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CLLR KEN THORNBER:  Good morning, ladies and gentlemen.  Welcome to the fourth and final public session of Hampshire's Commission on Personalisation.  There are many familiar faces in the audience, some of those I know are service users and others from voluntary and other organisations across Hampshire, thanks to all of you for returning today, but there are also some new faces.  I am delighted to welcome representatives from the unions, from a number of councils across Hampshire, from the voluntary sector and private companies.  In addition, 
I know that there are many staff from the various departments within the County Council, including our Chief Executive, and I welcome all of you today.  

So far we have learned much, so much, not just for me, but all of our commissioners and of course our staff.  This Commission has truly helped to take forward all of our thinking on personalisation and the future funding of adult social care.  I know the key messages to date are being used to help shape and inform a new model for adult social care, as well as how the County Council will respond to the Government's green paper.  These messages are being discussed and shared with a reference group of service users and carers, and their views are informing and influencing the outcomes from the Commission.  

Today the focus is on local authorities at every level, examining how we might, or perhaps should, do things differently to respond to personalisation and to meet the expectations and aspirations of this policy, a policy shift which is supported across all political parties.  

We are also considering the implications for the culture within our organisations and of course our workforce who sit at the very heart of all that we do.  

I know we have an interesting range of speakers, and I would like to welcome our first speaker, Liz Jones from the Audit Commission, who will speak on the recent report Don't stop me now: preparing for an ageing population.  Liz, welcome.  

MS LIZ JONES:  Thank you very much.  Yes, my name is Liz Jones, I am from the Audit Commission, and we have recently published a report looking at the state of preparedness of local authorities throughout the country in terms of dealing with changing demography and the ageing population, and so I wanted to talk a little bit about what the report had in it in terms of findings, also about what the Audit Commission will be doing in terms of inspecting local authorities and areas moving forward.  

So some statistics - none of these I think will be a surprise to anyone here in the audience.  We broke the data down into projections of the population to 2009, 2019 and 2029, and I think what the figures indicate to us is that there will be an ever‑increasing older population in the country by each of those dates.  If we take point 3 there, West Somerset, which is in the southern region clearly, although over in the south‑west, will actually have, projected, the highest proportion of older people in its population throughout the country by 2029 at a massive 63%.  One of the things that the study discovered was that that is not something that is different in rural areas or coastal areas, it really is across the piste.  There is just a few maps to try and illustrate this for you.  If you look at the projected picture in 2009 there are various degrees of green on that map: the darker the green suggests the older the population is.  So that is the projected picture in 2009, 34% of the population age 50 plus; 2019 you can see that has dramatically darkened; 2029, again much, much darker, so the average figure projected is 40% of the population to be over 50 by 2029.  

For Hampshire the figures are as you see them there, so we are seeing some quite distinct differences within the area.  New Forest is projected to be 53%; and we have got other areas at a lower level than that: Rushmore 35%, Basingstoke and Deane 38%.  The point to make about that is that it will be about the increase from where those areas are now, so although we might say Basingstoke and Deane is 38%, that is not a huge increase, actually it is proportionate to where those authorities are starting at this point.  So across the piste we are seeing large increases in the older population throughout Hampshire and there are implications therefore in terms of service delivery.  

The other thing that the study found was that councils are at varying levels in terms of their preparedness to deal with this and this slide tries to indicate that for us.  The darker green indicates those areas where councils have a limited strategic approach to older people.  So if you look in the south‑west, what we found was that actually most councils had a limited approach despite the fact that, if you look at West Somerset, they are likely to have 63% of older people by 2029.  The picture varies across the country.  For the south‑east it is slightly more positive I think it is fair to say and certainly we have got councils who are in the early stages of a strategic approach and we have also got councils who had a very clear strategic approach with outcomes.  

So what do I mean when I say "strategic approach"?  Well, what the Audit Commission have defined that as meaning is a combination of all these things, and apologies for the top two slides - there is some white writing on there, it is not terribly clear.  What we are trying to suggest is that for local authorities and partners to have a strategic approach towards older people's service delivery they need to have incorporated a real understanding and engagement with the older people's community.  Events such as this are part of that approach.  They will have age‑proofed mainstream services, so there will be services available across the population, regardless of age or any other criteria at all.  There will be some specific services around promoting independence and then of course there will be high level dependency social care services.  

What we have also tried to highlight there is where the higher level costs come in, so social care is where the high cost would be.  At the top, understanding and engagement with the community, is likely to be low or nil cost.  

So it is a combination of all of those factors that local authorities need to adopt to have what we are calling a strategic approach.  

So in terms of the study, what did we do?  Well, we used older people in the nicest sense of the word.  We had older people as mystery shoppers, and they went and they talked to local authorities and they phoned local authorities and they engaged in a variety of ways, and in 80% of those cases our older people, as mystery shoppers, found they needed to prompt, to probe, to push local authorities to actually give them the answers that they needed to their questions.  Councils really struggled to see them outside of the social care prism.  There was poor signposting into voluntary and community sector, not within it, but into it, from local authority contacts, and there was poor information for older people on employment opportunities and on volunteering opportunities.  The older people that were involved in the study felt that there was too much reliance placed on websites.  "Go and look at our website.  You will find everything you need", is not necessarily the appropriate response.  

So what we are asking that councils should do is that they should plan and deliver services tailored to meet the needs of their older population and mobilise the potential that is within the wider community, so giving the opportunity for older people to self‑help and to volunteer, and the idea of those items is that that keeps people very much at the top of that inverted triangle.  They are the lower cost issues.  They are the areas that keep away from the higher cost and dependent social care provision.  

There is a couple of case studies throughout the presentation.  I am conscious of time, so I am not going to detail those, but they are in here for you as examples of where older people have been involved and have taken the lead.  

We then used focus groups, and this was where older people came together with us in forums like this to really talk about their experiences and why it was that they were having difficulty accessing some of those mainstream services, those core services, that we are asking councils to really look at carefully.  

If you just look at the example on the bottom right there, this came from a lady who wanted to swim.  You can only go swimming if you get a taxi and you pay for it; the water is too cold, what we want is access to warm water and to hydrotherapy; and that particular lady was being offered just a standard swimming pool facility that she had to pay for, it was too cold, she did not enjoy the experience, so she did not go, so she did not engage with leisure services in a way that was helpful to her.  There are several other examples there that just make us start to think about different ways in delivering mainstream services across the piste.  

So really, at that second level, again which is limited or lower cost for local authorities in our view, it is about improving access, it is talking about services to improve independence and it is about enabling people to keep that independence for as long as possible, and very much about designing and delivering services with older people in mind, which links back to events of this sort, actually having engaged with the communities that you are serving.  

Another example here, very, very quickly, age‑proofing waste services in Knowsley, borough council in the north‑west of the country, fully constituted older people's forum, represented on local strategic partnerships, a real voice for older people in the community.  Older people there, they do not have wheelie bins as such, but they have the cartons that are on the edge of the roadways for our recycling, very low‑level, very heavy with bottles, cans, papers, etcetera.  What the older people there said was, "Put wheels on them for us.  We can push them, we can move them, it will make recycling a lot easier for us", so that is what they have done.  They are engaged.  They are using that facility and that service.  

Level 3 on the triangle is about targeted services to promote independence.  This is where we start to see examples that do start to cost local authorities money, but it is very much about councils taking the leadership role in delivering those services.  Lower level interventions, it could be a gardening service, it could be the services of a care and repair type agency, it could be a village agent, a friend, a sort of good neighbour, it could be any of those lower level services that keep people independent in their own home for as long as possible.  

What was interesting about this was that it was about timing.  When local authorities could spot the trigger points, could spot the times, that was when they were able to intervene and they were able to engage and put in some of these lower level interventions.  A quote here from a Director of Adult and Community Services: "We need to be better at delaying dependency".  We see people who have had a loss of a life‑long partner for example and they know that that has happened, there has been an engagement with service at that point, but nothing more happens.  Yet in a couple of years' time what they have seen is that that person has become isolated, maybe the family home that they are still living in has started to run down, and it is at that point that this particular director was saying we need to get better at seeing that as a trigger and starting to intervene in a partnership way at that point to keep people from going down in terms of dependency. 

Another example here very, very quickly for you (we are talking now about lower level intervention, we are talking about costs for local authorities) Dudley instigated a falls prevention service - nothing new in that, lots of you will have thought about that, will have had that in place for some time - but what they proved was that, if a hip operation costs £20,000 on average and they were able to inject money into a service that was then targeted at preventing people from falling, their estimation was that they had saved £3 million in a year, which is a huge, huge figure.  So in terms of when you start looking at the figures around what some of this might mean, it is about redirecting the funds I think that you have got necessarily, rather than looking at new funding.  

Very, very quickly, the next steps to all of this for the Audit Commission, historically we have inspected local authorities in isolation, so we have inspected district councils, borough councils, county councils, as one entity.  From next year we will be starting to look through the new regime of comprehensive area assessment.  As the name suggests, we will be inspecting on an area basis.  So that is absolutely reflective of central government, but it is very important in terms of the locality in terms of how you work in partnership.  So we will not just be looking at the local council, we will be looking at health partners, how you work in partnership, what your local area agreement is saying, is it delivering for older people, is it delivering for the wider citizenship.  As you see there at the bottom, the idea is that all of the inspectorates will do this in a joint way and try and reduce the burden of inspection for public sector bodies out there.  

There is a couple of more slides in there.  That talks about the timeline of CAA for you.  Where might older people fit into this?  There is more to come out of the Don't stop me now study in terms of targets.  Some areas have chosen older people's indicators within their LAAs, some have not, so we will be looking at that.  We are continuing to do work with DWP, the Local Government Association, and we will continue to update the picture as things change both demographically and from some of our service inspections.  

So that is a quick scoot through.  Thank you very much.  If there are any questions, then please, I will do my very best to answer them for you. 

CLLR KEN THORNBER:  Liz, thank you so much.  We have time for questions.  I am first going to call Professor Peter Beresford and then 
Sir George Young.  

PROFESSOR PETER BERESFORD:  Thanks very much for that, which was reminiscent of the broader Government policy around place shaping.  

MS LIZ JONES:  Yes.

PROFESSOR PETER BERESFORD:  But I am just wondering about some tensions here and I wonder if you could help us from sort of a central policy position.  Local authorities of course we know for some time have really been encouraged and perhaps obliged to generate income, so that if you want to have a group meet in a community centre, you will have to pay, parking you have to pay, using gyms, places like that, swimming pools, you have to pay, and also there has been an encouragement of privatisation, companies that have to charge.  So I am trying to work out how we actually can negotiate in real terms that tension when the thrust of central policy is one that kind of moves in the opposite direction of place shaping.  So it does feel a bit like local authorities and then of course older people and other groups needing support are between a rock and a hard place.  So what can you do to make these very encouraging messages come true?  

MS LIZ JONES:  I think it is absolutely the case.  I think it is very interesting timingwise actually because, whilst authorities are being asked to charge and bring income in, we are also seeing things like swimming being offered free for the over 50s, the over 60s, in some areas, and there is a real balance between, you know, how do you balance the books around some of that.  So there is an issue around cost and the wider issue of local authorities, in partnership with health, promoting I think the wellbeing agenda of the citizen in terms of place shaping.  

What we have tried to do is say that some of the wider level stuff at the top of that triangle could be done without a cost.  Also, one of the things that we are looking at is whether in fact the higher cost end of the triangle in terms of social care can really be looked at, whether that be around eligibility criteria, whether that be around provision for those that really need the services, and moving some people back out of that dependency culture where appropriate with lower level support to maintain them in their own homes.  We have seen examples of where authorities have been able to do that and have then reinvested money in some of that lower level preventative stuff that we have talked about.  But it is long‑term, it does not happen overnight, and it certainly is not a quick fix, which is why what we have asked for is an overall strategic approach that may be 5 or 10 years in its gestation, but starts to build in some of these ideas and really starts to keep people at the periphery of that dependence wherever possible.  Okay?

CLLR KEN THORNBER:  Thank you, Liz.  Now Sir George Young MP, followed by Stephen ...  I am getting a wave of the hand.  I am not going to call Stephen Burke.  

MR STEPHEN BURKE:  Just answered it, thank you.

MS LIZ JONES:  Oh, okay.

CLLR KEN THORNBER:  Ah, thank you.  Sir George?

SIR GEORGE YOUNG:  Liz, at the beginning of your presentation you took 50 as the determining threshold for becoming old.  

MS LIZ JONES:  Yes.

SIR GEORGE YOUNG:  What is the evidence that 50 is in fact significant when it comes to demand for social services?  
A secondary quick one: your example showed that investment by social services saved the PCT money, I think Dudley.

MS LIZ JONES:  Yes.

SIR GEORGE YOUNG:  Does the Audit Commission have any view on how that saving to one body might be captured by the body that has to actually make the investment?  

MS LIZ JONES:  Thank you.  Two very interesting points.  Whenever we do a presentation around Don't stop me now, the question is, "Why 50?  Why 50?  I am nearly 50.  Why is that?"  I think the quick answer is that that is, if you like, the criteria, the cut‑off, that the Government have set in terms of 50 being an older person.  (Laughter)  I make no comment against that, except to say that, if we are talking about keeping people at the periphery of independence and dependence, there may well be areas of intervention from 50 onwards that would help people to do that in a way that historically we have not done.  So I make no justification for why, other than to say it is a central government figure that we have used, so apologies.

The second question, the tension I think budgetwise has been a historic one.  I think we have all seen tensions locally and nationally around things like section 31 partnership agreements, where we have had health authorities and local authorities trying to work together to commission services and who puts money into the pot and whose money is it and all of those sorts of debates.  The reality is I think that through local area agreements and through local strategic partnerships rather, the local area agreement and the frameworks for health should be seen with equal footing, so whatever is in the sort of operational plans coming out of the operational framework for health partners should be seen with the same footing as local area agreements.  

We have got examples of areas where, in a very adult way, we have had discussions that social services have saved health money, health have saved social services money, and I know those debates are hard and I know they are different in different areas, but it is really about having those full and frank discussions and talking about the citizen and talking about the service user, who is often the same person.  You know, they do not just access health and not local authority services, it is one and the same thing.  So it really is about having those full and frank discussions, but I make no sort of small comment about that being easy in certain places, partnerships are better developed in some areas than others, but I think we do need to push for that and, if we do not see that, that is likely to be a comment that we would make in the CAA judgment moving forward.  

