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CARE IN THE COMMUNITY

The Association of Directors of Social Work believes that the Scottish Executive should
seek  to  promote a vision of a just and caring society in which older people and people
with mental health problems receive care of a high standard which meets their needs and
goes beyond the limited options with which they are presented.  Every citizen should
have a place of worth and recognition in our society and should be able to contribute to
the life of society.

Community care services should be designed for people not patients. The main aim for
services should  be to support people with practical, personal and health care services,
designed to meet their needs for physical and emotional health and social well-being,
recognising that people should also have sufficient income, good accommodation, social
interaction and cultural experiences.

Services should aim to make people more independent, but should reflect the fact that
some may remain highly dependent for many years. If the only aim is to support people
into "independence", then many people, who receive community care supports, and who
are and will always be highly dependent may be deemed to be casualties and failures.

Our approach to care must therefore treat people with equal dignity and respect, and
while recognising people's dependence, must also uncover what those same people have
to offer, thereby emphasising our mutual interdependence. Our approach to service
planning also needs to take account of the significant number of people who are
vulnerable, and are often at risk themselves or are a risk to others. Often they do not want
help, but society requires them to be helped.

Services should seek to empower people and to promote the freedom, which will come
from breaking down the barriers to inclusion. At the same time social policy and the ways
in which long term care services are delivered should support  the notion of community
and encourage family and social responsibility.

ISSUES ARISING FROM THE SUTHERLAND REPORT

There remains a considerable gap between needs and services, which will only be bridged
by a radical change in the response of Government, statutory and voluntary agencies and
communities.  The way in which many services are currently delivered shows what can
be done to meet people's needs for care and support, but our performance as a society has
often failed to live up to the principles of equity and dignity, and the nature and level of
services to older people frequently reflects an ageist approach, and to people with mental
health problems reflects discrimination, rather than equal opportunities and
egalitarianism.

"No one expected Community Care to be a cheap option and the funding has proved
inadequate to meet the government's original aims as set out in the 1990 Act.  At the
same time, we have identified sufficient difficulties with the various elements of



Community Care funding to justify recommending a wide ranging review of the entire
system of providing resources for Community Care." (Scottish Affairs Committee - The
Implementation of Community Care in Scotland - March 1997)



On the basis of needs and resource assumptions there is a very substantial gap between
the number of highly dependent people, who need intensive long term care supports, and
the number of people who require more than a moderate amount of assistance from
community care services.

Carers

Most of the gap between needs and resources is filled by care given by the 500,000 carers
in Scotland, mostly family, but often neighbours, and friends. An estimated 125,000
carers, 35,000 of them over 65 years old, give more than 20 hours of their time to caring
tasks each week, compared with the 1,800 cases where people get more than 20 hours of
local authority home help time each week.  Care for the carers must be an essential
component of community care services.

Balance of care

In addition long term care services still remain balanced disproportionately towards
institutional care, and are currently failing to meet the needs and aspirations of people in
Scotland. Compared with the 8,800 cases where people get more than 10 hours home
help time per week and the 1,800 cases where people get more than 20 hours of local
authority home help time each week, there are 16,700 residential home places for older
people, and 24,000 nursing home places.  There must also be a specific focus on the
needs and lack of opportunities for the estimated 3,000 young carers of school age.
Their situation often results in exclusion, loss of opportunity, loss of education and for
some loss of childhood.

Needs

Unless there is significant investment in community care services in Scotland the gap
between needs and resources will inevitably increase because of demographic changes.
By the year 2000 more than 1 in 5 of the adult population in Scotland will be of "
pensionable age" (65 plus).  Having risen by 70% since 1981, the population aged 85 or
more will go up by a further 35 per cent between 1996 and 2011.  Currently there are
perhaps over 100,000 older people in Scotland who are severely disabled and have a high
need for services, including intensive and long term care services, and a further 80,000
older people who are very severely disabled and will need intensive long term care.

Charging

It has been, and remains generally accepted, that health care should be free (although it is
means tested for nursing home residents).  People also expect universally available
education services, public roads, and refuse collection which are all free at the point of
delivery.  There has been no national policy or local authority consensus about charging
for social/personal care services and wide variations exist in Scotland at local level.  The
Royal Commission's report argues for a standardised approach to ensure a fair and
equitable treatment between people no matter where they live in the country, and for a



level of investment which would ensure  that personal care could become a universally
available free service.



If the government implements the key recommendations of the Royal Commission, a
national framework of guidance for charging policies will be required to ensure greater
equity and consistency across the country.  If seamless health/social care services are to
be increased to meet the changing needs of older people at home, then the financing of
these services needs to be guaranteed and not subject to inconsistent and variable
resource transfer across Scotland .  Consistent decisions are needed across the country
about whether or not  services should be subject to charges. If charges are reduced as a
result, councils will still need more income to finance the continuing development of
intensive services.

A major main issue for the Scottish Executive and the Scottish Parliament is whether
ways can be found to implement the funding changes and make the level of investment,
which would reflect the fundamental values espoused by the Royal Commission.

