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Dechreuodd y cyfarfod am 1.31 p.m.
The meeting began at 1.31 p.m.

Cyflwyniad, Ymddiheuriadau, Dirprwyon a Datgan Buddiannau
Introduction, Apologies, Substitutions and Declar ations of I nterest

[1] David Melding: Good afternoon, everyone. | welcome you all to this meeting of the
Audit Committee. These proceedings will be conducted in English and Welsh. When Welsh is
spoken, a translation will be available on channel 1 of your headsets, and channel 0 will
amplify our proceedings. Please turn off all electronic equipment completely, as it interferes
with our recording equipment; do not just put them on the ‘silent’ setting.

[2] No fire drill has been planned for today, so, if the fire alarm sounds, please follow the
instructions of the ushers, who will help us to leave the building safely.

[3] I invite any Member who wishes to make a declaration of interest to do so now.

[4] ChrisFranks: I declare that | was a member of the Vale of Glamorgan Local Health
Board—an excellent organisation, according to the chief executive. On my election to the
Assembly, | ceased to be a member. | have taken advice and understand that | should not ask
a particular question to the Vale of Glamorgan LHB, but | may participate in the proceedings.

[5] David Melding: Thank you, Chris. Are there any other declarations of interest? | see
that there are not.

1.33 p.m.

Mynd i'r Afael ag Oedi wrth Drosglwyddo Gofal: Adroddiad Gorolwg yn
Seiliedig ar Waith yng Nghymunedau | echyd a Gofal Cymdeithasol Caerdydd a
Bro Morgannwg, Gwent a Sir Gaerfyrddin
Tackling Delayed Transfers of Care: Overview Report Based on Work in the
Cardiff and Vale of Glamorgan, Gwent and Car marthenshire Health and Social
Care Communities

[6] David Meding: We will now discuss the findings of the report of the Auditor
General for Wales, ‘Tackling delayed transfers of care across the whole system’. Reducing
delayed transfers of care would clearly have wide-ranging benefits for patients and for the
NHS as a whole. In this session, we will examine the current extent of delayed transfers of
care in the areas covered by the report, and will look in more detail at whether the appropriate
actions are in train to minimise this problem. We will split the session into two parts: we will
first take evidence from a central perspective from the Welsh Assembly Government, and we
will then take the local perspective from a trust, council and LHB chief executive.

[7] I welcome to the meeting Mrs Ann Lloyd, director of the Department for Health and
Social Services and Jonathan Isaac, head of the older people and long term care policy
branch, both of whom are from the Welsh Assembly Government. | know that Ann is very
familiar with our proceedings. | also extend a particular welcome to Jonathan Isaac. We have
a range of questions to put to you, and these will be asked by Members in turn. However, |
will start by asking how effective the Assembly Government and local health and social care
organisations have been in tackling delayed transfers of care over the past few years.

[8] Ms Lloyd: There is ample evidence in the auditor general’s report to show that there
has been a joint approach to trying to solve the issues that arise from delayed transfers of care.
It is a difficult problem to solve, and it has been a difficult problem throughout the United
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Kingdom, despite everyone’s best efforts to try to ensure that people get the appropriate care
that they need. As the auditor general has pointed out, it is a whole-systems approach that is
needed. So, having seen his case studies and our case histories of good practice assembled by
the Social Services Improvement Agency and by the health service, you will know of the
good attempts made by individual organisations and organisations working together to try to
solve the problem.

[9] Where issues of definition and of money have arisen, and where it has been believed
that a little more flexibility or some pump-priming money would change how care is provided
across the whole system, | think that the Assembly Government has done its best to
appreciate the problem and then to try to facilitate an improvement. The statistics, certainly
since 2003, have shown a significant reduction in the number of days delayed and individuals
delayed. However, we are dealing with a vulnerable group of clients and patients, who have
many complex needs. Every day’s delay is a risk to that patient. So, | do not think that anyone
in the whole system takes this lightly; it is a serious issue. The view of the services, and our
view, is that we must tackle this together, not from the point of view of just getting rid of this
top end, which is a symptom, but by trying to provide a much more effective range of care for
individuals.

[10] David Méding: You say that it has been a problem for quite some time, and it was
one of the issues highlighted when the Assembly first met in 1999. Targets were set in 2002
and you are right to say that there have been improvements since then, but those targets have
not been met. Why do you think that the current situation is significantly better, and is not
such an acute problem?

[11] Ms Lloyd: | hate to disagree with you, Chair, but the targets set have been met.
However, we are still not satisfied. You will see from the targets that have been set by the
Minister this year and those that she is considering for next year that we aim to improve
performance in the upper quartile, so that everyone moves up. In the targets that were set, we
had a baseline in September of over 100,000 days delayed, and the service has managed to
meet the targets for April 2005, April 2006 and March 2007. It has not been easy for it to do
so. However, on days delayed, which is an issue highlighted by the auditor general, those
targets have been met according to the official statistics. | can provide you with a copy of the
official statistics.

[12] David Melding: Just to clarify, the report that | was referring to, on page 52 of the
auditor general’s report, was ‘A Question of Balance’, which set targets in 2002 to reduce
delayed transfers of care to 200 across Wales. Obviously, we are howhere near meeting that.

[13] MsLloyd: No, not yet.

[14] David Melding: So, it depends on the measure of it, does it not, when it comes to
seeing whether there has been significant progress?

[15] Ms Lloyd: Yes, but although that was the target suggested in ‘A Question of
Balance’ was an independently commissioned report—I commissioned it from Paul
Williams—and it was based on some of the targets suggested at the time. However, the
targets that the Minister set were different. Nevertheless, we cannot be complacent; we have
got to try to sort out this problem.

[16] Lorraine Barrett: | am looking at paragraphs 1.14 to 1.17, showing that the direct
cost of bed days lost across Wales as a result of delayed transfers of care was estimated to be
around £69 million in 2006-07. Could you tell us what you are doing to reduce the direct and
indirect costs associated with delayed transfers of care, and how much of a priority this issue
is for your department?
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1.40 p.m.

[17] MsLloyd: It is a major priority for the department, because | am held to account for
how effectively the resource is used. We have to come at this by looking at the type of
individual that is now put into the category of delays. They are now very many people who
have very complex care packages.

[18]  One of the issues that we are trying to cost at the moment is how we can better
manage the chronic diseases that we find in our communities, in association with this whole
system of care that we are trying to change. As you know, Carmarthenshire and one of the
organisations in north Wales will be used in the demonstrator schemes for a different way of
managing people with chronic diseases, because that is a major issue for us in Wales, to see
how those resources can be utilised more effectively, whether or not there is pump-priming
that the Minister needs to consider putting in from her budget, but I fully understand the direct
costs that have been enunciated here. However, we have to remember that, although patients
might be absorbing costs in hospital and where they are at the moment, many of these patients
will have significant care packages and will require ongoing care, and it is quite difficult to be
absolutely definitive about how much it costs to keep a patient in the wrong place—apart
from personal costs. That is the sort of care package that they want and that is why the pilot
scheme in chronic disease management is so important, because those real costs can be
flushed out for the first time. At present, what we might regard as indirect costs are a good
guess, but we need definitive evidence so that we can rebalance the system.

[19] Lorraine Barrett: When you say that we do not know what the real cost might be,
do you mean that it could cost more?

[20] Ms Lloyd: For some patients it could cost more. When the community care Acts
came into effect many years ago, one of the arguments was that community care was not
cheap. It might not be cheap but it might be more effective, and it is the cost-effectiveness
that we have to evaluate.

[21] Lorraine Barrett: If the £27 million marginal bed day costs could be more
effectively used in social care services, does the mechanism exist to allow the money to be
transferred?

[22] MsLloyd: We have flexibilities under the 2006 Act that can be used and they are not
just about pooled budgets. Mike Chown is doing a report for Ministers at the moment on a
greater use of pooled budgets to be rolled out within the local service boards, but you can also
use the flexibilities for one individual organisation to commission on behalf of several others
or to have much more joined-up provision of care than has been possible in the past. So, the
flexibilities are there, but Ministers are exploring whether or not those flexibilities can be
enhanced.

[23] Janice Gregory: Paragraphs 1.19 to 1.20 explain how the Assembly Government
monitors delayed transfers of care through a monthly census approach. Historically, the focus
of performance management was on the number of people delayed, but the Assembly
Government moved to a focus on the number of days lost, as mentioned in its performance
management arrangements from 2006-07. | was surprised when | read in the report that,
apparently the measurement was taken on one particular day a month, which seemed a bit
strange to me, but there we are. Given that we tend to hear about a number of people’s
experience in a delayed transfer of care, do you plan to move the focus of your public
reporting further towards the number of bed days lost as result of delayed transfers of care?

[24] MsLloyd: As you will be aware, the Assembly has asked for an independent review
into delayed transfers of care. We have always accepted that the method of measurement used
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to date has limitations but it is similar to the measurement used throughout the UK, although |
think that ours is possibly a little more transparent. We have asked the independent review
team to look critically at a better way of capturing the number of people delayed and the days
that they are delayed for, and it will report—when is it now?

[25] Mr Isaac: It will be in February.
[26] MsLloyd: It will report back to the Minister and then the Assembly in February.

[27] Janice Gregory: | also have a follow-up question. | was fortunate in that my
particular trust and local health board area, prior to 2004, had a very good record. It is not so
good now, unfortunately. We all know that delayed transfers of care can result from the
failure of a wider system if everyone is not working together—that is quite evident from the
report; if that is so, then things can fall down. Are there better measures that should be used as
indicators of the whole-systems performance?

[28] MsLloyd: Yes, I think that there probably are. | have just commissioned some work,
as it happens, on how best to hold whole health communities to account and on what joint
targets and performance measures might be available, so that we can test whatever comes out
of an independent review much more widely. Also, as you know, the Minister for Finance and
Public Service Delivery is doing work on holding local service boards to account in a much
wider way than individual services have.

[29] We have tried to focus some of the targets in the health service to represent more of a
community approach, particularly with delayed transfers of care, and | would hope to be in a
position in the next four to five months to give Ministers advice, arising from the independent
review and from the work that | have commissioned, to allow them to consider how best we
can hold people to account.

[30] Mr lIsaac: ‘Fulfilled Lives, Supportive Communities: Plan for Social Services in
Wales for the next 10 years’ includes an objective to really develop objectives that will tie in
the whole system so that they do not end up playing off one service or sector against another.
The independent review of delayed transfers of care that is taking place will look at how the
performance monitoring system, the information system, will actually set up the right sort of
levers and incentives to work towards partnership. Our current system does that to some
extent, but we are always learning, of course.

[31] Helen Mary Jones: At present, how consistent are the indicators and measures for
local authorities and health bodies? Is there any tension between them? Will the work that you
mentioned, Mrs Lloyd, on reviewing what is measured, address that? It seems to me that, if
two organisations are involved, and we ask one to measure in one way and the other to
measure in another way, the Government will have created a built-in disincentive for them to
co-operate.

[32] MsLloyd: Yes, there are inconsistencies—or there were, because the performance
indicators for local government stopped on 1 April 2007. Dr Gibbons is taking a view on
whether or not they should be reinstated and, if they are reinstated, what they should look
like. He is well aware, as you would guess, of the whole issue of what the health service is
trying to measure. The potential for partners to draw away from each other can be intensified
by slightly different targets and a slightly different emphasis in targets, and that is one thing
that we absolutely must avoid. Hopefully, the work being done on how to hold a total
community to account for a whole system is really where we are trying to get to in looking at
health and local authority targets for the future.

[33] Helen Mary Jones: Do | understand from what you say that it is possible that we
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might reach a situation, after April, in which there is no local government performance
indicator for this?

1.50 p.m.

[34] Mr lIsaac: The performance indicators are actually continuing; they are the
information system, as it were, for local government. The performance agreements are the
element that is being reconsidered at this stage, so from 1 April 2008 there will not be a
specific performance agreement relating to delayed transfers of care. However, we have the
service and financial framework system in the NHS, and the way in which the target for the
next year is likely to be set up is to require the organisations to work together. So, from the
NHS and SaFF point of view, there is definitely a requirement for that collaboration, but we
need to look carefully at the way in which performance agreements develop, and we are
feeding into that discussion at the moment.

[35] Darren Millar: One of the problems that the auditor general highlighted in his report
was the issue of local agreements before assessments take place, and therefore before a
delayed discharge was counted. Do you agree that this does nothing more than mask the
reality of the problem and distort the figures?

