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principle expenses incurred by Northern Ireland representatives giving evidence
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The Health and Community Care Committee

14 June 2000

Petition PE 123 – Scottish Warm Homes Campaign

1. Background

Petition PE 123 from the Scottish Warm Homes Campaign was referred to the
Social Inclusion, Housing and the Voluntary Sector Committee from the Public
Petitions Committee.

The Petition calls for the Scottish Parliament to identify, discuss and seek to
implement measures that would eradicate fuel poverty.

2. Developments

The Social Inclusion, Housing and the Voluntary Sector Committee considered
this petition at its meeting on 26 April 2000 where they noted that the matter had
been on the agenda prior to receipt of the petition and that it was an issue that
they would be considering in preparation for the housing bill.  The extract of the
Official Report of that meeting is attached (Annex A)

The petitioner requested that the Health and Community Care Committee views
should be consulted as the issue has health implications and they are seeking
the Committee’s views on the impact of fuel poverty on health.

3. Next Steps

Given the Committee’s current workplan, it is unlikely that a detailed inquiry can
be conducted into this issue.  The Committee has agreed that the remaining
Committee meetings available until the summer recess and all meetings between
the summer recess and the October recess have been allocated to hear further
oral evidence on the community care inquiry.

Options available to Committee are:

• to appoint a reporter to participate in Social Inclusion, Housing and the
Voluntary Sector Committee when it is considering the issue following the
summer recess

• to write to the Executive for information on steps that the Minister for Health
and Community Care has taken to address this issue

• to refer the issue to the Members considering Poverty

• to hear evidence from relevant organisations

Agenda item 1

Health & Community
Care Committee
14 June 2000



HC/00/17/1

2

If the Committee decides to hear evidence then the Committee may have to use
the last two meeting slots prior to the summer recess which were cancelled to
allow members to carry out the visits on the community care inquiry.

4. Recommendation

Members are asked to consider the petition and decide what course of action to
take.

Jennifer Smart
Clerk
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Annex A

Petition PE 123 – Scottish Warm Homes Campaign

Social Inclusion, Housing and the Voluntary Sector Committee
– Extract from Official Report, Meeting 26 April 2000

Convener: Petition PE123 is from the Scottish Warm Homes Campaign, calling for
the Scottish Parliament to identify, discuss and seek to implement measures that
would eradicate fuel poverty as a matter of urgency. Members will be aware that fuel
poverty has been on our agenda; it has been highlighted at a number of meetings
and it is the one issue to which we have said that we will give due consideration in
preparation for the housing bill. The recommendation is to fit that in with the work
that we had already planned. Is that agreed?
Members indicated agreement.
Mr McAllion: After the Public Petitions Committee decided to send the petition to
this committee and to the Transport and the Environment Committee, the petitioners
wrote back saying that the issue also has health implications. They suggested that
we should consult the Health and Community Care Committee about its views on the
impact of fuel
Col 992 poverty on health.
The Convener:  That is part of the recommendation.
Fiona Hyslop: In considering the timetable for an inquiry, we should alert the Health
and Community Care Committee about this at an early stage. We could perhaps
have a joint meeting with that committee when we are taking evidence.
The Convener:  That is a useful suggestion. We need, however, to get our heads
round the future work load of the committee. We really need to get into the issue of
fuel poverty, and we all know that the housing bill is coming up. I will make
recommendations about preparations for that later. The recommendations on petition
PE123 are broadly agreed.
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Health and Community Care Committee

REVIEW OF COMMUNITY CARE BY THE SCOTTISH PARLIAMENT’S
HEALTH AND COMMUNITY CARE COMMITTEE

Joint submission by the Convention of Scottish Local Authorities and the NHS
Confederation in Scotland

Introduction

1. We all want a Scotland in which we do not have to fear for our future when we become too old,
too unwell or too frail to look after ourselves.  Local government in Scotland and the NHS in Scotland
are together committed to ensuring that wherever possible, people can stay in their own homes with the
support that they need when they need it.  They are also committed to ensuring that when people can’t
manage at home, even with full support, care should be provided in as homely a setting as possible.