CLLR KEN THORNBER:  Thank you, Liz and Sir George.  I have now 
Felicity Hindson, Vice Chairman of the Commission, followed by 
Andrew Lloyd.  Felicity?  

CLLR FELICITY HINDSON:  Thank you.  I am very interested in all of the things you suggest and I think that we are particularly interested in seeing that we create independence rather than dependence, but I am wondering if the Audit Commission will have to perhaps rethink some of its advice in the light of the current economic situation which we are facing.  For instance, you mentioned swimming and of course older people would like a heated pool, but actually we are seeing energy costs going up hugely.  Perhaps you can comment.

MS LIZ JONES:  I absolutely concur with what you say, and I think there are so many demands currently in a global sense almost on service providers that some of these things will be very difficult.  What I would say is that, if authorities in partnership have had these sorts of open forums, have had these sorts of debates at the very top level, there has been real engagement with citizens, there has been real discussion with citizens, people will accept situations, people will accept both sides of an argument, and I think, if you are presenting the facts to people, people will make informed choices.  It may not necessarily in an ideal world come up with, you know, the hot heated swimming pool at every particular point in time, but there may be a compromise that might be around heating a pool in the afternoon on, I do not know, a Friday, and that might be a session that could be offered to older people, or likewise doing the same for mums and toddlers on a Monday morning, that sort of discussion.  But I think the dialogue is where those results start to come from.  

CLLR FELICITY HINDSON:  Thank you.  

CLLR KEN THORNBER:  Thank you.  Now Andrew Lloyd.  Andrew?  

MR ANDREW LLOYD:  Yes, thank you, Chairman.  I must say I am troubled by the 50 issue.  I should quickly declare an interest that I probably do not look old enough.  (Laughter)  Thank you for smiling and agreeing with that.  (Laughter) 

Coming back to the fundamental point, the whole of the personalisation agenda, everything we are talking about, self‑directed support, the more complex partnership arrangements between the various players where savings from one could perhaps benefit another organisation, all carries an inherently greater degree of risk.

MS LIZ JONES:  Yes.  

MR ANDREW LLOYD:  Now, the Audit Commission, in my judgment, tend to be quite risk‑averse in themselves and that can often reflect in judgments that you make of the various partners and that could well apply within CAA.  Does the Audit Commission have a view on risk in the context of this brave new world with all the genuinely exciting opportunities it offers for end users, but on that issue of risk, because that will be very important I think for the partners.  

MS LIZ JONES:  I think you are absolutely right and I think, where CAA is developing, it will not be in place until next year.  We are out to consultation at the moment and in fact Hampshire are a pilot for CAA at present, and it very much is a learning process that we are going through, as well as the authorities who have been brave enough, if you will, to take that journey with us.  One of the things in the 10 sites nationally that has come up is the issue of risk and risk particularly in partnership arrangements.  Whether that be local authority and health, local authority and third sector, whether it be around direct payments to individuals or whatever it may be, without exception that has come up as an area that local authorities particularly are grappling with and are asking us to look at and to review.  

The quick answer is that I do not think we are there yet, but it absolutely is on the radar, and I think our final consultation paper goes out in I think it is November this year, in which case all of those issues will have been picked up in that final iteration, but it is absolutely a relevant point.  

CLLR KEN THORNBER:  Liz, thank you very much indeed.  I think you are going to be with us this afternoon when we ...  Or not?  

MS LIZ JONES:  Unfortunately, I am not.  I am here till lunchtime, which is a real shame, because I would very much have liked to, but, no, I have to leave unfortunately. 

CLLR KEN THORNBER:  Well, I am going to take advantage of the lunch break, or rather the tea break, to say to people, if you do have questions for Liz, I know she would be delighted to answer them.  

MS LIZ JONES:  Absolutely.  

CLLR KEN THORNBER:  So for the moment thank you very much indeed, Liz.

Now our second presentation is from Dr Stuart Burgess.  Stuart is Chairman of the Commission for Rural Communities which has recently published a report on the impact of personalisation of social care for older people living in rural communities, but I think you are going to relate some key messages also for urban areas where there is a significant crossover in your findings.  I hope I have accurately portrayed, Stuart, what you are going to say; if not, I am certain you will ad‑lib.  Stuart?  

DR STUART BURGESS:  Thank you very much indeed.  I am delighted to be here this morning, mainly because I think this is a tremendously important area whenever we are talking about support and care, not only just to the elderly, although I shall in a few moments speak particularly about the elderly in rural areas, but it is across the board.  

As I was rightly reminded last night when I was at the London Peace Awards, where two awards were given to, in the first case, a person who I guess would be late 40s, whose daughter was tragically knifed to death, and another person, a young woman probably about 22/23 who had been stabbed 32 times and was there up on the podium giving her story, (a) of what had happened, but, more importantly, of the care and the support that she had received after that terrible deed.  Both these people talked not only about the professional care, but also the care of the family, the care of volunteers, the sheer support that came to those two people at some of the vulnerable points of their lives.  

I think it is how we judge society in the end, if I may so suggest, as to how much money, because it is money oriented, we know that, how much care and how much respect for the dignity of every human being, and society I believe is judged on that particular issue.  

Those of us who have had the privilege at some points of our lives ‑ and I do say it is a privilege ‑ of caring for another person, will, as I have been, particularly humbled.  I had for weeks to look after my own mother, even though she was well over 50, in fact well over 90.  She was blind, she was unable to walk, and she needed constant care.  Those of us who have been in that situation will know that it is, (a) tremendously demanding both physically and emotionally, but, (b) it is a great learning experience for us all.  

In England there are 9.5 million people who live in rural Britain.  They live in rural areas and their number is growing.  Over the last decade around 80,000 people provide a net gain of population in rural areas and many of those people will fall into two categories: the able and the more fit, if you talk in terms of age structures for a moment, between the ages of 35 and 50, and those people who are 55 and over.  I think it is important to realise that, even though many young people are moving away from rural areas for different enjoyment of life experience or for higher education opportunities, yet nonetheless the people who go there to retire, if you like the older population, are people who in many ways make a dynamic and important contribution to those rural areas.  So although we have had a conversation and Liz has tried to support the Audit Commission, the over 50s and so on, yet let us not forget the tremendous input that especially in rural areas ‑ and that is what I am concerned for at the moment ‑ play an important dynamic role in support and the fabric of rural society in that older age group.  

However ‑ and this is where, if you like, the other side of the coin ‑ the population in rural areas is growing every year older by three months, which does not sound very much when you think about it, but if you begin to aggregate it up, then you begin to realise that there is a huge ageing population in rural areas and therefore, and therefore, there are people who are bound to have particular needs.  They will become less independent and more dependent.  Many older people will receive support from families and friends, but this actually may be quite difficult to sustain and indeed, as we know, is not always practical.  For those who are eligible, formal social care may be provided and covers a huge variety of services from residential care and drop‑in centres to meals on wheels and home support, and we must be thankful that we live in a kind of society like that. 

The personalisation of adult social care brings I believe both the opportunities and enormous challenges for rural communities.  Importantly, it will give individuals greater choice and control over the services they receive.  My illustration about my mother is very pertinent here.  However, however, the viability and the cost implications of delivering personalised services in sparse rural areas has to be carefully considered.  For example, I was in Northumberland last week.  I was on a different kind of experience, it was going there because of the aftermath of the flooding and so on, but I went into Morpeth, for example into the homes there, and it was very interesting that the most vulnerable people ‑ and I have to go away and reflect on this a little more ‑ the most vulnerable people who had been caught in the flooding and their homes had been flooded out were all older people.  There were many people in their 80s.  The cost of particular care in Northumberland for example, and in Cumbria and in sparse areas like north Yorkshire, is considerable, and I think that generally speaking what we have to say to ourselves that, if we are going to provide services in rural areas, they are going to cost and money is required.  

If I may now refer to our report from the Commission for Rural Communities on the personalisation of adult social care in rural areas, and I believe all the commissioners have a copy, but there are a few copies that Will, who is from the Commission, has brought with him if you would like to have a copy.  Now, this particular report is a first detailed consideration of how this will impact on the lives of older people in rural areas and, although the Chair referred to the urban and the rural areas, there are many, many connections and similarities between urban areas and rural areas, but in many ways there are particular exceptions, as it were, in rural areas, specifics.  

The report was informed by the views of a range of people working with older people in rural communities, as well as people engaged in the recent Individual Budgets pilot programmes.  It was prepared in partnership with the Social Care Workforce Research Unit at King's College London and supported by the Rural Adult Social Care Group, which included representatives from Age Concern, the Social Care Institute for Excellence, the English Community Care Association, and Defra, the Local Government Association, and the General Social Care Council.  

In the report, the Commission for Rural Communities calls for the Department of Health and its partners in central and local government to rural‑proof their policies and programmes relating to the personalisation of adult social care, so that they consider rural circumstances and tailor their approach accordingly.  If I can just explain for a moment about rural‑proofing - many of you, the experts, will know what rural‑proofing is all about - but I think that is one of the hardest tasks within the life of the Commission, and we are set up by Parliament to do this, to make sure that rural‑proofing takes place.  It is very hard because, ignore for a moment the political parties, but the power in the end lies in urban areas.  I think it is very important, whichever government is in power, to make sure that they take the rural issues and the rural concerns very seriously, and that is what rural‑proofing aims to do.  

Rural‑proofing, as I have already illustrated, is a mandatory part of the policy process across, hopefully, all areas of Government, which means, as policies are developed, policymakers should ‑ this is the ideal ‑ in the first place consider whether the policy is likely to have a different impact in rural areas because of particular circumstances or needs, and I have illustrated that in terms of sparsity of population; secondly, make proper assessments of those impacts if they are likely to be significant; and, thirdly, adjust the policies where appropriate.  

Now, that is what rural‑proofing ideally should be, but rural‑proofing the development of policy is only part of the process.  It will be equally important for the Department of Health and its partner organisations to monitor and to assess the medium and long‑term effects of the personalisation of social care to ensure equitable outcomes are delivered in rural areas and that it is fulfilling its promise of greater independence and wellbeing for older citizens.  

I also believe it will be important to assess the impact of personalisation on the social care workforce in rural areas, both in respect of their current activities, but also the future role and structure of the care workforce and its long‑term sustainability in rural areas.  

We have outlined a number of questions for the future which should include I believe in the first place how can the Government promote a professional and carer‑orientated social care workforce?  Secondly, how will the quality of care be monitored and regulated, because in essence it is about the quality of care?  Thirdly, how will good practice be captured and disseminated?  And, fourthly, how will social care workers' employment and pension rights be ensured?  

The impact of the personalisation of social care on community structures, businesses and social enterprises also needs to be thoroughly assessed.  Similarly, it will be important to look at the impact on providers, including older people's supporters, such as a family and friends and neighbours.  It is very interesting that, certainly in many rural areas, people depend upon their neighbours and their friends.  I give you an example.  One of my friends just last week died of cancer, this was in a little village called Embleton near Cockermouth, and I went to see her a few days before she died and spoke to her husband, and, although the particular person who was dying, Margaret, was not able to say very much, her husband Geoff said, "We couldn't have carried on with this amount of care in our own home without the support of neighbours and friends".  It speaks volumes.  

A wide range of stakeholders need to be involved in the planning and the delivery of care and support in rural areas.  It will, I believe, be important to explore links with the prevention and early intervention agenda, such as LinkAge Plus pilots, Partnerships for Older People Pilot Projects and housing services at all levels.  

I also believe that the voluntary and community sector (sometimes described as the third sector, a phrase I do not particularly like) should have a key role in monitoring the implementation of the personalisation of social care and in listening to and learning from individual older people's experiences, and this will help design some accessible systems. 

Information, support and guidance will need to be easily accessible to help older people undertake self‑assessments and to be engaged in planning their own support.  Older people's forums and other advocacy groups will be an important source of information and advice about what works and what does not.  They will also have a key role in transmitting the benefits of, and reasons for, the personalisation of social care, and, as such, they need to be included in the communication strategies developed by central and local government.  

I believe that local government have a very central role in planning the delivery of the new care and support system.  They will need to work in partnership with other agencies to coordinate local delivery and ensure both quality and coverage of care.  They will also need to consult with rural interest groups, as well as social care service users and carer groups, to communicate the basis for change locally.  

I think that managing change, especially the move from block contracts to individual resource allocation, possible decommissioning of existing services and the management of risk and viability, will need detailed discussion and negotiation with commissioners in local government.  

The private sector will need to be involved in thinking through the implications for residential services and home care provision in particular, and in developing new services for new and existing markets.  

I also believe that relationships will be crucial to developing an effective and fair care and support system.  We, in the Commission for Rural Communities, are building partnerships with key national stakeholders to take forward these recommendations and ensure the Government's forthcoming care and support green paper recognises rural circumstances and addresses the needs of older people in rural areas.  

We have established the Rural Adult Social Care Group to gather information on the challenges and the opportunities of meeting the social care needs of an ageing rural population, and this includes highlighting good practice and trying to come out with some really innovative solutions to deliver adult social care in rural areas, such as care farming and initiatives developed under the LinkAge Plus pilot programme.  

If I may just pause and say something about care farming.  It is one of the most exciting projects that I have ever seen and been involved in, where people who are mentally ill, those people who are mentally vulnerable perhaps is a better phrase, especially young people, have been given enormous opportunity by working on farms, and the change has been dramatic.  

Within Government we are actively participating in the care and support green paper, Equalities Working Group.  This group is advising the Government on the future care and support system and helps access the views of people from each equality strand.  Our engagement in this group has ensured the green paper public engagement strategy will include at least two discussion groups in rural areas to hear the views of people living in rural communities.  The information generated through this process will be used to develop and assess potential solutions for the new care and support system.  

