            RESHAPING CARE FOR OLDER PEOPLE
Follow up Leadership Summit
Monday 8 February 2010

This report provides an overview of the main themes and messages from presentations and discussions which took place on the day.   Delegates included elected members, chief executives and heads of service from the local authority sector, and board members, chief executives and senior managers from NHS Scotland. 
The day was facilitated by Frank Clark CBE, convenor of the Care Commission.
Shona Robison MSP, Minister for Public Health and Sport introduced the event by setting out some of the challenges facing an increasingly elderly population in Scotland, in the context of the emerging proposals being taken forward by the Reshaping Care workstreams.   Crucial to this would be the forthcoming phase of public engagement, in which the views of the public and a wide range of cross-sectoral organisations would play an important part in catalysing change.   Ms Robison made clear in her address to delegates that she was looking for their support in leading and catalysing this change, and that their collective role in doing this would be just as important during the public engagement phase. 
Councillor Ronnie McColl, COSLA spokesperson on Health and Wellbeing acknowledged the points made by the Minister and drew delegates’ attention to the excellent work already being done in the local authority sector to respond to some of the well-documented challenges facing the Scottish population as a whole.  Close working ties, particularly between the local authority sector and NHS Scotland but also increasingly with voluntary and private sectors, would be necessary as we enter this next phase.  Councillor McColl also highlighted some valid concerns about the need for relationships to mature still further to enable some of the issues to be tackled jointly and effectively. 
In a personal perspective of the challenges facing Scotland’s people and the systems serving them, Lord Sutherland alluded to some of the issues dealt with in his review of Free Personal and Nursing Care – referring to the advantages inherent in single points of entry for assessment of care and for commissioning; the attractions (and potential pitfalls) of a single system of finance; some of the challenges still faced in terms of record keeping; the value (often understated) of effective research; and the need to ensure housing issues and design for the future remains a full and equal contributor to the debate alongside health and social care perspectives.
Barbara Lindsay (COSLA) and Tim Davison (Chief Executive, NHS Lanarkshire) both added brief perspectives on the shared challenges public sector organisations face in Scotland on Reshaping Care for Older People.   Both articulated how some of the strategic imperatives already referred to by the Minister, Councillor McColl and Lord Sutherland actually need to translate into action and activity “on the ground”.  Both also spoke persuasively about the need to continue to transform working relationships in ways which engender and encourage clear communication and governance, and share accountability to Scotland’s people for developing a fresh approach to their future health and care. They recognised the importance of public and workforce engagement aimed at building a consensus both around the overall “direction of travel” and the implications this will have for the way we organise, deliver and pay for care. Their contributions set the context for the afternoon small group discussions. 
Group Discussions 

Delegates were asked to discuss and feed back points on each of the following subjects (also addressed in the afternoon session).   Responses to each have been summarised in detail (and are available on the JIT website) but brief summaries follow as below for the purposes of this report.  
Models of Care

Delegate views reflected a broad consensus to the direction of travel ie to more independence and promoting wellbeing – but there were many views expressed about where the emphasis should lie in the context of different services. Developing community capacity, whether in the sense of volunteering, support for unpaid carers or of looking at new ways to encourage practical involvement across sectors and with the public, was seen as very positive and emerged as a particular theme.  There was also broad agreement to delivering more care at home – though views about the current realities of doing so reflected a general perception that change is required to facilitate this.  
Economics of Care
Delegates on the whole did not feel that money was adequately targeted or that current mechanisms encouraged better joint working.  Allying finance to  measuring outcomes was seen as difficult but attractive in terms of transcending boundaries between hospitals/care homes/care at home.  In that sense it was felt that the IRF would help.  Barriers to joint financing were well known, though delegates offered some positive views about how to overcome these.  Strategic (and UK-wide) issues seen as tricky to overcome included linkage to benefits/taxation legislation.  A sound evidence base for what works was seen as very important. There were real concerns expressed around the scope to shift resources from acute to primary/social care sectors – which is necessary if there is to be greater emphasis on supporting people to remain at home. There was also concern that the Reshaping Programme is looking to develop more preventative and anticipatory care approaches while the recent experiences are that these are the services most at risk of being reduced in times of financial constraint. 
Integration

Again, delegates expressed many views about what hinders integration, and offered many solutions (though many of these are already familiar).  It seemed clear that one size would not fit all, but that there was scope for more shared intelligence as factor underlying single approaches to providing and delivering services.  Some tensions clearly continue: for example in the way that direction from the Scottish Government is not seen in a particularly positive light while equally a perception persists that there are gaps to bridge between organisations before they can agree and adopt common approaches to future delivery of health and care. There was a consensus that integration across health and social care was a positive ambition, but little enthusiasm for structural change and a recognition that structures (integrated or otherwise) don’t guarantee good outcomes: leadership is much more significant. 
Models of Care – afternoon plenary session 
In a session jointly chaired by Rory Mair, Chief Executive of COSLA, and by Kevin Woods, Chief Executive of NHS Scotland, an open discussion picked up the key points from the small group morning discussions:
Models of Care

