Meeting of NHS Greater Glasgow and Clyde and St Margaret of Scotland Hospice
11 June 2008 at 8.30am

Present:

St Margaret of Scotland Hospice NHS GGC

Professor Leo Martin Chairman Andrew Robertson Chairman
Sister Ritai Chief Executive Tom Diversi Chief Executive
Edward McGuigan Vice Chair Anne Harknes$ Director- RAD

Jacquie Malcolni Nurse Lecturer
Elizabeth Thomas Director Clinical Services

Sister Rita, Professor Leo Martin and Jacquie Malcolm provided Andrew Robertson,
Tom Divers, Ame Harkness with a tour of the Hospice prior to the meeting.

Leo Martin

Thank you very much for coming down

Andrew Robertson

Wel | , I was very conscious that I havenot
some stage and get a tour and to gettthat at the beginning was just great. It was
nice to see. You have had my |l etter, youb

and Nicola in Holyrood and 1 think that that exchange did identify that we have a
number of obligations; obligations in termméhealth and social care policies and we
have obligations in terms of working with Local Authority partners and it has to be
said that we have our ups and downs with our Local Authority partners, but by and
large we work to the general mutual satisfactonl | think that is a fair comment.
And then together with our statutory partners working with the voluntary sector.
There is that fairly complex matrix of National Policies, of Local Policies, with other
private care services, social care servicesh@ dtatutory sector and then providing
services with the support of the voluntary sector.

So inevitably, it is not a straightforward process but what we want to get with
everyone is a straightforward direction and outcome, understanding the balance that
we all are concerned in achieving. So we have to be careful in all this process, there
is a great temptation to speak to special interest groups and yet all of those special
interest groups and what you represent are entirely valid within the termerefmed,

but we have to fit that within the broader matrix. This is all known to you.

So | am hoping that following on from our last meeting and following on from the
follow-up letter we can build a vehicle for communication that we can understand
what weare each requiring to do. | have no doubt that we can find a way through; |
am saying that but the Scottish Government and the Local Authority partners, they are
also saying that and they are also signed up to finding this balance.

Now at a sort of peonal level, | have appreciated that this is the third meeting,
certainly for you and | Leo, | have not really known everyone else but it has been



great to have that Just half an hour just
round and getting a fe@r not just the facilities, that is one thing but getting a sort of
description of the services.

So | hope that as we take this discussion forward, we can have confidence in each
other and we can seek to ensure that that confidence begins to geedeieour

wider constituencies. | would like to think today that we will do all that we can to
clarify concerns for you, to explore what is the real underlying major aspects and we
can keep those on the table and | think that we have got to believethabtber is
seeking to be open and absolutely frank. So | suppose that comes down to seeking to
ensure that you have got all the information but also that you are sharing with us all
that information. | know that there are very very long stated finacoiaterns but
there are also concerns about patient gr ot
particularly but there are also concerns about staff. | can give you a commitment that

| want to be in this process for as long as it reasonably takes &m getswer that we

are both comfortable with. We may not get as far as we would like today and on the
other hand we might, but | am not that concerned as long as we are not closing doors
on either of us.

So, thanks for inviting us here, I will enjoy mgdon buttie. | think we need to work

out what is the best way forward. It may be that it would be helpful if Tom and Anne
went through the proposalbecause if you think about it, you had two proposals and

it is a third proposal that we began to outlmgen we met in May and it now has a bit
more substance to it. That might be a starting point, there may be points in relation to
that that you want to raise pretty quickly, fine, and there may be wider points that
particularly relate to the proposal. ,.3mw do you want to play it Leo?

Leo Martin

| think we were a bit surprised to get your letter on Friday on the terms it came in. It

was a very closed letter. The Board and | had understood from the closing of the last
meeting that you had undertakéam to go back and rethink the whole thing and see

if there was something else along the lines of what we had been suggesting to you.
And that really hasndét even been factored
have come to the conclusion thiagt is not worth you doing anything but | have to

hear Tom if that is your position. However one of the advantages of taking you
around this morning Andrew was to show you that this is very much an integrated
facility 7 that what happens upstairs in $to sep hdés War d for Pal I i
affected and affects what happens downstairs in Mary Aikenhead Centre and is what

we want to be. That is part of our mission, which is to look after people who are

dying.

Our problem is 2 fold, firstly it is finandia and we canodt get away
matter what discussions we have and we have to come back to that.

AR interjects to advise he is not dodging that
The first is ethos and it is about what we actually do here as a Hospice. Again, your

letter of 6 Jue does not allow the Hospice care to continue. There is this shift
towards either a care home with nursing or the care of people with mental health



issues. The actual idea of keeping us as an institution which looks after people who
are elderly and whare dying, and in cases prematurely in terms of what people
would expect of a life span. There was no mention of keeping us as a Hospice and |
think we need to know Tom why you are not prepared to look at that because |
thought when we left Dalian Housleet last time we met you were going back to look

at that. You were going to look at the idea of this place being some sort of Centre of
Excellence for Palliative Care for the Elderly and you were going to look at what the
actual needs would be and what pleowvere talking about in terms of reports that are
being done just now and what people were talking about in terms of the provision that
will be required in the future. There is none of that. What you have got in the letter is
your proposal broken down.