 In addition the Scottish Executive should establish:

"a National Care Commission which will monitor longitudinal trends, including
demography and spending, ensure transparency and accountability in the system,
represent the interests of consumers, encourage innovation, keep under review the
market for residential care, nursing care, and set national benchmarks, now and in the
future." (Report by The Royal Commission on Long Term Care - Chapter 7)

The co-ordination of services between health boards and local authorities

The proper co-ordination of services requires good joint working between local
authorities and health boards and trusts at all levels and in relation to particular issues.
Joint working is required:

-   at the level of strategic planning;

-   in localities such as Local Health Care Co-operative areas; and

-   with individual recipients of services.

Joint working should address the need for co-ordination of assessment and care planning,
health and social care, and for the co-ordination of service delivery.

The co-ordination of assessment and care planning

It is the legal responsibility (National Health Service and Community Care Act 1990) of
the local authority to ensure that the needs of individuals and their carers for community
care services are assessed.    In practice, the assessment of need can lead to the
identification of a wide range of actual or potential requirements for support, for
example, with personal care, health care, social care, housing management, meals,
mobility and counselling.



Considerable planning and operational time has been invested in the development of
collaborative assessment, care management and service delivery arrangements which
meet the practical requirements of those who have both health and social care needs.
However, despite some good examples of joint working, achieving the aim of  'integrated
assessments' remains elusive in many places.



The co-ordination of service development

If a seamless response in the delivery of services is to be achieved then some services
will have to be jointly commissioned, developed and delivered by local authorities,
national health service bodies, and housing agencies. The recent proposal to establish
projects which will develop models of joint commissioning and joint management has
considerable merit. Consideration will have to be given to the training and deployment of
'community carers', as envisaged by Sir Roy Griffiths, that is carers who would be able to
carry out health, personal and social care tasks. Such consideration will have to address
the practical and the policy implications of this in relation to the continued delivery of a
free health service.

Community care services are now being designed to meet both the medical and  social
care needs of older people.  As community nursing services are free at the point of
delivery and social care services are now largely means tested and subject of charging,
anomalies will increasingly arise whereby the time of a worker who has and uses both
health and social care skills will require to be divided for the purpose of charging for the
social care delivered. In parallel with this difficulties are increasingly apparent in relation
to the development of unregistered supported accommodation/care housing in which
tenancies can attract housing benefit and registered care housing/residential care which
cannot.

The co-ordination of service delivery

The goal of 'seamless services' is also widely agreed, but remains distant. Whilst some
duties, for example the dressing of wounds, are readily identifiable as a health
responsibility and others, such as practical household tasks, as a social care
responsibility, there are others, like bathing  people at home, that are not clearly defined
as the responsibility of one agency or the other. In these areas the division between health
and social care in the community has been contentious, despite the fact that social care
staff have always assisted people with tasks such as  bathing in residential homes.

To date there has been too much emphasis on defining the boundary between health and
social care. Whilst there remains a requirement to define tasks which professional staff
with specific health training should carry out, the seamless service should be an
overlapping service in which some social care staff will be trained and supervised to
carry out 'health' tasks, and health staff routinely provide social care. The debate should
now move on to the consideration of more technical and specialised tasks, such as
injections, which currently are only  given by 'health' staff, but are also self administered
by people with diabetes, and given by their carers.  A flexible approach however should
not ignore the need for a continuation of core health tasks carried out by highly trained
health professionals.

The co-ordination of services

The Association of Directors of Social Work believes that:



a 'seamless service' is best achieved through integrated services;

 models of home care/community health care should be developed which reflect
this approach;
national guidance should inform local agreements on  the definition of  health and
social care;

there should be more generic vocational training for 'auxiliary' health and social
care staff, including 'community carers' as envisaged by the Griffiths Report

the development of common, recognised post qualifying training which is
applicable to health and social work and professionals.

In relation to mental health services the mental health framework acknowledges the
particular roles of local authorities and local health bodies in terms of local needs
analysis, the commissioning of services, and the range of statutory responsibilities
attaching to medical practitioners and mental health officers.  Significant progress has
been achieved in Scotland in developing a consistent approach to service delivery based
on a four/five tier structure, as envisaged by the "framework" template, which identified a
place for local authorities and health within a configuration of services.

RESOURCE TRANSFER

Many of the ways in which joint working at the strategic and operational level were
difficult in the 1970s and 1980s are still problems in 1999. The experience in recent years
has too often been of time-consuming negotiation and bargaining between the local
authorities and health boards rather than genuine joint planning. Whilst the health service
has raised quite proper concerns in certain parts of the country with the performance of
local authorities in the process of discharge from acute hospitals, and this remains a
serious problem which must be tackled,  local authorities have experienced cost shunting
and grossly inadequate transfers of resources as the level of continuing health care has
reduced.

