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Introduction

Current government policy seeks to make ‘three strategic shifts’:

1. Moving care from hospitals to communities
2. Making better use of technology
3. Focusing on preventing sickness, not just treating it

The focus here is on the first of these - moving care from hospitals to communities. While this has long been a policy aspiration, previous attempts to shift care are widely perceived to have been insufficient to rebalance the health care system. Some argue that the balance may even have shifted the other way, inadvertently serving to prioritise hospital-based care at the expense of primary care and community-based support. 

Against this background, the University of Birmingham’s Health Services Management Centre (HSMC), Department of Social Work and Social Care (SWSC) and Centre for Evidence and Implementation Science (CEIS) held a policy roundtable, conducted a desk-based review of lessons from previous initiatives and carried out an evidence synthesis to identify successful initiatives aimed at improving patient flow and/or shifting care from hospitals to the community, key lessons learned and key gaps in knowledge. Throughout, the emphasis was on strategic and systemic attempts to shift care, rather than on the myriad of individual, small-scale pilot projects that may have existed at any one moment in time. 

This document – intended as an appendix to the overview report – summarises key themes from the policy roundtable, seeking to share lessons learned from previous versions of this debate/previous attempts to shift care.


Methods

This element of the review took the form of an online policy roundtable for an invited audience of around 20 previous health service policy makers, leaders and researchers who had been involved in previous attempts to shift care over the last 20 years. After inputs from key figures who were exploring these issues in the early/mid 2000s, the early 2010s and in the current context, the group explored what previous policies were hoping to achieve; how they went about it; what happened in practice; what helped and hindered; lessons learned; key gaps in the evidence; and things they know now that they wished they knew then/advice they would give to current colleagues. 

Given that UKRI are also interested in support for people living with dementia, the discussion included consideration of the needs of people with physical health problems as well as the needs of people with mental health problems or cognitive impairments.

The workshop was designed to capture practical and experiential learning in a safe space that may not otherwise be readily available. Where people were not able to attend the roundtable, they sent in personal thoughts and reflections around these questions for the research team to include in the current report. 

To enable this to be a safe space to discuss difficult issues, we have not listed individual participants – but these included very senior and experienced national figures who had sought to shift care under a variety of different governments. 


Key themes

A brief overview of previous policy

In the early 2000s, The NHS Plan and subsequent policies were primarily focused on acute care. This was a response to the winter crisis of 1999, long elective waits and longstanding neglect of some of the major clinical priorities (such as cancer and coronary heart disease). In response, key reforms included new financial incentives (‘Payment by Results’/the money following the patient), increased capacity in the private sector, Independent Sector Treatment Centres, Foundation Trust status for high performing hospitals, a series of National Service Frameworks and support to improve flow through hospital via the work of the Modernisation Agency. There was steady progress made around all these, which subsequently accelerated with significant and sustained funding increases. By the late 2010s, the government could reasonably claim to have brought NHS spending and performance up to the levels seen in other EU countries, and to have made substantial progress through a combination of reform and funding.

It was not until 2006 that Our Health, Our Care, Our Say attempted to set out a vision for shifting care from hospitals to the community, reforming community services and promoting more integrated care. However, the White Paper lacked a credible implementation plan, and most responses then and since took the form of relatively small-scale pilots. In particular, there was nothing comparable to the scale, focus and sustained commitment behind the acute care reforms of the earlier 2000s. Funding was then much tighter following the global financial crisis, making it harder to maintain spending on hospitals whilst also investing in community alternatives (double running costs during a planned transition to new ways of working).

From 2010, the major reorganisations which accompanied Liberating the NHS created significant fragmentation, described by one participant as “throwing a major spanner in the works.” These changes were experienced as increasing a longstanding tension between approaches based on collaboration and those based on competition, and making it harder to promote joint working/shift care. During this period and beyond, the tendency to focus on multiple, small-scale pilots and on ‘sticking plaster’ injections of funding for specific initiatives continued, and created significant overlap, duplication and confusion. 

Looking back, participants concluded that “if you will the ends of shifting care from hospitals to community you will need to will the means” – and that this has never really happened in practice, with predictable results.


Broader debates

More generally, the balance of power in the NHS was felt by participants to have always tilted towards acute hospitals and specialist care. In contrast, primary care and community services have often been the poor relations. Hence it is not surprising that the share of NHS budget going to acute services has increased, even when policy has pointed in the other direction. This was not felt to be the result of any ‘conspiracy’, but simply a social and political reality, based in part on the importance that the public and the media place on hospitals.

Taking a step back from current debates, the transformation of mental health service from the 1960s and 1970s was seen as an example of care actually moving from the asylums to the community, albeit with lots of caveats about how well this was done in practice (see Gilburt et al., 2014 for a summary of key lessons).

Throughout these debates, the focus was often on older people or people with multiple (physical) long-term conditions – but often lacking an explicit acknowledgement that most health and social care services for older people are likely to include large numbers of people living with dementia, who might also have additional and specific needs. Rather than just focusing on clinical pathways as people’s condition changes, there may be scope for a more ‘social’ pathway which is about living well with dementia (see, for example, Crowther, 2024; NHS Greater Manchester et al., 2024).