Rory Mair spoke about the need for a public engagement exercise to be clear about outcomes, and the resource planning needed for the future.  If Reshaping Care means earlier intervention in people’s lives – in the sense of educating them about their options for a healthier life, and imparting skills and knowledge about their (and their families’) future care - then the models for doing this would need to be clearly and sensibly articulated. 
Kevin Woods agreed.  Effective engagement with the public would need to be about how and why we can improve healthcare for the increasing numbers of older people in Scotland.  Putting together a compelling case for moving away from earlier Victorian institutional models might mean harnessing lessons learned from earlier reconfigurations of learning disability and mental health services.   People needed a proper understanding of the case for change and care would need to be taken to communicate this properly. 

In doing so, both agreed, hard financial realities would also require to be addressed, as well as underlying factors such as circumstances influencing, for example, numbers of repeat hospital admissions.  Improvement support  would need to align partnerships, their work areas and also their resource factors to real outcomes geared at improving people’s health.  Collaborative improvement models would clearly continue to have a lot to offer - both in terms of local outcomes and in enabling service providers to achieve more with available resources. And there was also more scope to look at models already in use elsewhere: for example, approaches in England to the personalisation agenda might also help to also inform Scotland’s approach to self-directed support.
Economics of Care

In response to some uncertainty from delegates about availability of “bridging” funds, Tim Davison, contributing as Chair of the Delivery Group, said that as a starting point, if many more older people with complex needs would require to be cared for in future at home, that will cost more than it currently does.   The financial reality behind these increased costs are that this care can either only be funded from a new resource, or by resource that comes from elsewhere.  Shifting the focus away from institutional care gave a clear message that this is where those additional resources would need to be found.   Tim described the “bridging” funds as those funds required to develop better, more complex, responsive forms of care in the community until the resources currently invested in institutional forms of care can be freed up. 
At the heart of this, added Kevin Woods, there would need to be a local, commonly-held understanding of what the community needs. In a funding context, the Integrated Resource Framework (IRF) work, as well as recent Audit Scotland findings would be very important in looking at the totality of spend and whether best value is being achieved.   Politicians would also need to be firmly sighted on this, especially when national and local elections are imminent, and we needed to recognise the challenges of taking decisions on radical change in that context. On the question of bridging funds, these  could only be generated by top-slicing Board and local authority core budgets, which is unlikely to be seen as an attractive proposition.  
Integration 

It was important to recognise, said Kevin Woods, that there is a lot of integration going on already.   However he acknowledged that integration can mean different things to different people across geographically diverse areas.  Like partnership, he added,  the concept of integration is inherently appealing – but true structural change presents very difficult challenges. Rory Mair commented that creating the right conditions to bring about real improvements to people’s quality of life did not necessarily mean structural change.  
Conclusions 

Frank Clark drew discussion to a conclusion, confirming that from the day it was clear that care for older people is now recognised as a key challenge and priority for national and local attention. The work carried out since the last Summit in May 2009 had provided a strong and clear analysis and had developed emerging proposals providing a strong platform for wide public and workforce engagement. Though consensus was emerging on direction of travel, the real challenge would lie in translating ideas and ideals into sustainable care. Perhaps the biggest challenge would be to reshape attitudes and expectations to align with policy goals of promoting independence alongside ensuring sufficient resource is available to deliver high quality care and support.   

Group Discussions
Question 1:  Models of Care


The questions for consideration are therefore:

· Does everyone agree the above as our ‘starting point’?

· How much do we need to change current practice to be confident that all we do does contribute to our policy goal?

· Does this imply more ‘upstream’ preventative and anticipatory actions – if so, how do we resource it?

· Is the notion of ‘supported self care’ seen as useful?
· Is this approach consistent with personalisation and patient centred care?
· What scope is there to build greater community capacity?

· Are there some actions/interventions we should ‘stop’ straight away as they move us away from our policy goals

· Can we shift attitudes and expectations to move us away from a ”dependency” system with an over-reliance on hospitals?
· Is there a risk this will be seen as trying to “shift the burden of care”?
Question 1:  Models of Care  

	Questions
	Views/comments/ideas



	Is there a consensus around ‘direction of travel’ – ie supporting independence and wellbeing?

	Yes/No – comments
· Yes  - but public acceptance of urgent models

· Bridging finance allows public to witness success of new models

· Workforce constraints

· Yes, though needs to be more of a health inequality focus. 

· Approach should be segmented across target cohorts

· Take account of variance in interpretation of policy

· With a focus on prevention – learn from learning disability redesign.

· Yes (table 3) – but preaching to the converted.  Need to know there is a political will to move forward

· Need to act with older people – concern the title is for older people. 

· Different view in wider community.  People expecting to join OAP club at community centre;  Resistance to change in relation to own future. Expectation from older people for services from council. 