Between April 1993 and the end of March this year the national health service in
Scotland closed 7626 continuing care beds.  The cost of continuing care provision to the
health service in 1993 was £789 million.  If the health service had retained that level of
provision and assuming an average of 3% annual inflation, then the cost of those beds
would now have been £947 million, with a unit cost of £33,000 per bed.  In fact the
budget for continuing NHS care beds in 1998/99 was £686 million, suggesting a real
terms saving of £261 million.  The level of Resource Transfer in March this year from
health boards to local authorities was £115.5 million with £11.5 million going in
Resource Transfer to other bodies.  Given a total Resource Transfer of £127M, about £15
million of this total amount of transferred monies relates to services developed before
1993.  The total level of Resource Transfer for the period 1993 to 1999 is £112 million
which, if all related to bed closures, amounts to about £14,700 per bed, against a real



terms saving of about £33,000 per bed.  Despite the clear guidance given in a range of a
circulars, such as the Resource Transfer circular of 1993, the rate of resource transfer
received by authorities for geriatric long stay bed closures has varied between under
£5000 per bed to over £23,000 per bed and for psychiatric beds from £6000 per bed to
£23,000 per bed.  The result has been patchy and inconsistent development of services
across the country.



An additional problem is that resource transfers reflect the level of provision at a fixed
point in time and do not compensate local authorities for the transfer of responsibility in
future for an ageing population which would previously have had services provided
within the health service.  In fact acute health services, primary care services involving
general practice, community nursing, and professions allied to medicine, and social care
services are all interdependent and cannot operate efficiently and effectively in
isolationand it may require investment in primary care and social care services.  Within
this context the way ahead must involve open sharing of information about needs
resources and budgets, and joint decisions made about the best use of the "community
care pound" in the finance and resource pool which has been created.

BEST PRACTICE

Whilst it is clearly important to understand and deal with the problems of joint working
there are also many examples of good practice of good service delivery which result from
positive joint planning in Scotland, and change should be informed by those examples.
Since 1994  the Glasgow University Nuffield Centre for Community Care Studies has
been developing and maintaining the national database of good practice in community
care.  This has examples of good practice in relation to all the care groups who need and
use community care services, examples from all parts of the country including urban and
rural settings, examples from the full range of services including domiciliary care,
respite, day services and institutional care, and examples both of resources provided
jointly by health and social care agencies, and of services provided by a single statutory
or independent sector agency.  Currently the database has over 500 examples of good
practice (the database index is included as Appendix 1), but there are many more projects
and services which demonstrate good practice - well in excess of that number..

The means of delivering the most appropriate care

The Association of Directors of Social Work believes that the status quo is not an option.
ADSW believes that ultimately the path to integrated working in community care  will
require the organisation of services to bring health care under local democratic control
within a reformed local government structure alongside social work, housing, education,
planning and other statutory functions.  It is also our belief that steps along that path will
involve developments such as the pooling of resources, different arrangements for
commissioning services and better integration of service delivery.

It is important that attention is paid to the need for stability and consistency in the
provision of health and social care services to very vulnerable people and that, where
possible, new arrangements should build on local experience and good working
relationships, where they exist.

There are already an increasing number of examples of planning for and good practice in
joint commissioning, joint financing and integration of service delivery.  ADSW believes
that it is essential to learn from good and less successful local experience before



introducing universal change and therefore proposes that a programme of work should be
jointly agreed between the Scottish Executive, The Accounts Commission and COSLA to
examine and evaluate local experiences nationally.  ADSW also believes that this process
will require a systematic programme of piloting new ways of commissioning, financing
and providing social and health care services.

The costs associated with mental health services are still weighted towards in-patient
care.  If, however, maintenance of the ideology underpinning community care is to
prevail significant additional transfer of resources from health boards will be required, to
avoid the danger of following the "London experience" of too few beds and too few
community care services.  Local authorities have many years experience of developing
services in the community, to support children and families, and have the capacity to use
much of that experience in developing community care services.

Boundaries

At the local level, ADSW believes that the development of openness and trust which are
essential prerequisites of good joint working would be assisted by having local authority
representation on the boards of the new Health Care Trusts, and in the managing groups
of the new Local Health Care Co-operatives.  In addition, there would be a significant
impact on the potential for improving joint arrangements in certain parts of the country if
health board and local authority boundaries were made coterminous.

National Challenge

Whilst local authorities, local health bodies and other partners are challenged to work
more closely in community care, ADSW believes that the same challenge should be made
at national level by the Scottish Executive which requires to define specific national
objectives, national standards and a more integrated approach in a range of areas such as
the definition of performance indicators, the management of an accountability review
process, a rationalisation of information and I.T.sharing, and confidentiality in planning
and service delivery.  There needs to be greater central direction to ensure that proper
financial agreements are reached for resource transfer and that consistency is developed
across the criteria of eligibility for services from the National Health Service.  National
financial framework require to be developed, within which joint local discussions can
take place concerning bed closures, resource transfer and the development of alternative
resources in the community.  Special consideration should also be given to the role of the
Accounts Commission for Scotland in the development of more integrated approaches,
both nationally and locally.

In conclusion The Association of Directors of Social Work firmly believes that barriers to
delivery of integrated services and better outcomes for people, which relate to culture,
attitude professional preciousness, and history, can and must be overcome. The
Association is ready and most willing to engage in the process of change which is now
required in the interest of the people who use social and health care services.
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