For many years, I have had a great and deep interest in Africa and been very involved in the poor country of Malawi, the fourth poorest country of the world, where 50% of children under 5 die, and as I have been to Malawi on a number of occasions, and last year I visited Malawi because my friend is in need of 24‑hour care, I was impressed by two things: first of all by the care which is exercised obviously in that culture in an extended family, and perhaps in our country, where there is personal mobility and social mobility and this is deemed as a great asset, we will not be able to replicate what is happening in Africa.  But the other thing which I think we can positively learn from poor countries is actually to affirm the dignity of human life, and it seems to me that one of the lessons that I have learnt in Africa is that, whatever age people may be, young or old, many people at some stage in their life will be incredibly vulnerable.  It is at that point, at that point, that society is judged.  

So, ladies and gentlemen, I would like to thank Hampshire County Council and the Commission for this inquiry, inviting me here to speak on behalf of people living in rural communities, and that for me is a great privilege.  Thank you very much.  

CLLR KEN THORNBER:  Stuart, thank you very much indeed.  You have prompted a question from the Chairman.  You mentioned the higher cost of social care, adult social care in rural areas.  You mentioned that power, in the end, in terms of programme for personalisation, lies in urban areas.  
I am going to ask what might be a quite indelicate question, but I will: are you arguing for positive discrimination in rural areas in terms of adult care?

DR STUART BURGESS:  I am not arguing for positive discrimination.  What I am really arguing for is that people in rural areas have equal access to the pot.  

CLLR KEN THORNBER:  Very succinct.  Thank you very much.  Now Councillor Alan Dowden.  

CLLR ALAN DOWDEN:  Yes, thank you, Chairman.  Just a comment first, Stuart.  You mentioned about working with or taking vulnerable - use the term vulnerable persons, if you like, with farm animals, etcetera.  Well, that has in fact been a known fact, whether that be in rural or urban areas of course, because animals do not discriminate and of course it is beneficial for vulnerable people to be working with animals.  The question I want to ask you is in regards to your report which I have read because, although we were handed it today, I have downloaded it and read it.  In Part 3 of your report, "Lessons from the study", you state that:  
"There is a need to improve understanding of the range of systems 
for personalised [budget] that is available under the title of 
personal budgets, to both raise the advantages of Direct Payments 
but also to publicise the availability of other deployment 
options, including retaining the services of a care manager 
and of council services."  
Well, may I point out that within personalisation there will always be choice, choice - one size does not fit all, that will have to be.  But my question to you within this “Lessons” in the report is you state:

"Peer support was valued by many [within the rural areas] 
but participants argued that it will need to address matters 
of confidentiality that may be of importance to older people 
and minority groups living in rural communities."  
One would have thought confidentiality between an individual, whether it be personally with the authority or whatever, what do you mean by that?  I understand everybody understands confidentiality, but one would assume that would be a matter of fact.  Can you explain further?

DR STUART BURGESS:  Indeed.  May I, just before I answer that ‑ I will answer it ‑ comment on the points you have made?
CLLR ALAN DOWDEN:  Certainly.

DR STUART BURGESS:  I take your point.  I mean I gave the illustration about the care forum coming out of a rural context, but I actually, you know, fully agree with what you said in the first comment.  

Your second comment about choice is a very interesting one.  I mean I know that the whole emphasis in the last few years has been choice in terms of schools, which school you go to etcetera, and the choice agenda is high on many people's agenda.  I have particular problems with choice in rural areas because the choices are far more, in my estimation, limited than in urban areas, and I think that needs to be recognised by any government in power and I hope that that is taken seriously.  

On the point of confidentiality, that is a very interesting point that you have raised.  I have particular problems about confidentiality mainly from through hard experience, if I am perfectly honest, that although on the one hand we do understand what confidentiality is about, but rarely do we respect and keep confidentiality in my estimation.  Now, I think that is incredibly sad.  I can cite many examples, but I will not, where there has been a breakdown of confidentiality, and I suppose that in a very complicated way and a philosophical answer to the question there are many different levels of confidentiality just as, because confidentiality is related to trust, there are different levels of trust, how we trust each other and individuals and organisations and so on.  Ideally I would want to say that confidentiality can never be broken, but I do not believe that to be so.  But I understand what you are saying and I think I need to go away and reflect upon that in the light of our report, but thank you.  

CLLR KEN THORNBER:  Professor Humphris.  Debbie?  

PROFESSOR DEBRA HUMPHRIS:  Stuart, thank you very much for your presentation.  I am reminded, as you were talking about, actually the challenges that places like Australia and Canada face around remote and rural health care and the urban expectations translated to rural communities.  One of the things that is developing there, which I would like to hear your view on in terms of supporting people with their health and wellbeing needs, is a much better use of technology and of different types of workforce; so the expectation it will have a social worker and a nurse and a GP and a pharmacist does not work when you are really challenged around workforce in those settings.  So I wondered if you could tell me what role you see that technology might be able to play in terms of better connecting and supporting people?  

DR STUART BURGESS:  I think your illustrations of Australia and indeed parts of New Zealand and Canada, we have much to learn from them.  I think that one of the problems living in England, it is a small island, and everybody assumes that, even though you live in a rural area, you are pretty close to a centre of excellence, which is not always true.  

I think the best way to illustrate an answer or to give you an answer is a medical practice in a rural area I came across in Cambridgeshire, where I was really excited.  These were young doctors in their, sort of, late 30s and 40s who had embraced technology in the way that, you know, you are referring to in a fantastic way and they were giving me many examples.  
I think the hospital in Cambridge was about 70 miles away from where they were operating from.  So they had set up a whole process and brought together a lot of things that had been happening in other areas of England and preventing, if you like, elderly people ‑ these were the instances they were giving me ‑ from actually travelling to the hospital, because through video links, through x‑rays, through e‑mails, etcetera, etcetera, they were in touch with the consultants.  So they were saying this is just the beginning, just the beginning, of a new technological breakthrough for use of new technology in rural areas.  

So I totally agree with you, and I think what needs to be done, it needs investment, but I believe that if that investment comes, certainly in rural areas, in that rural practice that I was giving an example, it can save thousands of pounds in the future, so yes.  

CLLR KEN THORNBER:  Debbie, very quickly, if you would like to come back.  

PROFESSOR DEBRA HUMPHRIS:  Just a follow‑up point.  I am less concerned about the professionals, I am fairly confident that they will sort it out, I am more concerned about, if we use technology, if we address things such as making broadband available, cheaper to people, but it is actually about connecting with individuals in society.  If the professionals can talk to the hospital, fine, they will be able to do that anyway, but what about the people in the community?

DR STUART BURGESS:  Okay, absolutely, but it raises a question of the access of broadband for a start and there are many rural areas which do not have broadband, there is no good quality of broadband.  One of the recommendations in the Rural Advocate report to the Prime Minister that I did earlier this year was for the Government to make sure that there was good quality and access of broadband everywhere in England.  I mean it is, in my estimation, disgraceful that we have not got access to good broadband in rural areas.  So that, if you get that, then that facilitates what you are after, which I totally agree.  

CLLR KEN THORNBER:  Stuart, for the moment, thank you very much indeed for your presentation.  

We will move swiftly on to Dr William Bird, a practising general practitioner who is also on the Board of Natural England, committed to the importance of our natural environment in promoting health and wellbeing, especially mental health.  Dr Bird?  

DR WILLIAM BIRD:  Thank you very much and thank you for inviting me.  It is a real pleasure to put a different angle on the personalisation of looking at the environment, and as a GP and working for Natural England I can put the two together and hopefully will be able to help this inquiry.  

I would like to just touch first of all on Natural England's health policy, because it is just coming out now and it rather encapsulates what is being said today.  What we believe is that the natural environment is fundamental to creating a resilient society, an independent society, and we believe it starts in childhood.  So to get children who have a good development, which is connected to the natural environment, has shown from research a huge amount of benefits of their development and their resilience for stress particularly and able to cope with different types of stress, and I will come on to some of that evidence a bit later.  

We believe that adults, as carers, as workers, as parents, as volunteers, the demands on them actually create stress, and again contact with the natural environment, as we will see, helps them with that resilience and maintains an area where they can actually remain independent.  

Now, we talked about 50 being healthy ageing, here you see the graph going all the way down to your 20s, because healthy ageing is a lifelong process ‑ there is no end, there is no beginning and there is no cut‑off point as far as a GP I would say.  We build on our health right from the start, pretty much from as a child, but the cost benefit and the impact gets greater and greater as we get older, and again we believe, backed by evidence, that actually healthy ageing does depend on contact with the natural environment.  

I think one of the greatest worries that we come across now is, as an older person's world shrinks because of mobility, that the natural environment is squeezed out of their life, and there are many residential areas, and particularly residential homes, that have no contact with the natural environment.  So for the last 7 years of many people's lives or 10 years there may be no contact at all with the natural environment, being contained indoors, and I think that is an issue from research showing that dignity and independence is affected.  

But I think the greatest thing, and we have talked about today some initiatives, etcetera, and the NHS is very good at lots of initiatives, but to actually create this resilient society, we need absolute industrial‑scale type of work, and there are only two things I believe that can do that.  First of all is a strong community, the community where people live maintains that independence, and the environment, a healthy environment where people live.  We can concentrate on lots of initiatives, but often they actually are in small numbers.  

In the practice where I set up health walks initially, we had over 4,000 people who are over 50.  Now, to get all of those people physically active was not going to be the answer, into gyms and swimming pools, because most of them did not want to go to gyms and swimming pools.  What they wanted to do was to stay with their friends, their community, in a nice environment and go for walks.  So we set up the health walks and it is, as Liz mentioned early on, we have trained up 35,000 leaders, and I say that from a Natural England point of view, and with the British Heart Foundation, put in about one‑and‑a‑half million a year.  What it does though, it is self‑sustaining.  Once it gets going, people volunteer, and those 35,000 volunteers, who many of them are very, very old indeed, in their 90s some of them, can actually maintain and give back to the community and keep that a strong community.  

So the natural environment and the community I believe are the answer, and we start with children.  I am going to give an example very quickly.  
I will skip through these slides.  Some of them are for reference, which you have got in the pack, but I do not want to encroach too much on time.  An example, Ed up there on the left, top left, is a child living in Sheffield.  His great-grandfather had 6 miles freedom when he was a child; his grandfather on the left there, when he was 8, had about a mile of freedom; his mother had about half a mile of freedom; and Ed now has 300 metres of freedom.  Two reasons: traffic and just general fear of being a bad parent letting your child out.  Now, if we are creating a generation now who are inherently indoors and have not got that contact, we are going to produce a less resilient society and a more costly society for later on.  On the other extreme, we have got the elderly who are also contained to 300 metres and sometimes just to a living room or to some other room.  So we have created a society which is now locked down and that lockdown actually is creating a weaker society and lesser strong communities.  

So what that is probably leading to are three big challenges: obesity, which we know we have got the highest rate in Europe.  60% of the population and 1 in 4 16‑year‑olds will be obese by 2050, costing about £45 billion.  That leads on to diabetes, and we treat diabetes well in the NHS now, very well, but actually you could reduce it by 64% by just getting people to live a slightly healthier lifestyle and exercise.  Mental illness, 1 in 6 of the population.  The Sainsbury Foundation actually calculated £75 billion it costs the economy in lost earnings and in care as well, and to the NHS it is £12 billion.  

How do we deal with it?  Well, we deal with it with our usual way of spending money on initiatives, the levers of the NHS prescribing and counselling, but there is evidence about actually whether any of the antidepressants work at all.  The FDA have done a review by legally getting oral(?) reports from the pharmaceutical industry, which were not published, and we are adding all those together.  Most antidepressants are no better than placebo.  Even the Chief Medical Officer says that physical activity is as good as any antidepressant as in many of the studies that have been done.  

So we are ignoring some of the greatest assets we have and we are converting it into items that we can add on, like prescribing.  And of course it is not equal, we have got inequalities which have not shifted since 1997, in fact it may have got slightly worse, and that may be one of the reasons why adding initiatives to combat problems actually only favours those who are actually more able to respond to initiatives, whereas if you try this underlying society community strength and environment, we may be able to help.  

I am going to concentrate on one study which kind of gives a flavour of a lot of work that is being done.  Here are tower blocks in Chicago which were all meant to be like this, with trees and grass around them, nine miles of these high‑rise flats with about over 150,000 people, Afro‑Caribbean, very, very poor area, but as time went on a lot of them ended up like that, where the grass and the trees disappeared.  People are allocated randomly to a flat as soon as one comes up, so a natural experiment, and they looked to see what the variation was between those who had been randomly allocated to the tower blocks with this surrounding and those that had the trees.  What they found is that children particularly suffered from less stress, able to cope, are much more resilient.  They have better concentration, self‑discipline, fewer symptoms of ADHD, they played outside a lot more and interacted with each other.  Crime reduced.  Crime reduced because of surveillance of communities, because people were outside more where the trees and grass were, whereas in the concrete it was empty.  

There is strength of community, and the poorer single parents, let's just look at that.  Strength of community of no trees and trees.  Knowing people on your floor, knowing people next door, unity, cohesion, very significant in that area where there was trees versus no trees.  I think for this Commission this is a very, very important part, this is the ability of single mothers to cope with major life issues, so this is a resilience factor, and pretty much right across the board those who lived in those poorer areas of environment, compared to those that had a kind of more natural environment and therefore meeting, found that they could actually cope less well with some of the major issues and making difficult decisions.  

Physiologically there is a lot of research showing it does affect the brain; it affects physiologically our stress levels as well.  A big study in the BMJ from the MRC Unit in Strathclyde showed that where you had greenery and you accounted for all the social advantages of where people live in green leafy suburbs compared to nonleafy suburbs, when they accounted for all of that across Europe, where there was green in poorer areas there was less obesity and higher rates of physical activity.  

So what is causing this reduced access to green space?  Well, very quickly, the usual suspects of cars and traffic - traffic acts as a barrier, cars act as insulators; poor air quality; planning where the green space is inaccessible; social barriers where people do not know what to do in a green space, they actually do not associate.  
Ed in his 300 metres, by the age of 11, if he has not actually ever encountered wild, natural environment, he will never do that connection, he will never have that connection for the rest of his life - there is research in both the US and in Germany.  In other words we have this connection with the natural environment that is laid down very much as a young person, and social barriers are very strong, so even providing it is not enough.  