· T6 – language important – should be models of support rather than care.  

· Need for good technological acute care

· Be more explicit about LTCs, sense of priority, particular Scottish incentives, variability in social care practice.

· T8 – yes, but need more focus on community capacity building (while being aware that that may only be seen as about cuts).

· How do we bridge between acute and community?

· T9 – Shifting resources is an issue.  

· Acknowledge need for care homes

· Families need reassurance about care at home packages

· Professionals aware of risks too – risk management vital. 

· Person needs to be in a safe environment – essential. 

· Both in care at home and home care, quality of life issues are raised. Most transfers to care homes stem from hospitals.  More work on prevention is called for here. 
· T11 – Need to get message out to public.  Need to agree what is meant by “services for older people” and who older people are – age an artificial barrier.  High expectations – but cannot assume grey pound in future – high levels of equity. 
· Big regional differences – need for care for long term conditions may be from 50s. 

· Need for innovative models – eg from Western Isles – income for local windfarm to fund local social care. 

· T12 - Yes – population too dependent on 

· Need to link to 3rd sector

· Group agrees need for full political sign-up – but does the population?  

· Consensus exists, but how strongly is it held?

· To create a shift in investment, some pressure groups will win, some will lose.  Implementation (investing and disinvesting) is very complex on a range of levels. 

	Do most feel there is significant potential to generate more “community capacity” [volunteers/neighbours/community business etc] to increase the extent of ‘supported self care’

What is the role of the state to realise this potential?


	Yes/No – comments

· Yes – need greater efficiency in formal paid carers
· Strategy needed to support informal care
· Staff side constraints with formal care
· Active citizenship
· Volunteering and community capacity  - positive nudges for volunteering might include time banks, leisure credits, re-energising community development approaches
· Should not be major involvement of state beyond giving big picture messages.
· T3 - Different starting places in different areas.  Rural areas have better community capacity than urban.  Families now scattered rather than living in same community. 
· State role should focus on providing easily accessible information points; funding voluntary sector; and risk management. 
· (T4) Should be imperative not potential.  
· Work/life balance.  
· Ethnic minorities look after their older people.
· Unpaid carers not wanting to be known
· Granny school parenting classes
· Capacity in Fife.  Not always people you want who actually use services.  Need to focus on groups who feel threatened going out in winter.  
· Tap into older people’s potential.  Change assumptions that council looks after them – and that changing services is looked on as penny pinching. 
· T6 – can increase capacity by supporting communities to develop things. 
· Incremental approach
· Reinvent community support
· May not be geographical
· T8 – needs a more detailed debate about who the target population is and what are its characteristics – are they high-dependency, or are they those who are just starting to generate?
· Needs an infrastructure which respects the different needs. 
· Danger of redesigning services only focussing on the growing numbers of high-dependency older people. 
· Need to get an injection into the low-level preventative services. 
· How do we get community capacity without a further development of “dependency” on building business cases for funding. 
· T9 – potential:  mixed settings continue.  More care at home supported by care homes and step-up/step-down facilities.  
· Families and government continue to have roles. 
· Quality community engagement – appetite to get best use of what we have – eg in Shetland. 
· Need to reduce risk aversion. 
· Country is currently locked in sequential models of care. The variation of these needs to be “sold” to managers and people.


Can we deliver more complex care at home?
	What changes are required to enable us to deliver more complex care at home!


	Yes/No – comments

· T2 – people provide their own informal care
· Right type of housing
· Need change people’s perception of public services
· Many GPs (eg locums) don’t really know the patient
· T3 – Generic health/social work staff
· Need active engagement from a flexible and productive workforce
· Get the incentives and rewards right, to motivate teams to work together
· Learn from good examples elsewhere
· Need to think more radically and creatively about “models of care”
· Challenges in rural areas, in terms of travelling to/from
· Telecare investment in infrastructure – needs to be fit for purpose
· Revisited the issue of “ring-fencing” of funding, particularly given need for bridging finance – a lever for change could be specific ring-fencing
· Better teamwork
· Confidence and skills for GPs to deal with out of hours pressures
· Reprioritising other waiting time targets to release resource to this priority
· T4 - Bigger cost for better outcome.  Better result regarding longer term outcome. 
· Different solutions, involving attitude change and technology change
· Families /individuals/staff look at figures to understand levels of complex care used.
· Housing models – better planning with partners
· DWP benefits – ethos of using benefits system for care needs and educating public about this. 
· Workforce development and skill mix
· Better signposting, access, information sharing.
· Upskilling of workforce
· Cross-boundary working – but deploying appropriate expertise at appropriate times
· More flexible housing systems and solutions

	Can we promote this shift in focus in a positive way?

How do we avoid the risk of being accused of “shifting the burden of care”?


	Yes/No – comments

· T2 Yes – confidence with GPs playing a full part in a community based response.

· By showing we are providing more support

· Need to look at risk management – can we stop people going into acute – cultural and assessment issues

· Some of our practice works against this.

