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Addressing delayed hospital patient discharge: A multilevel analysis of care ecosystem constraints and stroke patient flow
Operationalising the Drivers of Delay: A Multilevel Framework
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Executive summary
The UK healthcare system currently faces a critical ‘flow’ crisis driven by delayed discharges, or ‘bed blocking,’ which severely constrains system efficiency and hinders elective recovery. Traditional policy responses have frequently framed the problem in terms of physical capacity constraints, particularly bed supply, both in acute hospitals and adult social care settings. However, emerging evidence suggests that delays are largely driven by ‘market fragility’ – including workforce shortages, funding gaps, and rigid contractual mechanisms within the social care sector.
Strokes typically affect the older population. This report proposes a novel multi-level econometric model to quantify these structural drivers using stroke pathways as a critical test case. Unlike previous studies, this framework integrates patient-level clinical data—including severity and psychosocial factors—with ecosystem-level constraints, such as contractual rigidity and provider fragmentation.
By isolating the impact of market instability from clinical need, the model aims to identify the optimal configuration of the hospital-social care interface. Ultimately, this research supports the national ‘Three Shifts’ strategy set out in the NHS 10-year health plan (DHSC et al., 2025), providing the evidence base required to move beyond simple capacity metrics toward a financially sustainable and operationally resilient social care market that ensures safe transitions for older adults.


The report has six sections: 

1. Introduction: the crisis of flow and the hospital-social care interface
2. Research objectives and context
3. Econometric model and estimation strategy
4. Operationalising the drivers of delay: a multilevel framework
5. Policy implications and conclusions
6. Next steps

The project was enabled by a Vivensa Foundation Ignition Fund award.

1. Introduction: the crisis of flow and the hospital-social care interface
The UK’s health and care system is currently experiencing a period of sustained and acute pressure, characterised by record accident and emergency (A&E) demand, constrained inpatient capacity and a systemic inability to move patients who ‘No Longer Meet Criteria to Reside’ (NMTCR) into appropriate post-acute settings (Department of Health and Social Care & NHS England, 2024; NHS England, 2023; NHS England, 2024b). According to the Care Quality Commission (CQC, 2025), on a typical day in March 2025, nearly six in ten patients who had been assessed as ready for discharge remained in hospital due to delays. While delayed discharge primarily occurs at the interface between inpatient wards and adult social care, its effects propagate upstream across the urgent and emergency care (UEC) pathway. When ward beds cannot be released, admissions from A&E are restricted, contributing to emergency department crowding and the proliferation of ‘corridor care’ (Feinmann, 2025).
The impact of these delays extends far beyond operational metrics. For the patient, prolonged hospitalisation increases the risk of hospital-acquired infections, functional deconditioning, and psychological distress (Corona-Lobos & Bugarín-González, 2018). For the wider system, the reduction in available ‘flow’ limits elective throughput, directly hindering the recovery of planned care. Despite national efforts, the consultant-led waiting list remains above seven million pathways, illustrating the inextricable link between adult social care capacity and the NHS's ability to tackle the elective backlog (NHS England, 2025).
Current national healthcare policy, articulated in ‘Fit for the future: 10 Year Health Plan for England’ through the framework of the ‘Three Shifts’, explicitly targets structural reform: moving care from hospital to community, from analogue to digital, and from sickness to prevention (Financial Times, 2024; NHS Providers, 2025). This strategy acknowledges that the discharge constraint is not merely a question of physical bed numbers; it is a complex system interface problem. It involves a breakdown in coordination between NHS discharge hubs, intermediate care capacity (rehabilitation and reablement), and an increasingly fragile adult social care market (Care Quality Commission, 2025). The sustainability of the adult social care sector is now a critical risk. Market fragility, driven by workforce shortages and the financial gap between local authority fees and the actual cost of care, often renders the ‘hospital to home’ shift aspirational rather than operational. While service models such as ‘hospital at home’ and virtual wards are being scaled to substitute for inpatient care (Edgar et al., 2024), their success depends heavily on the robustness of the underlying adult social care ecosystem.
Understanding the drivers of delayed discharge therefore requires more than a simple analysis of averages. It demands an econometric approach capable of isolating the impact of patient-level clinical needs from the contextual constraints of the social care market – including contractual rigidities and financial sustainability. This report provides such a model, focusing on stroke pathways as a critical test case for improving flow, protecting elective recovery and ensuring patient safety across the system interface.