[36] MsLloyd: We are taking legal advice on trying to eradicate local agreements, and we
believe that we will be able to do this. When you look at the difference between
organisations, it is unacceptable that there is such a difference in local agreements. One can
imagine that, when they were first initiated, there was practical common sense behind them,
but they have developed as an unhelpful block in the system, and, as you said, it masks the
whole problem. We do not want organisations to be encouraged to leave discharge planning
until they reach the limit; discharge planning must start straight away. Given the systems that
are out there, where many patients likely to require complex packages of need already have
their yellow books, so everybody knows what care they are receiving and what the
complications are, there should be no delay built into any system. We have taken legal advice
and we are waiting for the definitive guidance to come through.

[37] Darren Millar: So, is it your intention to remove local agreements from the picture
altogether?

[38] MsLloyd: Yes.

[39] Mr lIsaac: | think that local agreements were there originally for the right reasons,
because there is always tension between centralist target-setting and local variation according
to circumstances, and those local agreements rightly give local organisations the right to work
in partnership to agree the types of arrangements that they will have in place. However, the
time has definitely come for that to be reviewed and the independent review will specifically
and thoroughly look at that issue. To keep it in some proportion, the local agreements only
apply to a small proportion of the overall delays, so it is by no means the case that, when we
look at the delay figures, they are all affected by local agreements; less than a quarter of the
delays are affected by local agreements.

[40] Darren Millar: What | found remarkable was the inconsistency even just within
Gwent, for example, from no local agreement with certain local authorities and up to 15 days
being allowed in other authorities. It is quite astonishing, really, but thank you for that
clarification.

[41] Chris Franks: What needs to be done to make unified assessment work more
effectively?
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[42] MsLloyd: A number of things can be done with unified assessments. We have just
had a major seminar, involving health and social services and the voluntary sector, to look at
the problems of unified assessment. Much of it is put down to the fact that no computer
system will allow both types of organisation to input into it. | have asked Informing
Healthcare and the social services information lead to get together quickly to see how the
problem of confidentiality, which is what tends to block that, can be overcome to get a
sensible IT system. However, because there is such huge variation in the way in which people
will fill in a unified assessment, much more training and the quality assurance of the process
itself must go on in Wales, and we all agreed that at the seminar. It must be improved because
it is the core document into which the patient has their own input, and it should almost act as
the bible for the care that people require and should be able to be picked up by any
professional to see what the needs of that individual are and how they are being met at the
moment and whether they are changing. It has to be regarded as not just a form that you fill
in, but as the record of the care needs of an individual, what they themselves believe that they
want and how they are going to be provided with that. So, it is essential that this is improved.
There are very good examples of unified assessment and consequent care planning and there
are some dire examples, too. One of our key priorities for this year and next is to improve it.

[43] ChrisFranks: We have heard how important this document is—I think that you used
the words ‘key” and “bible’—so why on earth has the department not already insisted that this
be done? It is a bureaucratic thing that should have been tackled ages ago, if it is so important.
You have no doubt had a very important seminar, with hundreds of people there, at vast
expense—

[44] MsLloyd: No, not hundreds.

[45] Chris Franks: No? Why has this work not been done? Why are there all sorts of
forms? | have read the examples and | think that one involves a Mr C. If | have read this right,
he was ready for discharge—

[46] David Melding: Which page are you on?

[47] Chris Franks: Sorry, | am on page 40. Mr C was available to be discharged on 22
February, but he was still there in June. Was that all for the sake of a lack of a form?

[48] Mr lIsaac: | think that unified assessment is a major challenge. It is a highly
ambitious project and its equivalents in other UK countries have been equally challenging.
We are by no means in a unique position on that front. There are some very real constraints in
terms of the technology and major IT systems talking together. That is being looked at, but it
is not something that is easily overcome. We have commissioned independent research.
Again, ‘Fulfilled Lives, Supportive Communities’ identifies UAP as something for real
development. The National Leadership and Innovation Agency for Healthcare has done a
huge amount of really constructive work on this and progress is taking place, but it is an
enormous challenge.

[49] ChrisFranks: Well—

[50] David Melding: Before you go on, Chris, I think that the witnesses have accepted
that unified assessment is an important element of responding to delayed transfers of care—

[51] ChrisFranks: | am trying to work out why we are still in this position.

[52] David Mdding: I will let you back in, but it will have to be an additional point to the
importance of unified assessments, because the witnesses have already acknowledged that.
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[53] Chris Franks: Okay. | take your hint, but all I will say is that | do not really think
that Gwent is such a vast area that these problems cannot be overcome. They should have
been overcome by now. All 1 am asking is: why has the department not shown more
leadership in resolving these problems?

[54] Ms Lloyd: We have shown leadership. It was at our insistence that unified
assessment started, because it was not done at all in Wales previously and it was being
undertaken in other parts of the United Kingdom. It is complicated and a lot of training and
joining up of systems are required. | will take up the issues with Gwent and do an analysis for
the committee of what the handicaps have been in that area, because, in some places, it has
been done extremely successfully.

[55] ChrisFranks: Thank you.

[56] IreneJames. Mrs Lloyd, if we look at paragraphs 2.13 to 2.26, on pages 41 to 45, we
can see that they give details of problems associated with determining patients’ eligibility for
continuing healthcare. Disputes are becoming more and more frequent between health-service
and social-care organisations about who is going to pay. How do we assess the current
position on continuing healthcare and how will the Assembly Government try to reduce the
variability in expenditure, process and outcome?

[57] Ms Lloyd: We have a test case on continuing care going through the courts in
September 2008—we had hoped that it would be before that, so that there would be absolute
clarity. The issue of continuing healthcare, as you know, has been complicated by the two
major judgments that were slightly different. The Grogan judgment was slightly difficult in
terms of its interpretation. It is all about whether the individual has such serious health needs
that he or she actually requires a complete package of healthcare, which would mean that
instead of just receiving NHS-funded care, all of their care is funded by the NHS.

2.00 p.m.

[58] Calculations have been done on how much this would cost the health service, if
everyone receiving an NHS package of care was suddenly eligible for continuing health care.
The cost is high, | must say, and is one of the major risks, as the Minister is aware. We are
issuing guidance in April 2008, which will involve three months of prior consultation, to try
to clarify, at this point in time—and we will have to do this now, because the test case has
been delayed—how we can better assess people with continuing healthcare needs, and
determine which category they fall under. However, at the moment, one thing that we simply
must eradicate from the system is the situation where people have a unified assessment and
then, somehow or other, have a continuing care assessment. It should be a single assessment,
and people should get the care that they need without a further assessment or having to go
through any more hoops. However, it is difficult.

[59] We are assessing the risk from a major switch of patients to continuing healthcare
through our financial flows exercise, which is currently being undertaken by the health
service to look at the movement of resources. However, it is a serious problem. The social
services directors produced some additional guidance for their staff—I know that they were
trying to help—but we have to consolidate that guidance within a decision tool that will be
available in April 2008 as part of the extra guidance that we will be putting out. It is
extremely complicated, and we must remember that there are individuals stuck in the middle
of this dispute.

[60] Irene James: Are you satisfied that LHBs are providing an equity of service across
Wales in the way that they are assessing, managing and funding continuing healthcare?

10
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[61] MsLloyd: There are differences in the ways the LHBs apply this, which is why, in
discussing it with the LHB chief executives and their teams, we considered that it was
essential that the Government put out the guidance and the decision tool to ensure that there
can be some consistency.

[62] Eleanor Burnham: Looking at recommendation 15,

[63] ‘the Audit Committee suggests that the Assembly Government develop a clear
national policy on patient choice’,

[64] and then paragraph 2.27 on page 46, and the next few pages, what will the Assembly
Government do to address the causes of delayed transfers of care that arise from patient
choice, which we all know has a major impact on health and social care systems?

[65] MsLloyd: We revised the guidance in 2002 but, to introduce choice, there must be
choices available. Much of the choice seems to have been about which nursing home people
wanted to go to. Both local government and the health service have been putting a huge
amount of effort into real alternative forms of care, and that is where we must place our effort.
We have had a constructive relationship with the care forum, which looks after the care forum
for independent nursing home providers, and they have been helpful in trying to ensure that a
range of alternative care is available across Wales. However, we know from the examples of
good practice in this paper, and many more, that there are alternatives that can be developed
for individuals, so that the choice is not just between going into a community hospital or a
nursing home and having individual intervention in your own home. Listening to clients and
patients, most of them want to be at home, and our aim, and the aim of local government and
the health service is that, wherever possible, the maximum effort should be made to retain
people in their homes and to provide packages of care there, and that, when that is not
possible, there should be a real alternative. Therefore, it is a matter of whether there is a
choice.

[66] Mr Isaac: There is a balance to be struck here, because we are talking about a time in
people’s lives when they are vulnerable and long-term decisions have to be made. We are
rightly analytical when we look at the number of delays due to choice reasons. However, it is
so important to remember that the people in the hot seat at the time, who have to make the
decision, must be afforded all the support and time necessary to make the right decision for
the long-term future. Nothing should compromise that, even if a bed is occupied. That is such
a critical decision. We have issued choice guidance, and we have visited every local authority
in Wales to engage people on the issue of choice and to see what more can be done to take
policy and practice forward. You will get sick of me saying this, but this is another issue that
will be looked at carefully in the independent review, because it is such a significant issue.

[67] Eleanor Burnham: In my earlier career, | was a home care manager, and I know
exactly what you are talking about. My mother was lucky in Denbighshire to have the most
fantastic support in her own home. | thoroughly agree with you. An enormous number of
elderly people wish to retain their dignity in their own homes. | am concerned because point
2.31 of the Audit Commission paper notes that local authorities may not have sufficient
resources to fund placements for all people currently delayed as a result of exercising the right
of choice and that there is huge pressure on capacity in some areas. Therefore, how realistic is
it, Mrs Lloyd, that local authorities will be able to work more in tandem with healthcare
providers to ensure that the choices that you have discussed and | have just mentioned will be
real options?

[68] MsLloyd: There is evidence from throughout Wales that that is starting to happen

more and more. People are looking at the resources that are absorbed by the frail and elderly
in our communities and at how best those resources might be targeted together. That is why
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Ministers are so keen to enable pooled budgets to be taken a stage further, so that there is a
more holistic and comprehensive view of the alternatives to traditional care, how much those
actually cost and how they will vary over time. That is the whole focus of what Government
is trying to do at the moment. We have also been looking at the evidence that is coming
through on how individual organisations commission care, what range of care they plan to
provide, how well they meet the needs of patients, and whether they comply with best
practice and on some of the innovation going on. As the commissioning and the health and
wellbeing strategies come through in the next three to four months, we will be testing whether
they have been ambitious enough and whether they are giving weight to a wider range of
alternatives.

[69] Helen Mary Jones: You mentioned the role of the independent review, which will
obviously be important. Will the review be able to look at the impact on cost of choice to the
service user? | am aware of anecdotal evidence that, rather than people allegedly blocking
hospital beds because they are waiting for the nursing homes of their choice, the reality is that
people are waiting for local authority nursing home places that they can actually afford. | am
concerned that the issue of choice is sometimes used by healthcare and care providers as an
excuse for not dealing with some of the issues. Some of the things that you have said, Mrs
Lloyd, about a range of provision are certainly true in that it is what we should be aspiring to,
but the reality is that many patients have no choice at all, because of the lack of provision and
the cost to them if they then go from a health setting into a social care setting. Will the review
be able to look at how real this choice is, or is it a question of having to stay where you are
until a place that you can afford comes up, because that is not choice?

2.10 p.m.

[70] David Melding: Before you respond, there have been several references to the
independent review that is going on. That is a separate piece of work. | know that the review
body and the Audit Commission have been in touch, and, of course, we encourage that sort of
joint working where appropriate. Our work here stands discretely on its own, although we
hope that it will influence the Government’s future response when it carries out its own
independent review. | ask you to turn that into a question rather than it being a plea for the
independent review body to consider things.

[71] Helen Mary Jones: Well, | did ask whether the review will able to look at this. My
point is that it is a level of detail that a national review might find difficult to address, whereas
the targeted work that we have commissioned might be able to do so.

[72] MsLloyd: Yes.