· By promoting independence and opportunity

· Reframe this to echo the 3rd sector lobby about burden of care

· Promote more awareness of the real costs of packages

· Promote messages about upstream self-management approaches and anticipatory care – in an “ageing well” context

· Danger of suggesting that institutional care is the “poor house”

· Need for shared “core script”

· How to manage expectations – need to decide what we want at leadership level – then employ resources to get messages across – eg publicity campaign. But be aware of backlash due to taking funding out of frontline services

	Any other ‘big’ thoughts/ideas/
challenges/risks


	Yes/No – comments

· T2 – public need to understand how much care packages cost
· Bring social care and healthcare staff together
· Develop facilities in communities, refocusing on building potential in both younger and older people?
· Risk aversion is a real problem
· Risk stratification needs sorted out – like in Wales.
· Don’t remove choice
· Big decisions are needed to invest in prevention
· Transitional phase will require high level engagement, promotion to general public, leadership and long term planning.
· We should not be assessing people in an institutional setting for home care/care at home, which needs a shift change in risk culture
· Aligning incentives
· Pooling of resources must take place – maybe via an alignment to start with.


Question 2:  Economics of Care


The questions for consideration are therefore:

· How well do we spend our £4.6 billion now – is there really much scope to spend it better?

· How can we reduce our per capita spend on older people while maintaining (or improving) quality and outcomes?

· What is stopping more flexible/creative use of budgets, staff and other resources? – and what can be done to reduce/remove barriers?

· How should we influence the UK Government position regarding tax and benefits for paying for care?

· Is it realistic/desirable to achieve a switch of resources from acute to primary/community care?
· What further work is required to assess costs and funding challenges?
	Questions
	Views/comments/issues



	How do we know how well we spend our money?  Do we spend our money well at present?  Can we improve at the margins – or more significantly

Is it possible to reduce per capita spend and sustain quality?


	Yes/No – comments
· T4 –Yes, but benefit systems doesn’t work.  Change for savings on inefficiencies.  Benefit system can’t cope with changes.  Use of allowances to buy services.  People are reluctant to spend money on care services.  Giving people choice.  Not good at measuring outcomes.  Unit costs are available.  Get rid of boundaries between hospitals/care homes/care at home. 
· Limited understanding about how we spend our money – IRF may help.  Planning meetings to see how we and individuals spend money.  

· Do local authorities need to replicate each other? 

· T3 – spend more on prevention – but be clearer about where the split lies between preventive and reactive.

· T6 – we don’t know how well we spend it

· Lack of coterminosity doesn’t help – inefficient

· Need to explain variability

· Don’t need more analysis of what we already know

· Need to look at older people spend vs other groups

· Using IRF information to value activity and understand variation

· T2 – IRF is a tool that can more effectively measure

· Per capita spend - yes, but limited unless part of a bigger change

· No – we don’t spend our money well at present.

· Collective joint targets across health and local govt

· Joint commissioning

· T8 – know we need to shift the patterns of spend – so there should be much larger spend on anticipatory care and early intervention

· T7 – limited understanding – IRF may help

	What practical ideas are there that can reduce per capita spend AND achieve better outcomes?


	Yes/No – comments

· T4 – improving quality of life by using preventative measures.  

· Keeping people in touch and in social contact. 

· No link to DWP and benefits – not means tested

· Populations change – recycle funding locally

· Put in place transitional funding

· Share benefit with local partners – but who takes the funding burden?

· T3 – service redesign

· Voluntary sector – can it do things cheaper?

· T6 – if you want to make better use of your workforce you need to invest in their development

· Need for different skills set for professional staff as they face management of wider range of services

· Reduce wastage associated with travel etc

· Personalisation agenda doesn’t necessarily require a joint health/social care workforce

· Stop people getting into the system in the first place

· Examples given of papers to committees on reenablement etc

· Clear plans for bed capacity

· Clear plans for (NHS?) staff migration to community services

· Decommission as well as commission some services

· Single approach to care packages is a big challenge

· More efficiencies around procurement

· T8 –hospital infrastructure is difficult to shrink

· Clearer policy on acute beds

· Locality based utilisations – but we need to understand what is happening at ground level

· Not enough attention given to the supply of care, and who is going to supply it. 

· T7 –more joint capacity planning and reablement

· More scrutiny on needs and outcomes

· Transitional funding

· A Transformational Fund

· Easy when decommissioning existing facilities – but not with operational services



	Do you feel there are barriers that get in the way of using resources better?  What are they?


	Yes/No – comments

· People aren’t willing to give up services – even if they don’t need them. 

· If money is supposed to follow people – how much for each person given that local democracies differ?

· No link to benefits system

· No resource transfer for people going into care

· Need joint planning/trust

· System too reliant on individuals

· Difficult to hang a price tag when carrying out assessments

· T3-securing and hanging onto the political will

· GP contract has been a huge waste of money

· Need to be able to influence actions of GPs

· T6 – need to refocus on personal responsibility – change the prevalent culture of opting out of things rather than volunteering – but need policies which support this.