2. Research objectives and context
The primary objective of this project is to develop a new econometric model to understand and improve the flow of older patients from hospital into adult social care. A central challenge identified in this research is the limited availability of adult social care provision, compounded by the significant difficulties in attracting and retaining workers within the sector. Consequently, this modelling seeks to capture and integrate the multifaceted factors—clinical, financial, and organisational—that enable a smoother exit from acute hospital settings and a sustainable entry into community-based adult social care.
The context for this pilot study would be a hospital stroke ward, a setting that requires the seamless discharge of patients into supported care, which is frequently home-based. At present, delayed discharge (or ‘bed blocking’) negatively affects patient health and well-being, particularly among older populations, while creating severe knock-on effects on hospital waiting times and NHS finances.
3. Econometric model and estimation strategy
The literature examining the systemic causes of delayed discharge highlights a complex relationship between institutional capacity and community-based supply. Historically, the policy focus in England has been on the availability of nursing and care home beds as the primary solution to ‘bed blocking.’ Gaughan et al. (2015) tested this hypothesis using panel data from 147 local authorities, finding that while bed density is a significant factor, it possesses a relatively low elasticity; a 10% increase in care home beds was associated with only a 6–9% reduction in delays. This finding suggests that simply expanding institutional capacity is insufficient to resolve the crisis. Furthermore, Gaughan’s work identified critical spatial effects, where delays in one area are influenced by the care home supply and demographic pressures of neighbouring jurisdictions, indicating that the care ecosystem must be managed at a regional, rather than purely local, level.
More recent evidence suggests that the supply of home-based support (domiciliary care) may be a more potent lever for improving hospital flow. Allan et al. (2021) found that an increase of just one home care provider per 10 km² could reduce delayed discharge days by approximately 14.9%, generating significant annual savings for the NHS. However, the effectiveness of home care is often undermined by market fragility and workforce shortages, particularly as approximately 29% of the sector currently operates below the minimum cost of care (Homecare Association, 2025a). Furthermore, industry bodies warn that new legislative attempts to improve worker rights will likely fail to stabilize the workforce unless accompanied by fundamental changes in how care is funded and commissioned (Homecare Association, 2025b).
This theoretical link between market stability and discharge efficiency is reflected in recent UK initiatives such as the Coventry and Warwickshire ICS Community Recovery Service. Recognising that market volatility prevents providers from securing staff, this system moved away from traditional ‘spot-purchasing’ of home-care hours towards ‘block-purchasing’ in advance (NHS Providers, 2023a). By providing providers with a stable income base, this contractual redesign enables them to recruit staff and plan rosters more effectively, thereby reducing the risk of ‘no-provider’ situations that frequently stall discharge pathways (NHS Providers, 2023a). Consequently, addressing delayed discharge requires a shift from viewing capacity as a simple count of beds to understanding it as a function of contractual sustainability and workforce security.
Stroke as a critical case: complexity and rehabilitation
Strokes typically affect the older population. Stroke pathways represent a significant challenge for hospital flow due to the high levels of sudden functional dependency and the specialized rehabilitation required for recovery. Research indicates that the drivers of delayed discharge for stroke patients differ substantially from other acute conditions. Gaughan et al. (2017) demonstrated that while care home supply can reduce the length of stay (LOS) for hip fracture patients, it has no significant effect on the discharge destination or LOS for stroke patients. In these cases, hospital stay is predominantly explained by clinical severity (e.g., haemorrhagic in comparison to ischaemic stroke) and the resulting disability. The authors conclude that stroke survivors require specific rehabilitation resources that extend beyond standard residential care, suggesting that a lack of ‘step-down’ neurological units is a more critical bottleneck than general care home capacity.
The economic and human cost of these delays is profound. An observational study by Pellico-López et al. (2022) found that stroke patients experiencing delayed discharge had a median hospital stay of 22 days—more than double the 9-day expected stay for comparable cases without delays. This delay represents an average of 13 extra days per patient, with approximately four of those days occurring after the patient was declared ‘medically fit to reside’. Interestingly, the study noted that younger stroke patients often remained hospitalised longer, likely due to a systemic lack of intermediate care facilities equipped to handle sudden, high-intensity dependency in non-geriatric populations (Pellico-López et al., 2022).