[73] Irene James. There always seems to be a problem when a patient is admitted to
hospital and he or she has a social care package as everything seems to stop. Is that a uniform
response, and how can we support trusts to improve their internal processes to ensure that
these things do not happen? That delays the process yet again. If everything stops, when
someone is due to be discharged everything has to be reassessed.

[74] MsLloyd: If someone is not using it, the package of care will cease. However, we
must place the emphasis on the fact that it then does not take forever to restart it. As you
know, many patients who have multiple problems now have their yellow books, so, if they are
admitted as an emergency or for any sort of reason, the individuals in the health system will
know exactly what the package was and be much more enabled to reassess with their social
services colleagues whether the patient’s former package is still adequate or whether they will
need a top-up in terms of care. | think that the intermediate care schemes that have been
developed in Wales are serving a really good purpose in that you have more consistency of
care. We are evaluating at the moment whether they enable reassessment to take place much
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more quickly and therefore enable people to get out of their care context more easily. That is
part of some work that we have commissioned separately.

[75] Ledey Griffiths: | am looking at paragraphs 2.68 to 2.75, which deal with the
commissioning of services. Any delayed transfer of care indicates a weakness or difficulty in
commissioning, because if anyone has to stay in hospital for longer than necessary, the
specific services that they require were probably not available at that time. Are
commissioners sufficiently effective in commissioning services that act as the front door to
the system to prevent unnecessary admissions and promote independence? How can you
ensure that social care support is in place to ensure that the right services are available when
people need them and that they are in the right place?

[76] MsLloyd: Commissioning is very underdeveloped, and health and social services in
Wales and the UK will agree with that. We published NHS commissioning guidance in
March, and we are publishing collaborative commissioning guidance in the spring of 2008.
The work that health and social services organisations have been doing together in all the
communities is looking to ensuring that commissioning is done more effectively, given the
health needs of the population, and the way in which they are described as getting better, and
is more matched with the whole issue of whether we can retain people’s independence and the
range of services that we will need to deliver for them. As you know, in the health service, the
secondary care services are now starting to be commissioned almost en masse within
communities, so that a number of communities will band together to commission secondary
care, while still retaining their individual responsibilities for meeting the health and social
care needs of their populations.

[77] Work is being done by the WLGA and the Social Services Improvement Agency,
again, to train and develop individuals in local government to commission more effectively. A
big training programme is going on in the health service too, to ensure that commissioning
skills are improved. We also have a major piece of work being undertaken, which includes the
voluntary sector and a range of partners, by a national working group that | chair. That is
looking at the best ways of rolling out good practice in commissioning, to ensure that there is
a synergy between the agencies. That includes the voluntary agencies and what services can
be commissioned from them, and how appropriately that might be done, to ensure that people
do not get stuck in the wrong places. It is being taken very seriously.

[78] Ledey Griffiths: Talking about other sectors, the report states that there is a need to
reduce the spot purchasing of care home capacity, and to better engage the independent
sector. Looking at case study J, on page 63, how do you believe the independent sector could
be more effectively engaged to address the points outlined in this case study?

[79] MsLloyd: We have been working well with Care Forum Wales, and it is part of this
national group too. Therefore, it will also have been engaged in the preparation of the
guidance that will come out on collaborative commissioning, to ensure that we are clear about
the sorts of outcomes of commissioning that Care Forum Wales representatives can provide to
the whole system, and to ensure that we start to commission against outcomes more than we
have ever done before. Therefore, it is part of that solution.

[80] Helen Mary Jones: Are there sufficient incentives for health and social care bodies
to work effectively together, and to make the best use of public money?

[81] MsLloyd: That is a serious question. In times when pressures increase, resources get
tighter, and scrutiny gets heavier, the one way in which you can get organisations to more
effectively work together is to use incentives. As you know, the Minister has just signed off
an incentives programme within the health service. However, we have to take that one step
forward, to look at, in line with the collaborative commissioning guidance, what incentives
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can then be placed in the system that will allow the whole community to work more
effectively together. It is serious, because incentives help enormously to gear people together.

[82] Helen Mary Jones: Three of the auditor general’s recommendations—8, 11 and
19—refer to the need for transitional funding to break the current vicious circle that draws
resources into the acute parts of health and social care. Does the Government plan any such
financial pump-priming to help local partners to break the stalemate in the use of resources
that the auditor general has identified?

[83] Ms Lloyd: The Minister is currently looking at her budgets. At present, there is a
pump-priming resource in those budgets, and it will be for her to decide what she wants to do
with that in the future, and how she wants to direct it. We are waiting to give her further
advice from the pilot projects on chronic disease management, to see where, within that
change from where we are now to where we might collectively want to get to in five years’
time, pump-priming moneys would be most effective. That will be part of the evidence that
we will give her to allow her to consider what she then wishes to do with the pump-priming
money that she already has in her budget, and whether she wishes to retain that.

[84] Helen Mary Jones: Would you advise the Minister that that pump-priming funding
should be ring-fenced for that specific purpose within the system?

[85] MsLloyd: The resources that we have in Minister’s budgets are so precious that we
would want to see them directed very much at solving some of the problems of changing the
system.

[86] Helen Mary Jones: | understand that, but that was not quite what | asked. There are
different ways of attempting to ensure this, and, in some cases, ring-fencing is the only one
that ultimately works.

[87] MsLloyd: It is ring-fenced at present. However, | cannot speak for the Minister on
the budget.

2.20 p.m.
[88] Helen Mary Jones: | was asking about your advice to her, not what she will do.

[89] Huw Lewis. The question that | was going to ask concerned locality level targets,
which has largely been explored by Helen Mary’s earlier question. So, with your permission,
I will roam a little wider. We keep coming back to an inherent weakness in our system, which
is a weakness in strategic control, and the ability of the Welsh Assembly Government—
through you and the Minister—to set targets and minimum levels, ensure that they are
complied with, and to ensure a minimum standard of care across the country. Would you not
say, Mrs Lloyd, that part of the problem is your role as the head of the Department of Health
and Social Services, and the relationship between the part of your job as head of the NHS and
the part involving your headship of social care as it happens out there on the ground in
Wales? Both roles are very different in terms of influence, particularly given the role of local
government social services departments? When we get down to it, is that not part of the
problem that we are trying to wrestle with?

[90] MsLloyd: I do not know that it is part of the problem, but my responsibilities are
certainly completely different, between health and social services. However, | have not seen
evidence of local government not taking this problem as seriously as the health service. That
is why you find so much activity going on throughout Wales, with health authorities and local
authorities coming together in a far more proactive way than ever before, to try to solve this
jointly. Their desire to do it has been shown tangibly by their asking us to provide resources
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for them to set up their Social Services Improvement Agency. Under the leadership of Meryl
Gravell, who chairs that part of the WLGA, huge efforts are being made to ensure that there is
greater transparency about what each local authority can achieve with its partners or on its
own, and assistance and support has been given to those who are having difficulties trying to
solve these problems on their own, in isolation. So, yes, it is true that my responsibilities are
completely different, but there is a movement within local government now to come together
to solve the problem and to learn from each other.

[91] Huw Lewis: Thank you, Mrs Lloyd, for your generous and diplomatic answer. | do
not doubt that there are good people with goodwill working very hard to deal with a great
octopus of a problem. However, you have said yourself—and it comes across in almost every
answer—that we attempt to encourage, incentivise, and to bring people together. When it
comes to something that is self-evidently a block in the system, like the local agreements, we
cannot just get rid of them; we have to take legal advice on whether we can do so. This is a
small country. Could a number of these problems not be solved simply by asking those people
who work hard with goodwill in the system to work in a seamless service, and to run social
care in Wales as we do the NHS: through the Assembly?

[92] MsLloyd: That is interesting. Many different models have been used to try to bring
health and social services together, and to work far more effectively, where there was
perceived to be a problem. One of my former colleagues is running one of the five care trusts
in England. His experience is quite interesting. However, that was a reorganisation generated
by the staff who were working together in the system. It may or may not work depending on
different circumstances. Structural reform might seem to be an answer, but a huge amount has
been done by the organisations, separate though they might be, to recognise that there is a
major problem and it will not be solved until they work together seamlessly.

[93] In many instances, you will find individuals within communities looked after by
intervention teams or rapid-response teams whose staff are employed by completely different
people, but that makes no difference to the individual. The different people involved will not
recognise that one of them is employed by social services and another by the health service,
because they work as a seamless team and that is what we are aiming for.

[94] Huw Lewis: So, we are aiming for a seamless service.
[95] MsLloyd: A virtual seamless service.

[96] Huw Lewis: A virtual seamless service. Okay. | often wonder, Chair, why we
pussyfoot around this—not that I am accusing Ann of pussyfooting around this, and | did not
mean for that to sound the way it did. However, if we are truly aiming for a seamless service,
as far as the consumer of the service is concerned, it does not make a difference as long as the
service is of a very high quality. All that we have is an historic inheritance of large
bureaucratic organisations that try their very best but come from two traditions, and they keep
tripping over one another because of those two traditions. It almost seems as though we are
asking to be made virtuous, but not quite yet.

[97] David Meding: | think that we are now very much in the realms of policy. | could
guote a section of the Welsh Conservative Party’s manifesto to endorse what you just said,
but I do not think that that would help your political position. [Laughter.] For our purposes,
we have to concentrate on the evidence before us and not wander too much into policy.

[98] | am not sure whether we did exhaust the point that, if we want to encourage seamless
or joint working—call it what you will—we need targets that are the same, and not in how
they are calculated statistically, but in that they are shared by both organisations, or more than
two, in some cases. That has been lacking from performance data in the past.
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[99] Mr Isaac: That is a very real issue: we need targets that pull people together rather
than push them apart. Over time, our targets on the performance agreements and the service
and financial framework have become more coherent, but there is some way for that to go yet.
‘Fulfilled Lives, Supportive Communities’ sets this out as a particular objective, in that we
need a series of outcome-focused targets that will bind social services and the health service
together.

[100] David Melding: Thank you. That is clear. The final question comes to me. How can
the Assembly Government best support the delivery of the shared vision of services? We have
talked a little about flexible working and pooled budgets, and Mr Isaac then mentioned
outcomes. In a sense, that is an outcome of organisations sharing a vision for health and social
care in a particular region. If we are encouraging people to do a bit of joint working, in a
project-based way, with ring-fenced funding, that will have a very different outcome from a
shared vision leading to a culture of deep co-operation.

[101] MsLloyd: Yes, | would agree with that. There are several ways in which we can do
this and, of course, local service boards are now being set up as development areas. All the
first six have, at the core of their stated aims, the improvement of the working of health and
social services and the voluntary organisations in achieving a seamless service for patients.
They are very young organisations, but it is interesting to see the exposition of the work being
done within those local service boards at the moment. They are all different and are all going
about it in a different way. However, it is interesting to see how it has already galvanised
people to take a more proactive approach to working between local government, trusts and
local health boards to start to solve some of the intractable problems in communities and in
the provision of their health and wellbeing services. That is one way in which we can
encourage these organisations to work together better.

[102] | am a member of the Carmarthenshire Local Service Board, and it is one of its top
priorities. Very good practices have already started to develop over the last year in between
the local authority trust and the local health board.

2.30 p.m.

[103] They do not have a tremendous track record on having a united vision for health and
social services. However, there has been a huge and encouraging change. We need to
continue to evaluate the effectiveness of these very young constructs to see whether they
really can add value and provide solutions to those problems of co-operation.

[104] David Melding: Do you believe that we should focus on local government, because
there is now a cultural shift, and it sees the importance of the joint approach in health and
social care terms? Therefore, a system of fining, as they have done in some places in England,
would be off the agenda completely in your view, would it?

[105] Ms Lloyd: We have looked at fining. There has been a recent report on the
consequences of this, which was not as positive as it might have been.

[L06] Mr lIsaac: The Commission for Social Care Inspection in England looked at the
reimbursement provisions and released a report in October 2004. The findings were mixed. In
some cases, there had been an impact on delayed transfers of care, but, in general, this system
worked where mature and effective partnership approaches were already in place. It seemed
to lead to poor outcomes in those places where partnership was not working very well. A
system of fining was brought into operation, and some of the outcomes were really quite
worrying: patients were discharged before they were ready to be. So, the results of that
intervention were mixed.
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[107] MsLloyd: It would affect only a third of our delays.

[108] David Melding: Thank you very much. We have completed our questions. Thank
you for your attendance this afternoon and for giving such candid answers. We are very
grateful.