· Lack of information to be able to assess how well resources are being used

· Take account of different behaviours and cultures

· Parochial interest

· Short term politics

· People expect…..hospitals
· Limits on data (?)

· Less acute beds – ministers comments about this today were helpful.

· T2 – need to shift perceptions of both public and providers of services, including staff

· Need for better intelligence of impact of service, resource shift

· 1 model of healthcare, 3 models of homecare – leads to inefficiencies

· T7 – resource transfer only operates for those who have gone in – not those who are being kept out (?)




	Is it realistic to plan for a big switch of funding from emergency admissions to “community”?  How can it happen?

Can we influence UK Government positions re Tax and Benefits?


	Yes/No – comments

· T4 – gradually

· T2 – much more work required on reducing emergency admissions

· Influencing UK govt – with difficulty

· T3 – “bridging funding” needed

· Savings should go into efficiencies – need to free it up to reinvest.

· Need to know how many admissions are avoidable

· Need to be clear about health gains from interventions across NHS and local authorities

· T8 – need much better strategies for decreasing nos of emergency admissions

· Better definition of the “role of a hospital stay”

· Greater anticipatory care

· Needs to be greater joint ownership of emergency admission?  Eg discussion of delayed discharge with SG should be extended to emergency admissions
· Assess the need – when do packages become unaffordable?
· Cross-caring?

· T12 – yes, but required a planned approach – centre needs to work with clinicians etc about how to make switch

· FPC has reinforced the expectation that the state will provide – hospital is seen as a right



	What should we say to UK Government re Tax and Benefits


	Yes/No – comments

· T4 – joined up approach. 

· Better dialogue ie UK Green Paper
· Look at relationship between attendance allowance etc and other costs of care
· T3 – is it equitable to cap FPC in care homes but not at home?

· T8 – why should LAs spend lots of money trying to ensure people get the benefits they are due? 

· Public has some sense of what we are doing – but think they are already paying for this?  Need to be clear what public contribution is and perceptions about benefits.  
· Needs a Green Paper to sort personal contributions; treatment of assets; eligibility.



	Any other ‘big’ ideas


	· T8 – are there hard facts and figures around Telehealthcare and how we measure the effectiveness of the investment in it?
· T8 – community hospitals – how do we recognise/ better utilise these community resources?  Can they be used as a focus for step-up/step-down intermediate care?

· Funding packages should follow individuals

· Need to change perceptions about benefits (see above)

· How do services and individuals dovetail to reach outcomes?

· Re-assessment needs to be carried out on ongoing basis

· General public not using services – need to change their perception too?

· T12 – we need to move with both “evidence based” and rational evaluation – eg the evidence on re-ablement is not yet sufficiently in place to take all clinicians with us. 

· Number of budget setting processes means partners aren’t sighted on each others’ systems.


Question 3:  Integrating Care

The questions for consideration are therefore:

· Are we clear what we mean by integration?  Integrated structures and/or integrated approaches
· Put starkly are the options either transfer social care to NHS or transfer community health care to Councils or find a third way – to merge into a new joint body [a CHCP type model]

· Why has the current ‘headroom’ to enable integration not been used?

· What level of savings are likely to be possible from integrated care systems?

· What are the risks associated with a more vigorous pursuit of integration?

Question 3:  Integration

	Question
	Views/comments/ideas



	Is more/better integration going to help?


	Yes/No – comments

· T4 – yes, as long as shared understanding of language and system
· Single point of entry and assessment

· System should be patient-centred – designed with patients needs as priorities, not based exclusively on organisational parameters

· T9 – concern about “structures” is expensive and time consuming
· Tensions between health, health partnerships and local authorities

· More integration will help – some restructuring necessary – acknowledging problems – but do-able if there is a will

· This might involve fundamental review of HB/LA boundaries – reduce to perhaps 10

· Primary care, acute, community services all need to be integrated – “bottom-up” approach required

· T8 – need to define better what we mean – liked Lord Sutherland’s explanation of a “single journey”.

· Single process with agreed outcomes – get that first and then look behind at what needs to happen.
· Political will is required

· SG integration is vital

· Governance arrangements need to be sorted – HEAT/Comm care outcomes distinctions don’t helop – need for single programmes with one set of outcomes

· T3 - Need to stop defending our silos

· More joint approaches

· Duplication/ similar skills sets (who can/can’t do things)

· Capitalise on bringing skills together – link to service

· Investment in whole system

· T7 – more joint approaches required .  Duplication in community – similar skillsets between care at home and community nursing – identify competences and decide where value can be added.

· T12 – yes, but needs a cohesive line from SG

· T11 – higher proportion of politicians and senior level appointees as joint appts between NHS/social care.   Need for shared intelligence – eg on LT conditions – modelling of incidence and required services



	Should there be more central direction to achieve integration?