These findings reinforce the need for a nuanced econometric approach. If standard adult social care capacity does not resolve delays for stroke, the model must account for the availability of Early Supported Discharge (ESD) programmes and specialised rehabilitation. As Pellico-López et al. (2022) argue, reducing stroke-related bed blocking requires not just ‘more beds,’ but better coordination between acute clinical teams and specific intermediate recovery services to manage the transition from hospital to home effectively.
System coordination and information infrastructure
Beyond physical capacity, the literature increasingly identifies system fragmentation and poor information flow as primary drivers of discharge delays. Janssens et al. (2025) demonstrated through a mixed-methods study that even when bed capacity exists, complex coordination processes can generate significant waiting times at every stage of the patient trajectory. Their findings revealed that in a regional hospital network, 6% of total capacity was occupied by patients waiting for intramural care, with delays occurring largely due to the ‘system friction’ inherent in multi-agency transitions. This finding suggests that ‘bed blocking’ is frequently a symptom of information gaps rather than a simple lack of beds (Janssens et al., 2025).
To mitigate these coordination failures, the UK has pioneered the establishment of Transfer of Care Hubs. These co-located, multidisciplinary teams—comprising social workers, discharge managers, and clinical staff—aim to provide a single point of access for complex discharge planning. A notable example is the Croydon Care Transfer Hub, which successfully implemented ‘blended assessor’ roles to bridge the gap between clinical and social assessments, thereby reducing duplication and streamlining the ‘medically fit to discharge’ transition (DHSC/NHS England, 2024; NHS England, 2024a).
Furthermore, the lack of real-time visibility across the health and social care interface has led to the development of integrated digital infrastructures. The Leeds Health and Care Partnership, for instance, introduced a ‘system-visibility tool’ designed to create a ‘single version of the truth’ across hospitals and adult social care providers (NHS Providers, 2023b). By integrating data on acute bed status, community-bed availability, and reablement flow, the Partnership addressed the long-standing ‘visibility gap’ identified by researchers such as Janssens. These initiatives illustrate that effective discharge management is as much an issue of system governance and transparent data infrastructure as it is one of clinical or community capacity (NHS Providers, 2023b).
Alternative pathways: virtual wards and home first
A central pillar of current UK health policy is the ‘Home First’ approach, which operates on the principle that hospital discharge should occur as soon as a patient is medically stable, with long-term care needs assessed in the patient’s own home rather than a clinical setting. This Discharge to Assess (D2A) model is structured around four distinct pathways (0 to 3), designed to ensure that patients receive the appropriate level of reablement or recovery support within the first 24–72 hours of discharge (DHSC/NHS England, 2024). By shifting the assessment phase out of the acute environment, D2A aims to reduce the ‘decompensation’ that often occurs when older patients remain in hospital unnecessarily.
The effectiveness of prioritising home-based care over institutional expansion is supported by international evidence. In a quasi-experimental study in Portugal, Moura (2022) found that the creation of integrated public home care teams reduced prolonged hospital stays by an average of four days per episode. In contrast, the expansion of nursing home places had only a limited impact, except for highly dependent patients. This finding reinforces the argument that bed blocking is more effectively addressed through integrated community teams that facilitate home-based recovery than through the mere addition of residential beds.
In the UK, this shift has been further accelerated by the introduction of ‘Virtual Wards’ or ‘Hospital at Home’ programmes. These models use remote monitoring technology and multidisciplinary community teams to provide hospital-level care for frail or complex patients in their own residences (NHS England, 2024d). Recent evaluations suggest significant impact: the expansion of virtual wards has been estimated to prevent over 2300 hospital admissions in a single four-month period, with £14.9m in savings reported by NHS Scotland through reduced traditional hospitalisation costs and readmissions. These results indicate that technology-enabled alternative pathways can provide the ‘effective capacity’ required to relieve acute pressure without the need for physical hospital expansion, provided they are safely integrated with primary and social care services (Health Foundation, 2024; NHS England, 2024d).