[109] We will now break for 15 minutes. We will return just after 2.45 p.m..

Gohiriwyd y cyfarfod rhwng 2.32 p.m. a 2.48 p.m.
The meeting adjourned between 2.32 p.m. and 2.48 p.m.

[110] David Melding: | welcome everyone to the second half of our evidence session on
delayed transfers of care. We will now take evidence from the chief executives of bodies in
the Gwent, Cardiff and Vale of Glamorgan localities. The purpose of this part of the session is
to probe the issues raised by the Assembly Government and to improve our understanding of
the opportunities, constraints and challenges that face those running local organisations, who
must tackle the very complex issue of delayed transfers of care. In this way, we will be better
able to make recommendations to improve the situation.

[111] I welcome Mrs Abigail Harris, chief executive of the Vale of Glamorgan Local
Health Board, Mr Hugh Ross, chief executive of the Cardiff and Vale NHS Trust and Alison
Ward, chief executive of Torfaen County Borough Council. | know that you were kind
enough to be here earlier and that you listened to the earlier evidence, so you will know how
the committee will run this session. | am particularly pleased to see Alison Ward here as chief
executive of a local authority, but I remind Members that, as such, she is responsible to her
local authority and in no way owes any allegiance to us, other than in having a deep interest in
these issues and how they relate to policy priorities. | will ask the first question to Hugh. Why
does your trust currently have by far the longest average duration of a delayed transfer of care
in Wales?

2.50 p.m.

[112] Mr Ross: | think that the answer to that, Chair, is that we face the most complex
series of issues of any of the trusts in dealing with delayed transfers of care. There are a
number of generic issues across Wales that | think cause the problems, but there are some that
are specific to the Cardiff area. The generic issues are very well laid out in the report and | do
not think that | should be repeating those. However, in Cardiff, we have had some additional
difficult factors, some of which also apply to the Vale. One has been the quite steep reduction
in nursing-home capacity in recent years—there has been a loss of around 150 residential and
nursing care bed places over three years. Those are now starting to be replaced but,
unfortunately, perhaps from the perspective of patients and their families, although much of
the new provision is of a very high quality, it is extremely expensive, and therefore is outwith
the means of the local council and many families.

[113] Another issue that we face is the intense pressure on services in the Cardiff area,
which leads to higher levels of demand than are faced elsewhere in Wales, particularly in
terms of unscheduled access. The combination of the two issues, which leads to very high
occupancy rates in the hospitals, makes internal processes pressurised and difficult. So, there
are a number of reasons why we have those long delays, although, | have to say, it has been a
interesting feature in recent years that, as we have succeeded in reducing the overall number
of delayed transfers of care—I suspect that in some ways we have dealt with some of the most
simple-to-deal-with problems—as the Wales Audit Office has observed, the average length of
stay for those remaining has risen. The delayed transfer of care position is just part of it, and
the continuing healthcare issue is also very important. We have as many beds occupied by
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continuing healthcare patients or patients who are awaiting a continuing healthcare
assessment as we have by formerly designated delayed transfers of care patients, which is also
a very serious issue for us.

[114] David Melding: I now turn to the other two witnesses. There has been an increase in
bed-days lost in your localities for social care reasons over the last two years. Are there any
particular reasons for that that you wish to bring to our attention?

[115] Ms Harris: Committee members might be aware that we had some issues in our
patch in terms of the local authority that are being worked through on the budget position and
what is being commissioned by the local authority. Since last year, we have seen real
improvements in joint-working arrangements. We are making progress in getting a better
joint-commissioning strategy around long-term care, which 1 think will lead to a greater
improvement. Some of the other issues, which have been identified in the report, are about
ensuring that we have the processes working effectively across health and social care, and
some of the issues discussed with Ann around getting assessments done at the right time will
make a real impact in terms of this.

[116] MsWard: | am happy to look at Torfaen, if that is what you want to do, but I think
that it is more helpful to look at the general issues, because they are relevant to everyone. Our
issues are no different from everyone else’s. In Torfaen, delays for social care reasons are
declining, because of continuing healthcare and the Grogan case, which means that delays
because of health reasons are going up. The issue is that, certainly in my area, we have said
that we cannot be in a silo in this regard; we have to work together and see this as a whole-
systems problem. If we do not do that, what will happen is that we will shift cost and blame
between each other. We have been looking at a whole-systems approach. | have had some
very useful strategic planning meetings with the chief executive of the trust, the local health
board and the management teams. We have taken three days out of our schedules at a
management level to look at where we are going strategically. That is one of the most useful
things that | have done in a very long time. It is not just around delayed transfers of care; it is
around our whole approach to this issue of what happens to someone when they become a
medical case as opposed to a social care case and how we stop that person becoming
institutionalised. So, that has been tremendously helpful and if it has taught me one lesson, it
is that joined-up leadership is important. Going back to the point that was made earlier, and |
do not necessarily think that it is about structures, but | do believe that it is about people at the
top of organisations saying, ‘This is a whole-systems issue, and we will work together to
address it, in a different way than we have been’. Therefore, there is no point in the chief
executive of the trust picking up the phone to me and saying, ‘What are you going to do about
your delayed transfers of care, Alison?’, because | cannot solve it without his assistance, and
without the assistance of the chief executive of the local health board. Therefore, that
leadership issue is the key.

[117] Commissioning must get better. We have a lot of management information, much of
it held by GPs, who are paid to hold it but not to use it effectively. Therefore, commissioning
must get much stronger. An important part of commissioning is how we then manage the
markets. One of the key issues is that we can be as good as we like as three agencies at trying
to deliver reduced delayed transfers of care, but if the independent sector is falling apart, and
we are not supporting it, and we are not using preferred-provider status to support certain
good-quality independent providers, then we are setting ourselves up to fail.

[118] Ann made the point earlier, and | totally agree with it, that there is no choice if the
choice is, ‘Which of these homes do you want to go to?’—when you do not want to go to any
of them. That is not choice. Choice is where you can be supported in your own home, with a
high-level of care, or you can go to such and such a home, which we have invested in as
health Wales, and therefore we know that it is a supported provider, with good levels of care,
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which we endorse. Therefore, real choice is about looking at things in a very different way.

[119] David Meding: We will examine some of these issues, as we develop these points.
However, could Hugh and Abigail reflect on Alison’s point on leadership in terms of, in this
instance, looking at delayed transfers of care, although it is about the health and social care
community as a whole?

[120] MsHarris: It is; it is a whole-system problem, as we have all identified. Tomorrow
there is a meeting across the five organisations in Cardiff and the Vale of Glamorgan to look
at how we will tackle the recommendations together. That is at leader and chief executive
level in the local authority, and chair and chief executive level in the NHS organisations. We
recognise that we need to have our own local plans across health and social care, but, if they
are not joined up across the whole health and social care community, there will be difficulties
in dealing with the really wicked issues across the patch.

[121] Locally, one thing that I have found useful over the last year is that | have been
chairing a meeting of the chief executives of the local authority and the two trusts. That has
been about getting the dialogue going, and understanding each other’s issues, because we
understand the difficulty of financial pressures across the system—uwe have all worked in that
kind of environment—and it has been about sharing the problems and building up trust
between organisations. Therefore, it is about creating a culture where we recognise that it is
not just my problem, and not just the local authority’s problem—we can only solve this by
working effectively together.

[122] Mr Ross: | would only add that one of the most difficult tasks is reducing the
complexity and variation. There are many players on the pitch, which leads to a lot of
variation, different policies, different approaches, different funding abilities and inequity of
service provision in different areas. From the trust point of view, looking outwards, anything
that we can do to try to remove variation and make things smoother and simpler can only
benefit the patient flows. Therefore, through the sorts of meetings that Abi is talking about,
that is one thing that we are starting to do. Our relevant local authorities are much better
apprised of the issue, and have it much higher on their own priority list than perhaps was the
case a few years ago. | would like to pay them credit, because they have seized it at their
senior levels and have engaged with the problem with us, which is great.

[123] LorraineBarrett: My questions are to Hugh and Abi. Looking at some of the figures
in the auditor general’s report, paragraph 1.16 suggests that £26.8 million could be directly
released to be spent elsewhere in the health and social care system. Assuming that a reduction
in delayed transfers of care can be secured in Cardiff and the Vale of Glamorgan, how would
or could the resultant savings be spent more effectively? Would they all be your savings, from
Cardiff and Vale NHS Trust?

3.00 p.m.

[124] Mr Ross. If we managed to reduce delayed transfers of care substantially, and
thereby free up capacity, we would have several choices with regard to how we could use the
resources that were freed up. One immediate call would be the need to do more and more
scheduled work in order to meet the Welsh Assembly Government’s targets for elective
access. The amount of work required to meet those targets is ramping up significantly from
April as we get closer to Access 2009 and the targets therein. Another possible call on the
money would be to reduce the overcrowding in my hospitals and reduce the occupancy levels
to ones that |1 know are more consistent with efficient working, better cleanliness and better
control of infection, because the hospitals are currently running at occupancy rates in the mid
90 per cents, and all the evidence suggests that that is inefficient and potentially detrimental
to better patient care.
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[125] If we solved those two problems | have no doubt that my LHB colleagues would want
to try to shift resources into admission avoidance and prevention, because there is so much
more that we could be doing with health and social care collectively to try to stop people
coming into hospital in the first place, and so many older people find their way unnecessarily
into our hospitals and stay there for much longer than they should. That is probably a good
point at which to hand things over to you, Abi.

[126] MsHarris: We know that there are too many people who end up in the wrong part of
the system who end up in hospital. There are a number of schemes in intermediate care that
provide an opportunity to prevent admission, but there are not enough of those in the system.
The question is how to break the vicious cycle, because the funding is tied up in staff and
beds in the hospital, and we need to find a way of disinvesting in that part of the system and
investing in out-of-hospital care. That is very difficult when you are working in a health and
social care community where there is no slippage at all in funding positions. Therefore, it
must be done within the existing budget, and one of the important components of the
programme for health service improvement, on which we are working with the trust, is about
remodelling care and realising that, if we model the care all the way through, we will need
fewer hospital beds and we will need to reinvest the money in alternative models of care that
prevent hospital admissions.

[127] That is really exciting work. For example, our ambition for Barry Hospital is that it
will become a much more integrated health and social care facility. The point has been raised
before with regard to getting the teams to work together; whether they are in single teams or
single management, it is about staff on the ground working together. We have set out such
things in both the programme for health service improvement and in our local health, social
care and wellbeing strategy, on which we are consulting at the moment. It is about how we
can use the money more effectively through the system. Ann mentioned the financial flows
work that is being done at an all-Wales level and some of the commissioning work, which
will be crucial to this, because the least developed bit of the commissioning system is that for
out-of-hospital care. We need to ensure that the framework enables us to move money
through the system effectively and invest in those services.

[128] Mr Ross: | wish to reiterate Mrs Lloyd’s point about packages of care not necessarily
being cheaper outside. It is a fact that several of the continuing healthcare patients in my
hospitals are not there because the local authority and the LHB have failed to reach agreement
about the funding; they are there because, frankly, it is cheaper to keep them there than to find
the money for the packages of care that would be necessary outside, some of which would be
many many times the cost of those patients remaining in hospital. That is a much bigger
policy issue, and it was important that Mrs Lloyd referred to it.

[129] Ms Ward: | know that you did not address your question to me, but | wished to
comment because Hugh’s answer was so interesting. It highlights a point that | was hoping to
be able to make today. You asked Hugh what he would spend the money on, and he said that
he would first deal with elective surgery and then with cleaning up the hospital. Of course that
is what Hugh would deal with because those are his targets; that is where he is held to
account. Thirdly, some money would go into intermediate care. However, the trust and the
LHB are not actually incentivised to prioritise intermediate care above other things, and that
is one of the issues that we face. | totally understand why colleagues are in that position, but
the system causes that to happen.

[130] Lorraine Barrett: | will expand a little on the potential £27 million that could be
saved. | said two trusts when | obviously meant two local health boards—we have one trust
covering the two local health boards. Does the mechanism exist to allow money to be
transferred? Abi said what she would like to use the money for, but is there agreement across
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the trust and the two local health boards on how those savings could be used? That is what |
meant when | asked whether it was your money.

