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AGE CONCERN SCOTLAND'S SUBMISSION TO THE HEALTH &
COMMUNITY CARE COMMITTEE'S REVIEW OF COMMUNITY CARE

About Age Concern Scotland

Age Concern Scotland is the leading voluntary organisation working throughout
Scotland to ensure that older people have their rights upheld, their needs addressed,
their voices heard and choice and control over all aspects of their lives.  Age
Concern Scotland has a membership network of almost 300 older people's groups
across Scotland.

Introduction

Age Concern Scotland congratulates the members of the Health & Community Care
Committee on their instigation of this review and on the prominence they have given
to community care issues in their meetings so far.  Since its inception, community
care, and by extension community care service-users, have occupied a marginal
position within the political agenda.  The appointment of a Minister for Community
Care to the Scottish Executive, and the creation of the Scottish Parliament's Health &
Community Care Committee represent long overdue advances for community care,
and Age Concern Scotland warmly welcomes these developments.  Community care
needs its political champions, and Age Concern Scotland hopes that the members of
the Health & Community Care Committee will continue to take on that role in
Scotland.

Terms of Reference

The majority of community care service-users are older people who have become ill
or disabled, therefore Age Concern Scotland would endorse the Committee's
decision to make care of older people one half of the main focus of its review.  We
would add, however, that, although the experiences of different community care
client groups can vary considerably, many of the issues which are raised by older
service-users will also have a wider relevance.

With respect to old age: the Sutherland report on long term care

Although the Royal Commission on Long Term Care, when it was appointed, was
given a relatively narrow remit to examine the funding and payment of long term care
for older people, the final report of the Commission took a much wider view and
examined and made recommendations relating to not only the funding, but the
quality and nature of care. Consequently, With respect to old age constitutes a
comprehensive, strategic examination of long term care from top to bottom, with
consideration of the rights and dignity of older people at the heart of its deliberations
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and recommendations.  Age Concern Scotland believes, that as a starting point to
reforming the system of long term care for older people, the work of the Royal
Commission is unlikely to be bettered in the near future and that, in the phrase of the
Health Select Committee of the House of Commons, it would be a 'dereliction of
duty' for the government to ignore the opportunity that the Sutherland report has
presented.  We are extremely disappointed, therefore, by the lack of response to the
report so far from either the Scottish Executive or the Westminster government.  We
are encouraged, however, by the Committee's decision to make the report a focus of
their review.

Because of the comprehensive nature of the Sutherland report, there are very many
issues arising from it, which there is unfortunately not room to explore in this
submission.  They are extremely important, however, and Age Concern Scotland
would urge the Committee to address them as part of its inquiry.  These issues
include:

uthe promotion of rehabilitation and preventive care;
uprotecting people's homes;
uimproving access to aids and adaptations;
uextending Direct Payments to people over 65;
uimproving cultural awareness in services for minority ethnic elders;
udeveloping the role of advocacy;
uimproving services for carers;
uremoving perverse incentives that favour institutional care (this would involve
altering the welfare benefits system, and so would be a reserved Westminster
matter.)

There are three key issues, however, which arise from the report's two main
recommendations - these are charging and paying for care, providing representation
of consumers and setting national standards for care.

Charging and paying for care

Members of the committee will no doubt be aware of the strength of feeling amongst
service-users and carers on the issue of paying for care.  Age Concern Scotland
believes that this anger is fully justified; the practice of means-testing and charging
older people for services which meet basic personal needs, such as bathing or
nursing care in a nursing home, represents, to use Sir Stewart Sutherland's own
phrase, a 'tax on frailty'.   After a lifetime of tax and National Insurance contributions,
older people had expected that, if they needed care of this type, it would be provided
on the NHS.  There is a feeling of betrayal that hard-earned savings, occupational
pensions or homes, or significant chunks of what are usually fixed incomes, have to
be used to pay for vital, intimate care.  The loss of the ability to care for oneself is
distressing enough, without the added indignity of being means-tested and charged
for services which one would rather not have to use at all.

The recommendation put forward by the Sutherland report is that 'the costs of long
term care should be split between living costs, housing costs and personal
care.  Personal care should be available after assessment, according to need
and paid for from general taxation: the rest should be subject to a co-payment
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according to means.'

Age Concern Scotland believes that this is a reasonable and practical proposal
which would create an affordable and sustainable partnership between the individual
and the state in meeting the costs of care.  It would remove the anomaly of forcing
older people to pay for health-related personal care, it would be clear and
understandable to users and carers, and above all, it would be fair, spreading the
unpredictable risk of long term care amongst the general population, rather than
having the burden fall on the shoulders of those who become sick or disabled in their
later years.  Furthermore, we believe that there would be public support in Scotland
for such a system - in a recent survey commissioned by Age Concern Scotland, 67%
of respondents said that they would be prepared to pay additional tax in order to
guarantee care in later life.1

Age Concern Scotland believes that it would be relatively straightforward for the
Scottish Executive to implement this proposal, by reversing the drift, which has taken
place in recent years, away from NHS-funded care and clearly re-defining which
aspects of care are the responsibility of the NHS and which could reasonably be
provided by local authorities.

Representation of consumers and national standards for care

These issues are encompassed within the second of the Sutherland report's two
main proposals: 'the government should establish a National Care Commission
to monitor trends, ensure transparency and accountability in the system,
represent the interests of consumers, and set national benchmarks, now and
in the future.'