Tom Divers

| made it quite clear to you that we would write. The very detailed note that you had

prepared a 32 page note of the discussions that weihathink reflects what | had

said accurately. That when you had raised specifically again gstigu of whether

the Health Board would not go back and reconsider its earlier decision about
Blawarthill, what | said was that it was my expectation that as part of what was
discussed between us, you would come back with a proposition to that effdwtiut

did not begin to underestimate the difficulty of the Board going back and revisiting a
decision that was made 7 years ago. That 0

Leo Martin

Presumably as officers of the Health Board you could go away and examine for the
Board whether there should be a reconsideration of the strategy with regards to the 30
beds. The question is, did you do that?

Tom Divers

No, not yet.

Leo Martin

Although Andrew is quite rightly talking about reasonable timescales, the unfortunate
thing from our point of view is that that timescale is finite because there is a meeting
of the Health Board in 2 weeks time where it appears to be me that if you continue the
consideration of a decision and if that decision is made then the impact of that

decbion would be entirely deleterious to what we do here.

Andrew Robertson

When we met with the Health Board at the end of April, we had not got this proposal.
| think we are here to keep talking and to keep explaining and there are no
immediately pressingmescales.



Leo Martin

But at your Board meeting it was proposed to stop the referrals to the Hospice on 1
April 2009 so time is clearly pressing.

Andrew Robertson

We can cope with that, the Board meeting on 24 June if it comes out of this meeting

today that there is an understanding here of what we want to explore together, well we

can report that to the Board. The Board are not going to insist we come back with a
clear decision. It may be that wéatdonodt g
back. We dondét want to report back a st al
look at this, to look at other aspects, and | am not quite clear how much you are
expecting us to reopen the whole Balance of Care process, given that there are
National Guidelines in terms of social care and there are other parties involved.

Tom Divers

Leo, as | was trying to say, what the members of the Board are expecting from the
further discussions that we have hd&ad toget
in a considered way, even although, even although Leo you do not at all favour that as

a way forward, at what the implications are for the proposals set out and that that
consideration as well as other points that you would want to make will form part of

what we take back to the NHS Board.

Leo Martin

| think we can probably sum this up fairly succinctly, were we to accept any of these

optionsi and we do not want to accept any of these propdshig if we do accept

any of these options, then we wouildve to close the Hospice. Because we would be

in a situation Tom where even at best, | would be looking at a drop of £400,000 in

incomel at best. And that is accepting your figures. We have not done any analysis

on this and wedv2 measdmokefdi ragt iyt bfeocrau s e
figures that you have to do the analysis a
is perhaps the most difficult part.

Tom Divers

As a public body as the NHS Board is, it is hot unreasonable in theaenstences

that it is expecting that the change that has taken place over the years in the Balance
of Care and its impact, that you would at least consider objectively the alternatives
that have been set down.

And just to cut into that at that headlinechase we have a different take on this and |

think we need to try take discussion about this further. Our perception is that for a

care home with nursing even although you d
charity, the care home with nursing nebdthe costs of that that Anne has set out in

the annex to that paper would be what would be required. That we would be funding

in full through the Local Authority or with the dementia option, we would be funding

directly, the full value for what is regqed to run the service. That is of quite



different financial value from the just under £1.2m that sustains the continuing care
just now but the actual cost of providing care home with nursing is of a quite different
order of magnitude from the NHS conting care option.

And so while | accept that there is a difference of £400,000 in the financial values of
those options, in our view we are fully funding continuing care now and we would be
fully funding care home with nursing in the future. And | am clear where that
financial risk is unless you are saying to us that you are producing a further cross
subsidy of hundreds of thousands of pounds to the Hospice care costs from the elderly
care agreement that we have between us.

Jacquie Malcolm

| wonderif | could just question you around the staffing element of this.

Andrew Robertson

Yes, yes, these are the things we should be getting into.

Jacquie Malcolm

Looking at the staffing in the Hospice just now, the way the staffing is utilised is
based arond the specialist needs of patients. The care home with nursing element,
first of all it only has a 0.5 of a manager role. The way the figures have been set out,
it would be helpful for us to understand how that analysis came about. What tool was
used? Which model did you use in order to work out first of all the needs of these
patients that are unknown. How do you determine how many staff are required and
how the impact of that would be absorbed through staff turnover. Obviously, as
people with grat experience leave, people with less experience and less pay are
absorbed in. | am struggling, from an educational perspective, to understand how we
would sustain an educational balance but also how we would sustain the expertise and
how we would sustairstandards of care when there is 0.5 of a manager, less
experienced staff, people on lower salaries. | am not quite sure that is a model that is
acceptable for people near the end of life, for a group of people who potentially are
desper at el ynotuguite esurd, unless thegsenare people who are mainly
residential who would be having bed and breakfast facilities?

Andrew Robertson

And these are all very wvalid questions and

Jacquie Malcolm

So it is to becme a bed and breakfast type service where people are dependent.

Andrew Robertson

Yeah, yeah



Jacquie Malcolm

Is this what this model is based on?