[131] Mr Ross: | think that there is a whole raft of things that we would like to spend
money on, developing all sorts of service in the community. If we had the resources, we
would, hopefully, even be able to get to the point where we could pool them successfully.
Rather than pooling deficits or potential deficits, which is what we are talking about at the
moment, we could actually pool surpluses, in effect, in order to create a different scenario
with local government altogether. | do not think that we would be short of things, but let us
not forget that Abi has responsibilities to ensure that the trust hits its elective access targets as
well. So, she is in the same dilemma as | am in, in terms of what the use might be of any
resources that could be freed up. We always have to weigh—

[132] MsHarris: Sometimes, it is just about changing the focus of where the services look.
We know, around some of the chronic-conditions-management work that we have been
doing, that it is actually about taking out some of our services that sit in hospital; it might be
around taking out out-patients, so that the consultants work alongside primary care in a
different way. Perhaps some of the diagnostic services that are provided in hospitals could
also come out. | guess that the concept of primary and social-care resource centres is the
model that we are working up, through the programme for health service improvement. Our
complication is that we are doing it with Bro Morgannwg, at the western end of the patch, and
with Cardiff and Vale, so there is duplicate work. However, | am quite confident that
although they might be articulated slightly differently, the models remain the same in terms of
what it means for patients. At the end of the day, what patients need is a straightforward
service that is not complicated by whether it is health or social care. So, the model of where
we can have a much closer reliance between health and social care is where we have a
common ambition.

[133] Darren Millar: I can understand the comments that you made, Mr Ross, regarding
sharing deficits, but are you seriously suggesting that, if there was extra cash in the system as
a result of tackling the delayed discharges of care from within the NHS, you would be
prepared, and quite happy, to pass some of that on to local government to deliver better social
services to prevent admissions into hospitals?

[134] Mr Ross: Absolutely. I think that we could make a very clear case that if we could
adopt a genuinely joint approach, using health and social care resources out in the
community, in people’s homes and neighbourhoods, in clinics and primary care settings, we
could have a significant impact, first, on our ability to stop people coming to hospital when
they should not, which in itself is a huge part of the problem, and when they need to come to
hospital we could get them enabled and back in their own homes and, more appropriately,
more quickly. So, yes, | think that I would very much welcome some targeted, ring-fenced
resource going in to those areas. The Minister’s recent statements lead me to believe that
there may be some hope in that direction. Of course, as Mrs Lloyd said, we do not yet know
what will be forthcoming, but that would be great. It would also be a huge sort of lubricant to
joint working, to have something to really get our teeth into, rather than scratching around, as
we are at the moment, on the margins of pressurised budgets to try to put little bits of resource
together.

[135] Chris Franks: |1 am looking at page 33 and paragraph 1.25. There is a very stark
sentence here that says, ‘We can see no justification for local agreements’. Is it reasonable for
me to say that the purpose of local agreements is to delay the start of counting? Is it not just
simply a method of masking the true scale of delayed transfers of care?

[136] Mr Ross: Are you asking me?
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[137] David Meding: I think that all of you could give us a view on that. You have clearly
heard that the Welsh Assembly Government is looking at the issue of local agreements before
the clock starts, as it were, and its thinking is that it is now difficult to justify those
agreements. Do you agree with that, even though you may currently be embroiled in them and
would have to get out of them?

[138] Mr Ross: | am guilty of introducing one of them. When | came to Cardiff, | found
that there were no agreements between the trust and Cardiff County Council as to how long it
should take to get the process started, so we agreed some maximum times, which are reflected
in the report, which we agreed that we would negotiate down over time. That was the first
time that there had been any kind of performance measurement of what Cardiff local
authority was doing in terms of starting assessments. | will not deny for a moment that some
of the more historic, long-term agreements may have been put in place as a way of protecting
resources and slowing up the process—defensive measures, if you like—but | do not know of
any specific measures of that kind, although | have experienced it elsewhere. A local
authority in England put such measures in place as a way of restraining the use and
commitment of resources. Certainly, with regard to the first one, the Cardiff and the Vale
report was at my instigation to try to put some grip in the system.

3.10 p.m.
[139] David Meding: We will bring the auditor general in on this point.

[140] Mr Colman: If I may clarify, Chair, what we intended by the sentence that Mr
Franks quite rightly described as ‘stark’, it is precisely the part of the local agreement that
says that the clock does not start until so many days have elapsed. The concept of setting a
minimum standard described by Mr Ross is unexceptionable—we would not criticise that at
all. The aspect of the local agreement that we found unjustifiable was the one leading to the
figures being understated, and not even systematically so, but understated variably because of
the existence of local agreements.

[141] Ms Ward: | can answer your question. | have looked at our position and | do not
really see why we have them, to be honest. | was surprised to hear Ann say that she had taken
legal advice about whether we could dispense with them, because | am sure that, from a local
government point of view, the Welsh Local Government Association would be quite happy to
enter discussions on a negotiated release of local agreements. That is from our point of
view—obviously, | cannot speak for health colleagues. The important thing is the estimated
date of discharge being fixed as soon as the person is admitted. That is what we all want to
focus on. So, from the local government perspective, | really cannot see doing away with
them as being an issue.

[142] David Melding: I think that that deals very succinctly with that question.

[143] Eleanor Burnham: May | have an additional question before I carry on to my own?
[144] David Melding: Do you want to ask the indicated question first?

[145] Eleanor Burnham: No. Before | ask the question indicated, | am intrigued by Mr
Ross’s earlier statement. | am a north Wales person, so | do not know your ins and outs, but
were you suggesting that Cardiff and the Vale trust is in such a happy financial situation that
you would have some spare money to share with your community colleagues, or were you

alluding to your aspiration for having sufficient cash?

[146] David Melding: I think that the witness was acknowledging the data presented.
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[147] Eleanor Burnham: That is okay.

[148] David Melding: It is possible that that sort of saving could be generated, and there
may then be agreements on how it is used, and that is not solely our focus, but a health and
social care focus.

[149] Eleanor Burnham: Fine. Referring in particular to figure 12 on page 44 of the
report, the Grogan judgment must fill people like you with some horror, given the expected
estimated costs of compliance. This question could be to Abigail Harris, Alison Ward or to
Hugh Ross. Given the level of delayed transfers of care resulting from this Grogan dispute
over continuing healthcare, eligibility is increasing. What should be done to reduce such
disputes between LHBs and local authorities? 1 am heartened by what | have heard, because
some situations in north Wales are not as rosy as your wonderful relationship—I will leave it
at that. | am sure that you will be able to enlighten us on your views on the implications and
on how to reduce the disputes.

[150] David Melding: 1 think that that is principally for the health board and the local
authority. In this case, happily, they are not—

[151] Eleanor Burnham: Mr Ross as well—

[152] David Meding: No; I think that it is principally the funding bodies in this case. | do
not know—

[153] MsHarris: | am happy to kick off. Locally, we are aligning our processes so that we
do not sit in one office looking at continuing healthcare from our point of view while the local
authority looks at it from its own office. There are grey areas that need to be discussed to
understand the individual’s care needs, so we are now aligning our processes so that there is
open discussion about what the genuine need is and, if it does fall in the grey area, how we,
together, can provide the effective package of care and to ensure that it does not cause delay
in the system. One of the key issues is ensuring that the continuing healthcare assessment is
done as part of the unified assessment process and that it is not seen as a bolt-on further down
the line. One of the things that | have observed in chairing the monthly meeting to look at the
individual cases is that it is depressing seeing someone start off with an assessment where
they are placed in a residential home, but because they have been delayed they are then sent
to a nursing home, where a full-blown continuing healthcare assessment is required. That is
not generally about people just delaying the system to get a continuing healthcare
assessment—it reflects the fact that people deteriorate in the system. So, we must get the
system working from day one, which goes back to the comment about the fact that the process
needs to start at admissions so that we can understand and predict what kind of package of
care people are likely to need, so that they get out of hospital quickly.

[154] Ms Ward: Continuing healthcare and the figures in the table only become
frightening if you do not regard it as a whole-systems approach. If you say that it is now
health’s problem and it was social care’s problem, | could rub my hands and say ‘Great, that
will solve some of my budget problems’, but that does not solve the problems for the people
that I serve in any way. As Abigail says, for every moment we spend wrangling, someone’s
chances go down. To give you an example, our local health board, my colleagues and | took a
report to our cabinet recently to try to get our politicians on board with the idea that this a
whole-systems issue. With the numbers of delayed transfers of care at which we were looking
at the time, we said that the social care budget probably needs about another £0.5 million if
we were to just clear those delayed transfers of care. One has to put the caveat that that is not
necessarily the best outcome for the people concerned, but it clears the performance indicator.
In fact, the cost to the healthcare service in terms of what it could give to its patients is seven
times that amount. So, it would cost me £0.5 million to put it right from a social care angle,
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but the opportunity cost to my health colleagues is seven times that amount, so it is £3.5
million. If we start to think of it in that way, in terms of ‘Here is some money with which we
can meet people’s social care and health needs across the piece without silos’, this becomes
an irrelevant issue.

[155] David Meding: That is very heartening, I think.

[156] Eleanor Burnham: So, Mr Ross, what impact do you think that the continuing
healthcare issues have on your organisation, and, from a trust perspective, how do you think
the systems can be improved or do you think that you are working so holistically that you are
quite positive about it?

[157] Mr Ross. Other than doing our bit in the process, we are not able to have a great deal
of influence on the continuing healthcare discussions. Paragraphs 2.24 and 2.25 are an
accurate representation of the position. The personal implications for patients and families
that Abigail described are very real, and my perspective is that a continuing healthcare
assessment patient who is delayed is, in turn, delaying a patient in an acute bed, who is
delaying a patient in an assessment bed, who is delaying a patient in the emergency unit. So,
it ripples right back through the hospital system, therefore every patient that is delayed is
effectively delaying three or four other patients. That gives an illustration of what an
enormous problem it is. The level of maturity about the debate is improving all the time,
because these are very real problems for financially challenged organisations, and | do not
think that 1 am speaking out of turn when | say that Cardiff City Council and Cardiff Local
Health Board, for example, are finding it very difficult to get to grips with this issue with the
two organisations being under immense pressure, and the potential bill and resource
commitment for the organisations being so big.

[158] MsHarris: May | just add another issue, which it is important to reflect? Some of
these cases are incredibly complex; one of the cases that | have been dealing with for a long
time relates to a young man with a mental health problem, and it is incredibly difficult to find
the right package of care for him. This case involves the mental health tribunal, and it
involves dealing with someone who is very vulnerable. It is true to say that the patient is not
in the right bed, but along with the clinicians and the full multidisciplinary team, we are
working through what is the best package of care, and we had the experience of trying some
things out that did not work, so we must be very careful. So, the clock still ticks in terms of
the bed days lost. You sometimes see quite sharp rises, and you will see drops if you solve a
case by finding the right package of care and moving the individual through the care plan.
This means that the numbers can drop off overnight. So, some of them are very complex
cases that take a lot of work from clinicians and managers across the health and social care
system.

[159] Eleanor Burnham: Moving on to discuss the percentage of bed day loss across
Wales and the reasons accounted for half of the total number of bed days occupied by delayed
transfers of care, you are obviously aware of these things. How are your organisations, Hugh
and Abigail, working to minimise the extent of delays? You have explained about the
complexity, and | am sure that it is not an easy process, but I am also sure that you can help.
3.20 p.m.

[160] LorraineBarrett: Itis ‘due to choice’.

[161] Eleanor Burnham: Sorry, yes. How are your organisations working to minimise the
extent of delays due to choice, whatever that might be?

[162] Mr Ross: That is a very tough issue. We had different choice policies between the
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two parts of our community. We have now agreed a common one, which is in the process of
being signed off by all the partners, which is important. However, |1 am very conscious that,
up the road, in another local authority and local health board area, there will be another choice
policy, and one of the things that we would very much welcome—and | gather from what
Ann Lloyd said that this is on its way—is definitive guidance that applies right across Wales
that is carefully tested and thought through, because, as you might imagine, we come up
against difficult challenges all the time. Ann’s point about ‘what choice?’ is extremely
relevant in this part of the world. I think that only two nursing homes in Cardiff will accept
the local authority rate. So, in reality, for many patients, there is no choice at all. As the rules
stand, patients and their families can put their name down for one of those nursing homes
with there being no realistic possibility of a place being available for many months and,
frankly, they are then stuck because of the lack of alternatives.