Patient-centred transitions and the voluntary sector
While structural capacity is vital, the literature suggests that the ‘human factor’—patient empowerment and community-based social support – is a critical, yet often under-measured determinant of successful discharge. Evidence-based international models, such as the Transitional Care Model (TCM) and the Care Transitions Intervention (CTI), demonstrate that proactive transition management can significantly reduce the risk of patients ‘re-blocking’ hospital beds through avoidable readmissions. Systematic reviews of these models indicate that structured follow-up and patient coaching can reduce readmission rates at three months by approximately eight percentage points, providing a ‘cushion’ for hospital capacity (Naylor et al., 2004; Le Berre et al., 2017). Research confirms that this efficacy is not limited to controlled trials (Coleman et al., 2006) but translates successfully to real-world open healthcare settings (Voss et al., 2011). However, as Naylor et al. (2018) later highlighted, the widespread success of the TCM relies on adapting its core components to specific local contexts, further justifying the need to account for ecosystem constraints in any discharge model.
In the UK, these findings are mirrored in the ‘Your Care Needs You’ (YCNY) programme. A cluster randomised trial by Murray et al. (2025) found that involving older patients (aged 75+) more actively in their discharge planning led to a 13% reduction in cumulative readmissions within 90 days. Building on this trial, an economic evaluation by Palacios et al. (2024) demonstrated that the intervention proved highly efficient, reducing total post-discharge costs by approximately £269 per patient with a high probability (89%) of being cost-effective for the NHS. This finding highlights that patient engagement is not merely a qualitative ‘extra’ but a quantifiable driver of system efficiency).
Furthermore, the role of the voluntary and community sector has emerged as a low-cost, high-impact layer of the care ecosystem. The Sefton Hospital Discharge Service in England, managed by Sefton CVS, provides a prime example of how non-clinical support – such as household tasks, wellbeing checks and help with social determinants of health – can facilitate safer transitions. Since 2022, the service has maintained a readmission rate of below 5% for its participants by responding to referrals on the same day (NHS England, 2023; Cheshire and Merseyside ICS, 2024). These results suggest that coordination with community organisations can address the psychosocial barriers that clinical teams often lack the resources to manage, thereby preventing the ‘revolving door’ effect that contributes to systemic bed blocking (Cheshire and Merseyside ICS, 2024).
Theoretical limits: the efficiency paradox
Finally, it is essential to recognise the theoretical and economic limits of interventions aimed at delayed discharge. While political discourse often calls for the total elimination of ‘bed blocking,’ evidence from operations management suggests that chasing a ‘zero-delay’ target may result in a ‘false economy.’ Wood et al. (2023) utilised queueing theory to demonstrate that ensuring no patient ever waits for a community placement would require significant over-sizing of adult social care capacity. This over-sizing would lead to high levels of unused resources and prohibitive costs for the taxpayer. Their simulation estimates that approximately 12% of current delay levels are ‘inevitable’ for the system to remain economically efficient (Wood et al., 2023).
This perspective is reinforced by the fluid analytical modelling developed by Zychlinski et al. (2020), which focuses on optimising the allocation of geriatric beds. Their research indicates that while targeted capacity increases – for example, a 25% increase in rehabilitation units – can reduce system costs by over 50% and waiting times by up to 88%, the key to efficiency lies in dynamic reallocation rather than static expansion. The model suggests that diverted pathways, such as moving even 10% of patients toward home-based care, are significantly more effective at reducing hospital ‘queues’ than simply building more inpatient beds.
Consequently, the econometric model proposed in this report does not aim to reach an arbitrary zero-delay target. Instead, it seeks to identify the optimal configuration of the care ecosystem. By quantifying the drivers of delays—including the specific contractual and financial constraints identified in stakeholder consultations—the model provides a framework to determine where investment will yield the greatest impact on patient flow, acknowledging that a degree of system ‘slack’ is necessary to maintain resilience in the face of fluctuating demand.
4. Operationalising the drivers of delay: a multilevel framework
A range of variables and analytical approaches have been used in the literature to examine the drivers of delayed discharges. Summarising helps to clarify which factors are most relevant and how they can be incorporated into an econometric model.
Dependent variables
Authors have examined: the number of patients with delayed discharge or total bed days blocked aggregated by region or hospital (Allan et al., 2021; Gaughan et al., 2015); total length of stay or extended stay per patient (Pellico-López et al., 2022); and the probability of requiring transfer to post-acute care (Gaughan et al., 2017).
Explanatory variables 
These variables can be divided into two levels:
1. Patient-level: age, sex, diagnosis and co-morbidities, clinical severity (DRG weight, type of stroke), level of functional or cognitive dependency, prior social situation (living alone, presence of a carer), admission via emergency or previous readmissions (Pellico-López et al., 2022; Gaughan et al., 2017).