Anne Harkness

| think what we need to be clear about is that these are very indicative figures, they
arenot 100% black and white and the letter clearly states at the start that this was an
indication to give you a rough guess about what the cost profile what it might look
like because in reality the detail would be through direct discussion in the care home
with nursing model with the local authorities. The costs are based on typical staffing
and that varies because the way the care market works is that there is a guaranteed fee
if you like in terms of weekly income and each individual care provider nhig\e a

slightly different staffing model based on their own experience, based on their own
skill mix. These figures are based on a care home in Glasgow. The dementia option
is based on the number of admissions we would expect to get based on examples.

Jacquie Malcolm

If a care home has increased an dependency of patients and decides to take more staff
on board in order to meet that need, does the care home absorb that cost themselves?
Is that how that works?

Anne Harkness

Yes. Well you know the wathe Care Commission work, in a similar way to the way
their regulate your staffing. Some local authorities if you take a particularly special
interest group or a special type of client, they might have a top up fee but again that is
the detail of discussns you would need to have with the local authorities.

Jacquie Malcolm

And that is where our concern lies because already there are care homes, and this is
coming out through Glasgow City Council Development and Regeneration
Department, there is inaiéble concern about the care that is delivered as we speak.

If we then create more models like that, then we are then adding to that problem
where there is under staffing, a high turnover of staff

Leo Martin
We couldnét do t hativerihatcqui e. We coul dnoét

Jacquie Malcolm

This takes us back | suppose to the question that we posed on 2 May. When these
patients came towards the end of their life, what do we do with them? We would no
longer have the staffing with the expertise to care for therwisere do they go?
Currently, patients who are dying in care homes as we speak are not being cared for.
We know that through Care Commission standards, we know that through reports and
we know that ourselves. An analysis of education of these peopleuse



professionally what their knowledge is what their expertise is, what the challenges
are. We know that in Greater Glasgow and Clyde that is a problem.

Andrew Robertson

What is the scope for furthering these discussions then. We are not thertete pa
This would have to be discussed with the local authorities.

Anne Harkness

As the paper says, that would absolutely have to be through the local authorities but
you know that the Care Commission have got standards around Palliative Care and
we know that care homes are expected to work to those standards of care. Like any
provider, there are a range of providers and a range of standards. You know that in
Glasgow we have currently invested in a range of specialist nursing support, you
know that though the Palliative care MCN. All that work is ongoing.

Jacquie Malcolm

Yes but we teach these people and it is fantastic that we are able to teach that but in
many respects what you are asking us to do is to take a step backwards not forwards.
You hawe an opportunity to have an excellent centre that advocates and demonstrates
a palliative care model for the elderly.

Andrew Robertson

How are your teaching costs covered?

Anne Harkness

They are within the funding for the Hospice.
Sister Rita

This islike a marriage the 2 units actually save money for each other because we

have the expertise in one area that @eeser into the other so you are getting very

good value for money. | think it is a shame because for years this has been described
asauni que situation. I think what i's very
prior to now. And | am sorry Andrew because you have came into it but Anne never

came down here to look around and to talk to us about the model we have here
because it is unique model and that is quite clear. The geriatricians keep saying that,

they are saying that this is the model. In nursing homes they are not delivering

palliative care, they are trying to do it because they are being asked to but it is not
happenig . They just put on a syringe driver a

Andrew Robertson

| am getting a sense of the service and | suppose what | would like, probably outside
of this meeting, is to understand how that costing and that fundipguo education
side is. And there may be other aspects and how interlocked they all are because |



think the very clear message that | am picking up is that there is a degree of

i ntegration that certainly |l ookidntlmat i n fr o
financially because we would, and even know, | think we believe we are providing a

discreet service with discreet funding.

Leo Martin

Andrew, Tom will try to hold himself back here but | am sure he will want to come in

on me here because | havadhthis discussion before. The whole way we work is

i ntegrated. The bargain that the Health B
has relied on that integration. It can be put very simply by contrasting us with another
hospice where we have 28ds and we get £938,000 for the Palliative Care side. The
Accord Hospice which has 8 beds receive £910,000 for Palliative Care. Now Tom
has told me before that a bed rate is not a currency he is prepared to deal with.
Unfortunately, Catriona Renfrew imer papers has used that as her currency and she

is prepared to be honest Tom when she has been doing analysis. So for the Health
Board to say now that they are not prepared to look at bed rates for the Hospice when
they have previously is at best incatent. What | am saying to you here is, put very
simply, there is a cross subsidy; there must be in here because if we were to charge
you the level other Hospices charge to recover at 50%, then our figures for the
Palliative Care side would be three tintkat.