[163] So, we have to do a number of things. First—and | am sure that Abi will want to talk
about commissioning strategies, so | will leave that—we have to do whatever we can to
increase capacity in the system in different ways, and we are doing some quite imaginative
work with housing departments in the councils to see what sheltered housing, extra-care-type
housing, might be available as alternatives. We are talking with the voluntary sector, with
Care and Repair Cymru and Voluntary Action Cardiff, for example, to see what the voluntary
organisations can do to help support in the home. That is often in very simple, practical ways,
but it can make all the difference. So, we are exploring what we can do on that too—anything,
really, to avoid patients going to this narrower and narrower funnel that, at the moment, is
choice. So, there is a lot that we can do but it probably needs some all-Wales decisions as
soon as reasonably possible to try to nail the issue.

[164] David Melding: [Inaudible.] proceedings. Do the other two witnesses agree that
Welsh Assembly Government guidance on the issue of patient choice would be welcome? If
you have a contrary view, please express it now, but otherwise—

[165] Eleanor Burnham: | was going to ask that question about what the Assembly
Government should do to address—

[166] David Meding: I think that it is redundant now as Hugh has addressed it, but if the
other witnesses have a view that that should not be the direction of travel, | would like to hear
it.

[167] Mr Ross: There is one other bit that | should add, if I may, particularly from the trust
perspective, which is that we need to keep improving our processes. They are a lot better than
they were but there is still plenty of room for improvement in how quick, slick and organised
we are in doing all the things that we need to do. Unified assessment is a pain: it is
desperately bureaucratic and very lengthy. We lack an electronic solution and we would all
like to see a much simpler, quicker and more effective UA system to be put in place, again, on
an all-Wales basis. So, | would not want the committee to think—not that it would for a
moment, | am sure—that the trust does not have room for improvement in this area. We have
lots to do too.

[168] Eleanor Burnham: In case anybody does not know, could you remind us what UA
is?

[169] Mr Ross: Sorry, that is unified assessment.
[170] David Melding: Eleanor, do you want to ask—

[171]] MsWard: May |—
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[172] Eleanor Burnham: | have a question for you—

[173] David Melding: Hang on, I think that one of the witnesses has a slightly different
view.

[174] Ms Ward: | would welcome the guidance but I think that it is merely a sticking
plaster unless we address managing the market and investing in intermediate care, because
there is no real choice.

[175] Eleanor Burnham: Appendix 2 shows an 11 per cent decrease in bed days occupied
by choice related to delays in your situation. How did you achieve that?

[176] MsWard: Well—
[177] Eleanor Burnham: I thought that you would be rushing to tell me.

[178] MsWard: There are lots of things that one can do around choice. One of the things
that we have done in Torfaen is to increase the fees that we pay to independent sector
providers. We were a low payer and one of things that were happening was that we were
losing placements within our area to other authorities that paid more. So, we had to put right a
problem there. We have all of the issues that everyone else has around the independent sector
and the need to bring quality up while investing in those who deliver good quality and
ensuring that their businesses are viable. So, we may have made some increase and,
obviously, one is pleased about that, but it is not, by any means, going to solve the issue.

[179] Eleanor Burnham: Did you mean to say ‘viable’ rather than ‘vulnerable’?
[180] MsWard: I said ‘viable’.
[181] Eleanor Burnham: Forgive me.

[182] Huw Lewis: A little snippet of the auditor general’s report says that nursing staff
believe that 80 per cent of patients experiencing a delayed transfer of care would not be able
to return to their previous living arrangements. Do you think that there is a mindset here—
something in the culture of nursing, as nurses have inherited it—that has a default setting
towards an institutional care setting, rather than thinking about the independence of
vulnerable people? Are we on tramlines here in terms of the profession’s way of thinking?

[183] MsHarris: My experience, looking at individual cases every month, is that this does
not necessarily apply only to nurses, as it sometimes applies to social care staff as well. 1
think that it is true that we have a risk-averse culture. In some cases, when | question why a
person cannot go home, some of the reasons do not seem to be genuine; it is about risk, and
whether it is safe to let them go home. We need to shift the culture so that we try packages of
care. If they do not work, then we need to think again, but a lot of people want to go home,
and too often we end up moving people into residential nursing homes when we should have
tried sending them home first, with a package of care and perhaps more intensive support.
The evidence shows that people reach a higher level of independence than predicted, and |
think that we have to shift the culture a bit.

[184] Mr Ross: It is an interesting point, and | had some correspondence with the Welsh
Audit Office about this. | do not disagree at all with Abigail’s comments. To some extent, this
problem reflects the level of frustration and helplessness felt by the clinical staff. They
perceive that there are so many obstacles in the way of returning patients from whence they
came that it is almost as if that default option kicks in. | am afraid that older people, in
particular, can deteriorate rapidly in hospital, for all the reasons that we have talked about. So,
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I think that that is a real issue. One of the things that we are doing in the trust, in rewriting and
relaunching our discharge policies and arrangements, is to try to turn that on its head, and
make a presumption that the patient will go home as quickly as possible as opposed to being
kept in until we can sort something out. We must try to turn that round, with the help of all
concerned, including relatives. In many cases, relatives themselves can be a major obstacle,
because they feel that mum or dad will no longer be safe at home, and they put pressure on us
to keep their elderly relative in the system. That is another perception that we need to turn
around sometimes as well.

[185] Ms Ward: | may be presumptuous in answering this question, as it is not my area,
but I did have a chat with Martin Turner, the chief executive of our trust, before | came here,
just to check out my thinking on the matter. We both think that hospitals are quite dangerous
places; there is physical risk around the infections that older people can pick up, and there is
also a huge emotional risk—the longer you are in there, the more institutionalised you
become. So, there is quite a lot of risk, and people working in the hospital do not necessarily
perceive that staying in hospital is a risky business. The other thing is that GPs have a big role
to play in choosing whether to admit a person to hospital or not. For them, as | perceive it, the
low-risk option is to admit the person to hospital, but that might be the worst option for that
person’s life chances. However, it makes GPs feel that they have taken the best option and
done their duty. So, I think that there is an issue around GPs as well.

[186] Huw Lewis: There is a “‘safety first’ attitude.
[187] MsWard: Yes.

[188] David Melding: The auditor general says that the intermediate care sector is quite
fragmented as there are different schemes operating. | just wonder what experience you have
had in that respect. Is it becoming more integrated across the health and social care
community? What progress is being made?

[189] Ms Harris: Some of that relates to history, in terms of how those services were
funded. Quite often, they were funded with special grant money for new services, which
meant that it was a bidding process or an allocation process, so it related to a specific
geographical area. One example is that the elderly care assessment service works in Cardiff,
but it does not work in the Vale of Glamorgan, and one of the things that we want to do as
part of the broader programme for health service improvement is to align some of those
services.

3.30 p.m.

[190] For a GP out in their patch, knowing exactly which is the right service when there
may be eight, nine or 10 different alternatives is quite a difficult thing to work through. So,
we have committed to streamlining some of those services, looking at how we can use their
capacity more effectively. If some of them are more effective than others, we need to tweak
them to look the same. We need to address the issue, but it is challenging in the financial
climate. Where we have had investment in one patch, but not in the other, how do we find the
funding to roll that good practice out? We have identified the elderly care assessment service
for the Vale of Glamorgan as an area that we would like to develop, but the question is how to
find the funding for that. It has had a real impact in Cardiff.

[191] Mr Ross: That is a very good summary, certainly from our local perspective.

[192] David Melding: | was going to ask how we could engage GPs more effectively, and
part of it is to have a more integrated system available to them.
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[193] MsHarris: In the Cardiff and Vale, we are very fortunate in that, as one of the work
streams under the overarching programme of health service improvement, we have an
unschedule care board, and we have very good GP engagement in that. They tell us that it is
difficult to know exactly which service to refer to when they are out doing house calls. We
have talked about making it much simpler for them to provide alternatives, so that when they
talk about admission to hospital, that may be an admission for assessment. Hugh may want to
talk about his experiences of acute physicians who discharge people much earlier because
they are confident that they have done the assessment, and they can then get them back out
again. It may be an urgent district nurse visit that is required, or access to social care support
through short-term intervention service. We need to ensure that the GP provides them with
those alternatives at the point of access.

[194] MsWard: There is something around GPs being proactive in managing risk, on the
prevention end. Certainly in Torfaen, we are looking at a falls strategy at the moment with
GPs being the key managers of that, so that they know who is at risk of having a fall. We
know that falls are a major cause of people being admitted to hospital and resulting in delayed
transfers of care. So, it is more than just what GPs do when they have a crisis; it is about how
we can involve them as proactive risk managers. That may mean looking at how the contracts
are structured and rewarded.

[195] Ms Harris: May | just follow on from that? That also involves the role of the
ambulance trust in transporting people to hospital. We are doing some work on the same issue
of falls with the ambulance trust, because it is our paramedics that transport people to
hospital, and they often have to go to the same house three of four times to pick up someone
who has fallen. So, we are looking at how staff of the ambulance trust can make a referral,
either to the GP to say that they have been to that house twice and are worried about the risk
of fall, or to the falls clinic provided by the trust, working through the GP. So, this is about
making an alternative pathway available when the ambulance trust picks up on a risk area that
we need to reflect on.

[196] Eleanor Burnham: What you say about GPs is interesting, but they work only from
9 am. until 5 p.m. on a Monday to Friday. It is a huge discomfort to some of us in some
areas, and GP contracts have obviously been well researched by the audit office. We have
previously discussed it, and | have a bit of a bee in my bonnet about it. I am absolutely
thrilled to hear what you say, but, given that I come from north Wales, | want to know
whether this best practice is being disseminated throughout the whole of Wales.

[197] David Melding: That is not solely your responsibility, of course. [Laughter.]

[198] Mr Ross. There are pockets of good practice. | think that some of the issues that the
auditor general identified on the clarity of GPs’ roles, incentives and how they are aligned
remain unanswered. |1 am trying to use my words carefully, but | hope that we can move
towards a situation in which GPs feel empowered to be full partners in preventing admissions
to hospital wherever possible, and where every unplanned admission is seen as a failure. We
are a long way from that at the moment. That is a systemic issue that we need to grapple with
somehow. If we can do that, together with the other things that we have been talking about,
we would make a difference.

[199] David Melding: Thank you. I am sure that that point is well understood.
[200] Helen Mary Jones. Paragraph 2.69 in the report tells us that,
[201] “By their nature, delayed transfers of care indicate weaknesses in commissioning

because the delayed transfers signify that the services people need are not available at the
appropriate time’.
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[202] | would like to ask Abigail Harris and Alison Ward whether their organisations are
commissioning effectively to ensure the availability of a sufficiently wide range of alternative
services in the community to avoid hospital admission and to promote independence. | think
that you said a bit about that in some of your previous answers, but could you expand on that?
I am not sure who would like to go first.

[203] MsHarris: As you are looking at me, | will go first.

[204] This is not entirely the case, if | am honest about it. The challenges lie in one of the
things that | said before around out-of-hospital care. That is the area in which commissioning
is least developed. We are making progress on the currencies for hospital care, but the
currencies in the approaches that we use for out-of-hospital care need to be developed. In the
joint approach with the local authority, that was one target set out in the older people’s
strategy. Given some of the changes that we have had locally, we have not made as much
progress around that as we would like to have made. So, we have further progress to make,
but we have good foundations to build upon.

[205] Ms Ward: From the local authority perspective, we are both commissioner and
provider, so we have a dual role in that respect. An important part of our role is to build up
those options that one can commission against. We are very interested in looking at
intermediate care solutions. We are looking at some solutions around sheltered housing, and
about turning some sheltered housing units into intermediate care beds. We have an
intermediate care group with a wonderful consultant called Bim Bhowmick, whom we
commissioned using Wanless money. He is looking at a virtual-ward model, which means
that you substitute a hospital bed for the person’s bed, and you deliver the services at that
person’s home rather than in hospital, but at the same level. For people with co-morbidity,
instead of having lots of consultants dealing with separate issues—for example, one dealing
with their diabetes, another with their chest infection—one intermediate care consultant
manages that virtual ward. That is an exciting model, and it is also the one that the Gwent
Healthcare NHS Trust is looking at in its Clinical Futures programme. So, that is where we
are going. However, to answer your question about whether we are commissioning as well as
we could be, the answer is “‘No, not at the moment’.