	Yes/No – comments

· T4- legislate to achieve financial integration – what is currently there does not work

· Improved direction from the Scottish Government

· Share information and IT systems

· T8 – 3rd sector/private sector need consistent messages about the needs 10-15 years down the road – so need consistent direction

· Will depend entirely upon which service need to be integrated

· Outcomes are important to set a framework for underpinning objectives for change 

· Needs careful focus and fewer, integrated, targets allied to local outcomes
· T3 – single local democratically elected public service body – running all local services – too many LAs and HBs.  Scrap/merge smaller Boards (incl island Boards).
· Local reflection on integration

· One size fits all is counter-productive

· T7 -One size fits all  won’t work

· local solutions will vary
· T11 – removal of ring fencing – need for greater flexibility on expenditure through virement.  

· Need for support not direction – more freedom to allocate – unringfence links between health and social care.  Flexibility on corporate governance issues – HR, accountability (finance)



	Are there barriers that get in the way?

[HR, Finance, Accountability, other]

Leadership if so, what are they and what will it take to remove them?


	Yes/No – comments

· IT systems differ for NHS, social care, DWP, medical confidentiality, pension confidential

· Different ways of financing

· Central bodies’ roles eg Care Commission

· Remove these barriers through ehealth agenda; Scotland-wide system of records and records sharing; Access to patient information to know circumstances

· Dissonance between SOAs/HEAT targets

· Different accountability arrangements

· Different starting points

· T9- silo working in terms of Government/NHS/LAs

· Money – increasing reality – significant sums are used for unplanned admissions

· NHS forced to close beds next year to save money

· Don’t know if we are spending wisely

· Review needed to analyse spend and its effectiveness in LAs and NHS.

· T8 – discussion about LA vs private sector – danger of moving into private/independent sector which traditionally pays less? Difficult also to manage different management structures
· T6 - Problems are at strategic and policy levels

· Need to get medics, community health interests, community care and acute  to work together

· Need to think about workforce implications of any change

· Outcomes focus remains central

· Make single care team responsible for community services

· One portal for telecare resources etc – don’t need 32 versions of them

· Use technology effectively

· GP contracts

· Minimising own workload (via reinvigorating practice meetings)

· Delayed discharge targets (bridging finance issue)

· Sharing management costs

· T7 – GP contract not well aligned to these outcomes.  

· Timescales at odds – for outcomes and target planning

· Limited cost/benefit analysis

· T11 – against one size fits all approach.  Need to integrate through system – upward and downward – also corporate governance. 
· Need support workers who can go into homes and advice on Eq and Ad, Telecare etc. 

· Need high quality of service tuned into local communities – eg W Isles alarm service.
· Time!  The clock is ticking on the current financial position. 




Is your partnership considering further integration?

	Given a ‘free hand’ – what would you wish for your partnership [in respect of organising and use your resources to deliver best possible outcomes]

* If your table has several partnerships please score numbers against yes or no

	Yes/No* - comments

· Reinvigorate practice meetings – social workers, GPs, practice nurses etc – allow them to understand each others’ roles and carry through

· CHPs framework

· One director?

· Freedom to set local outcomes

· Shares vision

· T3- merge

· T7 – re-energised multiprofessional and multiagency working of local practice/teams/locality

· Better cost benefits/financial frameworks agreed

· Better integration with acute sector

· Need to build round the perspective of the service user

· Normalise the typical experience of the “older person”

· Delay the onset of need

· Very local resource management and linked needs assessment

· CHP as vehicle

· IRF



	Why is the ‘headroom’ available through current legislation not being used?

[Pooled budgets, transfer of lead responsibilities, single management of services etc]


	Comments:

· GPs need to be part of the same team
· Need headroom to lead integration

· Government - local functions pairing between elected members and Health Board non-executives.
· T3 - Lack of civic leadership

· Protectionism

· T11 – joint management important but needs to be at every level, not just one. 

· Need same structures in different organisations dealing with older people’s services

· Need to give GPs responsibility for preventative and anticipatory care (health improvement) as well as handing out pills and early care.  Community level – other service providers radiate out from GP services. 

· Anticipatory care from a young age.   Hearts and minds – make it more acceptable to put funding into preventative rather than acute care.  
· Leadership and mid-management resistance to embracing change

	Any other ‘big’ ideas


	· GPs and pharmacists – not seen as part – need frontline staff in integration
· Need sophisticated analysis to articulate costs of integration
· Elected members can delegate decision making to an integrated forum
· T7 – how do we engage independent contractors eg GPs, pharmacy, dentist, optician
· Don’t need to change structures, if attitudes are working. 
· Sharing of management costs pragmatic
· Corporate responsibility for budgets across directorates – more theory than practice
· In terms of public engagement, will need to be clear about vast majority of people will not need care
· T12 – public needs to see that the “resources” debate needs to be recognised not only in just saving, but in better care.  Attitudes of this generation are different from the current one.
· Look at medicalisation of people by diagnosis etc.  “one day you are well, the next you are a patient”. 
· More research needed to support models attaching outcomes to specific HEAT targets, perhaps taking account of international experience.
· Focus on “whole” older people’s pathway
· What do we mean by “personalisation” – need tighter definition – also “integration”


Question 4:  Public engagement

· To raise awareness constructively about the challenges we face that perpetuating current arrangements is not sustainable

· Help to shift public expectations to align with policy goals of “optimising independence”

· Test emerging ideas/proposals – especially around the notion of supported self care

· Collect meaningful feedback

· Build an infrastructure that can support both continued development of the programme and delivery of care

The Programme will be launched at an event on 16 March – draft programme contained in delegate packs.