Andrew Robertson

Letds understand that cross subsidy becau
concerns for us that we have to look at and be able to address. Anywhere you
commission services is that you commission a discreet service witleatisanding

and that is how we are accountable down the line. But if there is a more complex
structure here which you can share with us then we will be in a much better position

to understand and this exchangeissdues.t hi nk pr

Tom Divers

| am not going to rerun the currency thing. | have been entirely consistent. What |
have said from our first conversation is that our understanding from the work that was
done 4 years ago was that the-amalysis cost attributiobetween elderly care and
Palliative Care that was carried out at that time was an accurate reflection of the way
in which the costswefeand we didndét do that analysi s,
the analysis and provided that analysis to us. Anduoderstanding was that that

was an accurate attribution of what was the £1.somthing million that came from
Greater Glasgow and Clyde which is now the £2.1m that now comes. So that is why |
was asking the question Leo because | have had an understandmthaét point in

time that the cost attribution has reflected what is in your most recent set of accounts
that there is just under £1.2m that supports the NHS continuing care and that the total
costs involved in providing Palliative Care of £1.6/£1.7mvbich we now contribute

just over £900,000 reflecting the significant movement in 2006/07 to achieve the 50%
contribution and that that represents an accurate attribution of costs.

coming back to Jdobaleft fir st [

That i's w i n
4 , 000 hol eo, [ am not under st and

_why
with a A400



beyond today for folk to sit dowjindicates Anne Harkness, Jacquie and Elizabeth]
and go through the detail of this and explain more fully how it has been puaihd

to take comment back from that because it is important that we are able to do that as
part of this process and to do that before we go back to the Health Board with another
paper. What Andrew is saying to you is that we are not hide bound to goobidek
Health Board with a paper a week on Tuesday. We are not hide bound to do that and
the Board members know that we are in discussion, and in the second round of
discussions taking place today.

That is why | raise the question Leo because we hathderstanding at that point in
time, given that you were pressing for a longer term contract as we reran last time, but
also that the Health Department Letter recommitting to the 50% funding level then
had a trigger date but we do need to understandatteattribution.

Andrew Robertson

It may be that we will have a sensible discussion about all of that and we develop a
mechanism of keeping it under review because | think what | am picking up is that

there a sense of what seems to have been a coupdarsfago, 3 years ago, there is

now some sort of statements that itds not
the table and | etds make sure that if we ¢
a blankness that and reaching a stage wierere looking at each other slightly

oddly, and sort of what is this, why have we got this misunderstanding?

How would you take this forward Tom? Who would be the people to go into more
detail about the breakdown and the cross subsidy?

Tom Divers

It seems to me that we are having a discussion of necessity on two or three different
l evel s just now. There is the principal
mission.

Sister Rita
And Core Values.
Tom Divers

And Core Values and that is one dissios. There is a second discussion about the
implications of the alternatives that we are proposing and if we separate for a second
the discussion from the Core Values and that other discussion and | know you are
very unhappy about doing so but as | saiel need to go back to the NHS Board
having worked that through then | think that what we need is that there is a more
detailed discussion which takes place around how that profile has been built up. |
think as part of that, if the attribution that we hdnael over the years and which we
have rolled forward is not or is no longer, | mean | am taking about an accurate
attribution of the cost profile for the services that are provided and we need to be
aware of that and that needs to be shared with us.



Edwad McGuigan

We operate one unit. We doné6t operate 2 s
So the practicality of actually saying that that individual on a salary of £10,000 spends

72.5% upstairs and the remainder downstairs. It is just physicatlossible to do

that.

Andrew Robertson

Can we not help you with that?
Leo Martin

Yes Andrew you can help us, you can go back to the Health Board and say that St
Margaret 6s has been one of the best provid
theElderly for the last 60 years shown throughout everything, throughout inspections,

shown to be the best value for the various Health Boards over these years as well,
exemplified in the money you pay for what we actually deliver and how can we sort

thistomake sure they sorted out. That 6s what
and say. And if you want us to go down the road of saying this cleaner spends 5
hours in St Josephds Ward and 8 hours in a

really not lelping us Andrew.
Sister Rita

We have done this exercise umpteen times and we have broken it down as far as we
can. Every time we have gone back, now | 06
spent and | object to spending so much time on it becatisket us away from the

patients.

Leo Martin

Sorry, Sister. Do you know what upsets me Andrew? | look at that board out there

and see | have only been able to raise £600,000 for the new building because | have

spent the last 2 years talking about tHiflave spent all that time worrying about this.

| should be doing that, thatodés the charital

Sister Rita

Andrew, we got back to the Health Board and we work very closely with the
Accountanti | dondédt do the accountidutwengd back donodt
every year and spend hours breaking down the staff and we go back and produce all

of our figures and every year we do the same thing, we have done the same thing and

t hen wedre told, youdre wor ki n%bedsranda bed r
this is what you are getting, regardless. And what really crippled us and | know you

have suffered this in the Health Board as well, is the increases in salaries for the

nurses and the doctors. People at the Health Board have admitted tihatvgogot

very good value for money here over all of the yeakow the history of the Hospice

is fantastic Andrew and you wondét know abo

10



[Interrupted by Andrew Robertson to confirm he knows the history and knows the
quality of carei that is not in question]

The contribution is the historical thing. We got furniture from you first, and | have
gone right baclover the history. And that was hothe Health Boardhelped us at

first. And thenit was gradually moved towds £5 perbeds andince then it has been

a gradual increase ameke have been very badly affectas a result Other Hospices
came along and they have got the cofthe time, ours has been an historical thing
and neone has ever sat down like today. Weve produced these figures but nothing
happens after 1 April. We just get the standard letter telling us we are getting 1 or
2%.