[206] MsHarris: | would like to come back to some of the complex cases. It does not just
sit within the work of the local health board. | have talked about the example of the mental
health case, and we recognise that we are working with nine LHBs in the south-east Wales
region to look at the low secure mental health commissioning. In effect, we do not have the
capacity or the expertise to commission those services, and we know that it is a critical point.
Quite often, it is market driven and new providers are popping up all over the place for some
of these more specialist mental health services. We have collaborated and put money into a
pot, along with some Assembly Government money, to develop a commissioning strategy for
mental health services across the nine LHBs. So, we have a critical mass of patients and
clients, and we can ensure a more effective care outcome for them through a better
commissioning arrangement.

[207] Helen Mary Jones. On a similar theme about systems, Mr Ross, does the extent of
delayed transfers of care in your trust show that the system is, effectively, a vicious circle that
locks resources into acute health and social care settings and prevents spending on the
alternatives to hospital admission, including some of the innovative work that the three of you
have already talked about?

[208] Mr Ross. The short answer is that that ties up resources and, even more importantly,

individual people in circumstances and situations that are not in their or the taxpayer’s best
interests. As we discussed in response to Lorraine Barrett’s question earlier, if the money
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were freed up, there are some dilemmas about the choices that face us as health and social
care providers about where we invest whatever resources we can free up. However, | would
like nothing more than to have no patients in the hospital beyond the moment that it was
imperative for them to be there.

[209] Darren Millar: Alison, earlier on, Hugh referred to the problem with delayed
discharges in his area being partly due to the lack of capacity—or beds—in the independent
sector to discharge people when they no longer need hospital care. You referred earlier to the
work that your authority has done on raising the fee levels to ensure that there was capacity
and there were places for people within Torfaen. There is a problem here, is there not? If one
local authority is paying more for beds, owners of local care homes may take individuals from
that authority’s area over those from yours. | know that that was happening. What else do you
think you could do to secure the supply of beds in Torfaen? Are you, for example, looking at
the block purchasing of beds, given that the auditor general indicates in his report that spot
purchasing is not necessarily the best tool for ensuring capacity?

3.40 p.m.

[210] MsWard: The raising of fees sorted out a problem in the immediate sense, but it was
not going to resolve the issue. It was just a survival tactic, if you like, because Newport and
other authorities were taking beds in Torfaen. We must have a much more mature relationship
with the independent sector, and say that we are going to have some preferred providers, and
that we will guarantee them a certain amount of business but that the quid pro quo of that is
that they make a certain number of beds available to us at a price that we negotiate with them.

[211] Some very interesting work is being done by the South East Wales Improvement
Collaboration, through the regional board of south-east Wales, around commissioning
placements for children. It has found that it can negotiate hugely cheaper contracts at a level
of quality that is acceptable to everybody, just by being much more organised as a group of
authorities in commissioning placements. We certainly need to be working together on this.
The situation of having one local authority fighting against the other to see who can pay the
most to get the beds is in nobody’s interest, and certainly not that of the council tax payer.
Neither is that in the independent sector’s interest, because it has no security in its businesses,
so why invest in them?

[212] Darren Millar: To what extent is social work time spent on negotiating contracts
rather than delivering the assessments that people need? How is that impacting on delayed
discharges? | notice that your local agreement is 15 working days, which is the longest of all
of those cited in the report. Could you deliver quicker assessments were there more of these
block contracts rather than individuals having to do the spot contracts and negotiate the fees
with providers?

[213] MsWard: | would imagine so. | could not say, hand on heart, that there would be
evidence of that at present. One interesting piece of anecdotal evidence that I can tell you is
that the chief executive of the trust, the local health board and | have now started to meet
regularly to discuss delayed transfers of care, and one of the comments that we had from the
trust and LHB staff was, ‘Gosh, it takes a long time to negotiate these placements now that we
have more continuing healthcare responsibilities; we never realised how much of your time it
took up’. So, you can see that the experience is unhelpful to everybody concerned and is dead
time, really.

[214] Darren Millar: This next question is for all of you. One big reason for delayed
discharges is the patient’s choice, or other patient matters. There seems to be some indication
in the report that the system does not really help patients, their carers, or their families to
make a choice, because the financial arrangements would have an impact on the families if
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their relative went into care. To what extent are there families—and perhaps local
authorities—who play the system in trying to keep people in hospital to avoid the cost
implication that might be incurred afterwards?

[215] Mr Ross: | am afraid that that does happen. | regularly see reports and discuss with
my senior staff the longer delayed transfers of care, and | ask regularly for anonymised
individual patients’ stories about what is going on, so that | can share them with the trust
board, for example. | am afraid that some families prove to be very difficult. They will agree
to meet and not turn up, or they will say that they are away for a couple of months and,
sometimes, it takes three to four months to pin the relatives down to a meeting, to decide the
best way forward for their loved one, by which time, as Abigail was saying, the elderly
relative’s condition may have deteriorated seriously. I do not want it to appear in any way as
though I am blaming anybody, as it is a dreadful situation for any family to find themselves
in. However, in many cases, providing care means selling the family home, and the family
assets disappearing at a potentially rapid rate. The cut-off point at which you have to
contribute to the cost of care is when you have assets worth something like £20,000, so that
must capture virtually every homeowner. That is a really difficult dilemma for relatives. A
care relationship has been built up between the care team and the patient, and it cuts right
across that. One of the most uncomfortable and difficult things that my staff have to do—and
my managers and | support them in this as best we can—is to face relatives with this dilemma
and to try to get them to address it. It is a difficult human situation all round.

[216] David Millar: How do you see that being addressed in the longer term? You
mentioned the level of assets. Do you think that has to be addressed?

[217] David Melding: That is quite political.
[218] David Miller: Itis just a question. How do you solve the problem?

[219] Mr Ross: While families remain responsible for a substantial proportion of the cost
of residential nursing home care for their relatives, it will remain a problem.

[220] MsHarris: | think that there are areas in which we can make the process a bit easier.
One of the questions that we put early on to Paul Williams in our chief executive group was,
‘Why is there a differential in terms of the position in Bro Morgannwg?’. One of the issues
that they picked up in terms of some of their processes was that they need to have the
discussion very early on in the pathway so that, as soon as someone is admitted to hospital,
knowing that there is quite a good indicator of predicting where someone might need to go on
to, you start the discussion. That means that it does not come as a shock to families that they
may need to find a nursing home and they can start planning for that and look at homes
during the period that their relative is in hospital. We need to build that into the discharge
process.

[221] Another thing that we did, which we need to re-establish, is that we had an individual
in our local authority who acted as a liaison between families, provided information about
homes and took families to visit them, in some cases, so that they had support. It is not an
easy decision to make, particularly for lone carers who have to trudge around nursing homes
on their own and make decisions about their relatives. The post-holder left and went to
another job and, because of changes in the council, the post was not continued. However, |
am discussing the issue with the newly appointed social services director in the Vale of
Glamorgan—nhe has not started yet, but | already have my list of things to discuss with him—
because that seemed to have an impact and it was regarded as very helpful for people who are
trying to work through what is quite a difficult decision. There are people in the category that
Hugh described, but there are also some people who find it very difficult to do.
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[222] Mr Ross: That is absolutely fair, and | would not underestimate the point that | made
earlier about the sheer relief felt in many cases by families in knowing that their older
relatives are in a place of safety when they have been extremely concerned about them for
many months as they have been living in what they perceive to be a vulnerable situation on
their own. All of that is in the mix as well.

[223] MsWard: | wish to come in from a slightly different angle. The question triggered
off in my mind a thought about whether we invest enough in families to enable them to care
for people in their own homes. If you look at the hierarchy of what people would want for
their parents, or what we would all want for ourselves, first, we would like to be independent
in our homes and, if that is not possible, we would like to be living independently in extra
care housing, for example. | suspect that the third choice would be for us to be supported
within our families, and yet the system does not really invest in families and give them the
opportunity to have some sort of support and financial backing perhaps to enable them to care
for people at home. So, people get into that trap of trying to decide which nursing home they
want for their mum or dad, which is going to cost a certain amount, instead of us asking,
‘How can we support you in caring for mum or dad at home?”.

[224] Mr Ross: | think that I am right in saying that entitlement to the carers’ allowance is
lost once you reach pensionable age, which is perhaps the very time when your carer
responsibilities are becoming very significant. | know that Age Concern consistently lobbies
about that, quite rightly.

[225] Helen Mary Jones: | have a very big question to ask all three of you. To reduce
significantly delayed transfers of care and promote independence for vulnerable people, what
would you prioritise in developing the Welsh health and social care system in the longer
term? This is an opportunity, perhaps, for you, not to give us a wish list exactly, but to think a
little bit further ahead than the immediate problem.

[226] MsHarris: | think that it goes back to the issue of making sure that those reformed
community services include the alternatives, which include the example that Alison gave
about supporting people in their families, because we do not have that full range. Also, the
equation does not stack up at the moment; certainly, in some localities, our population
projections are very steep in terms of the numbers of those aged over 65, 75 and 85, and yet
we know that the budget allocations are not necessarily going to keep up with that level of
growth. So, we are going to have to take some difficult decisions about how we provide that
care jointly with the local authority in the future. Therefore, it is about having an appropriate
framework and making those commissioning decisions, and ensuring that we have the full
range of options in place to commission from.

3.50 p.m.

[227] MsWard: | did bring a wish list—I was hoping that you might ask me. [Laughter.]
[228] Eleanor Burnham: Oh dear.

[229] MsWard: Itis not very long.

[230] Eleanor Burnham: Christmas is coming.

[231] MsWard: Itis not very expensive either. [Laughter.]

[232] First, we need a combination of national guidance and flexibility for local leadership.

It must be something that requires us to work together, whether through local service boards,
or some other way, so that we are required to do that. The second point is the incentives issue
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that I raised. As long as people in the health system are incentivised to do certain things, such
as reduce waiting lists in priority to intermediate care, then | believe that we will always have
that problem, which is understandable. Thirdly, we need some transitional funding to enable
us to shift from this delayed transfers of care problem in which we are stuck to investing in
intermediate care—I am talking about transitional funding, and not about funding for forever.
I would ask the Assembly to think more widely about the sort of investment that would
reduce admissions in terms of outside of social care and health, around some of the things that
we could do on housing. Extra social housing grant would enable us to have more extra care
housing; more disabled facilities grants would enable us to make people’s houses safer so that
they would not fall.

[233] Therefore, those sorts of things are outside the bracket that we may initially think
about, but they are important. GP contracts are important, for the reasons that I mentioned, to
look at whether GPs are incentivised to reduce risk and help people to stay at home.
Therefore, those are the issues. You would not expect me to come here without saying that
the budget settlement has not done local government any favours in terms of trying to deliver
this.

[234] Mr Ross: | would just add a couple of things. The committee talked with Ann Lloyd
earlier about seamless services. The number of hand-offs that are illustrated in the report
between different bodies is frightening. | believe that we have 58 bodies, either delivering or
commissioning health and social care in Wales. | fail to see how that can be in the public
interest in terms of seamless integrated services. That is possibly the single biggest problem
facing the health and social care system. In addition to that, | agree with what my colleagues
have said.

[235] Helen Mary Jones: Thank you. That is helpful. | have a question for Hugh Ross and
Abigail Harris. Have working relationships between health and social care organisations
improved in your health and care community, and how are you working towards a whole-
system approach that proactively involves social care as well as health? You have said
something about this already, but | do not know whether you would both like to expand a
little on that.

[236] Mr Ross: | believe that relationships have improved. The personal relationships
between senior officers are good. | believe that it is fair to say that, after some difficult times
a year or two ago, we now have senior level commitment all the way round to the problems
that we are facing. As Abi mentioned earlier, all five chief executives and chairs, or leaders,
are meeting tomorrow to discuss how to take the messages in these reports forward. Cardiff
County Council has been particularly imaginative in how it has engaged with us in the last
few months about doing some of the sorts of things that Alison was talking about in terms of
being proactive with the nursing home care sector, saying, ‘If we were able to offer you a
long-term security of contract, would you be able to reconfigure your facilities?’, and so on.
Therefore, that is encouraging. With the new director of social services appointed in the Vale
of Glamorgan, | am sure that we will see a similar positive movement there. Therefore, we are
in a much better place than we were a few years ago—that would be my take on it. We are
already well under way in trying to tackle many of the problems that are outlined in the
report.

[237] MsHarris: That is very fair; | agree with everything that Hugh said. In the Vale of
Glamorgan, we have chief executive level engagement, which we did not have a few years
ago, in terms of recognising this as a big issue; the council is a partner in resolving the issue.