This is an extremely important proposal which, with the creation of one body, would
address a number of major concerns about the current system.  At present there is
no statutory representation for users and carers within the community care system.
There is an urgent need for a national body which can act as an Ombudsman for
individual complaints as well as scrutinising the quality and effectiveness of the
system as a whole, and taking action to remedy inadequacies, through the courts if
necessary.

The setting of national benchmarks for both the quality of and charges for care would
also address another current problem.  The lack of consistency in the way that
different local authorities calculate charges for services and in the level and quality of
service they provide, has created significant geographical inequalities across
Scotland.  Service-users in some areas have faced sudden increases in charges and
had to choose between accepting a reduced service or suffering financial hardship
as a result.   The National (or  Scottish) Care Commission should set national
maximum charges, taking account of most older people's fixed, low incomes and the

                                                                
1Would you be prepared to pay more tax during your working life if it guaranteed that your care needs in

later life would be met free of charge?
Yes 67% (742), No 21% (230), 12% (135). (Base 1107)
Survey conducted for Age Concern Scotland by Scottish Opinion, October 1999
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extra costs caused by disability.  It should also set a national minimum level of
service and be responsible for monitoring the performance of local authorities to
ensure that they comply with these benchmarks.  Service-users across Scotland
have a right to know precisely what levels of service they are entitled to receive,
whether it should be free, or, if not, how much they will be charged for it.

It would require primary legislation to establish an independent, statutory body of this
kind.  The Scottish Executive has indicated that it will bring forward provision to
create a Scottish Commission for the Regulation of Care, as detailed in the White
Paper, Aiming for Excellence: Modernising social work services in Scotland, in its
second legislative programme. This would be a significant advance in the protection
and safeguarding of older people who need care: it would only be logical to complete
this process by creating a body like that envisaged by the Sutherland report (or
incorporating its remit into the powers of the Scottish Commission for the Regulation
of Care) at the same time.

Resource Transfer and the co-ordination of services between Health Boards &
Local Authorities

These two issues are closely linked, and are also addressed in the Sutherland
report.

Competition for resources between statutory agencies is a major contributor to the
'Berlin Wall' between health and social work services.  The lack of co-ordination and
communication which this causes is a serious impediment to effective service
delivery.  It leads to problems ranging from delayed hospital discharge, commonly
known as 'bed-blocking', to daily incidences of unmet need and service delays.

The government has already raised the prospect of pooling statutory agency budgets
in, for example, Modernising Community Care.  The Sutherland report recommends
that the government speed up the implementation of pooled budgets, at local and
national level, and that housing budgets also be brought into the pool, to improve
access to aids and adaptations (for which there are waiting lists of up to two years in
some parts of Scotland).  Age Concern Scotland would support this view entirely.  It
is all too often budgetary concerns, rather than the needs of individual service-users,
which drives community care provision in Scotland at present, and the creation a of a
single community care budget would remove at least some of the pressures which
individual agencies face.

Budget pooling will not in itself guarantee the effective seamless service delivery
which users need, however.  Age Concern Scotland would go further and suggest
that there also needs to be a merging of the agencies themselves.  The interests of
those receiving community care will be best served by responsibility being clearly
and firmly invested in a single authority, with a single point of contact for the user.
Although we look forward to seeing how Local Health Care Co-operatives are able to
improve co-ordination of service delivery, in the longer term we would like to see the
creation of locally-based, democratically accountable single authorities, representing
the continuum of community care, including housing.  This is an option which has
long been supported by the Health Select Committee of the House of Commons, and
which is already being put into operation by some Scottish local authorities.  We
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hope that the Health and Community Care Committee will also give this option
serious consideration in the future.

Best practice and the best means of delivering appropriate care

Although there are many aspects of community care which need urgent reform, as
this submission has only been able to give a small indication, it should also be
emphasised that, for a large number of individuals, community care has been a
success.  There are examples of excellent practice being carried out both within local
authorities and Health Boards, and by individual home care or primary care teams,
which are enabling older people with illnesses or disabilities to continue to live
normal, independent lives in their own homes.

The Sutherland report's proposals point the way towards the best means of
delivering appropriate care for older people.  Providing adequate information to
enable people to access services in the first place must be the starting point,
followed by prompt assessment and service delivery, achieved through integrated,
multi-disciplinary joint working and shared resources.  A fairer system of paying for
care will be essential if that is to be achieved.  Once services are in place, their
quality is paramount.  Above all, imagination, sensitivity and listening to the views of
users' themselves are required to develop services which will actually enable older
people to live they lives they want, rather than making them fit into existing provision.

The best sources of information about best practice and the best means of delivering
care are service-users themselves.  Only they can genuinely say what is working,
and where, and what isn't, and only they can say how their needs will best be met.  It
cannot be emphasised enough that a community care system which is not driven by
the voices and experiences of service-users at all levels of planning and delivery will
not meet those users' needs effectively.  There are users' groups, community care
forums and user involvement projects across Scotland, including Age Concern
Scotland's Fife User Panels, for example, and we would urge that the Committee
take time to meet with and listen to those groups as part of this inquiry.  It is essential
that the Scottish Parliament leads by example, by putting the voices of users at the
centre of policy-making at national, as well as local, level.