Inequalities show that those in poor areas do not have the green space and of course it leads to reduced physical activity and obesity and chronic stress.  I am going to just talk about this chronic stress, because I think, from a doctor's point of view, where I see the link between that reduced access to green space and disease is that bit in the middle of chronic stress.  Chronic stress is not the stress that we may be encountering like me having to give a talk like this, where you are standing up, you are getting sort of immediate stress, that is good, that is healthy stress.  Chronic stress is what a poorer person in a tower block would be feeling day in, day out, by coping with poverty, coping with their children and coping with the crime around.  That chronic stress leads to raised inflammatory markers in the body, in other words the body starts to turn against itself.  Evidence now, and carers are particularly prone to these raised inflammatory markers because of the chronic stress that they have, and low and behold we see all the diseases where social and health inequalities are most obvious, anxiety, depression, diabetes, cancer, cardiovascular disease and lung disease, and in fact even obesity is now being thought to be caused by the raised inflammatory markers, so you can eat the same things and do the same exercise, but if you are stressed you would have more tendency to go for diabetes and obesity.  

What we do not know from research is, if you improve the natural environment where people live, that that chronic stress would go down.  That is a jump that has not been made, but the assumption is there.  

So how can we deal with this?  Well, here are the areas of hotspots of diseases, like cardiovascular disease, obesity, fractured hips, which we concentrated onto small discrete areas to make it much easier to see on the graph, and then ‑ and I am afraid I did not use this example in Hampshire ‑ we then superimpose where the green spaces are.  So the hatched blue are where there is a healthy deprived community; the slanted green is where there is good access to green space; the vertical bars are areas of outstanding natural beauty ‑ that is a greenbelt up there.  So you can see down by Reigate we have an area of a deprived community with green space very much next door and it is where we can actually start to make that connection.  Up in the top right you see a deprived community and no green space whatsoever, and that is where the planning perhaps can work.  

So I would suggest to this Commission that we are trying to build resilience and allow people to make their own decisions.  I think we should use all parts of the County Council to create this natural health service, it is not the NHS.  We do have access to green space, we do have areas where patients do not have to go to a gym or to a swimming pool to get their exercise, but they actually feel safe to do it in their street where there is greenery as evidence has suggested.  We look at green space as a health resource, so perhaps a health impact assessment is what is needed when it is removed.  The environmental injustice, where the poorest live in deprived green space areas and the rich live in leafy suburbs, is purely of our own making and it is something we can also deal with.  Thank you.  

CLLR KEN THORNBER:  Thank you very much indeed, William.  The first questioner is Professor Peter Beresford.  Peter?

PROFESSOR PETER BERESFORD:  I would just like to start with what happened to us last night at about quarter to 10 in the evening, which was a loud knock on our door in our rented central London flat, with two policemen out there and a dog, to ask us whether by accident we happened to have left out, in the little bit of garden we have got at the front, a small plastic bag containing drugs, and that was just because they wanted to make sure that the person they had arrested had thrown it into our garden rather than we had left it there by accident and ...  (Laughter)  So we did and they seemed convinced.  (Laughter)  

There is a very big point here.  There is nothing that you have said and nothing that your predecessor, Dr Burgess, has said which I have not thought is incredibly helpful, but the point I am wanting to get to is where this initiative started, really no more than three years ago with a Government green paper, when the Government started talking about the value of personalisation particularly in terms of individual budgets and also a number of government ministers highlighting that this would be a more "cheap" way of providing support for people.  What we have been hearing, not only at this evidence session but previous ones, has been about an enormous range of crucial connections that we need to understand and to recognise for this really to make sense.  I am not wanting to be negative or depressed by this and of course there are things that we know that local authorities can do, but we have already rightly had raised today the economic situation and our awareness that it is not by accident that large pharmaceutical companies encourage doctors and patients to take large quantities of drugs.  So how do we, as it were, make this work in terms of not being intimidated by the massive connections ‑ we have heard about so many about creating the market, the workforce and so on and so on that need to be addressed ‑ without delimiting our focus in I think the rather arbitrary way the Government seemed to do when it started talking about personalisation so that we deny all these other things that are terribly relevant?  I know it is not a question that you only should be asked, but it does seem an incredibly important question for us to be thinking about. What can we really get to grips with here?

DR WILLIAM BIRD:  I mean I think I would go back to the ...  My original kind of statement is that, to create this resilience of individuals, we need to make sure the society, the community is strong and the environment is healthy.  I do not say that kind of glibly and walk away from it, how can it be done?  Well, we have a ‑ and I used it as an example ‑ the health walk programme is a very simple idea of creating a way of getting people out into their own environment, and where it has been working very, very well is in the most inner‑city deprived areas, where you actually get a community to take it on themselves, train them up, and by walking and by exercising you are creating the best cost benefit for ageing that is known in the world according to the WHO.  To do that you have to have a society where you can bring together, but you have to have an environment, an eye on the environment, to be able to make sure that is compatible, otherwise we will be looking at the alternative, which is very much sort of in the minds of people, is going to gyms, which is fine, a lot of people do like that, but it is expensive and it is limiting, there is only limited space, and swimming pools we heard earlier, I think they are fantastic as a supplement.  What we have to do is have this baseline and raise the standard of that baseline just that little tiny bit, and I think that is where the cost benefit really starts to take effect, rather than using more expensive high‑focused areas where expense is high.

PROFESSOR PETER BERESFORD:  Just to add to that I think ‑ I am absolutely in sympathy with what you are saying - but we know that in terms, for example, of the selling off of playing fields, the loss of urban green space, Government reduced controls on the greenbelt and so on, that, unfortunately, the broader trends seem to be heading in a different direction.

DR WILLIAM BIRD:  I am working with the Government on a physical activity plan that is going to be announced in early November, and I think the message is that the environment now is incredibly important, it is going to be a fundamental part of this physical activity plan, and the way they are creating Active England, which is going to be a way of delivering physical activity, which I am chairing the interim group, is going to have the environment and the Fitness Industry Association working together.

PROFESSOR PETER BERESFORD:  Thank you.  

CLLR KEN THORNBER:  I have now got Andrew Lloyd and then Madeleine Starr.  Andrew?  

MR ANDREW LLOYD:  Thank you, Chairman.  Well, clearly, I agree wholeheartedly with everything you said about the National Health Service; it is almost stating the obvious really, it is such a logical thing to do.  I was born and brought up in Wales, where we had tremendous access to the countryside, and as children we would go long distances to play.  That really is more my point.  I think local authorities can do a lot more in terms of planning to improve the availability of green space.  So the issue then is, if you like, the approach of society at the moment to the use of that space.  We are at a stage I think where society has become very protectionist and parents are very reluctant to allow their children to travel any distance at all, so they are very unlikely to use space far from their homes.  With modern media and the publicity about the various things that happen, fear of crime far exceeds the reality of crime, and, the more crime is tackled, the more convictions, the more fearful people become from what they read.  So is there not an issue that needs to be addressed about society's attitude towards risk, attitude towards using the environment, in any extent?  So all of the physical works will be of no good at all if we cannot change that attitude and break that cycle really.  

DR WILLIAM BIRD:  I think you are absolutely right.  There is evidence where there is ample green space and it is not being used for that very reason, and I think that is an issue.  In Chicago, separate to that study, they have created tiny little villages within the city and created kind of almost an area surrounded by green or a little bit of green space to create these communities within the whole metropolis of Chicago.  What it has been showing is that crime is being reduced quite significantly and that fear of crime I believe is being reduced as well because of people being more outdoors and talking to each other and mixing, because the environment is now conducive for that, that that acts as a surveillance, and surveillance we know reduces crime.  So it is a chicken and egg in a way: we do need to get the environment right to be able to create that, but we also need to be able to show people that they can venture out now.  
That story of Ed, the mother, when she realised the damage that was being done to the child by not venturing out more than 300 metres was far greater than the uncertainties of that child being perhaps knocked down, actually convinced other mothers, and they have all now changed their attitudes to letting their children out more, and that was simply because the facts had not been given to them, so I think there may be some simple things we can do. 

CLLR KEN THORNBER:  Right.  Madeleine Starr?  

MS MADELEINE STARR:  I just want to say that everything I have heard this morning reinforces the very clear message that we are talking about personalisation and we are talking about social care, but also care and support services that go way beyond social care.  The critical point is that they are not delivered into a vacuum and that increasingly we are looking at the whole design, not only for age, but design for living, and that in a sense we are not age‑proofing or disability‑proofing or rural‑proofing or care‑proofing, we are actually real life‑proofing, and so the way we plan and design becomes absolutely critical.  But I do not think that takes away from, dilutes, the personalisation agenda, because I think choice has to exist within that, so that the natural environment, the built‑in environment, they all become supporters of choice, and I think we have had illustrated really very clearly indeed today in terms of looking at how you join the whole thing up and make it about, you know, choices for living that begin young and have a real then health and society benefit much later on.  It is a point, not a question.  

CLLR KEN THORNBER:  Thank you for that.  I think finally and appropriately my executive member for recreation, Councillor Margaret Snaith.  

CLLR MARGARET SNAITH:  Thank you very much.  In my department, Recreation and Heritage, we are very, very aware of the benefits of green space and walking for health, healthy hearts, healthy walking.  We do all this and we have got much more to come, and we do see the benefits of this, but I was going to talk more on a personal level.  
I live in a very built‑up area.  It is a bungalow estate, so naturally there are many, many elderly people - a little older than me - but I keep chickens and it is a relatively new venture for me, I have only been doing it for less than a year, but I can tell you my elderly neighbours are fighting each other to look after my chickens when I am not there.  It has given them a whole lease of life on fox alert - (laughter) - because I back onto some wild ground where we have foxes and badgers, and I seriously mean that it has given them a new lease of life.  They love it.  When I get home, I am presented with the eggs.  I have children now, because I have a back way, that come along, and I have to say a lot of parents initially say, "Oh, don't touch the chickens!  Wash your hands.  Wash your hands", and I think, "Oh, my God".  Anyway, now they are coming in and they are looking at the chickens, they are picking the chickens up, and it has given a whole new lease of life to that area, and I am saying to people, “You should keep some chickens”.  (Laughter)  It is a marvellous thing to do.  

The old boy next door to me, who is in his 80s, is seriously depressed or has been.  Well, it has given him a real new lease of life, and his depression and his blood pressure, his wife tells me, has gone right down, until he sees the fox.  (Laughter)  But, no, seriously, I agree with everything that you have said today and I think we do have to start very young and give the children the freedom that we all enjoyed, and until we can actually do that and have the confidence to do that, and this is why we are working so hard on, you know, trying to educate mums today that their perception of all these predators is far greater than the actual reality.  

DR WILLIAM BIRD:  Just a comment: I think you have sorted out the food policy on that one as well.  (Laughter)  

CLLR KEN THORNBER:  And finally finally, Councillor Felicity Hindson.  Felicity?

CLLR FELICITY HINDSON:  Thank you.  I wanted to ask you if, particularly for children, bringing them in closer touch with the environment is something to do with the appreciation of the seasons, and, when things seem black, actually if you are in touch with the seasons, spring will come again, and is this a way of managing stress and coping with disappointment?

DR WILLIAM BIRD:  In fact one of the bits of work we did was to find out why do people carry on walking on these health walks, and all the health reasons fell to the very bottom and what came to the top was being with friends, watching the seasons go by and being in contact with the environment, even though that natural environment was a little pocket of green space in places like Islington.  They were the important things.  It was feeling good about themselves and connected, and all the reasons we have been telling people, like you will not get diabetes, you will not get heart disease, were negative and unwanted, and even losing weight was at the bottom as well.  Certainly because your GP told you was right at the bottom, which I was delighted all my work had gone.  But it was that connection and I think we underestimate it, and it is too easy to dismiss it as something which is a little bit too soft, if one wants to say.  I think we are in danger if we miss that kind of connection, because if you talk to older people, that is what they will tell you they like.  That is what they tell you, that connection of hearing a bird song or just being able to see a tree, it is something more important than pretty much many other things that they actually ask about.  I think you are absolutely right, it is that connection, both from children ‑ and it seems to be both extremes of age are where it is really very important.

CLLR KEN THORNBER:  Dr Bird, thank you so very much.  We are now going to take a break for tea/coffee.  If you would, please, everyone be back in your seats by 11.13 or 14, that would be very helpful.  But again thanks to all of our speakers for a fascinating session.  

(Applause)

(Tea/Coffee Break)

CLLR KEN THORNBER:  Ladies and gentlemen, if you could resume your seats, I would be grateful, and thank you for so promptly returning here.  

We now have a presentation by Richard Kramer, Director of the Centre for Excellence, which is part of Turning Point, a national organisation that supports people with complex needs.  Richard?  

MR RICHARD KRAMER:  Thank you very much indeed.  I am delighted to be here and very grateful for the opportunity.  I will be speaking with the help of a PowerPoint presentation, I will not be using notes.  The reason why I will not be using notes is not because I want to ape Nick Clegg or David Cameron, it is because I left my notes at home.  (Laughter)  So please bear with me in short.  

As you say, I am from Turning Point, a social care organisation that works in the fields of drugs, alcohol, mental health and learning disability.  We have set up something called the Centre of Excellence in Connected Care to champion a form of community‑led commissioning, and so we have a model of community‑led commissioning which is using an established methodology, is about narrowing the gap between commissioners' priorities over there and the needs of the community over here, and really tackling health and social care inequalities.  

The Centre of Excellence is part of Turning Point.  It reports to an external steering group that includes people like Mike Farrah from the Strategic Health Authority in the north‑west, Andrew Cozens from IDeA, David Stout from the NHS Confederation, and the reason why I am telling you that is, not only because they keep me on my toes, but also it shows the real commitment to community‑led engagement and community‑based approaches to redesigning health and social care.  

The work stems from Turning Point in that we support people with complex needs and recognise that people have a range of needs.  The evidence base for connected care was some work we did with IPPR, but really showed what we already know, that people with the most complex needs are likely to live in the most deprived communities and are less likely to get the support that they need, and connected care is about integrating health, housing and social care in the most deprived communities, very much done with the community, not to it.  