[238] Helen Mary Jones. What factors do you believe have led to that improvement in

relationship? You have mentioned the importance of senior level engagement. Are there other
particular things that have changed that have made things better?
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[239] MsHarris: There are some specific issues. You could say that things have to get to a
very bad point, before they improve. The changes in the council regarding social services
staff, and the change in leadership in the Government, came about because of the issues
around social services budgets and, linked to that, delayed transfers of care. That provided a
catalyst for a different working relationship. Some of the working relationships on the ground
have always been excellent. Sometimes, just joining up together in terms of our vision for
services and ensuring that we have aligned the vision for services, the budgets for
commissioning those, and some of the issues around priorities that we have discussed is what
is required. It does not help when we are operating to different priorities because we work
against each other and not even on parallel tracks.

[240] Helen Mary Jones. Would you agree with that, Mr Ross?

[241] Mr Ross: | would. There was a similar catalyst in Cardiff about a year or a year and a
half ago now when my chairman made some quite public statements about what he felt to be
the lack of priority that the council was giving to the issue. That led to some strong words in
private, but, as is often the case, it cleared the air and a joint determination came out of it to
do better. We have moved on steadily from there.

[242] Helen Mary Jones: That is helpful, thank you. | would like comments from all of
you on this question. By having locality level targets that are the joint responsibility of the
trusts and the LHBs, there are no overall targets to which partners can work. What whole-
system measure would you use to monitor success in promoting the independence of
vulnerable people and minimising the negative impacts of delayed transfers of care, and do
you believe that such targets are best set locally or centrally?

[243] Mr Ross. My experience is that targets that people set and own themselves are
usually tougher than those that are set by the centre, because people are genuinely ambitious
to do better. Therefore, I would like to see more locality in target setting if possible. The
difficulty with target setting, particularly when you are working across sectors, is that it can
sometimes be very hard to know where you start from to make a sensible target that you can
measure. For example, if we wanted to measure any increase in the number of admissions of
elderly patients that were avoided over a certain time by a series of actions, isolating that from
all the other variables in the system in a way that could be measured meaningfully would be
difficult. Therefore, we tend to fall back on process measures, which are not completely
inadequate. If you can show evidence of all sorts of new processes that of themselves should
lead to improvements, that is a good start. Setting targets that really drive things successfully
is very difficult, which is no doubt why the Assembly Government is thinking carefully about
what the better joined-up targets might be. It is certainly not easy.

[244] MsHarris: Targets need to be joined in two ways—joined up between organisations,
but also so that they make sense across the pathways. Therefore, if we are looking at stopping
people going into hospital, we need to ensure that there are appropriate targets that reflect the
age and sex of the communities, because that differs between different health communities.
Once someone is in hospital, it is a case of looking at how that pathway can progress rapidly
so that people get to the right next phase of care quickly. There are targets at the other end of
the system, because we need to have the front door and the back door covered. Sometimes
those things do not join up and the targets do not link effectively together.

[245] Hugh’s point about local targets is really important. Mention was made in the paper
of variations in admission rates by GP practice, and we have started to get underneath some of
that. Sometimes there is a story to tell beneath the figures, which will not reflect the fact that
some practices might have three or four nursing homes in their catchment areas and that the
workloads associated with their practice populations have a bias in terms of their admission
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rates. It does not always explain the variation, but there are issues underneath this. Therefore,
sometimes very local variation in targets is required to reflect local circumstances.

[246] MsWard: | am not sure what they are off the top of my head, but | would like to see
targets being much more patient-focused than they are at present. Delayed transfers of care is
a very bad performance indicator, because it does not relate to patient outcomes. If | had a
wodge of money | could buy placements anywhere that | could get them and get people out of
hospital, but those would not necessarily be the placements that would suit them and they
might not provide the sort of thing that | should be providing for them, but that is what
delayed transfers of care is; it is a very crude measure. Therefore, | would like to see some
targets on things that actually improve people’s quality of life. I would also like to see some
targets on the health and wellbeing agenda, looking at how we can stop people becoming so
ill that they enter this vicious cycle. At the moment, there is a great deal of incentive for local
authorities to do that work, but that is not really the case for health colleagues. It is hard for
someone to say that they want to prioritise health and wellbeing when they have to meet
targets on elective surgery. That is quite understandable, but that is the system that we are in
at the moment.

[247] Lorraine Barrett: On information sharing within health and between health and
social care organisations, the auditor general identified some problems in that area as there are
no single records for patients, even within the NHS. Do you have any thoughts on that, with
regard to us achieving best value for the public purse?

4.00 p.m.

[248] Mr Ross: That issue has dogged us for years. We have found a way around it in one
service in the trust, in the mental health service. Through the device of issuing social workers
with honorary contracts for trust employment, they have been able to access our information
services—our patient records on mental health—so that they can work as effectively as
possible, as a team, with health staff. However, | am afraid that that is the only large-scale
example where we have successfully been able to access joint information systems. It is
something that always dogs healthcare and local authorities. On what ideas there are for better
joint information systems in the future, 1 am afraid that 1 am not aware of any. It may be
something that Informing Healthcare has been asked to look at, but | am not sure that it is.
However, we have to find better ways of sharing information, because, so often, when we try
to work out a joint initiative, we find that we are starting with a different understanding of the
problem, which is clearly not helpful.

[249] Lorraine Barrett: Information sharing would also involve council staff at various
levels, such as social workers and housing staff. Should it be done on a pan-Wales basis?
Should some system be set up to help you across Wales or is it for you, on a local level, to
sort it out among yourselves?

[250] Mr Ross. Different trusts in Wales use different information systems and different
local authorities have developed different information systems. | think that 1 am right in
saying, Alison, that those systems do not necessarily talk to other local authorities’
information systems and the same is true in health. So, we are not starting from a very good
place, really. It may be that an all-Wales approach, which is what Informing Healthcare is
gradually trying to do for health, is the way forward. | do not know.

[251] Lorraine Barrett: The Cardiff and Vale NHS Trust, of course, has two local
authorities to work with and to share information with.

[252] MsHarris. As technology improves, one issue that Informing Healthcare is looking
at is how you can make existing systems talk to each other. | think that much more progress is
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being made on that. Some of the issues are around security and the sharing of data. There are
some very good pilot schemes in Informing Healthcare that have been tested as a result of
patients’ willingness to share data across systems. We just need to build on those areas and
things like the unified assessment process.

[253] Also, I am all for nicking other people’s good ideas. Where something is working in
other places, where they have health and social care working very closely together and they
are using the same patient database, they have obviously cracked that problem about sharing
information and the level at which you might need to access someone’s medical history,
which may not be relevant. We have been down to look at Swindon Primary Care Trust where
the chief executive of the primary care trust is also the director of social services. They have
put the teams together and they use one patient client record. In a sense, that is the way that
we need to be going, but we just need to find the right pathway to get there.

[254] There are some practical issues that do not require very snazzy IT solutions. Ann
talked about yellow folders. The chief executive from the care trust in Torbay came to talk to
the NHS confederation a few weeks ago and it is very simple idea. The yellow folder is in
someone’s home and it just records all the different components of the care package and who
has been in. However, it is connected through to things like the ambulance system, so that
ambulances know which house to go to and which person has a yellow folder; if they go to
pick somebody up who requires an emergency admission, the yellow folder goes too. The
hospital will then know what has been happening for that individual and what their care
package has been.

[255] MsWard: | do not think that technology is an insurmountable problem. I am coming
at this from a different angle. | am the lead chief executive of the south-east Wales regional
board of 10 local authorities and we have been looking at a shared-services project. We have
been looking at something called Tools on Top; you can all have different systems for payroll
and human resources and so on, but it does not really matter, because you can have a
technology system that sits on top, allowing everybody to talk to each other. I do not think
that technology is the issue; the issue, as Hugh says, is around the kind of culture that says,
‘We cannot share our records; we are not allowed to do so’. Is there not something about
being given permission to do that? We have done it with the police and things like protecting
communities from paedophiles; we have an information-sharing protocol that works. It could
not be more sensitive than that, yet we manage to share the information in that situation. So,
there must be ways around it. It does need some guidance from above—I think that that
would be very helpful.

[256] Eleanor Burnham: Briefly—

[257] David Meding: We are out of time, Eleanor, unless it is hugely material and | will
rule it out of order if it is not.

[258] Eleanor Burnham: | was very interested in Alison Ward’s mention of positive
targets. Do you feel that, in your particular mode of working, with a holistic approach and
perhaps sharing budgets, a greater emphasis should be put on education in preventative
measures to enhance wellbeing and to keep people better, instead of the current position of
looking at a sickness service, which we are all part of?

[259] David Melding: Happily, it is relevant.

[260] Eleanor Burnham: Thank you, Chair. [Laughter.]

[261] Mr Ross: May | give you a very simple example, Chair? We run something called
the Sloppy Slipper campaign in our trust. Our community staff are alert to any elderly people
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whom they visit whose standard domestic footwear is likely to cause them to fall or trip,
because it has holes in it or it is shabby or whatever. We issue people with new pairs of
slippers. We can demonstrate that that has made people who are susceptible to falls and so on
less susceptible to them. You cannot get much of a simpler or cheaper idea, which is why it
won a quality award under the chairman’s scheme. So, you can do some simple, practical
things.

[262] David Meding: | am sure that no-one disagrees that, if we are trying to prevent
admissions, we want training and targets that concentrate on that part of the patient pathway.

[263] | would encourage a brief response to the final question, which you will have heard
me put to Ann Lloyd. It is really about pooled budgets, flexible working and all the rest of it.
There is a sense that, if you do not have the shared vision to start with, it does not really
matter what wheezes we come up with; it will not be embedded in our culture. | would like
your views on that. Also, is there any profit in going down some sort of route of fining, in
essence, organisations that are seen not to be moving quickly enough? Shall we start with
Alison on this one?

[264] MsWard: I think that you are absolutely right that shared vision is key. If you do not
have that shared vision at the top, and there is not leadership at the top, then people will pay
lip service to whatever you put in place. As | said, the three days that | spent with the other
chief executives was incredibly useful to me in terms of setting the vision and in saying, ‘We
will all sign up to this; we will all go back to our boards or cabinets and we will table a report
saying that we will deliver on what we have promised each other’. That is really important.

[265] Interms of fines, | just think that that money could be better spent on patient care.

[266] Ms Harris: Yesterday, | attended a day involving English colleagues, and | asked
whether it really had an impact. The sense that | got was that, although it might have been a
bit of a shock to the system, the number of instances involving fines was very small, and it
was negative in terms of the damage that it did to some of the relationships. There is a sense
here that we know that it is a common problem; it probably would not add much. We need to
find the right kind of incentives to ensure that everyone is playing his or her part in this and
that we are not allowed to walk away from the table when the going gets tough in terms of
getting through the really difficult issues of culture and financial pressures. This goes back to
the point about strategic leadership—we have to do this together as leaders of our health and
social care community.

[267] David Melding: Hugh, do you want to play hard cop?

[268] Mr Ross: | can talk about my personal experience, Chair, in a large English city. |
was chief executive of a trust with a significant delayed transfer of care problem when the
fine system was introduced, and it immediately rocketed to the top of the joint agenda. It was
not necessary to levy any fines thereafter, because people made sure that it was a joint
priority. As a last resort, in some cases, it may be necessary to pull that lever, but | would like
to think that it would not be necessary.

[269] David Melding: Thank you. That concludes our evidence gathering session. I am
grateful to you all for taking time to come here and for speaking so candidly and openly about
these difficult issues. | hope that you found it to be a rigorous but not intimidating process.
We are grateful—thank you.

4.09 p.m.
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Cofnodion y Cyfarfod Blaenorol
Minutes of the Previous M eeting

[270] David Melding: Do Members agree the minutes of the previous meeting? | see that
you do.

Cadarnhawyd cofnodion y cyfarfod blaenorol.
The minutes of the previous meeting were ratified.

Cynnig Trefniadol
Procedural Motion

[271] David Melding: | propose that

the committee resolves to exclude the public from the remainder of the meeting in accordance
with Standing Order No. 10.37(vi).

Derbyniwyd y cynnig.
Motion carried.

Daeth rhan gyhoeddus y cyfarfod i ben am 4.09 p.m.
The public part of the meeting ended at 4.09 p.m.

38