Conclusion

As we have already indicated, it would be impossible to fully address either the
issues arising from the Sutherland report, or issues relating to community care more
generally, in the space available in this submission.  Age Concern Scotland would
welcome the opportunity to talk to the Committee in more detail about the issues
within the remit of this review, and the others we have mentioned.  There are other
issues still, which we have not touched on, such as provision of information, advice
and advocacy services, barrier-free housing and accessible, affordable transport
services, which are central to effective community care and which come, in part at
least, under the remit of other committees.  We recognise fully the constraints of time
which the Committee faces, but we would urge that members take into account the
holistic nature of effective community care and co-ordinate their work with that of
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other relevant committees, in order to examine the many aspects of community care
as fully as possible.

In conclusion, we would state once more Age Concern Scotland's support for the
recommendations put forward by the Sutherland report.  Some of the finer details of
the recommendations will need discussion and consultation with users, carers and
care providers (for example, to decide the exact definition of personal care).
However, Age Concern Scotland believes that the implementation of these practical
and compassionate proposals would bring the vision of person-centred, sensitive
care which enables older people to lead independent, fulfilling lives, much closer to
reality.  The Sutherland report concludes by saying that action on care for older
people is pressing.  Age Concern Scotland would go further and say that it is
imperative.  We hope that members of the Committee will also support the
Sutherland report, and will urge the Scottish Executive to implement its
recommendations in the near future.

Age Concern Scotland, 113 Rose Street, Edinburgh EH2 3DT. Tel. 0131 220
3345
Fax 0131 220 2779   susanaitken@acsinfo2.freeserve.co.uk
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Alzheimer Scotland - Action on Dementia

Submission to the Health and Community Care Committee Inquiry into
Community Care

1 Introduction

Alzheimer Scotland - Action on Dementia is a membership organisation representing the interests of
people with dementia and their carers in Scotland. We are providers of specialist dementia care
services across Scotland and work with the Dementia Services Development Centre to promote the
provision of high quality services in a variety of ways. We welcome the inquiry and the opportunity to
submit evidence on an area of public policy which is of vital concern to people with dementia and their
carers.

This report is informed by a considerable range of evidence gathered from our branches and carers
groups throughout Scotland in response to the Royal Commission on Long-term Care and the Scottish
Affairs Committee Inquiry into the Implementation of Community Care; recent research reports and
our own experience as a provider of specialist services.

The problems confronting local authorities and health boards in tackling the joint provision of
community care services have been well recognised for over 20 years.  We welcomed Modernising
Community Care;an Action Plan, and the White Paper Aiming for Excellence. However, these
measures will not be enough to make community care work well for people with dementia and their
carers.

1.1  Dementia as an illness

Dementia is a major public health issue, being the fourth biggest killer disease after heart disease,
strokes and cancer.  It is a devastating illness which progressively destroys the brain cells causing:
impaired memory and communication; impaired reasoning and decision-making; high levels of stress;
behavioural changes, and acute sensitivity to the social and built environment.  Most people with
moderate to severe dementia have a major difficulty with self care and need continuous supervision.
Unlike people with other medical conditions, the ability of people with dementia to make decisions
about their own care diminishes as the illness progresses and leaves them reliant on others.  The
impact of the illness is therefore extremely distressing for the person with dementia and for his/her
family and friends.

Dementia affects an estimated 60,000 people in Scotland to-day.  Numbers will rise to an estimated
67,000 by 2011.  Over half those diagnosed (55%) are aged over 80 and a further 30% are in their
70s.  There are a significant number of younger people with dementia.

1.2  Service requirements

People with dementia require a highly individualised approach to their care which must take account of
their changing health, personal, social, cultural and accommodation needs over many years.  It is useful
to think of dementia as a disability because it encourages rehabilitative and therapeutic approaches that
help sustain the declining abilities of people with dementia.  They require comprehensive services from
early diagnosis and assessment to terminal care.  The provision of regular short-breaks, practical help,
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carer education and information have a significant impact on the ability of carers to sustain their caring
role. We welcome the Government’s recognition of the value of these services within the National
Strategy for Carers.  However, one in five people with dementia have no informal carer and will be
reliant on statutory services to make arrangements to meet all their support needs.

Our vision of the range of services which should be available to every individual with dementia and
their carers throughout the illness is set out in table one. We are in the process of developing the
foundation for a Scottish Dementia Action Programme which we would like to see taken forward in
collaboration with all interests over the next five years.

2  Issues arising from the Sutherland Report

We strongly endorse the recommendations of the majority report and the principles which underpin
them.  The key recommendation was that ‘the costs of care for those individuals who need it should be
split between living costs, housing costs and personal care.  Personal care should be available after an
assessment, according to need and paid for from general taxation; the rest should be subject to a co-
payment according to means’.  Charges for personal care in the home for those assessed as needing
them would be abolished.  The perverse incentives that had encouraged inappropriate long-stay care
would be significantly reduced.  The current system is viewed as fundamentally unfair because
dementia is not treated on a par with other illnesses such as cancer under the NHS.  People with
dementia are means-tested for many of the essential services to meet their needs, including home
support, residential and nursing home care.

We are concerned that the views of the dissenting members of the Royal Commission may be being
given more credibility than they deserve.  The dissenters recommend that: individuals should arrange to
meet their own care costs in old age; the State should only step in to help the poor and provide
incentive schemes for private insurance; nursing care should be provided free in nursing homes if a
qualified nurse is needed.   The minority recommendations fail to remove the current injustice of
people with serious illnesses such as dementia, being means-tested to find out if they are eligible for
free care.  The unfairness of the current system, so well described by the Royal Commission, will be
continued.  The dissenters fear that the recommendations of the majority of the Commission are not
financially sustainable because costs will rise to meet the expectations of increasing standards of care
and that demand for long -term care will rise.  The evidence for this is much weaker than the weight
of the findings that the Commission used to shape its own recommendations.

