good practice in all of the other things 
that you cover including healthcare, my God you must 
be busy, but those are very impressive case studies 
that you set out. It did leave questions in my mind 
about the Government’s approach to commissioning 
and so on but don’t let that prejudice the questions 
that people might want to raise. Can I just ask if 
anyone else wants to … one here, three. So can we 
start with Nick Bosanquet and then we’ll go to this 
side of the room and then this side please.
 
Nick Bosanquet
Thank you very much Norman and I agree with every 
word that you say. There is a very positive aspiration 
for giving GPs, and not just GPs but the GP led 
commissioning we are rightly aiming for, more power. 
But how are we going to get through the financial 
crisis that has been unkindly called Professor 

Bosanquet’s 
Halloween Shocker! 
Around next 
November a lot of 
trusts are suddenly 
going to have to deal 
with an operating 
framework which is 
going to be reducing 
their income together. 
There is a real danger 
of a lot of insolvency 
problems emerging 

and I would certainly urge you to look again at the 
immediate abolition of PCTs and keep them as 
commissioning agencies and support agencies, 
because they are the only level that have got activity 
and cost data which the GP consortia can then use. 
Certainly GP consortia are the right direction longer 
term but they need a lot more support than perhaps 
they are getting under the current thinking. 

David Amos
David Amos, Chair of Managers in Partnership, 
probably the fastest growing trade union in the world. 
Norman, thanks for your comments, my question will 
not be original but I would be really keen to get your 
up to date view on what is puzzling pretty much 
everyone, perhaps not Nick, which is the Department 
of Health’s plan for putting GPs in charge of the 
system however much it may be dressed up as sharing 
with the odd nurse and physio. Giving GPs exclusivity 
over commissioning, with what appears to be 
relatively low levels of accountability, although the 
details are not clear yet, creates a quite obvious 

The way I see it is in the 
same way as you would 
not give hospital docs 
exclusively responsibility 
for commissioning  
primary care, it is  
probably not sensible to 
do it in reverse. 
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Nick and David Amos, you both … Where is 
David? Hello. You both covered rather similar areas 
and I completely understand the enormous financial 
risks that we face if we don’t get it right. I should just 
stress I am not in the Department of Health, it is great 
to return to health for the morning but I am not in 
there designing these things, so I am in a sense 
looking from the outside. I think as a starting point it 
is absolutely right to find ways of making GPs 
financially responsible for the decisions they are 

taking. I was struck by 
again, I think it was in 
the Nuffield Trust 
publication, they made 
the point that 
emergency admissions 
have increased by 
something like 11 per 
cent over the last five 
years … yes, 11.8 per 
cent emergency 
admissions up over the 
last five years with no 
explanation in that 
from increasing levels 
of illness which points 
to system failure to me. 
It implies to me that 
there is a problem with 

GPs not being sufficiently incentivised or engaged 
with the judgements about improving quality of care 
close to home to avoid those crisis admissions and 
simply being too passive in allowing those admissions 
to keep increasing. Of course payment by results, the 
way it has been designed means that acute trusts have 
been very happy to receive the extra work and the 
extra income from it, so the system needs redesigning 
to change the incentives, to change what is a very bad 
trend in admissions. So increasing financial 
responsibility of GPs is absolutely right.

I think the role of the local authority, and we 
have not yet seen how in detail it is envisaged that it 
will work, but I think the role of the local authority in 
requiring GP commissioning consortia to engage with 
them, to design the services that they will deliver, is 
where the accountability to the local community 
comes. That relationship is absolutely central and 
must be a substantial relationship and must not just 
be a question of signing off plans of the GP consortia 
groups or it will fail. I am acutely aware of the 
concerns being expressed across the system and by 
think tanks and health professionals about the risks 
involved. I have no doubt at all, not necessarily from 
any inside knowledge but just reading the Financial 
Times for example last week, that those concerns are 
being listened to and questions are being asked to 
ensure that the reforms result in meeting that 
challenge rather than creating greater difficulties. One 
could look at the pace at which things happen but 
there is no doubt that the message is being heard and I 
think everybody wants to ensure that it is met as well 
as it can be, but I understand the risks involved.

Andrew Haldenby
Thank you. It is four minutes to one so perhaps just 
time for one or two final questions. Just one? Nicolaus 
Henke from McKinsey.

Nicolaus Henke
Nicolaus Henke, McKinsey. I wanted to come back to 
the example of Torbay and integrated care in Kaiser 
Permanente. Kaiser Permanente is a competing 
integrated care system against essentially 
unintegrated systems in their same patch and many 
systems around the world have, despite competition, 
made integration work like Singapore. Germany has 
signed up six million people despite competing 
hospitals and 300 competing payers and even 
Torrevieja in Spain, a competing region, (integrated 
regions essentially compete, each with hospitals and 
GPs around themselves) have reduced the amount 
management by 20 per cent with perfect IT systems. 
Incredible stories which I think are inspiring.