2. This paper sets out the background to care in the community; identifies some key changes
needed; and suggests some of the ways forward, to ensure that people who need care can get the right
support, at the right time, in the right place for their particular needs and those of their carers.

3. We want to do better together by ensuring that the health service and councils work better
together, with common objectives and common measurement, so that it can be clearly seen and
understood how well or otherwise they are doing for the people who need their care.  When people need
help, it is of no importance to them or their families to know which organisation is funding it, or which
profession is providing it.  However, joint working for its own sake is not enough.  The emphasis must
be on achieving real and sustained improvement in services.

4. Work has started, supported by the Scottish Executive, on how councils and health boards can
work better together.  This paper seeks to develop and accelerate that work.  It is based on thinking from
those who worked in this field for many years.  It emphasises the range of health and social factors
involved in leading life as normally as possible, with as much independence and choice as possible.

Changing patterns of care and funding

5. Since 1992, the number of NHS long stay beds has decreased on average by 7% each year.  In
1999, 34,000 people were in residential and nursing homes of whom 14,440 were in residential homes
for older people, 12% less than in 1991 despite the growing population of older people.  In 1997 there
were 1,080 people with mental illness living in small residential care settings compared with 451 in
1992, an increase of more than 100%.  These are significant changes.

6. Until relatively recently, the expectation of most people was that the State would provide from
the cradle to the grave.  Many elderly people, having thought that their national insurance contributions
would pay for any care they needed in old age, find that is no longer the case.  As a result, some are
having to use their savings and even the capital value of their house to pay for their residential and
nursing care.  A shift of funding (through resource transfer) and responsibility from the NHS to councils
has also led to a shift from care, free at the point of use, to care which is means-tested.  Meanwhile, the
number of elderly people continues to rise.  These changes raise fundamental issues which were fully
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aired in the report of the Royal Commission on the Long Term Care of the Elderly, published in March
1999.  Community care was also considered by the Scottish Affairs Committee in 1977.

7. COSLA and the NHS Confederation in Scotland strongly support the Roya l Commission’s
recommendations.  The Commission recognised that the public purse cannot meet all the costs of long
term care for older people.  Its main recommendation is that the costs of long term care should be split
between living costs, housing costs and personal care; and that personal care should be available after
assessment according to need and paid for from general taxation with the remaining costs subject to
co-payment according to need.  It concluded that there is no demographic timebomb and that the costs
of care are, and will continue to be, affordable.  Against that background, it is hard to understand why
the Government is taking so long to act on the Commission’s recommendations.

8. It is also inequitable that patients receiving health care under the NHS receive a free service
while councils are required to charge those in residential and nursing homes even though they may have
mental illness or may be frail and need support to get by.  As long as this disparity exists, there will be
uncertainty and possible differences over charging policies under joint working between local
government and the health service.  Another difference is that while older people assessed as requiring
home or residential care may have to contribute to their care based on national guidelines, older people
living at home can be subject to different rates or none at all depending where they live.

9. The number of older people assessed as requiring nursing home care who require public funding
to receive that care is increasing.  Waiting lists for care are closely related to the number of geriatric,
psychogeriatric and continuing care beds available.  All too often, people waiting for an appropriate
placement after treatment in an acute hospital end up in the most costly and inappropriate place – an
acute hospital bed.  Elderly people are the biggest users of NHS acute services and the ability of
hospitals to deal with patients’ urgent needs can be compromised when acute hospital beds are taken up
by people who have been treated but cannot get out of hospital until care in the community is in place.

10. There are 3 other funding issues.  The first is the reported funding gap across the UK between
what was earmarked for community care by the Treasury and what has been spent by councils.  Scottish
councils are budgeting to spend 6.5% above their social work GAE this year.  While that overall figure
conceals differences between councils and while some councils spend below their GAE on community
care, overall councils are planning to spend to within £20,000 of the GAE for community care in the
current year.  Second, as the Royal Commission recognised, mental health and other community care
services are struggling against the competing priority of acute NHS services.   Third, there are always
likely to be pressures over resources.  While greater joint working will deliver savings which can be re-
deployed, these are never likely to yield enough to meet all the needs of patients, users and carers.
Councils and the health service are always likely to be faced with the very difficult task of having to
prioritise what they spend.