Responsibility for creating the fundamental shift recommended by the Commission in the way services
are paid for lies with the UK Government and not the Scottish Parliament.  Therefore the Scottish
Executive should do its utmost to influence the response of the UK Government to the
recommendations of the Royal Commission.  If the Scottish Executive were to go it alone and
implement recommendations out of the existing Scottish block of funding this would have profound
implications for other publicly funded services in Scotland.

In the meantime, certain short-term measures might be taken by the Scottish Executive which would
improve equity of access to long term care and facilitate the appropriate use of resources to meet the
needs of individuals.  The first proposal is directed to the Health Service in Scotland.

• NHS MEL(1996)22, NHS Responsibility for Continuing Health Care.
Amend this Guidance to enable greater access to NHS funds to meet the care costs of people
with dementia and other chronic illnesses who have been assessed as needing 24 hour care in
a residential or nursing home care, but who do not meet the tight clinical criteria for admission
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to NHS hospital care.  This would have an immediate impact on ‘bed-blocking’ in hospital
wards.

 The following proposals relate to local authority policy and practice on charging for services. We
endorse the recommendations of the Scottish Consumer Council, in its recent report, Charging On,
that the Scottish Parliament should review current policy on charging for non-residential community
care services, and in particular, consider whether there is a need for a consistent national approach.

• Guidance Circular 21/1/94 s11. Amend guidance to discourage the use of discretionary powers
which enable local authorities to place a charge on liable relatives (spouses) to contribute to
the costs of short-term or permanent residential care.  Many elderly carers are asked to make
a contribution to respite care costs and find this particularly distressing when they have
foregone taking a break for many years.

• SWSG2/99 Appendix 1 paragraph 3005. Paying for temporary care for up to 8 weeks.  The
rules say that the social work department need not do a full financial assessment for the first 8
weeks respite care.  They may fix their own rates for temporary residents. They can decide
what is a reasonable charge to make. However they are entitled to charge the full cost from
the first day.  Prior to the 1990 Act local authorities charged a low equitable flat rate per week
of about £45 per week. Now the majority of local authorities charge the full rate, which can be
as much as £350 per week. It is proposed that local authorities should be encouraged to return
to the earlier position and charge an affordable low flat rate, perhaps the equivalent of the
Attendance Allowance.

The loss of income which would have accrued from individuals would need to be calculated and
authorities compensated accordingly.

The need to address quality issues is also crucial. We welcome the proposal to establish the Scottish
Commission for the Regulation of Care which will regulate all residential, day care and home support
services and press for its early implementation.

3  Resource Transfer

In our submission to the Scottish Affairs Committee Inquiry we quoted evidence of severe problems
with resource transfer which were hampering the development of new community based services for
people with dementia. Problems with resource transfer are now widely recognised and highlighted in
the Accounts Committee Report, Shifting the Balance, and in its forthcoming report.

There is a severe shortage of respite care for people with dementia as a direct result of the hospital
closure programme and poor reprovisioning through resource transfer for this group.  In 1993 a survey
commissioned by the Scottish Office found that 66% of respite care places for people with dementia
were provided by the NHS for people with dementia who could not easily be cared for in residential or
nursing homes.  With the introduction of the NHS Responsibility for Continuing Health Care Guidance
the availability of NHS respite beds diminished further.  A major problem is that ‘respite care beds’
had not been identified and classified as such in many hospitals because the beds used were on
assessment and rehabilitation or long-stay wards.  They were therefore an ‘invisible’ resource in terms
of resource transfer.  There is little evidence in the published community care plans that any
calculation was made of the additional places required in the community to compensate for this loss.
There is considerable evidence that resource transfer funds were used to purchase long term care
places in nursing homes and residential homes.  Many people who had previously received respite care
free from the NHS found themselves charged up to the full amount of £350 per week. Generally those
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needing NHS respite care also needed it on a regular basis throughout the year.  Our other main
concern with resource transfer is that very little has been used to commission new community based
services for people with dementia, such as home support or innovative day care.

4  Co-ordination between services

People with dementia have complex health and personal care needs which change over time as the
illness progresses.  They will routinely require support which crosses agency and professional
boundaries. Joint commissioning is seen as an important way forward for addressing their requirements
and research shows that effective joint commissioning is dependent on the pooling of budgets.  There
appear to be few joint commissioning initiatives in relation to the care of people with dementia in
Scotland and we hope that the forthcoming guidance will make it clear that the pooling of budgets
between health and local authorities is lawful.

Protocols need to be published that make clear the responsibilities of health and social work staff and
also establish clear channels of communication to ensure that people receive the seamless services
they require, that is, people do not get lost or forgotten when they are referred from one agency to
another.  Protocols should be the ‘maps’ for ‘care pathways’ on which people with dementia can
progress from diagnosis and initial assessment through information and advice, day care, home support
and respite care to residential/nursing home (including palliative care).