Andrew Robertson

Yes and it would be lovely if Tom and | could go back to the Board and say St

Mar gar et 60 s iwenderful semieenaddowe shpuldgust sign another cheque

to keep the thing going but we candét do t h.
Leo Matrtin

That would be a very popular thing to do Andrew.

Andrew Robertson

You popularity comes with its owwehaee ms. W
Audit Scotland crawling all over us. We 6 v
Sister Rita

And youdl I have a | ot more of them crawlin

Andrew Robertson

We are fundamentally answerable to the Scottish Govenb.  We are directed by

the Scottish Government to work in partnership with Local Authorities and those are

the key blocks. We are also directed, where appropriate, to work with voluntary
organisations. And if we are going to satisfy all these reqeintsn we cannot just

come up and say Ahey, theyobére great, | eave

Sister Rita

Nobody is expecting you to do that. All we have ever wanted is a fair, just and
reasonabl e contribution. That 6s all that

Andrew Robertson

Well those are very complicated words Sister. Reasonable has to be backed up.

11



Sister Rita
It is backed up. You get very good value for money.

Anne Harkness

Wedre talking about Hospice funding now whji

Leo Martin

Yes but it impats directly on the whole Hospice. We were asked Anne if there is a

cross over and Edward started to explain that there. Of course it crosses over. There
are things that we have gone out of our way to try and recover from you and there are
things pernaps n t he past that we havenot tried

Andrew Robertson

Tom, do you not acknowledge that we have to try and understand from year to year
how this cross over works? We need to understand that.

Sister Rita

Tom, you know we have provided anything have been asked forer the years
We providedeverything, breakdowns of figures, etc., etc.

Tom Divers

And | have accepted that and | accepted that that was an accurate attribution of costs.
But | think that is not what | am hearing this morninigacknowledge entirely there

was an enormous amount of work put into that because we needed to do that work in
order to get the best understanding that we could of the Hospice costs and what the
impact was going to be in terms of the Health Departmettel.e And that is why |

am stuck on this £400,000 hole. We need to understand that.

Andrew Robertson

Did you have to look at that from the continuing care side of it or were you just
getting the Hospice side of it?

Tom Divers

It was both sides. Ster Rita is absolutely right. There has been a detailed exercise
done and | think we need to come back and revisit that. You still return in your
annual statement costs against your specialist medical care as opposed to your
Hospice care and the finaativalues that are in those accounts reflect that earlier
analysis that was done.

Jacquie Malcolm

| suppose sometimes the more you look the more you see and the more confusing this
is because an 8 bedded Hospice it just does not make sense that thiy getua

12
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greater income than a 28 bedded Hospice.

in all three Glasgow Hospices at quite a senior level and | was so saddened when |

came here and realised it was so impoverished in lots of ways. You can amdy spe

what you are given. If you spend more than that, it is a debt that is incurred. It
doesndét make sense to spend more than that
detailed accounts and you are righe, every
than you are given.

Tom Divers

That 6s a different argument for discussion.
Leo Matrtin

But itdos a fundamental discussion.

Tom Divers

Leo, it is a different argument from the discussion we are having about whether the

current attribution of costsebween the services is an accurate reflection of the
expenses incurred. It wasnodét Jim Hamiltor

analysis; they asked for the analysis. The analysis was produced here.

Anne Harkness

| accept that some of your fixed sts have to be spread but at a very micro level if
you are moving from having 9 staff on an early shift to having 5 staff then there is a
clear cost saving.

Edward McGuigan

You are missing the point here. When | signed up to join this Board, | joieed

Board on the basis that we would be moving
be making people redundant and that is the implication of what we are doing here.

Leo Martin

Dumb down the staff.

Andrew Robertson

That 6s n theimphcaionu & touly be an implication this wasdone in a
clumsy fashion but what is absolutely clear and what has already been mentioned is if
you did explore this more fully what are the terms, what is the likelihood of people
moving on? So the questiori edundancies is not the first question that would be
involved in this. We have spent a lot of time with other services and redundancies is
not necessarily a problem at all. Now Tom is saying that he thinks it would be
worthwhile looking at updating theasis on which figures were prepared 2 or 3 years
ago. Sister Rita, | am not sure if you are also signed up to thinking that is worthwhile.

13



Anne Harkness

Their figures are submitted every year.

Edward McGuigan

Could we go back to the last meetingt the last meeting think we made it pretty
clear we were providing continuing carer folder people and providing care for
people with mental health problems would not be appropriate for us.

Tom Divers

What you commented at the last meeting Edwaad hat it remained preference to
be working directly in contract with the Health Board and that is an option which was
strategically left open for discussion.

Edward McGuigan

| appreciate that Tomo | et 6s par k that at toptiens mo ment

of a 28 bed care home with nursing and a 19 bed one. We have to, as a Board, look at

|l eaving our existing st athatupatthemdment.as t hey
Tom Divers

But you cané6t do that.

Edward McGuigan

No, | appreciatethdiut | et 6s just park that for the n
as it stands, we would potentially see a shortfall or a drop in funding of £430,000

(odd) and for 19 bed, £6880 We have a unique skill base which nobody else does.