Overall, meaningful change was felt to be more likely when:

· There is significant alignment between the aims of national politicians and health service leaders (especially if the Treasury and the Prime Minister are also supportive of the direction of travel).

· Reforms become so embedded that they can survive periodic changes in Secretary of State – rather than a scenario where a new person is appointed with new priorities, and the previous person’s agenda is never referred to again.

· There is widespread understanding and acceptance of the need to change and a clear call to action. Although an extreme case, some people mentioned the relationships and creativity that emerged in response to COVID-19 as examples of what’s possible when we work together to focus on what really matters.

· Reforms are rooted in local neighbourhoods and the kinds of lives that people and communities want to lead.

· Attempts are made to bring local people with you as services change, rather than any changes being seen as a potential ‘attack’ on beloved local services.

· There is an understanding of/plan for managing large-scale change (in particular drawing on longstanding insights into the approaches that are needed to lead change in complex, adaptive systems and to create receptive contexts – see, for example, Pettigrew et al., 1992; Ferlie and Shortell, 2003; Ham et al., 2008; Ham, 2023).

Key barriers

Such are the barriers to be overcome that pledges to more fundamentally shift care have often felt somewhat half-hearted and under-powered:

· As discussed above, some policy responses have taken the form of fairly small, time-limited pilots, which have not proved sufficient to significantly shift care and with timescales that proved unrealistic. Ultimately, a number of pledges to boost services outside hospital and to more fully integrate health and social care were felt to be easy to say, but difficult to do – often over-promising and under-delivering.

· A common issue has been a failure to agree on the outcomes to be achieved. At different stages, different people seemed to have been trying to improve efficiency in acute care; improve patient experience; deliver care in more convenient, homely settings; tackle health inequalities; free up money to re-invest in other priorities; and/or actively save money. These are all potentially laudable aims, but are very different – it feels unlikely that one set of policies could ever really achieve all these different aims at simultaneously. 

· Perhaps linked to this, there was a feeling that key performance measures that services are asked to deliver have not necessarily shifted when care has moved into the community. There is often a very clear sense of the priorities, key measures and relative performance in acute care, but much less clarity or meaningful measurement in some community settings. If ‘what’s measured is what matters’, then our key performance indicators send a very clear signal about the extent to which we’re serious or not about shifting care. 

· Some of these aspirations may have been based on a series of unproven assumptions. For some participants, the perceived importance of providing care at home was driven by the belief (in theory) that care could be provided out of hospital and that it would benefit patients (through better outcomes), as well as the healthcare system (through lower costs). However, achieving such outcomes proved more difficult in practice, and questions of ‘is it working’ sometimes focused on whether it was acceptable to key stakeholders and seemed to demonstrate a degree of initial value for money, rather than on more robust evaluation of long-term clinical outcomes, knock-on effects and detailed, whole system costs/opportunity costs. Given the pressure to show success, moreover, the process by which ‘new ideas’ attract initial attention, become piloted and then are either sustained or not seems opaque and sometimes lacking in a clear evidence base and proper evaluation. 

· Despite the stated aim to shift care, there was a feeling that broader policy was not always fully aligned to this goal. If future aspirations are to be achieved, then the whole system will need to be fully focused on this aspiration (including payment mechanisms; performance measures and incentives; capital funding; IT; education and training; leadership development; communications, and so on). An observation was also made that an agenda like ‘Getting it Right the First Time’ (GIRFT) was felt to have provided helpful data and insights in acute settings, but to have made less progress in some community services. 

· Going forwards, any genuine attempt to shift care will need to be sustained over the long term, rather than reverting back to previous ways of working when things get difficult. There might also be some very challenging national and local political issues to resolve. For example, a key test of how serious we are may be if a hospital needed to close or downgrade its A&E because so much care had shifted to the community – would national and local leaders defend this as a positive outcome, or would there be too much resistance? As an illustration of these risks, some participants described their involvement in the previous Transforming Community Services agenda, when people were encouraged to explore scope to ‘spin out’ of the NHS and to pilot new organisational forms, such as social enterprise. They were passionate about delivering better care and creating better working conditions for staff, but were also worried that they would be seen as ‘privatising the NHS’ and that policy would change, leaving them out on a limb and vulnerable.

· While there are lots of opportunities in the current context to develop new ways of working, this will not work if there is a ‘lift and drop’ model (of taking an existing service from secondary care and simply moving in wholesale to a more community-based setting).


Things that might help

Moving from previous barriers, to approaches and other sources of learning that might make a difference, the group discussed a number of potential ways forward:

· Throughout these debates, the role of people and communities, the voluntary and community sector, social care, public health and broader local government tend to have been overlooked. At the very least they have been seen mainly as a way of supporting hospitals, rather than as a set of services based alongside people in their own homes and local communities, helping them to lead chosen lives and to stay healthy and well for longer. Approaches that are not just inclusive of, but that also start from more person- and community-centred places, would be welcomed. In particular, local authorities are often seen as leaders of local place, and are perhaps more familiar with working with the politics of service change. Their role is crucial, as are approaches which amplify the voices of people and communities.