The IPPR report talked about people having a breadth and depth of needs, so someone may have a depth of needs around substance misuse, mental health and learning disability, and a breadth of needs around employment, debt, housing, the combination giving rise to complex needs.  But of course people can have a whole range of breadth of needs that are not met, they do not meet the criteria for support, and still fall between the gaps of services.  

Connected care, I mean it is a unique form of community engagement.  We are currently working in Hartlepool and Bolton, and soon to commence work in Suffolk and Telford.  In Hartlepool the community said, at the start before we worked there, that they were surveyed to death, they had been consulted again and again, but very few people could point to any changes in the design or delivery of services, changes that were meaningful to them as a community, and where the confidence was low and real distrust that things would change.  So connected care and its form of community engagement is not about information gathering, it is not about consultation, it is not market research, and they could be valid ways of engaging the community, it is participative, it is deliberative, it is intense, it is hard, but it is really engaging with the community.  When I say the community, the whole community organised on an estate or ward basis, so we reach the whole community, including those hard‑to‑reach groups who are rarely consulted and who are often marginalised.  

Should local authorities and PCTs be thinking about it?  Well, we have heard today that they should through comprehensive area assessments and through world class commissioning, and it is not just about giving a voice to the community when we are thinking about the competencies for world class commissioning, it is also about prioritising need, it is about joining up health and social care, it is about prioritising investment following that need.  

Connected care has been quoted in a lot of Government documents and on one case that is easy, it really is about influencing and informing the design and delivery of services at a local level.  So commissions will need to do this, they will be judged on that in terms of demonstrating how communities are at the centre of commissioning, particularly as we move to a more joined up approach to health and social care, whatever the flavour of government, and I think there is a bigger role for the voluntary sector.  That is working with commissions like Turning Point in terms of brokering redesign, but also an obligation on Turning Point, as a big voluntary organisation, to build the capacity of local groups.  

So the Centre of Excellence was launched in November last year and our work is very much focusing on working with the community and commissioners around community audit, service design, service delivery, with cost benefit analysis and evaluation throughout.  

I am just going to take you through some of the stages around working with the community and commissioners.  The first thing to do is to identify priority areas, priority areas for commissioners and communities.  It may be areas of deprivation, it may be areas where there is particular health and social care inequalities that commissioners want to bridge.  Establishing the governance is very important, it having (inaudible) from health and social area, but it is also about the community being involved on the steering group and being equal partners to that project.  

At the core of our work is the connected care audit, which enables the community to have a real direct say in what services need to be commissioned in their local area.  It is asking them about their individual and collective experiences of health, housing and social care, and we use a range of methods to engage with that community.  At that core, it is recruiting and training members of that community to carry out that research into the health, housing and social care needs of that community.  That training that we carry out is supported by the Social Care Institute for Excellence and it looks at things like what is health and social care, what is it like to work with difficult‑to‑engage groups, and providing support around design/delivery of different research methods.  

Alongside that we work with commissioners around cost benefit analysis, very much a planning tool where we get commissioners together to look at the cost benefit impact of bringing services together by looking at how resources are currently allocated and how they might be allocated if we move towards an integrated connected care environment.  That is looking at how different service users flow through the current system and how demand for health and social care may change.  Essentially we are trying to move from a system of unplanned care to planned care by intervening earlier, and that might ‑ and I may disagree with some of the early speakers ‑ lead to an increase in cost in health as more people present to services, that might be offset by savings in other areas, and the benefit of this is really as a planning tool for commissioners to understand the connectivity between different agencies and recognise that the costs borne in one agency may be borne later on as a service user flows through different parts of health and social care.  

We also provide support in terms of taking the audit report saying what the community wants into a design for a new service and working with commissioners to set that up.  I will come on to more detail when I explain what we are doing in Hartlepool and Bolton.  We evaluate what we do as we go along.  Connected care has been evaluated in Hartlepool by the University of Durham and we are looking at whether the audit has engaged the community and whether the service works for individuals, communities and commissioners.  We have developed a particular outcomes framework that reflects the priorities of local areas, but is also about building up the evidence base, not only what works locally, but what can be replicated nationally.  

I am just going to say a few words about Hartlepool and Bolton to conclude.  That is some of the team in Hartlepool ‑ Owton, Hartlepool.  They are the community researchers.  You may not know Hartlepool, by any stretch of the imagination it is deprived.  What the statistics ‑ and I do not really like using statistics to demonstrate deprivation ‑ what these statistics do not tell you is about the huge social capital, the huge community spirit, that exists in Owton, Hartlepool.  Hartlepool is very different to Bolton and very different to Suffolk, where we will be working, very strong community, and also it is very telling where some of the formal infrastructure is not so strong, where there is a gap between the community and health and social care services.  Sometimes it is that social capital that remains alive and that can be built upon.  

We carried out the audit into the needs of the community.  Here were some of the key themes.  One was information, a lack of information of what is available, and how information is very disempowering in terms of choice and ability to access services.  There were a number of themes around access to services, continuity and coordination.  People found the process of accessing services complex, alienating and frustrating, and found it very difficult to navigate their way through services.  There was a feeling that they needed a new form of workforce who could work across the boundaries between health, housing and social care, which meant very little to the community.  

The service in Hartlepool has been set up.  It has not been a straightforward, easy process, but we have a team set up.  The community are involved in designing that service, they are involved in delivering that service as well, so we have actually, you know, created an added infrastructure and workforce within that community.  

The service looks like this in Hartlepool, and of course the service in different areas may look very different based on the needs and priorities of that area, but it comprises of a team of navigators, which are members of the local community.  Their role is to provide information, support and advice, but immediate support across health, housing and social care, immediate response so people can be held in the system of health, housing and social care without having to tell their story again and again or having to repeat, have repeat assessments.  They are supported by a virtual team of specialist health, social care and housing support, so people are kept in the system and can draw on more specialist support when needed with a manager to manage the service and promote wider change in the service system.  

The navigators are also there to promote a range of low level support services that focus on maintaining independence.  We have heard a lot about older people and one example will be providing support in people's home, older people in their home, to provide support around a health check, a benefits check, how to avoid falls, but also, as came up a lot in Hartlepool, someone to help change the light bulb.  So to provide that range of support in people's homes delivered through a local, through a social enterprise, that is managed by the residents.  So they have set up a community interest company that is managed by the residents.  It is successful in the sense that the social enterprise has been commissioned to provide support in other areas of Hartlepool, not just focusing on Owton.  

Assuming that you get a system to work better, then there is real opportunities around promoting individual budgets, particularly for those with marginalised needs, such as people with mental health needs.  We found that a dedicated broker, not an extra layer of workforce, someone seconded in from the local authority, can work with individuals, can work with communities and, above all, can work with case managers to promote the case for individual budgets.  

We are also working in three areas in Bolton, three very different areas: Farnworth, white working‑class area; Derby and Deane, Halliwell, with huge challenges and very, very diverse as you can see, with 40 different spoken languages being spoken in Derby and Deane.  Very different, but both of these two examples have really created a lot of learning, and hopefully shared learning, between areas.  

Firstly, there is the Heineken effect, community researchers really do have a greater reach, they can reach parts of the community that professional researchers cannot reach.  In terms of the value and richness of the information that you receive from a community asking someone about their experience it is very different from a professional researcher.  Training for communities is critical in fulfilling this function, both about improving the skills and confidence of individuals, which is measurable, but also, and I think probably the most important thing about community engagement, really shaping the perception of how the community sees itself.  At the start of the process in Hartlepool there was pretty poor regard for certain groups, particularly lone parents and people with mental health needs; at the end of the process we could map the change of perception between those groups understanding they were part of the community and that someone with a mental health need may also have a housing issue, a debt need, which is about connected care.  

We are also evaluating the service in Hartlepool.  There are some initial outcomes in terms of people identify with connected care as a service to get support across health, housing and social care, and the navigation system is working very well in terms of providing immediate support and assessment and supporting the brokerage to individual budgets, and we are seeing a better coordination between different services.  

Now, finally, the community researchers in Bolton and the community researchers in Hartlepool met up recently and that is very useful in showing differences.  The first question the Bolton people asked the people of Hartlepool was how many BME members of the community live in Owton, Hartlepool, and the community researchers said one family, and that really on one level shows the differences, but the message is that the actual service will look different in different places because it will really need to reflect the needs and priorities and issues facing that community.  

That is my presentation.  Thank you.  

CLLR KEN THORNBER:  Well, Richard, I think Messrs Clegg and Cameron had better look to their laurels.  (Laughter)  Questions, David?  

MR DAVID BRINDLE:  Thank you, Richard.  I wonder how professionals have reacted to your coming in with this new approach and indeed how they have reacted to the idea of community researchers coming in and cutting across their patch.  

MR RICHARD KRAMER:  Okay.  I mean connected care can only work where there are commissioners who want to do things differently, whether either there are good relationships between health and social care and a wish to enhance them or where there is particular initiatives to deliver services on a more local basis, so it needs to fit with the grain of commissioners.  Actually, it has been, in Hartlepool, sometimes a source of tension between commissioners and communities, because there is a shift of power between them.  The commissioners become much more accountable to the community, particularly the community researchers who sit on the same steering group.  On one level the audit report becomes an excuse remover for commissioners, and there was a particular issue in Hartlepool when the audit report came up with the conclusion that we wanted a team of navigators who could help navigate people throughout the system, but across health, housing and social care, and the commissioners said, "Well, you can have a health trainer", and the community said, "We don't want a health trainer and our report says we don't want a health trainer, but we will have the money for that, thank you, and we will use it in a different way".  

So the point I am saying, it is a real challenge.  Commissioners need to sign up to a set of values to do things differently.  They do have delegated authority as part of the project, part of the Government's arrangements, to make decisions about reconfigurement of services, but they are all pre‑conditioned for making sure that it works, and part of that requirement is the commitment to sustain changes beyond the duration of the audit, whether it is the social enterprise in Hartlepool or the Bolton commitment to have a social enterprise for community researchers to sustain that beyond the project.  So, yes, it is a challenge.  

CLLR KEN THORNBER:  We have got about 5 minutes to accommodate four more questions.  Sir George Young, Professor Beresford, Professor Debbie Humphris and Professor Jonathan Montgomery, academia at large.  
Sir George?

SIR GEORGE YOUNG:  I think my question follows on from David's.  Our work is about personalisation, it is about empowering the individual and trying to end up with a tailor-made package of services appropriate for that individual.  Your presentation was about empowering the community and I think what you were saying is that this is a stepping stone to where we want to end up, namely personalising services, but is there not a risk that you substitute one decision‑making body, namely adult services run by the local authority, with another organisation, the social enterprise managed by residents and local community organisations, and that from the point of view of the individual he may be no better off with your model than with the local authority model?  So how does your model get us more quickly to our destination than where we are at the moment?  

MR RICHARD KRAMER:  Well, I think, I mean our model that is set up and the service that is set up reflects the needs/ambitions of the community, so that the service that is drawn up is tailored round the needs of the community and fits their needs.  Because we spend a long time engaging with that community about what health and social care services they want and they can actually say and point to changes that arise from their consultation, we feel it improves the trust and accountability between commissioners and the community, but more fundamentally it means that people are more likely to use services because they are more aware of what is available and have had some input into what services should be best provided to meet their needs.  So when we do the evaluation, we are able to track about whether people identify with the service as a service that meets their needs and whether we can actually show that it improves access and improves the level of support across health, housing and social care.  

So it is not replacing one system with another in the sense that one is the same as the other, the community‑led one is reflecting the views and aspirations of the community, and the service that is set up is consistent with those views and aspirations of the community, so I think it is a very different kind of service.  

CLLR KEN THORNBER:  I am going to introduce, in the interests of time, a slight variation.  I wonder, Richard, whether you would accept three questions from our three professors and then answer generally.  

MR RICHARD KRAMER:  Yes.

CLLR KEN THORNBER:  It might require quite a bit of mental agility, which I do not think I possess, but Professor Beresford first.  Peter?

PROFESSOR PETER BERESFORD:  Well, I want to thank Richard a lot because I think what you have done is you have brought into the pot what you have called hard‑to‑reach difficult-to-engage groups, and you have mentioned people with drug and alcohol problems, people who have got contact with the criminal justice system who have got support needs, issues of disadvantage, asylum seekers and members of black and minority ethnic communities.   I just want to ask you what are the implications for personalisation and individual budgets for us to consider if that policy and practice is to be inclusive and involve everyone? 

CLLR KEN THORNBER:  Thank you, Peter.  And now Professor Debbie Humphris.  Debbie?

PROFESSOR DEBRA HUMPHRIS:  Thank you very much.  You have raised exactly an issue I think which is critically important to this, the shape and nature of the workforce that we really need as opposed to that which we have.  What I would be really interested to know is how has your work been able to influence and change the very significant and vast amounts of investment that goes into training the existing workforce in health, social care and housing.  

CLLR KEN THORNBER:  Finally, I am afraid, Professor Jonathan Montgomery.  Jonathan?

PROFESSOR JONATHAN MONTGOMERY:  Thank you.  I wanted just to pick up a bit of the territory that Sir George raised.  You talked about individual budgets and one of your slides had about giving control to the community, and you had, in relation to mental health, individualisation down to individual service users or people, and I wondered whether there was something more you could say about how much this process of engagement led to pools of money being used by the communities and how much it led to what we have been talking about in other sessions, closer to what I think I had in my head about personalisation.  
I would like to push you a little bit more on the question about how homogenous the communities were found to be and whether they picked up the inclusiveness or whether you feel that there are people who might lose out if money is left to the communities to decide where to go to.  I think there are some communities which, as you described, recognise that there are other people amongst themselves and that raised their profile, but you could see it, it could at least conceptually go the other way.  