5  Best Practice examples : examples of integrated approaches

i)  Dementia Care Project, Ross-shire. Establishment of multi-disciplinary community mental health
team to provide locally based integrated multi-disciplinary care for elderly people including those
with dementia and their families. Partners in this pilot project include Highland Health Board,
Highland Primary Care NHS Trust, Highland Council Social work Department and Alzheimer
Scotland - Action on Dementia.

ii)  Midloch Project, Glasgow. This GP based project employs a nurse with specialist dementia care
training who acts as a single referral point, carries out assessments and  accesses services across
agencies for people with dementia.  This project has been able to identify unmet need and has set
up an innovative bathing service.

iii)  Primary Care Link Worker (Dementia Services), Dumfries and Galloway. Partners: Alzheimer
Scotland - Action on Dementia, Health Board, NHS Trust and Social Services Department.

iv)  Rosebank, Kilmarnock. This local authority residential home offers short-stay, day care and
emergency over-night respite care in a small homely specialist dementia care unit. It provides an
outreach service to cares in the community.  Packages of respite care are flexible to meet the
needs of individuals.

Progress is clearly being made but these services are available to only a relatively small numbers of
people with dementia and their carers depending upon where they happen to live.

6  Views on best means of delivering most appropriate care

Consultation with carers and people with dementia is central to ensuring the most appropriate care is
delivered to meet their needs. Research indicates approaches which reduce carer stress and delay or
reduce admission to long-stay care provision include: early intervention services, including emotional
support and carer training;  the involvement of cares and people with dementia in service planning; co-
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ordination of care by a care manager trained in dementia care; home support staff trained in dementia
care; continuity of home support staff; and regular short breaks within a strategic approach at local
level to maintaining people in their own homes for as long as possible.
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Table 1.
Stages of Dementia Care & Services that should be available to respond to
identified needs

Stages Services

Diagnosis

Multi-
disciplinary
assessment

Community
services

Long term care

Palliative care

initial
assistance  &
support

long term
planning

crisis

intensive

rehabilitation

• diagnosis

 

• mutual peer group support

• befriending

• information and emotional
support

• specialist advice

• memory training and
rehabilitate activities

• appropriate drug treatments

• advocacy

• financial and welfare benefits
advice

• employment advice

• legal advice

• genetic testing

• counselling

• training

• day care

• home support

• respite care

Care co-
ordination and
care management

(including multi-
disciplinary re-
assessment
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The Scottish Parliament

The Health and Community Care Committee
review of Community Care

Submission by the Scottish Health Boards' Network on Community
Care ( hereinafter referred to as "the Network" )

1 Background

1.1 The Network was established some seven years ago, under the auspices of the General
Managers (now Chief Executives) of Scottish Health Boards. Its aim now, as then, is to
ensure that practical experience in interpreting policy, and developing and implementing
strategy, in relation to Community Care for all client groups, is shared widely. In this way,
Health Boards can learn from each other and achieve a common understanding of topical
issues; in turn this can lead to greater consistency in practice. Where necessary, the Network
may seek clarity on specific issues from Scottish Executive colleagues, and it also expects,
through the combined expertise of its participants, to influence debate at a National level.

It is stressed that the views expressed in this paper are those of contributors from the
Network, and cannot be assumed to reflect, necessarily, the views of Health Boards or Health
Board Chief Executives generally.

2 Introduction

2.1 The Network is committed to the full implementation of community care principles,
where all community care client groups, including older people, and those with mental health
problems, can be cared for in their own homes or in homely settings in the community. That
is what the majority of those who receive services, and those who may need care and support
in the future, say they want. Some key changes need to be made to ensure that practical
implementation can be delivered sooner rather than later and, to that end, issues identified in
summary in this paper could usefully be addressed. Without doubt, health and social care
services need to be planned and delivered (along with other services) in a fully integrated
way. But it is more than that. Issues of accommodation, of transport, of leisure and recreation
and so on, must be part of the context in which health and social care support is set. The
specific, properly assessed, needs of individuals must form the basis of flexible and
responsive services that are resourced at a level which can meet those needs timeously, and,
also, must allow choice and independence. No matter where you live in Scotland, you should
have a reasonable expectation that the service offered to you is comparable with the best
available elsewhere.

1
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3 Issues arising from the Sutherland report

3.1 The Network considers that there was clear thinking, and a very good understanding of
the day to day practicalities, on the part of the Royal Commission. It is difficult to argue with
the main recommendation that the costs of long term care 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. We believe that there should be an equitable level of support to
all vulnerable people in Scotland. Tinkering with the recommendations will, almost
inevitably, disadvantage one group or another - there needs to be an overt "fairness" for all.
that can be demonstrated in practice. Since the Royal Commission illustrated that there is no
demographic timebomb and that its recommendations are affordable, it is hoped that the
Scottish Parliament can take an early decision to implement the recommendations in full.

3.2 The question of charging for social care needs clear National thinking and consistent
countrywide application, not least as the NHS reduces capacity within which a free service is
given, with care and support transferred to a social care or joint model of service, where
charges may be required. The overall system should, again, allow fairness at all times.
Increasingly, and rightly so, NHS Trusts, and Island Boards that directly manage services, are
working in an integrated way to deliver "generic" services with their local Social Work
Departments. If NHS Trusts employ the generic worker, can the service be free; even when
the care delivered includes support traditionally given by Social Work staff for which a
charge would normally be levied? It is not at all helpful to have to draw a line between what
is, or is not, health or social care and simple non-bureaucratic means have to be found to
resolve this ongoing issue. The true current cost of collecting the income from charges should
be made explicit, so that the value of that investment by Councils, compared with income
achieved, can be justified.