2. Health and social care environment: availability of care home beds (density and price), supply of home care services and rehabilitation or convalescence places, indicators of social spending, integration between levels of care, and spatial effects (Allan et al., 2021; Gaughan et al., 2015; Moura, 2022).
The evidence as a whole suggests that increasing the capacity of long-term care and home care services reduces unnecessary hospital stays, though the effect is moderate and does not fully resolve the problem. Patient factors such as age, clinical severity, and lack of informal carers also play a role. For stroke cases, the absence of specific rehabilitation resources appears particularly important.



Proposed Econometric Model
Building on the findings above, an econometric model is proposed that specifically analyses delayed discharge among stroke patients. The aim is to quantify how different factors – both those common to other patients and those specific to stroke – affect the likelihood and duration of delays. Unlike previous studies, the model integrates both patient-level and contextual variables within a single multi-scale framework. The contextual level below refers to the health and social care environment.
Unit of Analysis and Dependent Variables 
The unit of analysis is individual hospital episodes for stroke. Two dependent variables are proposed:
· Duration of prolonged stay (days): The number of non-medical delay days. Where data allow, this number is calculated as total stay minus the estimated ‘appropriate’ clinical stay; otherwise, total length of stay (log-transformed) will be used, assuming that, after controlling for clinical severity, the excess reflects system blocking.
· Binary indicator of delayed discharge: Defined as whether the patient experienced a non-clinical delay (e.g., length of stay exceeds a set percentile after being clinically ready for discharge). A logistic (or probit) model estimates the probability of a delayed discharge.
Common explanatory variables
Patient level – Level 1( )
1. Age: Patients aged 75+ are more likely to need post-acute care and thus face delays; the relationship may be non-linear.
2. Sex:  Some studies note social profile differences (women with stroke are often older and live alone).
3. Stroke severity: Proxies such as DRG weight, ICU use or recorded deficits (e.g., hemiplegia; NIHSS if available). Haemorrhagic stroke usually causes greater disability and longer stays.
4. Pre-existing disability or cognition: Dementia, high comorbidity index or residence in a care home before admission.
5. Family or informal support: Living alone, marital status or presence of a recorded carer.
6. Previous readmissions: and arrival by ambulance, as proxies for vulnerability.
7. Hospital fixed effects: to capture unobserved differences in management and resources.
Context level – Level 2 )
1. Care home capacity: Care home places per 100 residents aged 65+ in the patient’s area.
2. Home care market: Number of home care providers per area, adjusted by population or land area.
3. Stroke Early Supported Discharge (ESD): Binary indicator for availability of an ESD programme providing home-based rehabilitation; expected to reduce delays.
4. Rehabilitation and step-down capacity: Beds per capita in intermediate care or neurological rehabilitation units.
5. Care Market Contractual Structure: Proportion of local authority capacity commissioned through fixed 'block contracts' versus flexible 'spot purchasing'. High levels of block contracting may indicate systemic rigidity, potentially creating bottlenecks where resources are tied to specific settings (e.g., fixed care home beds) instead of following patient needs for home-based recovery.
6. Financial Sustainability & Market Fragility: A proxy representing the gap between the local authority’s hourly care rate and the industry’s sustainable price benchmark (currently estimated between £32.14 and £35.00 per hour). This calculation captures the risk of provider failure or workforce shortages, as approximately 29% of the sector currently operates below the minimum cost of care, hindering the ability to absorb new discharges.
7. Provider Fragmentation Metric: A measure of the density and diversity of providers in the patient’s area (e.g., using a Herfindahl-Hirschman Index for the local care market). High fragmentation, often combined with the use of incompatible software systems across different agencies, is expected to increase coordination costs and prolong the ‘medically fit to discharge’ period.
8. Health–social care coordination: Presence of discharge coordinators, formal integration agreements or social care spend per capita.
9. Rural vs urban area: to capture service access.
Model structure
A multilevel (mixed effects) regression model is proposed, with patients  nested within their area of residence  (e.g., Local Authority or Integrated Care System). For the single-hospital pilot, this structure isolates how the specific characteristics of the adult social care ecosystem where a patient lives affects their discharge journey.


Length of Stay: 

Delayed discharge:

Where:
· is the total length of hospital stay (in days) for patient in geographical area or care system . This is the dependent variable.