MR RICHARD KRAMER:  Okay.  There is a lot of big questions there.  In terms of individual budgets, I mean ‑ and Peter will agree with this I think, knowing where he comes from ‑ is that individual budgets work where there are services that people can purchase, services, whether through an individual budget route or otherwise, and in some cases there is a lack of services, so sometimes individual budgets is held up to be as the solution. However, what I would say is that in Hartlepool it was not so much the users who thought individual budgets was a charity or carers or communities that was the biggest blocker, it was actually the case managers on the frontline staff on the ground and that comes up again and again.  It is fine the Director of Adult Social Care pushing for individual budgets, but unless you change the way that the workforce operate locally, you are not going to deliver sustained change.  That is why I think a brokerage support is very important.  As I said, it is not about an extra career of brokers, a new kind of workforce, but it is having a dedicated member that can work alongside, explain the system of individual budgets, work through the RAS, the system for financial allocation.  It is complicated, it does need that dedicated support.  It does not necessarily need to come from a professional.  Ultimately, the broker is trying to create that informal support around the individual through carers and family members, but I think that role is essential, which brings me on to you need a different kind of workforce to deliver integrated health and social care, not the same, because otherwise you have a workforce and they will set up their barriers and continue as they are.  So part of connected care and delivery of connected care is a workforce willing to do things differently and being able to work across the boundaries of health, housing and social care, and being able to recognise the overlaps between the two.  That is a challenge for the workforce and that is a challenge as to how much you actually reconfigure service and reconfigure the workforce or train the existing workforce, and that might look very different from one area to another.  

The last point in terms of how do you make it accessible for the whole community, including hard‑to‑reach, there are some common principles around connected care wherever you go, which is about having services that are easy to access, that you can navigate people across health, housing and social care, and better coordination across services.  In different areas there will be demand for some specific services for particular groups where shortfalls have been identified.  So we talked about mental health earlier, and the GP talked about people with chronic anxiety, that is a bigger issue in Bolton where there is a lack of support that can provide support around depression, anxiety and, linked to that, employment and training opportunities, because these should not be considered in isolation.  So we would hope there will be some specific interventions there to look after specific groups, as well as changing the general fabric of services.  Again there may be, in Bolton, need for additional alcohol services to meet the needs of groups.  So we do try to cater for the generic response and the specific needs of communities.  Thank you.  

CLLR KEN THORNBER:  Thank you very much, Richard, for that canter over the last few minutes in particular, it has allowed us to remain reasonably on time.  So, for the moment, as I have said already this morning, thank you very much indeed.  

MR RICHARD KRAMER:  Thank you.  

CLLR KEN THORNBER:  Now I am going to introduce Helga Pile.  Helga is National Officer for Unison, will present the union's view on personalisation and Unison's view on what it might mean for the workforce within a local authority.  Helga?

MS HELGA PILE:  Thank you very much.  Many of you will know that we are the largest UK public services union and represent, sort of, 850,000 workers in local government, but I have to mention obviously our health membership as well which numbers 400,000.  I think one of the interesting things for me this morning was to reflect on this in terms of the wider local government impact in my role, as someone who has sort of been grappling with the issues for the social care workforce, and seeing how those connections need to be made across our membership too.  

I think, having said that, that it is fair to say that our members working in social care feel that they are at the forefront of personalisation, so I am going to talk primarily about what we see as the priorities for local government in terms of social care itself.  

Unsurprisingly, you would expect me to start with the issue of workforce and union engagement and involvement in this agenda.  I think that some of the difficulties around this are the messages that the workforce are getting about, you know, not being needed in so many numbers, about having to be reconfigured, whatever that actually means to you as an individual worker, and about some of the perhaps messages around being blamed for having to be at the forefront of the rationing of inadequate resources for care and how that makes workers feel in terms of their role.  

So I think one of the priorities for local government is to find ways of engaging properly with the workforce that you have got and with the unions that you have, you work with, but also not just your own directly employed workers, but also those who work for organisations from whom you commission.  

I think we need to start looking at the whole agenda of the workforce working in partnership with service users.  I mean the terminology around this is the co‑production term, which is an ugly term I think and particularly in social care does not sit well, but I think it is the principle there about how we empower workers as well and give them the confidence to be able to work with service users and to be able to do things in response to what people want without feeling that there is going to be repercussions for them.  So I think that is a real key and I think the role of trade unions in that is, you know, demonstrated by the way that we can facilitate change management and our track record on the learning agenda and about engaging workers who do not have a lot of access to training, and I think certainly in social care there is a big training deficit in terms of workers accessing training.  So I think, you know, the first plea is for that to be on the agenda. 

Secondly, I think the thing that concerns a lot of our members is around where we are in terms of the funding of social care and the resources available, and the fear that the Government has tasked local government with introducing personal budgets for all service users over the next couple of years at the same time as we are only just starting on a debate about being honest about the true level of funding that is going to be needed to meet current and future need, and the fear then that the rush to introduce personal budgets will mask cost‑cutting and will introduce inequities and lack of transparency.  

The sort of questions that people ask is how do we ensure that budgets that people get are adequate for them to access what they need?  How do we ensure that they are uplifted sufficiently each year to continue to do so?  I think we are concerned about some of the claims around cost‑cutting and around savings that can be delivered through personal budgets, because the evidence base seems very, very small for that and largely untested beyond the small groups at the moment that have been trying this out.  So I think we need to be honest about the level of resources that are needed to do this properly to make sure that it is actually delivered in a way that delivers the aspiration for personalisation, rather than starting from a point of saying, "Well, we have to use this to deliver savings".  

I think our third, sort of, priority area is around the rush to, sort of, disinvest from services that are around at the moment and how we can marry that with the need to have spare capacity ‑ if you are going to have choice, you need spare capacity ‑ and if you do not have services that people ...  There will always be services that some people will no longer want to use, but what about the choice for those who do still want to use them?  I think it is really about saying how can we adapt, how can we work with and adapt the services and the workers who work in them to meet both the range of different aspirations that people who currently use them have, and I think, you know, without sort of pushing everybody down one route?  

I think one of the quotes that summed it up for me was from a report by Sense, who had looked at people's experience with direct payments, and there was one mother who was quoted, who said: 
"I seem to spend nearly all my time organising care for my 
severely disabled deaf‑blind son.  If a carer is ill, there is no 
cover.  It takes me hours to organise the cover, therefore it 
is impossible for me to have any job or life as I have to be 
around constantly.  Bring back properly qualified, trained 
and vetted home care, they were wonderful."  

Now, I think our fear is that, if we allow the workforce that we do have, who do have great strengths, to be displaced and to be lost, that people may then find that the lack of that workforce, who do deliver some strengths in terms of being qualified and trained, will be something we will not get back.  

So linked to that I think is us saying that we do believe there is a bigger role for in‑house staff, local authority in‑house teams, because one of the things we think is important for personalisation is the ability to be flexible, to innovate, to experiment, and yet to be accountable, and also to have a proper investment in new types of training.  We believe that local authorities will need to do some of that with their own staff in order to be able to have benchmarks that they can use when they look at their commissioning practices.  Part of that is recognising that in terms of the kind of services that local authorities are commissioning at the moment, largely from private sector, there are very big issues about the fact that they have gone at it in terms of going for the cheapest bidder and that has impacted on quality, on training and on continuity of staff.  That is demonstrated by figures ‑ my colleague from Skills for Care will be able to back up ‑ of around 30% turnover among staff employed in home care services at the moment, which clearly is not a personalised service.  

So I think I would like to just touch on the issues around, sort of, the role of social workers, a large body of our membership, who are increasingly concerned about assumptions that personalisation means requirement for fewer social workers in the future.  I think local government needs to pause before we go down that route without looking at it further, because I think one of the big issues is around what my predecessor talked about in terms of community engagement and perhaps a return to community social work, which seems to have largely disappeared, but also about the ability of social workers to bring together the diverse aspects of it and to act as a kind of leader across the council in terms of linking up with other services that the council provides.  

But also I think part of this is about time and about the amount of time staff have to spend with individuals, and I think that is one of the biggest things that come back both from service users and from our members about the job, is that you simply do not have enough time to spend with people in order to really get to the bottom of what they wish and what they want.  So I think to go immediately for cutting your social workers without looking at how you can perhaps build in more time and more ability to engage across a wider sphere of work would be a mistake.  

I think another area I would like to touch on is around the whole area of support services, information, advice and guidance.  We have a number of members employed in user‑led organisations and in voluntary sector organisations that are currently providing some of this around direct payments, and some of the problems that are emerging there are around the patchiness of provision and short‑term contracts that are being given, so that those organisations are struggling to meet the demand for their services.  I think we need to look again about that and about how that is delivered, keeping the principles of user‑led without necessarily putting the burden onto user‑led organisations of having to operate within, you know, short‑term contracts inadequately funded.  

I think one other priority area for us is the whole issue of where people do wish to employ their own staff and we have, obviously, quite a large number now of personal assistants who are employed directly by people using direct payments, and there is a real growing issue I think, not just coming from us as a representative of the workers, but also from people who are uncomfortable with the way that is developing in terms of no shared understandings about what is an adequate amount of money to ensure a decent employment package and decent working conditions, proper employment status, access to training, and again Skills for Care published a report showing that many service users feel that they do not have enough money in their payment to cover training and that they feel it is not necessarily their responsibility to deliver that training.  But also issues around employment rights, employment law, and how and whether service users are adequately prepared to take on all the responsibilities of employing people and whether the support and training is there for them in that role, as well as the training for personal assistants.  

Here we have got some interesting work that we have been doing in Scotland, where Unison has been working in partnership with the Scottish Personal Assistant Employers Network to look at all of these issues and start building a framework around what should be minimum standards around pay, conditions, training, etcetera, which will then inform the amount of money a service user gets in order to meet those standards.  I think that will be important emerging work, which is being supported by the Scottish Government, because there is a real role.  You know, the local authority is the, sort of, hidden third party in that employment relationship, because whatever they provide in terms of the direct payment absolutely dictates how much and how well people can pay their staff and the conditions that they can employ them in. 

I think, just to finish, that I would like to, sort of, talk about our priority around ensuring that we do keep hold of this wider concept of personalisation, that we do not just see it as personal budgets, that we take that whole principle across what we do.  I think the evidence that you received from the local Unison branch in Hampshire sort of summed that up very well, where they said:  

“Personalisation means flexibility and responsiveness to 
individual needs and wishes, a task which Hampshire 
Unison members feel that they are up to, given adequate 
resources and imaginative management." 

I think for us as a union as well that is a challenge in terms of us being part of resourcing our representatives to make sure that that is what we can achieve, so to that end we are setting up a personalisation network among our branches so that we can start to share some of the best practice around this and promote that.  

Thank you very much.  

CLLR KEN THORNBER:  Well, thank you very much, Helga.  First question is from Councillor Alan Dowden.  Alan?  

CLLR ALAN DOWDEN:  Thank you, Chairman.  Helga, thank you very much for what you have just said.  Can I just put a few things to you before I come to the question?  You talked about training deficits within social care.  I am interested in that because here I thought that training was available to all within Hampshire.  Presumably you are talking nationally, presumably, are you?

MS HELGA PILE:  I was talking primarily probably more about some of the workers employed by agencies or by private sector providers who tend to have less access to training than our members who work for local authorities.

CLLR ALAN DOWDEN:  Okay.  Well, following on from that, I was interested, because I think the commissioners here, all of us obviously understand this, that if we are to have these changes with choice, you talked about there will be a need for spare capacity initially because to accommodate these changes, and these additional resources of course, if they are not forthcoming, you will not be able to have that spare capacity.  Would you agree with me, because you are a representative of the workforce, do you believe that the social care workforce presently are prepared to accept personalisation, with those additional resources, to accept and adapt to this change if it were to come?

MS HELGA PILE:  Yes, in a short answer, I do believe that, because I think that, if it is done right, it is an opportunity for many of our members to feel that they are doing what they felt they came into social care to do.  You know, people have talked a lot about care managers and how they, you know, they sit late, they ration and they turn people away and they tell people what they cannot have, I do not believe that that is what people came into social care to do, I do not believe that that is a satisfying role for them.  I think that that is something that is a reflection of, you know, the setting that they work in and the resources that are available.  So I think if it is done right and, as I stressed right at the beginning, if it is done in a way of bringing the workforce along, involvement in design, involvement working with service users, yes, I do believe that, yes.  

CLLR ALAN DOWDEN:  Thank you.

CLLR KEN THORNBER:  Stephen Burke next and then Professor Beresford.  Stephen?  

MR STEPHEN BURKE:  Thank you.  Thank you, Helga.  You talk about the importance of personalisation being properly resourced, has Unison done any economic modelling of the funding gap and does Unison have any views about how that gap could be filled?

MS HELGA PILE:  No, we have not, but it is something that we intend to do, and I think for us the important part of that work will be to look at what kind of workforce and, you know, what skill levels and pay levels that that will require, so something that we feel that there is a need for that to be there.  

How can the funding gap be filled?  Well, I think that is the subject of the current, sort of, consultation on future funding.  I mean our position has been that we think, you know, we need to look at the model in Scotland, how that is working, we need to look at the importance of having universal entitlement within social care, and, you know, that is implications for taxation and so on.  But we are at the moment consulting on exactly what we are going to say in terms of that consultation.  

CLLR KEN THORNBER:  Did you want to have that amplified, Stephen?

MR STEPHEN BURKE:  Well, you are presumably not in a position to say much more given ‑‑‑ 

MS HELGA PILE:  Not at the moment, no.  

MR STEPHEN BURKE:  No.

CLLR KEN THORNBER:  Right, thank you.  And Professor Beresford.  Peter?  

PROFESSOR PETER BERESFORD:  Well, going back to that last point, I guess it should not be the trade union, it should rather be the Government that is doing something about checking out what it identifies as a black hole for social care anyway and how that is going to be met, and we have to hope it is as sympathetic to social care as it sometimes seems able to be to banks.  (Laughter)  That is not really just a lightweight response, but I think that the stuff you have brought into this agenda is extremely important.  Every service user will say there are some poor workers, but service users also, from all the work we have done in the organisation I am part of, always stress the positive workers that they work with and the constraints that they know workers are working under.  

You started off by saying to us (and I think it reflects my experience) that the workforce has been set up more as a patsy than a partner in this developing discussion, and you have suggested that the workforce is not really centrally or has not been centrally involved, and I think that is true.  I know, for example, that there are not workforce representatives or practitioners involved in the programme board that the Government set up to take this forward and there should be.  But I just wanted to ask you really are there any things that are happening or that could be made to happen that could improve that situation, where you feel that there might be more chances to get this right, that the workforce really may be taken more notice of by Government?  