4. Resource Transfer

4.1 The basic premise that properly identified NHS resources must accompany a shift in
responsibility for commissioning/providing services is not in dispute. The opportunity to
maximise such resources needs to be taken at all times. The Network takes the view that all
financial calculations should be completely transparent to all partners. There is evidence that
mutual trust and respect develops between partners who work together over a period of time,
especially when there is organisational stability, and openness and transparency follow.
Organisational change, or the change of key personalities, undoubtedly impacts, often
adversely, on this.4.2 The Community Care spends needs to be modernised. The resource
transfer mechanism itself is now an out of date way of achieving the shared agenda. Indeed, it
could be said to mitigate against achieving common goals since it can perpetuate the rigidity
of transferring fixed sums per bed closed/patient discharged, to Social Work Departments.
Financial arrangements need to be more sophisticated since new services may be "in the
middle". Much more openness is required to identify fully the resources available from ward
or bed closures. This should include management and administrative "overheads".
Transparent accounting should allow that money ie: resources released, to be "put on the
table" for joint commissioning from a pooled resource. In the light of their own local
strategies and implementation plans, partners would choose together their investment
priorities. The spend could be on social work, health or generic services and
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consideration could be given to the role of increased voluntary sector provision. In this way,
even more innovative, flexible and responsive services could be put in place which respond
to assessed need.

4.3 The Network would suggest that even then, there is scope to move beyond joint
commissioning and pooled resources, to one partner taking a lead role, or having a joint
"Board", based on local agreements, for commissioning integrated health and social care. The
conclusions, soon to be published, from a recent conference" Beyond Joint Commissioning",
partly sponsored by the Network, should be further considered in this regard when available.
Similarly, the findings of the Perth and Kinross invest to save project need to be carefully
considered for wider application.

5 Co-ordination of services between Health Boards and Local Authorities

5.1 Close collaboration, not just co-ordination, is key to success. It needs explicit
commitment from the very top of each partner organisation, and dav to dav practical
application by all concerned to make it really work. Integrated working has to be seen as "the
way we do things here" and not as an add on. Some topical collaboration issues have already
been touched on in earlier sections of this paper.
5.2 The success of community care will be achieved, amongst other things, through:
• joint population needs assessment and clear systems for individual needs assessment -the

health and social care needs of the resident population should determine the allocation of
resources for local models of care, appropriately targeted. Some disinvestment and
reinvestment may be required to better match needs with resources, in different parts of a
Health Board/Council area. Clear and thorough individual needs assessment processes,
which work well in practice, also need to be in operation, with patient/client involvement.

• a common understanding of individual and shared agendas' -so that unilateral action on
the part of one partner, which may shunt responsibility or costs to other partners, are
avoided. There should be no hiding place for statutory agencies, or their staff, who are
unwilling to work in close partnership with others, including service users.

• joint priority setting and agreement on areas for investment of resources -so that all
requirements impacting on care for individuals are considered in the round. For example,
where best value exercises are being undertaken by Local Authorities, health colleagues
should be involved as a matter of routine. This could be said to be moving from "best
value "to "even better value". The prospect of combined health and social care resources,
targeted effectively to meet the assessed needs of the population, and individuals within
it, is a powerful incentive to work together.

• through joint training initiatives -some aspects of training for practitioners could be
delivered on the basis of common "modules" where possible, recognising the valuable
professional contributions from health and social work staff. However, breaking down
inappropriate/unnecessary professional barriers is really important. Training for
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managers/planners, to ensure that they, too, maintain their knowledge of modern services
up to date, is essential for them to be able to lead, give positive direction and be able to
motivate others to even higher standards of care.

• clear and understood accountability -there is a need to improve joint monitoring and joint
accountability. There is evidence in practice that some, if not most, operational services
can be managed by one person taking responsibility for services across agency
boundaries, taking budgetary responsibility and achieving more flexibility in the use of
resources. Accountability should be about the quality of the service first, as well as about
financial issues. (See "best practice" at 6.2 below). Similarly, joint appointments for
planning staff for specific client groups can be organised but that is so much easier where
Health Board and Council boundaries are co-terminous. The complexity for Health
Boards that work with several Council partners, or indeed, for Councils that work with
more than one Health Board, should not be underestimated.

• public involvement -those receiving services, their carers, and those coming along behind
who will need services in the future, need to know what to expect from health and social
care partners. They need to have the opportunity to be fully involved in the process of
planning and in service delivery. They need to be equipped to maximise their input and
this includes access to well developed advocacy arrangements. The Network fully
supports such an approach but would point out that done well, this is very time
consuming in terms of time spent in constructive dialogue within, and very often outwith,
normal working hours. To be effective for all concerned, public involvement has to be
adequately resourced.

6 Particular examples of best practice

6.1 The Committee will have received many examples of good and best practice in other
submissions. The Network recognises that such practice is constantly evolving and has
chosen not to isolate particular examples for this submission. The need for good quality
appraisal of services that deliver what is expected of them, when they are needed, is
fundamental.