· is a binary indicator equal to 1 if patient in area experiences a delayed discharge, and 0 otherwise. This is the dependent variable.
· is the probability that patient experiences a delayed discharge.
· : Vector of patient-level characteristics, including demographic, clinical, and case-mix factors affecting discharge outcomes.
· : Vector of structural capacity variables at the ecosystem level, such as care home bed availability, intermediate care provision, and community care capacity.
· : Vector of institutional and organisational constraints, including contractual rigidity, financial sustainability gaps, and system fragmentation affecting discharge processes.
· : Area-level random effect, , capturing unobserved heterogeneity across geographical areas or care systems in discharge efficiency.
· : Individual-level error term, , capturing unobserved patient-specific factors affecting length of stay.
· : Index for individual patients.
· : Index for geographical areas, discharge ecosystems or care systems.
To address endogeneity (e.g. areas with more blocking may have invested more in care), instrumental variables can be used. These variables may include lagged values of bed supply or historical instruments, such as the presence of foundations or subsidies that created care homes in the past. The availability of Early Supported Discharge teams could be instrumented with hospital participation in national pilot projects.
New variables and assumptions: the inclusion of variables such as quality of care (e.g., regulatory scores of care homes or the implementation of Comprehensive Geriatric Assessment, which has been shown to significantly reduce nursing home admissions; Veronese et al., 2022), the presence of early rehabilitation programmes, and the level of health–social care coordination will depend on data availability. These elements may improve explanatory power, but if reliable measures are lacking, they should be treated as proxies or left for qualitative analysis. Where data are absent, the limitation will be stated explicitly, and alternative variables considered.
5. Policy implications and conclusions
The proposed econometric model outlined above provides a robust framework for understanding delayed discharge not merely as a clinical or capacity-driven issue but as a systemic failure of the hospital–social care interface. By integrating patient-level data with ecosystem-level constraints, this research directly supports the UK Government’s current ‘three shifts’ strategy for the NHS, providing the evidence base needed to successfully transition care from acute hospital settings to the community (DHSC et al., 2025). Specifically, the model moves beyond the traditional focus on bed numbers to address the ‘market fragility’ identified by stakeholders. By quantifying the impact of contractual rigidities – such as the widespread use of block contracts – and the financial gap between local authority fees and sustainable care costs, the model allows Integrated Care Boards (ICBs) to identify exactly where system friction occurs. This approach is particularly critical for stroke pathways, where reducing the ‘no longer meeting criteria to reside’ period not only protects elective recovery but also prevents the functional deconditioning that threatens long-term patient independence.
Furthermore, this work demonstrates a clear path toward significant cost savings and operational efficiency. By proving which configurations of social care and coordination hubs are most effective, the model offers the UK Treasury and the NHS a tool to optimise resource allocation in a way that prioritises both fiscal responsibility and patient safety. These insights form the core of our planned application for further funding, which will use pilot data to validate these findings. Through close collaboration with partners such as Care England, Scottish Care and the Homecare Association, we ensure that the resulting recommendations are grounded in the practical realities of the adult social care market. Ultimately, the ability to deconstruct the complex drivers of ‘bed blocking’ through this multilevel approach remains the most critical lever for creating a resilient, integrated health and care system that meets the needs of an ageing population.
6. Next steps
This project has delivered its stated aim of developing a novel multi-level econometric model to quantify the drivers of delay in patient bed blocking. Its purpose is to analytically operationalise and help improve the flow of patients from hospital into adult social care, using stroke pathways as a critical test case model. There are two obvious possible next steps.
First a new, reasonably small and short ‘next phase’ research project is now required to test the model using real hospital and adult social care data. A stroke ward within a hospital and its surrounding adult social care provider ecosystem have been identified in Scotland for this purpose and, after discussions, participation in this suggested next phase of the research is anticipated. Further, but not large, funding is required to support this next-phase project, and which would involve the current research team.
Second, if the test demonstrates the utility of the model, the obvious further phase would be to the develop and run a pilot based in its implementation. This pilot would require co-development, co-implementation and co-evaluation involving all stakeholders: patients, medical and adult social care providers and commissioners, a health board/trust (depending on location) and government support. This pilot would require expansion of the current research team to augment it with implementation science and practice experts etc. The funding need would therefore be larger than for the first two phases.
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