Key changes needed

11. There are many good examples of well developed joint planning and integrated working
arrangements between health and social work services.  Each side brings strengths and experience
which bring a different perspective and which complement the other.  While there is clear scope to
expand joint working and, in particular, to tackle areas of duplication, there are also factors which can
complicate such arrangements.  This section considers some of the key changes needed.
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Common objectives and Community Planning

12. Scotland now has a Community Planning framework.  This provides a platform on which
common objectives and strategic planning for specific populations can be based.  Councils are required
to develop community care plans.  Health boards and Trusts between them are required to develop
Health Improvement Plans.  Best practice means ensuring these plans are developed jointly.  This needs
to be made a requirement within the overall Community Planning framework.  Community care also
requires engagement with the housing sector, particularly as regards special needs housing.

Harmonisation of timetables

13. There needs to be harmonisation of timetables: councils are moving towards 3-year budgeting.
NHS planning has a 3-year funding cycle.  Harmonisation would help overcome difficulties of joint
funding commitments.  It would also help the voluntary sector, who are important care providers, but do
not have a large enough base to carry risk in terms of staff employment for people needing care.

Common aims and priorities

14. The Scottish Executive sets national priorities for health care but not for social care, leaving that
to local determination.  It also needs to work at ensuring that its policies are connected across all the
service sectors.  Joint working between local government and the health service will be best supported
by common objectives and priorities.  Common themes include:

♦ co-ordination in strategic planning for social care, health improvement and social inclusion and in
assessment, care planning, joint commissioning and service provision;

♦ sufficient resourcing including best use of resources, a patient/carer/user focus and improved
services as part of best value;

♦ a one door approach;

♦ social inclusion through better access and tackling inequalities;

♦ partnerships (between professionals, between agencies, and between professionals and
patients/users/carers); and

♦ improving and developing the workforce.

15. Common objectives are essential for the wider health agenda.  Community Planning should be
the means to clarify these objectives, taking account of a range of related policy areas including
transport, education, community development and housing.  This report recommends the creation of
common strategic aims and common priorities, together with harmonisation of planning and funding for
the NHS  and local authority social work services for their common responsibility of care in the
community.

Delayed discharge

16. To address delayed discharge (or “bed blocking”) requires a move away from the position where
each side sees the other as contributing to the problem and a focus instead on how best to shift resources
into the community to meet need.  Those involved are normally older people, some with dementia, who
following illness, accident or deteriorating health, find themselves unable to return to their own homes.
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In such cases, there can be a tension between seeking to make a person’s stay in hospital as brief as
possible and the need to give them adequate time to make decisions which may involve giving up (or
selling) their home and personal possessions.  Best practice in relation both to older people and those
with mental illness would be to avoid admission to hospital, where practical, providing care and
treatment in a community setting.  Where admission to hospital for assessment or treatment is needed,
wherever possible this should be provided locally.  Specialist input should be arranged through closely
linked and managed multi professional teams for frail older people, those with dementia and those with
mental health problems.  In such cases, core services would be the primary care team, specialist NHS
consultants, nursing and other specialisms, social work care management, homecare and auxiliary
nursing services.  Other specialisms would be drawn in as appropriate as part of the extended team.

17. Future arrangements, short of legislation, could therefore ensure that:

♦ wherever possible people do not need to move to receive the care and treatment they need and that
the number of moves they make is kept to a minimum – a major step would be to end the artificial
divide between social and nursing care in institutions and in home settings;

♦ people do not have to go through several systems of entry to access the services that they need –
there should be a ‘single door’ for primary and secondary health care and social work services with
clear and open referral systems, with integrated care management and budgets devolved to front line
staff at the point of delivery; nor should people have to experience several assessments from
different professionals;

♦ more flexible and integrated arrangements of care and accommodation are developed linking
housing, health and social work services with involvement of education, leisure and employment
services – the emphasis should be to ensure that employment arrangements and accounting practices
facilitate flexible employment of resources so that services to fit people’s needs rather than fitting
people to services;

♦ linked to integrated arrangements, greater scope for staff to transfer in both directions between the
health service and local government (possibly also to the voluntary sector), through greater parity
between conditions of service or in other ways, where such transfers aid the delivery of services;

♦ there is real and effective support for carers to meet need;

♦ the transition between children’s and young people’s mental health and adult services is addressed;

♦ care is available 24-hours a day with services which are flexible, responsive and prompt in order to
head off crises and avoid admission; and

♦ outcomes are evidenced through measurement of progress and performance – not just as regards
inputs, outputs and process but also as regards more direct impacts such as quality of life.