Is there an option here we can effectively use our 30 beds in our new unit for a

Palliative Care service because it has become obvious in the discussions that we have

had that nobody really quite knows what is going to happen to the patients that we

deal with at the momentyhere there is a very high demand of care required. We

donot know where they are going to go. S«
heavy nursing to a very distinct palliative role for elderly patients. Now that then

allows us to leave in place ouwilsbase, it potentially would leave us with a shortfall

in funding where we would go from, in crude termse would go from
£800,000/£900,000 to £1.6/£1.7m. We are at £2.1m at the moment so we would
somehow have to close that gap to leave us with #eissguo position as far as

overall funding is concerned. Now it could well be that there is a mechanism

internally that where you can look at all the services that we provide, the education

service that we provide and albeit we are bound by this HDIltHeme must be some

mechanism we can find to provide some enhanced funding for us that to take us back

up to A2.1m and to fit in with what you gu

14



Elizabeth Thomas

That 6s the first Dbintsmuch betteeusisgehe skilsvtleat alee a r d .
here and teaching as well other people about good palliative care.

Tom Divers
That essentially is another version of the status quo.

Elizabeth Thomas

And whatdés wrong with that?

Edward McGuigan

Perhaps a bettalefined status quo. There are issaesindthe definition of what we

do. Andrew has accepted | think that there is a uniqueness here. We have our role to
fulfil in palliative care in the west of Scotland. Why would it not be a positive thing

for the Health Board to embrace something which is recognised as not only highly
efficient but also a Centre of Excellence. Look at our Care Commission reports, no
criticisms at allnone at all The fact remains this is a wonderful standard of care.

Elizabgh Thomas

|l tdéds value for money. 't meets the Pallia:
for the elderly to Palliative Care services.

Andrew Robertson

Now there is a whole lot of work going on across Glasgow in Palliative Care and you
are pat of that.

Jacquie Malcolm

Yes but we are trying to actually implement the strategy but these discussions, and

t hat 6s why | said earlier that that is a s
at no point did anyone ever sdgcommission alospte that is there to become a

care home with nursing. This Hospice has been referred to as a care home with
nursing since 2007 so in your Il etter Andre
not a new option for us because we have been referred tcaas Bome with nursing

since 2007 in letters from the Health Board. | think one of the things | find most

di fficult i s St Margaret s figures were no
Mearnskirk. In the last snapshot audit Mearnskirk provideimoing care for 40 out

of 72 beds. This Hospice has always had
fools me I donot see how those figures are.

occupancy and by your own admission Tom at our last meeting you atidkifiow

all of your patients fully fit the criteria of NHS continuing care, none of these patients

have been placed inappropriately, they are all in the fihateof life. | am therefore

not sure why our figures dilletthe figuresafort er and
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someone not to make sure that the figures were included, especially in the west of the
city. You compared us to the south of the city. It would be almost me saying to you
t hat because in Wi shaw t helogeydu golbdlub.pitl ay gol

doesndt make sense. You cannot compare th
Tom Divers
I dondot think at al/l we were saying that

justdeal with the Mearnskirk proxy that was used.

Anne Harkness

The reason | used Mearnskirk as proxy was that it is one of the few other NHS
continuing caresitesi n t he city that hasndét been used
the other sites, as we know, we have used for delayed discharges patients so their
admissionsl i dndét give a reflection of that true

Sister Rita

Why didnét you come to us? Can | ask Anne
down with us. Tom will agree, and | know we have often disagreed, but Tom will

agree thatitis@ ompl ex situation, it i's a unique s
Hospice has been going for ye-aneelsebiecause o
t hat . Why didndt Anne make an appoint ment
and say tt oexuasctilwhado you do hereo because s

Andrew Robertson

Okay but what can we do now?

Elizabeth Thomas

Why would you take figures from Mearnskirk rather than come and ask us for our
figures? You have to give a reason for that.

Sister Ria
You know, we feel very hurt about this
[Anne Harkness simply shrugged at this]

Anne Harkness

TheBal ance of care report is basedfoon 7 yea
whatever reasqn and | canot comment on voMedht t hat
butf or whatever reason, was not submitting.

as just coming down andaving a snapshotl think you would accept that all the
snapshotsuditsthat we have done over the last, over the recent past, IStgMar et 6 s
absolutely have been involved in that. And that is the information that was used and
we have referred to that in part but the original Balance of Care report was based on
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the SMR returns and at the review, we took the opportuoityse theup to date
snapshot which included everybody and you will know there was another snapshot
done recently that was done as part ofrthigonalwork surroundingcontinuing care

and again we received your information in relation to that.

Elizabeth Thomas

Can | pst clear up that we did not submit returns because we were told sdirtot

the returns We were told not to. There was a pink form and we were told not to
submit these.

Sister Rita

Dr Helen McKay was told not to and she was told they would ccank Wwith a new
formula. We asked and asked but nothing was produced to replace the pink slips.

Elizabeth Thomas

There was no process put in place for collecting our figures. You must have realised
that we would have figures. You should have come @ndsasked us for our figures,

not gone to Mearnkirk for a proxy.

Leo Martin

Regarding Mearnskirk, who does operate Mearnskirk? Who owns it?

Anne Harkness

Who owns the building or altogether? The nurses are NHS staff
Leo Martin
NHS provided stafand for the buildingso you just pay a rental for thaf PFI?