MS HELGA PILE:  I think one of the things that we have just put into our submission to ...  The Department of Health has just consulted on an interim adult social care workforce strategy, and one of the things we put into our submission, there is the need for, you know, some national and regional and local, sort of, frameworks for partnership in terms of workforce representatives, representatives of local government and of service users and communities to be sitting round the same table and saying, "How do we actually do this?  How do we make it work?"  I think Government seems to be more comfortable with, kind of, partnership mechanisms when it comes to the NHS workforce; I think that is partly reflected by the fact that there has been far less diversity among the employers working within NHS services than there is in social care.  But I think the Government needs to recognise that it has to just face up to the challenge and let people sit round the table together.  I think there is an element of fear and I think it tends to come up whenever we raise the issue of pay and so do private sector employers raise the issue of pay, and they say, "We would like to pay people more", and, you know, that sort of alliance is an uncomfortable one for them and it does not allow them to, sort of, hide behind, you know, the position that that is something that the market sorts out and that local authorities sort out on their own.  So I think some, you know, demonstrable visible bodies which can be seen to be working in partnership and looking at practical implementation issues would be a very good start.  

CLLR KEN THORNBER:  Right.  Well, thank you very much indeed, Helga.  Thanks for a very useful presentation.  In fact I think it links almost seamlessly to the next presentation, Jim Thomas.  Jim works for Skills for Care, manages their workforce action learning programme, which looks at the way in which models of social care commissioning and providing are changing in the light of the personalisation agenda.  Jim?

MR JIM THOMAS:  Thank you very much for that introduction.  As the Chairman said, I manage a whole series of projects for Skills for Care, with a particular focus on looking at answering one question, and at the moment we have got about somewhere in the region of 101 projects ‑ I say "about", because it seems to change on a daily basis as to how many projects there are, depending upon which one of my teams remind me and what it is we are actually doing.  Within those projects, the single question that we are actually looking to answer is, “As the way in which people are supported changes, what does this mean for workforce development?”, because I think if we think quite carefully about adult social care, one of the key things that we need to bear in mind is that people are our primary resource and, if we do not make sure that the people that we are involving and engaging with have the skills, knowledge, expertise, qualifications, understanding values and attitudes to take forward that process of change, how will we be successful?  

Alongside that, when I think about the opportunities that personalisation brings and who needs to develop new skills, new attitudes and values, and who needs to learn, it is actually every single one of us in this room.  It is not about the frontline social care workers, because certainly what we are finding in some of the projects we are running, they are often the people who are most understanding of the personalisation agenda, are most prepared to change, are most interested in learning new skills and most focused on delivering good results for people in their local communities. 

Alongside that we also need to make sure, particularly from a local authority perspective, that individual members are learning new skills in the context of personalisation, that finance managers understand the skills, knowledge and expertise that they require and how they need to work differently in order to enable personalisation.  

There was a very interesting piece of work, which I actually have not been able to track down the full reference for yet, but I was discussing this with a colleague from SCIE the other day, and what he was saying was that one of the biggest barriers to the implementation of direct payments has been directors of finance in county councils, because, as you can imagine, if you are a director of finance, the first thing that you are looking to do is to make sure that you keep the money under control.  One of the key elements of personalisation is about actually enabling and empowering the service user to control the money.  So do we need to think very, very carefully about the skills, knowledge and expertise of our accountants and actually make sure that we are working with the relevant Sector Skills Agency to change the qualification framework for people involved in public sector accounting, because is there a risk there that they will actually be the biggest barrier to making personalisation work?  

In terms of some of the projects that we are working on at the moment ‑ I am going to put my notes down because I am actually not going to use them now ‑ one of the things we are actually doing down in the south‑east is we are working with a shire county and a unitary authority, and what we are actually asking those two local authorities is, "Look, we are interested in what this means in terms of workforce development for your social care staff, but what we also need to understand is the change that that will require for everybody else within the local authority".  What they are saying to us is, "We think that changing the skill sets of our contracts managers is not too difficult, because many of the people who work in our contract section actually come from a social care background and have a working knowledge and understanding of what social care is.  Changing the skill sets of our accountants is proving very difficult and at this moment in time we need to think quite carefully about how we do that.  There is a willingness to change, but one of the key issues facing our accountants is actually continuing to manage the business as it is at the moment, alongside making the change.  How do we actually make sure that we carry on keeping all the balls in the air at the same time as introducing an individual budget model for everybody?  In terms of our HR staff, our HR staff can see and understand the need for them to change their skills, knowledge and expertise, but their senior managers are so busy asking them to lead the change, that they keep thinking to themselves, ‘Well, what about me?  When is somebody going to come along and actually look at what skills and knowledge I need in order to be able to work in a different world?’, and, alongside that, ‘How do I make sure that the skills, knowledge and expertise of people throughout the rest of the county council or local authority changes alongside that?’ "  

Now, one of the things that we have begun to do in response to that is to say, well, okay, part of the issue that comes up often in workforce planning time and time again is the most efficient and effective way that we have seen my NHS colleagues have in terms of workforce planning, is you think, "Right, in 5 years' time we are going to need 460,000 nurses and a third of those nurses will retire in the next 5 years, so that means that" ‑ and my maths here is not very good by the way ‑ "we are going to need to train about 150,000 new nurses over the next 5 years, so we actually need to begin planning into the budget how we do that here and now.  What we might actually find in 5 years' time is that actually we do not need 460,000 nurses, we only need 320,000 nurses, but we have actually spent on each one of those nurses £20,000 per annum training them.  So we have spent £60,000 putting a nurse through their basic training programme and actually we need a whole lot less of them".  

So in workforce planning terms we actually need to think very, very carefully now, not only about the kinds of people and the kinds of skills, knowledge and expertise they will require, but how we are actually going to change the workforce planning model in terms of what we anticipate that might look like in 5 years' time.  So when we say, okay, personalisation is going to mean we are going to need less social workers, it is actually quite a ridiculous thing to say, because when we look at how much we have invested in the number of social workers that we are training at present, what are we actually going to do with all the social workers we have trained that we no longer need?  Will we actually need them to do something different?  

So coming back to what I was going to talk about in that context, what we are actually looking to do with the two local authorities that we are focused on is to say, "Okay, what does somebody's support package look like?", and, going back from that support package, "What kinds of percentages of individual types of existing staff might be required to put that support package in place?  Do you need 0.01 of an accountant?  Do you need 0.5 of a social worker?  Do you need 7.3 of a support worker?  And what might that look like in different contexts?  And can we from that then begin to actually understand more effectively what the workforce planning model is?"  So that rather than taking a guess and saying, "Okay.  Well, we think we will train 1,000 social workers this year, and, if 300 of them get jobs, then that is okay”, let's actually begin to say, if somebody has an individual budget, "That equates to these kinds of roles".  Now, those roles will change, but it gives us a better understanding of how many people in what kinds of roles we might need to be training, not now, but in 3, 4, 5 years' time, because my colleagues who work in a university setting will tell you ‑ and I am sure you will back me up on this ‑ it actually takes a long time to change a curriculum and it takes a long time to redesign a professional programme when you are actually making it work realistically with the way in which the service wants to be.  

The other thing that I think is also very important is that we need to make sure, in the context of personalisation, that we are very, very clear that it is about people, because what I have heard this morning has particularly focused still around services and resources.  I think that, if we do not very clearly concentrate and focus on people, we miss a great deal, because it is not just about the skills and knowledge of staff, it is about the skills and knowledge of everybody, including service users.  

A good friend of mine has had her own personal budget for about 5 or 6 years and one of the things that she says to me time and time again, "Jim, if I had known what I know now about being an employer, I would have actually made sure that in my first year all of my staff did not leave because they thought I was an ogre.  I would have actually understood what my accountant was talking about when they said that I needed to sort out my taxes.  I would have seen in advance that not having employer's liability insurance meant that, when one of my staff ‑ well, when I fired one of my staff, that they would take me to an employment tribunal and they would be able to take £12,000 off me in compensation because I had been a bad employer".  

So it is about the skills, knowledge and expertise of the people who are holding the budgets, as much as it is about the staff, and I think some of the projects that we are doing are around actually saying, okay, how do you actually provide the right kind of skills, knowledge and expertise and learning programmes for people with individual budgets, are just as important as thinking about how we remodel the staff and how people work differently.  

To finish off, I think the other thing that we need to kind of begin to understand better is to think that actually most people who work in social care are not looking for a career.  I think we get very hung up on thinking that everybody is looking for a career, when actually what most of the people I know who work directly in some kind of social care support are looking for is meaning in the way in which they work.  They want to know that they get paid a reasonable wage, they want to know they are working with people who value what they do, they do build friendships with the people that they are working with, and they want to be able to go home, whenever that might be, whether it be 10 o'clock at night or 10 o'clock in the morning after a very hard night's work, knowing that they have done their absolute best to deliver the best possible support in the best way they can with the right skills, knowledge and expertise.  

Thank you. 

CLLR KEN THORNBER:  Thank you very much indeed, Jim.  Firstly, Professor Humphris.  Debbie?  

PROFESSOR DEBRA HUMPHRIS:  Jim, thank you very much.  My area is actually workforce interestingly enough.  I slightly contend with you on the notion that universities are not responsive and able to change curriculum rapidly, but we can have that conversation somewhere else.  

The thing that for me is a perennial challenge, not around the role of Sector Skills Councils, because I think they have a very important role, but as we talk about integration and we talk about health, social care and housing, and actually we talk about trying to focus on how can we construct a workforce based on what is the work, I suppose for me the perennial challenge is so why are the Sector Skills Council still separate?

MR JIM THOMAS:  Very good point, and I think actually you have to look first of all and see that the Sector Skills Councils are not actually separate, because they are actually part of Skills for Care and Development.  So all of the Sector Skills Councils, plus now the General Social Care Council, actually do come under a single umbrella body, and the important part is making sure that they work very effectively together on all the different pieces of work that they are involved in.  

PROFESSOR DEBRA HUMPHRIS:  Yes.  My follow‑up to that would be that is precisely what is not necessarily being seen in practice and would be helpful.  

MR JIM THOMAS:  Yes.  

CLLR KEN THORNBER:  Any other questions?  David Brindle?

MR DAVID BRINDLE:  Thank you very much.  Can I ask you a bit about skill mix?  I remember Virginia Bottomley once said that the health and social care system needed fewer young graduates and more streetwise grannies.  I wonder if, in approaching it in the way you are - that is breaking down that support package and working out which skills we need to put that together - is it emerging that we actually need rather more, shall we say for want of a better term, less skilled people than we have at the moment?

MR JIM THOMAS:  I think it is too early for us, looking at that model, to give you a definitive answer.  I think that actually it depends on how you define "skills", and I think a skill in empathy is not something that everybody has.  A skill in knowing when to provide advice and when to sit back and allow people to make their own mistakes is not a skill that every one of us have.  I think simplistic models of skill mix probably are not actually that helpful in really defining what it is we are looking for.  

There is some interesting work that we did down in Bath and north‑east Somerset about 3 years ago which actually looked at how you integrate the roles of frontline health and social care workers.  What we actually found was that, yes, you could actually integrate those roles quite effectively and you did get cost savings from that, but in terms of the actual workers they still actually defined themselves either as, "Oh, I'm a health worker", or, "I'm a social worker", they did not actually ever see themselves as doing one and the same thing.  

So skill mix in that context and the work we are doing now, I think if you come back to me in 6 months I can actually say, "Well, yes, this means this and that means that".  At the moment, I cannot give you a definitive answer. 

CLLR KEN THORNBER:  Peter Beresford.  Peter?

PROFESSOR PETER BERESFORD:  Well, I just want to add to the point that was raised by David and the way that you answered it, because when you talk with service users ‑ and this is something that repeatedly crops up and I have seen it crop up internationally ‑ that people tend to talk more, just as you were starting to, about human qualities, rather than they talk about skills.  They talk about things, you mentioned empathy, warmth, reliability, being nonjudgmental, being risk aware rather than risk averse, listening, people talk the most about listening.  I think the point often is are people, when they are talking about workers that they value who have got those qualities, actually talking about workers who may have those qualities but have been supported through good training and education to be able to have them fully enhanced?  Whatever the case, such qualities are going to be especially important for people to work alongside other people in a personalised structure, and I think that that is important for understanding how the workforce needs to be and for understanding that these qualities are equally important amongst people who are seen to be the nonprofessionalised workers as they are amongst the professional workers.  I am not sure how you set that in train in more, sort of, structured ways, but that really is the powerful long‑term message.

MR JIM THOMAS:  I think to add to what you are saying, Peter, we have to be clear in our own minds about having a flexible view of what constitutes training.  Training is not purely and simply about sitting in a lecture hall or going in a training room and doing some group work, it is about co‑coaching, it is about mentoring, it is about having the opportunity to learn by experience.  It is also fundamentally about having the opportunity to work alongside people who are perceived as being very good at what they do and just seeing what they are doing and modelling that in the future.  

CLLR KEN THORNBER:  Madeleine?  

MS MADELEINE STARR:  Just a point then about how you tie that into a system of qualification and accreditation that is really properly flexible and leads to proper remuneration, because actually our qualifications framework is incredibly inflexible and it does not look at this experience and kind of skills‑based training and mentoring as actually having the same value as a professional qualification.  I have concerns too about frontline staff in different sectors possibly fighting rearguard actions in terms of protecting what they see as their professional qualifications and the value of those.

MR JIM THOMAS:  Certainly I think one of the things that will help with that is Skills for Care's new qualification and credits framework, because that will create a more flexible way for people to get qualifications.  I do not know if any of you have actually seen the early stuff around that, but what it does is over a period of time it allows you to build up your qualification from a mixture of things you have learnt and things you have become competent at and you have had observed, but it allows you to do it at very different levels, whether it be you might put your qualifications from some stuff you have learnt that is 'O' level kind of standard through to stuff you have learnt that is at degree level standard and something else in the middle.  I think what Skills for Care needs to do is to make sure that, in promoting and working with that credit framework, that it does not actually end up becoming another fixed resource.  That is the key, flexibility.  

CLLR KEN THORNBER:  Nick Georgiou?