Common training

18. Although the perspectives and professional contributions of each service are valuable, getting
them to work together will involve aligning professional structures.  In addition to common language,
objectives and measurements of performance, common training is needed at all levels, including
undergraduate and postgraduate, as well as development of the concept of a ‘generic care worker’.
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Key success factors

19. The success of community care policy and practice will be judged in a number of ways.  One of
the most important will be the treatment and support of people with mental illness.  But to create the
climate for success there will first need to be trust and transparency.

♦ Councils, Health Boards and Trusts must understand each other’s priorities and constraints, working
to common objectives and priorities, as well as common timetables for funding and planning.

♦ Councils and the health services work in a very much more performance-managed way.  Trust can
be developed by sharing information and taking joint ownership of the need to achieve goals and
targets – for example in streamlining some duplicated provision such as occupational therapy, home
aids and inspection services.

♦ Accountability is often cited as an area of perceived difference.  Councils are democratic bodies,
locally accountable.  Their relationships with their communities and with the Scottish Executive are
very different to the relationships which the Health Service has.  Councils have much more
experience in drawing in the views of local communities and in demonstrating local accountability.
Their experience and strengths can complement those of the health service in any partnership.

♦ Councils are increasingly performance oriented in a publicly accountable manner at the local level.
Public Performance Plans (under the best value regime) are an example of this.  The health service
is accountable through the Scottish Executive: Chairmen, Trust Chief Executives and Health Board
General Managers carry personal accountability.

♦ Systematic approaches to resource transfer are needed.  There is considerable variation in the rate of
transfer payments per bed closure.  With councils struggling to accommodate re-settled patients in
the community and build up community resources to prevent unnecessary hospital admissions, there
is a need to address this issue more directly.

The future – a better way forward

20. There is good evidence that problems are being addressed and tackled.  The themes above are
being put into practice and steps are being taken to deliver more responsive services.  Some illustrative
examples of joint working are given in Annex A.  COSLA and the NHS Confederation in Scotland seek
to build on these and other examples of joint working.  The first step will be to set a joint agenda with a
clear programme and timetable.  A steering group, involving the key interests, should oversee the
programme.  Discussions are already underway with the Scottish Executive about this.

21. The emphasis should be on expanding and developing existing good practice to inform areas
where partnerships are less developed; on evaluating what works best; and on seeking clear lines of
accountability with the emphasis on delivery to maximise the joint impact of all the available resources
of both local government and the health service.  Areas for consideration will include joint
commissioning and pooling of budgets, although initial work has indicated that some work may be
needed to address legal, procedural and financial barriers.  That suggests frameworks and protocols are
needed.  Early areas for targeting may be ICT, community nursing, intensive home care and sharing
information to build up a better picture of health problems.  Other approaches may include protocols for
sharing buildings e.g. one care homes (so that councils can have nursing staff in residential units to
provide dementia care).  Appropriate secondments at reasonably senior level between the Health
Service and councils – in both directions - may be one useful way to speed the process particularly



HC/00/17/2

COSLA-NHS Confederation Submission 6.

where pay and conditions differ between services.   What will be important is what works locally rather
than central prescription.

22. COSLA and the NHS Confederation in Scotland are committed to this new agenda and are ready
and able to play a full part in taking it forward.

COSLA and the NHS Confederation in Scotland
November 1999
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Annex A

SOME ILLUSTRATIVE EXAMPLES OF JOINT WORKING

At the start of the 1990s, examples of joint working in community care were relatively few, and
confined to small-scale ‘pilot’ projects.  This is no longer the case.  Increasingly joint approaches are
being embedded as first principles in service development, and, more recently, in infrastructures.  This
has been given added impetus by the formation of the Primary Care Trusts and Local Health Care
Co-operatives, the arrival of which has been characterised in many areas by openness and a desire to do
things differently, which has been matched by the local authorities.  One of the tasks of the programme
for action proposed in the main paper is for a database of good practice to inform and aid that
development.  The illustrations below represent only a sample of what is currently being done.