· We envisage a number of local events (10-12 around the country)

· Publicity and information circulated widely

· ‘open questions’ on Government website

· Encourage local partnerships to have local engagement programmes

· Work with third sector bodies to help reach a wide range of interests

· Anticipate drawing conclusions/ideas/messages together in Summer 2010

· Focussed engagement with key interests – workforce, providers, voluntary organisations, community organisations

Questions for consideration are therefore:

· What is the balance between national and local leadership for the engagement programme

· Will local partnerships be willing/able to promote engagement within their areas

· What support will local partnerships need from the ‘centre’

· How do we address ‘reserved matters’

· Are there timing issues [with UK elections in May]

· How do we draw conclusions and demonstrate the process has had an impact?

· How do we engage with all generations (not just older people)
· What are the “key stakeholders” we need to engage with beyond the public at large (eg workforce, third sector/independent providers, clinicians, carer groups etc)

· Can this engagement connect with the local engagement approaches around Community Planning Partnerships?

· What are the key risks, how can they be avoided?
Question 4:  Public Engagement

	Questions
	Views/issues/comments



	Are local partnerships prepared to sign-up to participate/lead local engagement programmes

(Any concerns/issues that ‘centre’ needs to be addressed)


	Yes/No

· T12- needs a constant message across country taking staff, providers and public with us – a “national articulation” – but what are we telling the public?

· T7 - Not a short game but need to manage this quickly given election pressures 

· How to engage community activists positively

· Charging policies – need consistent approach across councils
·  General election happening – difficult to address this in short space of time

· Engage community activitsts

· Need more clarity about what is “emerging”!

· Where is the accountability if the money is already spent?

· Charging agenda has been difficult for councils

· T3 – What messages do we want to engage the public on?  Must be realistic.  Engagement is complex – reassuring but not skirting issues.  

· Go with a specific message.  Don’t overestimate the level of involvement you might get. National scene-setting to be fleshed out locally.  Councils may have difficult speaking with one voice. 
· T2 -Need for national framework so that consistent national context within which local planning and decision-making takes place

· Avoid mixed messages on resources available

· Cross party sharing of approach – as with eg tobacco? 

· T11 – easier to do in context of national big picture publicity/debate – need to start nationally, then locally.

· Ageing population issues need to feature more/better in SOAs

· Local partnerships already signed up – need national message



	How do we ensure we get the message right and reduce the risk that this is not seen as “shifting the burden of care”?

	· Separate the message about better services from the financial crisis
· Wrong to pretend we have all the answers!

· National Czar for Older People

· National level engagement with older people’s voluntary bodies

· Development of national tools for local use

· Overarching national message needs to be clear – blend of positive messages and reality about financial situation

· Engage positively re opportunities for tailored 21st century models of care

· Needs to be co-produced

· Learn from eg Glasgow’s older people’s charter; Lanarkshire’s Older and Better.

· Do not start the engagement process with the demographic slide!

· Set in play a series of debates – and shape them so that people understand financial constraints and challenges

· Care Commission role in relation to the centre must state the direction of travel is non-political

· Need parameters around the process of involvement.  Need public buy-in reflecting back what we know people want. 

· T3 – public will see this as about bed closures

· Put out the bad news first

· T6 – start with +ve things first

· Need for honesty – tell people there will be less money – status quo untenable

· T2 – Educate relatives re safety

· Use people’s stories

· Build in wider approaches to lifestyles

· Educate people on planning ahead, using technology, housing issues etc

· Make the anticipatory choice the easy one to make

· T11 – need to get messages right – on how we see ageing – ie as an opportunity or as a threat?

· Time is right – public waiting to know what happens next from Government – eco issues and ageing population.   Ageing population is everyone’s business – managing expectations and promoting awareness of responsibilities. 

	Thoughts on how to conclude the engagement and ‘feedback’ ideas


	· Define the problem but avoid very negative pictures of “life in old age”

· Up to now we have encouraged a culture of dependency, and expectation – need to shift away from that culture

· Need to balance national messages with local engagement – some partnerships have already made significant decisions for change. 