If you could give us a little bit of guidance on 
where you think the policy idea is, maybe using 
Torbay as an example. Torbay currently has 600 
people in the PCT, 600 people in the local authority, 
they basically are run as one entity. A lot of these PCT 
people are going to do something else in the future, I 
don’t know exactly what and who will take their role? 
There will be a health and well-being board and then 
there will be Primary Commissioning, not from the 
SHA but from the centre somewhere, from the 
Commissioning Board. Somewhat undoing what 
Torbay is currently doing. I absolutely believe 
integrated care can be done in a competitive system. 
However how it is going to work in the proposed 
structure is not quite clear. I was wondering whether 
you had any thoughts on how that would work 
because it is probably an essential element of the 
financial part of this reform?

Norman Lamb MP
Well Nicolaus, fascinating to hear of your examples of 
how you can achieve really substantial improvements 
both in quality and efficiency in the use of resources 
by effective integration and not diminishing the 
competitive, the value of competition as well. I think 
that what we have got to ensure is that the reforms 
don’t prevent the development of the Torbay style of 
care integration and I am not at all sure there is any 
necessity for that to happen. I think having the local 
authorities in a position to have an overview, focusing 
on both health and social care, in itself is a good thing. 
My model that I developed, to a degree with the help 
of Reform, was different. I talked about integrating 
health and social care and having it democratically 
accountable at the local level and having an absolute 
focus on value for money and a requirement to 
facilitate competition in that local health economy. 
But I don’t think that this model necessarily has to 
prevent Torbay’s developing in other places. There is 
absolutely no reason why the GP commissioning 
consortia can’t develop their integrated teams 

...and questions are being 
asked to ensure that the 
reforms result in meeting 
that challenge rather than 
creating greater  
difficulties. One could look 
at the pace at which  
things happen but there is 
no doubt that the  
message is being heard 
and I think everybody 
wants to ensure that it is 
met as well as it can be...
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so you will see your thoughts today reflected in those 
papers and there will be a further programme of 
public sector productivity work going through all of 
next year which I would like to continue to invite all of 
you to as it is a very exciting time for us, a real 
moment of change and debate.

So that said let me thank in particular our 
sponsors sanofi-aventis and Cerner who have made 
today possible and in the case of Cerner who have 
looked after us with their spectacular hospitality so 
thank you to Simon Hill and everyone. Let us give our 
final thanks to Norman for making a return to this 
sanctuary of health reform to look at the difficult 
issues and to all our speakers today.
[Applause]

working with the local authority around the GP 
practices just like at Torbay. There is no reason why 
the Assura approach that they are developing in Bath 
and elsewhere, getting GPs working alongside 
specialists from the acute hospital, can’t develop 
under this system.

I think there is risk that it does not facilitate it, 
that is absolutely clear, but I don’t think there is any 
necessity for it to block those exciting developments 
and innovations. So my focus is on ensuring that is 
permitted and facilitated and that also that there is 
plenty of diversity across the health system because 
through diversity you find what works best. If you 
have a single model imposed from the centre, it is 
almost bound to fail. Let us have as much diversity as 
possible, let us allow those local GP commissioning 
consortia working with their local authorities to 
develop their own models and to work out how 
integration of care both between health and social 
care, and between primary and secondary care, works 
to maximum advantage in that local care economy. I 
think it can be facilitated, we have just got to make 
sure that it is. 

Andrew Haldenby
Brilliant. We are right on one o’clock so let me close 
the meeting now. I think such a strong group wanted 
to come to this meeting today because we are all 
genuinely interested in the future of the hospital. We 
don’t know the answers but clearly the last 
Government was beginning to drive through a radical 
programme of change, this Government now has its 
own ideas of radical change and we all partly want to 
know what is going on. I hope from a think tank point 
of view that such a strong cast of policy makers should 
want to come and engage with an audience like this is 
a fantastic indicator firstly for a very lively policy 
debate and which clearly at Reform we want to 
encourage. So thank you so much everyone for 
coming and participating today. What is actually clear 
is that there is going to be radical changes in hospitals, 
whether we call it integration, whether we call it 
competition or a mixture of the two. An absolutely 
central almost uniquely controversial part of our 
national life is going to change and that is a very, very 
live and interesting project. Does anybody have the 
answers to this? No, of course not and I think you 
have heard today about some of the challenges within 
this project to come. Not least the distinction for the 
need to drive the change from the centre or from the 
bottom up, it is that perennial question but it is still 
there. Nevertheless there is going to be radical change, 
radical change with the right intentions, genuinely to 
make care better and at a lower cost and from 
Reform’s point of view we will continue to try and 
encourage this debate in the right way. The discussion 
today will be transcribed so we will have a record of it 
and the transcript will be sent around Whitehall and 
the NHS. The ideas will also feed into our version of a 
public service reform White Paper we are going to 
publish in the New Year. There will be further Reform 
papers on health financing in the first half of next year 
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