6.2 The Network would ask who decides what is good or best practice? Is this purely a matter
for local subjective agreement or is there a need for clear national criteria against which such
a judgement can be made? We acknowledge the contributions from the new National Care
Standards Committee; the Clinical Standards Board for Scotland; the Scottish Health
Advisory Service; the Mental Welfare Commission; the Mental Health and Well being
Support Group; local performance management arrangements; academic institutions
conducting evaluative research and so on, not to mention similar "inspectors" for social care
services. However we question the extent to which such regulation and inspection is
regulated and integrated itself. It seems that there is overlap and duplication and that there
would be merit in reviewing the scope of the various bodies now having some sort of
inspecting/regulating role. Whilst fully supporting the need for an appropriate level of
scrutiny, a proliferation of inspection places increasing pressure on those at Health
Board/NHS Trust level, who are required, along with everything else, to deliver reports and
service visits. The "performance agenda" needs to be focused on key areas for improvement
that will really make a difference, against a backdrop of continuous improvement on a wider
range of issues.
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7 Delivering the most appropriate care to patients

7.1 Some further issues not mentioned above include:
• Integration at the Scottish Executive -integration of timescales from different parts of the

Scottish Executive is essential to allow local partners to deliver together. Consistency in
approach, for example, in the discretion given to Councils in personal allowances for
people in residential care which can lead to inequity across different parts of the country
conflicts with the attention being given to addressing "postcode prescribing." New
guidelines regarding houses of multiple occupation have unhelpful implications for
people in supported accommodation which cuts across the modernising community care
agenda. Any uncertainty around registration can seriously frustrate local progress.

• Funding new initiatives -sometimes funding is allocated to Health Boards and sometimes
to Councils. There is evidence to show that in many cases there is full discussion at a
local level before any such funding is used but this is not yet universal practice, and
should be. Consideration should be given to all such allocations being made to partners
collectively, with a clear requirement that local agreement is reached before funds can be
committed.

• Delayed discharges -there is no quick fix. Systems to collect data based on the national
definition has been largely implemented and will serve as a baseline to judge progress in
future. This underscores the need for joined up information systems at both planning and
operational level between Health Boards, NHS Trusts and Social Work Departments.
This is likely to need significant investment over a period of time. The element of
additional health resources allocated for the purpose of delayed discharges is welcomed.
The separate allocation to Councils is also welcomed but, announced separately, at a later
date and as anon -recurring allocation required a review of plans already agreed at local
level to ensure maximum impact from the total money available. Again this underlines
the need for an integrated approach at the Scottish Executive.

• Balance of care -since 1992 the number of NHS long stay beds has decreased on average,
it is understood, by some 7% per year. Concurrently, the number of nursing home places
generally has risen, although there are "regional" variations including some remote and
Island locations with no provision. Often, resources have been committed to the Nursing
Home sector at least, in part, because the places were available rather than as part of an
agreed local plan. Health Boards have a view on the number of NHS places needed to
meet the needs of their resident population. The Network suggests that similar population
needs can be assessed to identify the number of nursing home and residential care places
required in each Council/Health Board area too. In this way, local partners could identify
the overall balance of care provision needed, jointly commission within that context, and
not exceed that agreed number. In this way further re-enforcement would be given to the
practical implementation of community care to support people at home, wherever
possible, by positively directing the investment in that way. This would give greater
clarity to independent sector providers who could, more readily, identify gaps in service
provision within each locality's agreed and publicised overall balance of care as well as
see where sufficient capacity already exists.

      End.
      SHBN CC/ AugustOO
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The Health and Community Care Committee

7 September 2000

Community Care Inquiry

1. Background

The Committee agreed a programme of evidence sessions for the community
care inquiry at the meeting on 31 May 2000.

It was agreed to complete the evidence sessions by the October recess with a
view to publishing the report in November 2000.  A programme of these sessions
is attached (Annexe C)

2. Developments

The Scottish Executive is due to make an announcement on the Scottish
response to the recommendations in the Report of the Royal Commission on
Long Term Care (The Sutherland Report) in due course.  Attached is a summary
of the points made in the UK response (Annexe B)

3. Next Step

As an initial step it is proposed to ask the Executive questions in relation to the
Report’s recommendations.  These are attached (Annexe A) and the Committee
is asked to approve them.

The Executive have been invited to attend the meeting of the Committee on 18
September 2000.  With the Committee’s agreement, these questions will be
submitted to the Executive with the request that a written response be made prior
to the meeting on 18 September 2000.

4. Recommendations

Members are asked to note the forward workplan and agree the questions to the
Scottish Executive.

Jennifer Smart
Clerk

Agenda item 2

Health & Community
Care Committee

6 September 2000
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ANNEXE A

Health and Community Care Committee – Questions to Scottish Executive on
Response to the Royal Commission on Long Term Care for the Elderly

1. When does the Scottish Executive intend to respond to the Royal Commission on
Long Term Care for the Elderly?

2. The Response to the Royal Commission on Long Term Care for the Elderly in
theNHS Plan for England is based on a calculation that three-quarters of those in
residential or nursing home care already get some or all of their personal care
costs met from public funds.  In Scotland what is the proportion of the population
in residential or nursing home care whose personal care costs are met from
public funds?

3. The NHS Plan in England has recommended that nursing care for older people in
all settings is made available free at the point of use, paid for out of general
taxation.  The NHS Plan also states that access to free personal care should only
be made available after an assessment of need.  How much extra would it cost at
current prices to make personal care free at the point of use for

(a) all those currently in residential or nursing home care
(b) those charged for personal care delivered in their own home?

4. In a bid to promote independence, provide choice and raise standards of care,
the NHS Plan was used to announce new investment in intermediate care and
associated services rising to £900 million a year by 2003/04. How much would
need to be spent to make a similar difference to the level and quality of
intermediate care and associated services available to older people in Scotland
over the same time period?