MR NICK GEORGIOU:  Thank you.  I am not a commissioner, so I cannot ask you a question, but I just asked permission to make an observation.  

MR JIM THOMAS:  Yes.

MR NICK GEORGIOU:  I just wanted to say, for the avoidance of any doubt, we are not seeking to cut social work posts to reduce numbers of staff, but we are very conscious that, as we progress with our self‑directed support programme, we are looking to help people to work in different ways and engage differently with service users, and we have got a range of training and preparatory work underway on that, which I think tallies with the sort of tone of what you have been saying.  But I did want to just make the point that this is not a cuts exercise or anything of that sort on our part, it is a genuine attempt at meeting the new agenda. 

MR JIM THOMAS:  Yes, and I think that is very important to recognise, because I do think the headlines that have come out about some other local authorities saying they are planning to do that is not helpful.  

CLLR KEN THORNBER:  Right.  We will thank you, Jim, for your presentation ‑‑‑

MR JIM THOMAS:  Thank you.

CLLR KEN THORNBER:  ‑‑‑ and move on then to the next presentation, Councillor and Mrs Glen.  Councillor and Mrs Glen have raised a son with a disabling condition and are going to describe their journey as a family coping with that.  Jonathan?

CLLR JONATHAN GLEN:  Thank you very much, Chairman, and good morning everybody.  (Laughter)  I realise I stand here between this august company and lunch, so I will try to be as brief as possible.  

What you are going to hear is Robert's story seen through the eyes of his parents.  Basically, I personify your average politician.  I know very little about a lot of subjects.  Sharon, on the other hand, over the last 21 years, has built up an extraordinary understanding of learning disabilities and, with a chance, we might be able to hear from her too.  

Now, Robert was born in 1987; he is now 21.  He has an elder sister and a younger brother.  Our family lives in Hart, which is in the north of Hampshire, and Robert's great loves still at the age of 21 are Disney, Thomas the Tank Engine, computers, writing stories and photography.  Photography is interesting, because he loves going out with us and taking photographs and he loves Google Earth, and he will put a flag into every place on Google Earth where he has been, and you can now put a photograph in.  He has now done so many that Google Earth have contacted him to say, "We'll give you credit for your photographs", so there is something positive to say about what is going on.  

He is autistic.  It was noticed at the age of 3.  He had difficulty settling in at the playgroup.  He was referred to a paediatrician at Basingstoke Hospital by a playgroup health visitor.  
That summer we went to the USA and he was referred to a neurosurgeon, who referred us to the Head of Child Psychology at a very big hospital in New York, the Columbia Presbyterian Hospital.  Within 4 weeks, only 4 weeks, we had a full diagnosis and we had a full report, 4 weeks.  That was the moment when a whole new world opened up in front of us ‑ I am speaking as a parent.  The fear of the unknown was quite palpable.  

Now we come back to the UK.   Statementing.  We were referred to the Portage service, which our American friends had a very high opinion of, but it took nearly a year to get a statement for Robert.  To obtain a placement at a special needs school, it took a further year.  Sharon, his mother, called every single day to get this organised.  The problem, which we were not aware of at the time, was initially that health care was run from Basingstoke and education was run from Fleet, and they could have been on two different planets at that point.  We were falling between two stools.  The Portage system was good, but the statementing needed a lot of assessment from a lot of people.  It proved to be very difficult to get appointments with the educational psychiatrist.  

When you are new to all this, nobody tells you, you have to find it out for yourself.  We had a long wait for the report from the speech and language therapist and then we discovered it was not actually being done, so then we were told to make an appointment with this person and that appointment took several months.  The local headmaster of our local school actually came in to see us and, in inverted commas, he said to Sharon, "I have been approached by officers of Hampshire County Council's Education Services" ‑  this is before I became a county councillor by the way ‑ "who report they have been driven crazy by an American woman in your village".  (Laughter)  "Would you please take the child under your educational care until we can sort out a special needs place."  We were given a support worker and Robert stayed at the school for one term, mornings only.  

At the age of 5 he went to Greencroft, Farnborough.  It was, in those days, an MLD school, moderate learning difficulties.  That was the closest appropriate placement.  

Three years in, the County Council decided to merge this school with the Grange, a serious learning difficulty school ‑ this was in Aldershot nearby.  This was a result of Baroness Warnock's policy of inclusion.  Now, you know where I am going with this.  The more able children were going to be moved on into mainstream schooling, the less able were to be merged with the Grange.  Friendships split up.  A lot of change took place.  This is anathema to anybody who has autism.  An action group of parents was set up to protect the interests of the children.  The perception from the parents then was that a decision had already been made, the merger was a fait accompli, and that our opinions were of no importance.  This is really what prompted me to stand as a candidate in the 1997 County Council elections and, when I entered my first full County Council meeting, where they were discussing this merger, I was not allowed to speak to the subject because I was a parent and I had a prejudicial and personal interest.  Okay?  

The head of Greencroft was close to retirement and there was a feeling that it was really up to the parents to keep the school as it was.  When these things happened, good staff started leaving over the two‑year period and the best of those that stayed got into the bureaucracy of the system.  Greencroft became a glorified babysitting service.  

Robert was now 10, he should have left at 11, but the change was taking place.  There was, at that point, only one special needs school in the whole of north Hampshire, namely the Meadows in Borden, and you can see where I am going to go with this.  As parents we had a fight on our hands to make sure that Robert could get straight from the school he was at straight to the Meadows in Borden, and, after a degree of urging, we got in.  

The Meadows was taking the child from 10 to 16.  Transport by taxi was one hour each way.  Initially, it was one‑and‑a‑half hours each way, for a youngster that is a long time, and, after constant badgering, the County Council did agree to alter the taxi service.  Meadows had a resource centre and staff were well‑trained; in fact the head of the unit was awarded the Special Needs Teacher of the Year.  This, I have to say, was the golden period in Robert's education.  

Four to five years on however, the county decided to close down the Meadows and amalgamated it with Whitedown, an SLD facility in Alton, again not very far away, and let me explain what happened soon after.  The Meadows' headmaster left without any warning to us and again Robert's personal tutor left without notice.  Staff were communicating with the parents by putting letters in the school bags.  Now, Robert knew there was change going on, so what Robert was doing we discovered was posting all these letters behind books in the library, so we never saw any of these things and we never knew what was going on.  We knew that his class was visiting Alton College, i.e. transition, but we did not know that they were not visiting the college that Robert was going to go to, namely Queen Mary's College in Basingstoke.  Once again all the best teachers were leaving or running the school.  There was, at this point, huge staff uncertainty.  

Now, Robert was 16, the school was technically imploding, and that was when we discovered no transition work had been done between Robert's school and QMC, so when Robert turned up for his interview to go on to post‑16, he interviewed very badly because he was regressing and he was very stressed - a way of showing the stress is just to run away from the conversation - so he was refused access to QMC at that point.  You cannot blame them, but he was refused access.  No alternatives had been set up by his current school because that was in a state of movement.  So thanks to help from the County Council at the eleventh hour we got him into a place called Coppers, which is a post‑16 unit based in Fleet.  It is part of Henry Tindale which used to be Greencroft, so back we were to the beginning again.  

It is a small supported environment from ages 16 to 19.  They were brilliant.  They managed to create a transition for him to go to QMC over a long period.  However, this was when his stuttering started.  Why?  Because, through no fault of anybody's, he shared a taxi with a boy with special needs who had the most awful stutter, echolalia, mimicry, the whole lot.  We could not understand why he started stuttering.  However, via Copper Link, this is liaison between Coppers and Farnborough Sixth Form, the performing art students ‑ and I do honour them ‑ through them he learnt to act and he became quite an expert in Joseph and His Amazing Technicoloured Dreamcoat.  This actually helped his stuttering because of confidence.  

We were concerned about the fact that he was in a smaller environment.  His first year was fine.  Sorry, he was now 19 and he actually got into QMC.  Now, understand, when you have any child with special needs and he goes on to college, it is the same pride that you have as if you are watching your child graduating from university.  It is the same feeling of accomplishment.  His first year was fine.  However, in that year, Baroness Warnock decided to change her mind about inclusion.  I quote, she agreed that her policy was “flawed”.  Okay, but the time has gone by.  

Back to transport.  Four days a week Robert had to wait 35 minutes at QMC after his work.  On Fridays he had to wait one‑and‑a‑half hours.  We could not get the Council to alter the taxi service because they could not, because the policy is that you could only change the taxi service if a child has got to wait for over two hours.  Okay?  In order to accommodate this, his mother had to change her hours, because we could not have him standing around, wandering around, in a mainstream environment.  Now, he was told by the transport office Robert can avail himself of the college facilities while he waits.  

Second year, now no transition took place, the new timetable was just dumped on all the children.  Robert was the only autistic child; this created problems.  We discovered there was no room for manoeuvre and we could not alter the timetable.  Robert became stressed and he showed regressive behaviour.  

We did have a lot of discussions with QMC, but it just became apparent that they did not have the flexibility to tailor-make schedules for the children.  It became apparent that, to us as parents, we thought that the Special Needs Unit at this college were not fully trained for autistic children.  What was interesting, it was because he could not fit in, he was not allowed to go on one of the things he really loved in life, which was visiting Euro Disney.  The other thing he was not allowed to do was to take part in that year's college play, which was ‑ you have guessed it ‑ Joseph and His Amazing Coloured ...  I was going to say raincoat, but you know what I mean.  Now, there were basically no facilities for him to do what he really loved, which was to go to the library and read books.  

He has now left QMC and is now considered an adult.  He has now just become a client of Adult Services.  It did take an extraordinary amount of time for him to get his own social worker, because we, as parents, even as a county councillor, did not know what to do.  He is doing well at a place called Thrive, a gardener resource facility for adults with learning difficulties, and there is a marvellous support programme in it called FocusAbility.  

The direct payments are working well.  It has given us immense freedom.  The story I really want to get across is you need to give that freedom to the child when it first starts, and the parents.  However, on a lighter note, you will be glad to know that he has just received his first letter from the Inland Revenue ‑ (Laughter) ‑ demanding £113.  Some traditions just never change.  

It is not our intention to spotlight any organisation with the gaps that we have had for Robert's education over the last 20 years, but it is our intention to tell our Adult and Children’s Services and their departments that parents really do know best and that we ought to have procedures in place to ensure that when a parent feels ‑ and quite often we are talking about single parents ‑ that the system is letting a child down, the county council department responsible should react immediately, immediately, not committees, not setting up new strategies, not waiting for people to get together, because it takes so long to get them together to talk, I do mean immediately, in order to ensure that the child's education is not compromised.  

I know that after 12 years as a county councillor our educational and social services have improved.  I admire the work done by Adult Services and Children’s Services, but I hope that by sharing our experiences of Robert's education, the county and its partners will put in strategies to constantly improve those services. 

Sharon and I, if there is time, will answer any questions.  

(Applause)

CLLR KEN THORNBER:  Are there any questions from the commissioners?  Alan Dowden? 

CLLR ALAN DOWDEN:  Yes, thank you.  Jonathan, well, I have learnt something today.  I have known you for quite some time, but I did not realise your situation, if you like, on a personal basis.  Obviously, Robert's story, and you and your wife's story, is quite heart‑rendering really, but of course you are what I would state as people of an ability, even knowing that you were under a tremendous amount of stress, to achieve for Robert, but perhaps there are other people who are not at a level of education in order to create and gain what they are, you know, really due.  

I, as a county councillor, have, during my period of time as a county councillor, because, as you know, I have obviously been very interested in social care, have had a similar situation with other children that I represent to get services for.  I agree with you totally: we have improved, but we need to do a lot more.  Just a comment, Chairman.  

CLLR JONATHAN GLEN:  Thank you.  

CLLR KEN THORNBER:  Jonathan?  Sharon? 

MRS SHARON GLEN:  My point ‑ I support everything obviously that Jonathan has said ‑ we, even being fairly articulate people, if you know Jonathan at all, we still did not know how to proceed.  For instance, we were not really involved with Children's Services, because we were not aware of what benefits and what support there was available, we just got on with it, as you do.  Then when the time came to change to Adult Services, there was this amazing shock, saying, "Oh, you're not listed in Children's Services.  It would be so much easier if you could go straight from Children's to Adult's", and we said, "Yes, but we didn’t know".  Apparently there was a benefit we could have applied for for Robert at 16 when he was still at the Meadows School and there was no procedure in place to let parents especially know the fact this is available.  If you are not used to the benefit system, you do not know, and we were told about it when he was 19, but they only backdate 6 months.  So it is an information, it is a communication system, and the speakers that I have certainly heard today leaning towards personalisation, this is a great step forward, to look at the individual that you need to help, what is available.  Obviously people, there is not enough money in the world to get everything that you want, but I think within that framework there is a possibility of making sure that everybody gets a good start and point them in the right direction.  The procedures are in place, the strategies are there, we know the people are there, there is an immense pool of talent, but we do need to have the help throughout education, throughout health, and it shows that we can actually make a difference to these little guys when they start to become rapidly big guys.  It is very scary.  Thank you.  

CLLR KEN THORNBER:  Any other comment or question?  (No response)  Right.  Well, thank you very much indeed, Jonathan and Sharon.  
A huge thank you to all of our speakers.  I think, without exception, that we, as commissioners, learned a lot from each of the speakers.  This is our fourth public session, I think, Director, it is probably the last one, and so to the regular attenders and indeed our new attenders, as they have come to hear of a particular interest that they have, my grateful thanks to you.  You have sat extremely patiently.  The first personalisation commission meeting we did not have a tea break at all during the morning and one can see the seats, while excellent for two‑hour seating, are probably not there for four hours.  So my thanks to the public, my thanks to our staff, particularly our backstage staff who have worked so very, very well.  Our thanks to the speakers that we have had over the four sessions.  I think that our deliberations have certainly been enlightened by our speakers, and I think, for me, I have learned a lot.  I believe the commissioners (as I said to, was it CSCI?) still have a thirst for knowledge, some of us more than others given our state of knowledge.  But thank you all very, very much indeed, and I think, at this stage, I will conclude the fourth session on this note of thanks to you all, and a vote of thanks to my commissioners too.  Thank you.  

(Applause)
- - - - - - - - - -
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