Tom Divers/Anne Harkness

Yes it is PFl. We pay for facilities and thare staffareby the NHS.

Andrew Robertson

So what are we getting to here?

Andrew Robertson

Go back to a 60 bedalliative Care unit.

Andrew Robertson

Now | have understood exactly what you are saynd youhaveunderstood that
Tom is very fAhold on a minutedo how much i

17



territory and how much of this is a reworking of thea stus qu o . I donot
think there is a willingness at this side of the table to go and look into that in more
detail and for us to really understand if there is a case for what you are saying, that we

can see stacking up and we can satisfy ouutstigt authorities. | am not sure if we

can do much more today.

Anne Harkness

Il n our Palliative Care strategy it doesnot
Palliative Care beds. Elizabeth knows that.

Elizabeth Thomas

This is crazy. We aredtivering a Palliative Care service to the elderly, to these
elderly patients who are at the end of their lives and now they are going to be taken
out, | know not these patients we have at the moment, but new pat@nisg
throughare not going to havecaess to that. CEL 6 2008 stipulates that continuing
care can be delivered within a Hospsmting hospital or in the home setting. You

are removing the choice and taking away a model of care, which is really
inspirational. 1 said this the last tim&ou are changing it into something that is not
meeting the requirements you are stating in all of your Scottish Executive documents
and whatisgood practice for el derly <care and
understand what the difficulty would be mlowing patients to come here for
Palliative Care for elderly patients where we have the expertise, the knowledge, the
facilities to deliver that and to give them access to good Palliative Care which they are
entitled to. They are very vulnerable patgeand they are entitled to Palliative Care.

Andrew Robertson

Elizabeth you are saying, and | donot Know
view. Those wider discussions are havindotmk across the whole patch and | have

no doubt that thesesues have been borne in mind but Anne is there anything you can

add as to how that discussion develops?

Anne Harkness

I dondét think | have anyt toicargentlytherntodeer t o a
of Palliative care that we are trying to deyel

Jacquie Malcolm

Yet contraryto that, Professor Marie Fallon has written something for us today,
unfortunately she couldnot be here, t hat
people with Palliative Care needs because of treatment modalitiesaland
tumoricidal. | think in lots of ways whilst Glasgow may not see a rise in the need for
palliative care for elderly people but there will be a marked increase nationally and

that will have an impact. Sometimes | am at a loss to work out who hagllabke

this. Who looks projects these costs? Not the cost but the patient need? Where does
that come from when it is absolutely contrary to what we read.
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Sister Rita

Tom, the documents are written and they tell relatives and patients exactly what they

can expect and then we are not allowed to deliver it because what you are doing all

the time is dumbing down, dumbing dovwamd its about having all the services just

the same, jusas long as it is just good enough. All the documents state quite clearly

that patients should have a choice and they have paid into the system all their lives

and they are entitled to a good death. We had 150 people here last night, relatives

from both units, at our service. We deliver a very high standard of care for these

paients, they are not goingtogoawa.on 6t wr i te document s, an
to the politicians, stogiving out these documenta n d | know you donot
them but stop promising people tHiurihgs we ¢
but do not put something on paper you are not prepared to deliver. We have a service

here and this is what we want to continue doing. We look after the most vulnerable

and that is what we hope to continue doing.

Andrew Robertson

| would like to spendine probably outwith this meeting in really understanding, so

that you get a fuller crack of saying how this integration works and we get a fuller

crack of how much we understand it. So that if we do draw apart we xremigely

why we are drawing apartl am not exactly sure that we understand the balance of
integration has shifted in the last 3ygarst hat 6 s wh atandiTonhamd/le pi c ke
are happy to see that more fully explored. Now is that something that you are
prepared to do?

Leo Martin

What 6s happened her e Andrdecisions that wereanede we ar e
in 2000. We are the fall out. | have papers here which were produced for the Health

Board in 2000 talking about the redevelopment of Blawartliill n or der t o mai
the balance of institutional care, 60 existing frail elderly long stay places within
partnership settings in the North and East will be converted to social care and places

for el derl y peoplTée decisions thahwenet nade by thelHeadtls s . 0
Board at that timen order to savaBlawarthill, the fall out from that is that you are
removingthe Centre of Excellence. You are removing the ability for usetfiver

what we do. Now what we are asking you to do is go away and reappraise it and

think alout it in whichever way you want to do but bear in mind the fact vitneit

you are jeopardising this whole place.You are jeopardising the whole place.

You canét charge Al0D2wepelrdmw@tkhawe sjtaiyn dic r
were going todo that. If that is what we were going to do, | would have joined the

Board of Southern Cross or something like that and earned money outlofitd o n 6 t

want to do it as aharity, |l dondét want to do. Wecalats a per

A

statchargng peopl e. That s not why we are her

19



Tom Divers

And | understand that and | understand why Edward joined the Bsasell But the
whole balance of care has changeer that period of time, it has changsetre
profoundly than was appreciated 2000 and we need, as an NHS Board, to work
through the consequences of that.