· Linked to this, general practice is in many ways “the jewel of the NHS”, yet we have repeatedly struggled to find ways to support general practice to make an even greater contribution at greater scale, and to focus support on areas where need is greatest. Some previous initiatives have also felt as if they were done to general practice rather than with it. There was a clear consensus that any reforms without a rejuvenated general practice at the heart are unlikely to be successful. 

· Conversations with other systems suggests that our approach to population health management and to identifying/targeting people most at risk of deterioration is under-developed. Typically, more insurance-based systems are better at identifying such individuals and intervening early, before they experience a crisis (and in financial terms, become very expensive). One example might be frail older people with multiple long-term conditions (including dementia) – who are often poorly served by our current pattern of services and are some of the people most likely to become ‘stuck’ in hospital.

· Whilst recognising that we cannot just ‘lift and shift’ approaches from elsewhere to a UK context, there may be scope to learn from other systems. This could be within and across the four nations of the UK; from other countries (lessons from Denmark and Ireland were mentioned during the workshop); and/or from previous attempts to implement international learning (such as when insights from the approach developed by Kaiser Permanente were adopted by a number of local services, including in areas such as Torbay – see Ham et al., 2003; Thistlethwaite, 2011). 

· There are also examples from other services/sectors which could help with current debates. Participants mentioned ‘Home Treatment Teams’ in mental health and initiatives such as ‘Sure Start’. These were initially well-funded, locally-based and had significant autonomy to do what was needed/built strong relationships with people and communities. They often had long-term outcomes to achieve, but with recognition that change would be slow and sometimes difficult to see in the heat of the moment. However, both were felt to have become less effective as funding reduced, ways of working became more standardised/bureaucratic and performance management became more narrow in focus. Other models such as the ‘Rapid Assessment Interface and Discharge’ (RAID) service (which provided in-reach psychiatric liaison service to prevent avoidable admissions to inpatient wards and mitigate longer lengths of stay) were also felt to have been positive (see, for example, Strategy Unit, 2018; Tadros et al., 2013).

· A number of current services could have a key role to play, yet their current contribution is sometimes not always fully visible and can be ambiguous or contentious. Examples might include the role of community hospitals (see, for example, Davidson et al., 2019) or of care homes. With regard to the latter, participants observed that there are 15,000 care homes and that these could be a key community resource at the heart of attempts to shift care. At the same time, care homes can sometimes be seen as ‘mini hospitals’ (institutional forms of support that we seek to avoid as we try to support people at home). Other participants mentioned the importance of pharmacies, but felt that these are sometimes not fully considered when exploring new ways of working.

· Despite the limitations of previous small-scale pilots, there remains helpful learning from previous evaluations of these initiatives (see, for example, Ham et al., 2008; Lewis et al., 2021; DHSC, 2025).

· Previous attempts to shift care have tended to focus on creating new organisational structures (often seen as “a distraction” by participants), on “who’s in charge” and on creating a sense of “winners and losers.” This was felt to have little to do with how care is actually delivered on the ground, with a need for greater collaboration, clinical leadership and cultural change in order to break down barriers to more effective joint working at local level. Colleagues from Northern Ireland in particular fed back that having an integrated system on paper does not always make care feel integrated on the ground and in practice.

· Linked to this, some debates almost seem to portray hospitals as “part of the problem” and not wanting to give up power and resource, when really we will only shift care when everyone is working together towards a joint goal. Indeed, most people recognise that hospital is not the best place for people unless they really need the services provided there and that there are significant risks when services are under so much constant pressure. Most hospitals would be very supportive of community alternatives, as long as they were safe, jointly planned and genuinely reduced pressure on the hospital front-door. Rather than fighting against the power and prestige of acute care, this would mean harnessing such strength and expertise in pursuit of new ways of working. 

· We need to focus much more on the experiences of working in partnership at local level; on what motivates front-line staff and how to create rewarding roles; and on the workforce strategies and innovations needed to support the workforce of the future (much better able to work across organisational and professional boundaries, and alongside people in local communities). This may have implications for training and development; the balance between generalist and specialist skills; expertise in terms of physical and mental health; and the sorts of skills and contributions we value and celebrate.

· While the benefits of new and emerging technology can prove difficult to realise in practice, there are clearly significant opportunities here. As but one example, participants felt that technology-enabled rapid/real-time dialogue between patients, primary and community services and specialist teams could optimise care, rather than rely on what some saw as the “1950s single disease conveyor belt of outpatients.”


Summary

When new policy attempts to achieve a major change that was also the aspiration of previous policy makers, there is merit in taking stock of where we have come from, where we are now and what might prove fruitful next. ‘Shifting care’ may be a laudable aim, but it is unlikely to be realised unless we are clear on the outcomes we are trying to deliver; clear on how we will go about implementing the multi-level changes that are needed; serious and sustained in our intent; focused on the realities of joint working on the ground; mindful of the role of a wide range of partners; harness the potential benefits of new technology; and start from the lives that people want to lead in the places where they live, rather than simply moving services from one location to another. 
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