· Engage with staff/workforce at the same time as with the “public”

· Making the case for change – the imperatives for doing so must be consistently set out

· Need to recognise that local events will naturally focus around local hospital services that are perceived as “under threat”

· Discuss what the expectations are
· Ask what you want in your old age, then describe cost/option of how it’s achieved.

· Ask “why do we invest in bus passes, care and repair etc” for over-65s?

· The medium of consultation is important. 

· Communication must not be one way and top down

· Must communicate with wider population – not just older people

· Must communicate the impact beyond Health and social care – eg on transport, leisure and housing

· Promote attractive careers for carers? Don’t forget young carers

· Public focus will be on outcomes rather than process – they don’t care how it’s done as long as the service is delivered – so if the outcomes are clear and deliverable, this may contract the time needed to engage.

· Resources must go to those who need them most – this is not happening enough

· Not everyone is at same level of understanding but need to move everyone along.

· Get balance between blue sky and practical reality

· First point of involvement should be workforce – job security particularly important. 

· T6 – create a programme of change with guidance from centre to shape local engagements.  

· Also communicate at regional level to duplication of effort

· National conversation?

· Play in A and E at final stage – was very effective

· Why ask us now!

· T11 – look across whole spectrum of need, current services, how much delivered in community – draw up new models.  Not just ts and cs – also finance and governance.  

· Get workforce to provide bold ideas, innovation, shape questions and take advantage of their networks.

· Attack really difficult issues to achieve system change – don’t tinker at the edges.  

· Promote career transfer/cross-sector working



	How do we reach

- younger people

- beyond the ‘usual suspects’

(thoughts on commissioning some voluntary sector organisations to handle some of the engagement)


	· Are we clear if this is engagement or persuasion?  This is about promoting a vision – which needs shared and written by COSLA, operational expertise and SG.
· Minister needs cross party support.  Then selling to press etc is about Scotland taking control of its destiny – but: look at the alcohol bill?

· T7 – use the younger generation control/individual agenda to influence focus on personalisation rather than entitlement. 

· Using voly orgs – they may be quite challenged by the financial implications and may have another agenda – and they may be hesitant in getting  involved in engagement if the messages and attitudes are not “right”
· Stakeholders must not feel alienated by woolly talk about resources, vested interests – must connect with the services they receive.

· T5 – need high level messages – not too much detail

· Concern about 16 march event and programme – lack of leadership so far and now expecting big change by summer 2010?

· National campaign – similar to 50+ campaign – needs big media marketing running alongside local developments. 

· Need to be talking to voly sector urgently – prior to any launch – hold event similar to this for voly sector?  

· Concern that input from today not taken into consideration.
· Young Scot (mentioned a few times), Scottish Youth Parliament, CBI, local radio stations

· What lessons can we learn from approach to climate change messages? – similar – [“if things don’t change today, there will be trouble tomorrow”]

· Work with schools on expectations/responsibilities – Curriculum for Excellence.  [ What do schools currently teach about family responsibilities, the practicalities and realities of care etc – the banks have moved in with financial advice already]

· Financial products to enable people to fund services and care

· Overcome lack of knowledge among 50/60 year olds in residential care, costs, options and alternatives.  Open people’s eyes to issues.

	Any other ideas/comments


	· T7 – need to distil what we can move forward with now – models?; and what we need to have a wider debate around – funding, charging etc
· Need to assume that administration will change – so need to create cross-party approach. Oppositions need to understand this will be something they inherit.
· Difficult balance with TUs across LAs and NHS

· Need to be clear this is not all “new”

· Must connect with better quality and outcomes

· Get ideas on the table – here are things we can do at the moment – here are some we can do in future

· Bear in mind 3 year terms can’t stop politicians using things like self-gain, negativity.

· Local leaders must get involved and have a shared understanding

· Use the workforce as levers for change and getting messages across
· Harmonise Ts and Cs, promote cross-working. 

· Look at the Tax Credits system – funding to cover time out for caring.




From the exposure to date, there appears to be a clear consensus that the proposed ‘direction of travel’ is the right one, namely:





If the policy goal is “to optimise independence and wellbeing at home or in a homely setting” – then all we do should be explicitly judged against this goal


This is best achieved by an explicit focus on ‘outcomes’ that best deliver the policy goal for each individual

















It is clear that, in the short term at least, ‘new’ money is unlikely – our focus must therefore be on demonstrating we are squeezing every bit of value from the £4.6 billion spent each year.





If we are looking over a 20 year horizon – there is likely to be economic recovery/growth during this period – what should we do to ensure the best possible case for ‘new’ investment; if and when it becomes available [as competition for any ‘growth funding’ will be severe!]





For at least the last decade we have been asserting that better partnership working between Councils and Health Boards is a pre-requisite to delivering good outcomes efficiently.  Much progress has been made, but with limited evidence to show the impact from good or poor partnerships.  Integrated systems for the delivery of care still seem some way off – yet there is significant ‘headroom’ within current legislation to do more.  Better integration is seen as both necessary to deliver joined-up person centred care and to achieve best value.