5. The NHS Plan for England has indicated that responsibility for those with
preserved rights to higher levels of Income Support and Residential Allowance is
to be transferred to the local authority.  What would be the resource allocation
required to meet the cost to local authorities in Scotland if responsibility for those
with preserved rights was to be similarly transferred?  What proportion of these
costs relate to older people and what proportion to others?
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ANNEXE B

HEALTH AND COMMUNITY CARE COMMITTEE

BRIEFING PAPER ON THE RESPONSE IN ENGLAND TO THE ROYAL
COMMISSION ON LONG-TERM CARE (SUTHERLAND REPORT)

In July 2000, following its Spending Review, the Government issued the NHS Plan
through the Department of Health.  This comprises two volumes;  Volume Two is
titled ‘The Government’s response to the Royal Commission on Long Term Care’
and details the measures that will be implemented in England in response to the 24
recommendations of Sir Stewart Sutherland’s Report.  The key features of the
response are outlined below.

♦ The recommendation that personal care required for assessed needs should be
free at the point of delivery to the individual, funded from general taxation,  has
been rejected.  NHS nursing care, however, will be free in all settings, including
nursing homes, from October 2001 – reference to ‘costs for the registered nurses
involved in their care, or for the specialist equipment’.

♦ There will be a three month disregard from April 2001 on the value of any home
owned by an individual entering residential or nursing home care.

♦ There will be an uprating in April 2001 from £16,000 to around £18,000
(restoration to 1996 value) in the capital disregard for calculating the contribution
to care home costs.

♦ Statutory guidance will be issued to reduce the variation in charging for
domiciliary support.

♦ Resources will be transferred to local authorities to support those currently
supported by the DSS under ‘preserved rights’ and to discontinue the residential
allowance component in income support (a perverse incentive to placement in an
independent care home).

A number of associated measures are announced as part of the NHS Plan.

♦ An additional £900m investment in intermediate care and related services by
2003/4 to extend the scope for recuperation and rehabilitation.  This will include
rapid response teams, additional home care and equipment, and extended
respite services to assist informal carers.

♦ Proposals for strengthening partnerships between health and social care;  these
include a provision to allow the creation in place of a Primary Care Trust of a
Care Trust, ‘new single multi-purpose legal bodies to commission and be
responsible for all local health and social care’.  (nb The Health Act 1999
removed for England certain legal obstacles to joint working by allowing the use
of pooled budgets, lead commissioning and integrated providers.)

♦ Publication later this year of  a new National Service Framework, with
implementation from 2001 of standards for services for older people across
health and social care.

♦ Introduction from April 2001 of a single assessment process for health and social
care, protocols to be agreed locally.
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ANNEXE C

Health and Community Care Committee

Community Care Inquiry – Programme of Evidence Sessions

6 September 2000

Age Concern Scotland
Alzheimer Scotland – Action on Dementia
Scottish Health Boards’ Network

13 September 2000

Royal College of General Practitioners
Carers National Association
Edinburgh Users Forum

18 September 2000

Scottish Executive
Scottish Pensioners Forum

20 September 2000

Feedback from visits and consideration of conclusions and recommendations

4 October 2000

Deputy Minister for Community Care
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Health and Community Care Committee

Conference Invitations

Date Organisation Topic Venue Duration Participation
17 or 21
November
20000

Lothian and Borders
Voluntary
Organisation Forum

Debating the
“Way Forward for
Care in the
Voluntary Sector”

Dewars Centre,
Perth

1 day Audience

4-5 October
2000

Council for
Voluntary Service
AGM and Annual
Conference

Building Capacity
– Building
Communities

Four Seasons
Hotel, Aviemore

2 days Panel Session on day
2 of the event

10, 17 or 31
October

C-Level (formerly
the Glasgow
Hepatitis C steering
group)

Hepatitis C -
Annual General
Meeting

TBC 1 day Address the meeting

Agenda item 3

Health & Community
Care Committee

6 September 2000
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The Health and Community Care Committee

6 September 2000

Contacts

1. Background

The Committee previously agreed that invitations from outside organisations,
offers of information and requests for inquiries be considered by the Committee
prior to any action being taken.

The current outstanding invitations are shown in the appendix to this report.

2. Recommendation

The Committee’s view is sought.

Jennifer Smart
Clerk

Agenda item 4

Health & Community
Care Committee

6 September 2000
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Health and Community Care Committee

CONTACTS FROM OUTSIDE ORGANISATIONS

Presentation

Organisation Name Subject Matter Agreed Action

Parents for Perth
Royal Infirmary

Julie Fielding Acute Services
Review and
concern regarding
the outcome of the
review.

The Chartered
Society of
Physiotherapy

Susan Aitken The role of
physiotherapists in
providing and
improving patient
care

The Queen’s
Nursing Institute
Scotland

Lis Cook Opportunity to
discuss innovations
and explore key
challenges for
primary care
nurses

Royal College of
Paediatrics and
Child Medicine

T L Turner Opportunity to
outline role of the
College’s
Committee in
Scottish Child
Health Services

ENABLE Norman Dunning Briefing offered on
the review of
learning disability
services

Possible Inquiry Topic

Organisation Name Subject Matter Agreed Action

Tayside Centre for
General Practice

Professor Bain –
General Practice

How to optimise
standards and
training in primary
care and
discovering how
funding is utilised
at the present time

No organisation Nora Radcliffe
MSP

Provision of
general medical
services in Portsoy.
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Offer of Visit

Organisation Name Subject Matter Agreed Action

Biomedical
Scientific Staff
Haematology Dept
Edinburgh Royal
Infirmary

Pamela Dawson Informal visit to a
haematology lab
and opportunity to
talk to staff