♦ a planned one-stop shop for social care, health care and housing in West Lothian

♦ joint hospital discharge services with health and social care staff working together;

♦ joint health and social day care;

♦ community care assistants in Dundee managed by Health staff and undertaking both social care and
nursing assistant tasks;

♦ a best value network and information review for community care and other social work services
involving the Scottish Executive, COSLA and the Accounts Commission;

♦ partnerships between housing associations and councils for joint services for community care;

♦ a joint project in Renfrewshire between the council and a housing association linking sheltered and
very sheltered housing with a day care centre for the elderly.

♦ Grampian Community Care Charitable Trust – a partnership between Aberdeen City, Aberdeenshire
and Moray Councils Housing & Social Work services, Grampian Health Board and Scottish Homes
– plans and provides housing for people who need community care;

♦ Dumfries and Galloway Health Board and Dumfries and Galloway Council  joint “board” for
community planning;

♦ joint mental health services and community teams in several areas

♦ care management in multi professional dementia and mental health teams linking social work,
primary care and specialist health services with devolved budgets enabling staff to use both social
work and health resources in Aberdeenshire;

♦ joint registration and inspection units – Falkirk and Dumfries & Galloway Councils;

♦ health and social care workers ordering home care services from one another in Stirling;

♦ a joint project being taken forward by Tayside Health Board, Tayside Primary Care NHS Trust and
Perth and Kinross Council into the possibility of pooling budgets for community care in the latter’s
area;
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♦ joint health and social day care;

♦ a number of councils have merged their housing and social work services;

♦ COSLA is represented on the Scottish Federation of Housing Associations (SFHA) committee
which develops policy and best practice for housing associations on special needs issues and the
SFHA, in turn, have a representative on COSLA’s community care housing practitioners committee;

♦ COSLA, Scottish Homes, the Scottish Executive, the SFHA, the Chartered Institute of Housing and
the Disabled Persons Housing Service worked jointly to produce new good practice guidance on
aids and adaptations issued in October 1999;

♦ ‘Rapid Response’ Discharge Teams in acute Hospitals in several areas, including South Ayrshire
and City of Dundee;

♦ integrated Assessment and Care Management in pilot areas of Scottish Borders, Glasgow and North
Lanarkshire;

♦ social work and user involvement in Clinical Management Teams of all mental health services in
Lanarkshire Primary Care NHS Trust;

♦ joint policies and protocols in home care/home nursing interface in many areas;

♦ joint community-based rehabilitation services in City of Edinburgh;

♦ jointly produced public information on community care services;

♦ CPN attachment to residential children’s units and through-care to support young people with
mental health problems in North Lanarkshire; and

♦ jointly funded Young Carers support projects in several parts of Scotland.
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Witness Expenses

1. Background

The Health and Community Care Committee at meeting in March 2000 agreed to
invite witnesses from Northern Ireland to attend a meeting of the Committee to
given evidence in the inquiry on community care.  Northern Ireland has one of the
few examples of joint working between social work and health and the Committee
is interested in gathering evidence of innovative working and best practice.

2. Developments

Three representatives from Northern Ireland have agreed to give evidence to the
Committee at the meeting on 21 June 2000.  The witnesses have requested
travelling expenses.  One of the witnesses, a GP, has also requested that he be
reimbursed for loss of earnings occasioned by employing a locum in order to
attend the meeting.

The estimated costs are as follows:-

Flights for three people £705
Loss of earnings £180

Total cost £885

3. Witnesses expenses scheme

At present the Parliament has not yet approved a scheme for the payment of
witness expenses.

A draft of the scheme is presently with the Parliament’s solicitors and is unlikely
to be approved prior to the attendance of the witnesses.

4. Suggested course of action

If members are of a mind to recommend that expenses be paid to the witnesses
the Committee could agree to the payment in principle with payment being made
retrospectively once the scheme for witnesses obtains Parliamentary approval.

Jennifer Smart
Clerk
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