Jacquie Malcolm

It hasndét changed for us. I't hasnét chang
Tom Divers

We need to work through the consequences of that. There are 2 different debates
here, there is the debatswe were sharing a few minutes ago about Mission, Core
Values, Ethos and there is a debate about the implications of a change in the balance
of care for elderly and we need to be aioldook at both of those elements cannot

go backio the HealthBoard nd s ay s or rdy re@dtthisva beipgpkeyaa 6 s
their ethosand continuing principleand so there is no analysis that | can bring you
back of themplications of the alternative that we had written up and outlindd fzat

just leaves the Health Boamdthe positiorwhere it is left to make what | would think
would be a very stark decision.

Andrew Robertson

And we dondét want to do that.

Tom Divers

| think the Health Board has a reasonable expectation that yblookl at these 2
optionswith us and their implications and we will then go back to the Board when

that piece of work between us has been concluded.

Edward McGuigan

Well, our instruction from Nicola Sturgeon was also to engage and produce for you
otheroptions. Now | have given you an ideal other option.

Tom Divers
| dondt think you Hdwae 6i aenrescteilemnpopt iad

What | am saying to you and to come to the polrd,way in which a number of these
strandsis informedcomesfrom a wholevariety of different parts of work. Look,

would be interested to see what Marie Fallon Wwaten if you would be willing to

share that with uss further contribution Because taa national level in 2000 and
again in 2006, there was adaipiece of work done on canaender the banner of
cancer scenarios that looked closely over a 10 and 15 year period, incident levels.
That work actually plotted out tumour site by tumour site what the expected incidents
were, what the expected respobsehat was, both in terms treatmentherapies so
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it resized what radiotherapy capacityor Scotland would bebut also looked at

palliative care as well. So at that macro level, down to the work that you are part of,

in turning that into a local strajg. That is the way in which we develop our
assessments of our future requirements. W
look at a trend. In these care groups we have sought to pick up worthwhile analysis

that has been done at a National levad then translate that into a local content given

an understanding of the make up of the age structure of our local populamechiof

our local authority areas.

Jacquie Malcolm

And that would be for cancer. And then on the other hand, we havena hesv
documentthat has come owtbout heart failure and palliative care where we are now
going to move towards more patients moving into the palliative phase than ever there
was before because cardiologists refused to admit that people were dying. Now
people are going to admit that they are dying, they are going to have access to
palliative care. More palliative care provision is going to be required, as is the same
for renal medicine. People are not going to be offered dialysis and they areg@oing
be removed frondialysis which means that Palliative Care is again going to be on the
increase.

Tom Divers

Whispering and gesturinigthese are big issues. Big issues. Big issues

Leo Martin

We have to look at the consequence of that and againamq@d | ogi se i f this
flow through, but if there is a strategy that alloyei to care fopeople with cancer

in order to allow themtb i ve | onger, unl ess there is sor

at some timdater onthey are going to need Palliagi\Care eventually. They will
need that care when they are actually dying.

Tom Divers

You are absolutely right, atthe end o theaday goi ng
and for most of us it will be cancer, respiratory disease or heart diseasetheBut

whole debate as we move forward, | mean, there are huge issues. There are huge

issues in what is now being put forward as a potential way forward in relation to renal
medicine. | have been involved strategically with the planning and provisionalf ren

services within the west of Scotland since Laurence Petérkeput me in charge of

developing a renal strategy for the west of Scotland in 128®i thehistory of what

has happened since then has been a relentless increase in dialysis, dhpeeitxged

to be an age issue, it was 55 in the 70s and people well into their 80s are now

dialysed. There are huge debates to be worked through about whekinthaff

policy indication might end up. la dondt k
referral sense with local discussions about-camcer.
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Anne Harkness

This work has only just started an@ Wwave just appointed a project manager

Jacquie Malcolm

You are looking to withdraw services feomething that is unknown. Our renal
colleagues, our cardiology colleagues and our respiratory colleaguaryiagout for
access to Palliative Care. They are askorgmodels to changi order that people

who should be dialysed and who should be undergoing active treareqyitzen that
option but there is marea where that active treatment is no longer suitable. There has
to be an alternative and that alternative has to be Palliative Care. Now that is where |
feel we start in Greater Glasgow in adminsteringhe provision of Palliate Care
wheremost people probably are, as you say, in the older age group.

Tom Divers

What is beginning to open out for the first timea much more structured way is
what the future arrangements should be for the provision etancer diseases.

Leo Martin

We have always been available for rmancer patients. That is part of our
uniquenessWe have always been available for reancer Palliative Care.

Tom Divers

Others have too. | am not saying to what extent they have but | know from personal
involvement in discussions about a particularly detailed care path.

Sister Rita

| know Tom but when we used to meet at the Health Board in the earlier days, in the
good days when we all sat down and were very civil to each other. At that time, we
werete only Hospice taking patients who
had it written in their documents that
Although now | think they areoing this, it is very new for themWe have always

taken these patnts, ithas always been part of our philosophy and care.

Elizabeth Thomas

Within the Mary Aikenhead Centre, these patients who are requiring end cdulde
they have non cancer and cancer diagnoses. So we are meeting the access for non
cancermatients and givingequity of access.

Jacquie Malcolm

And thatdés per haps wlatemhat would e really said wauld i o n
beif the provision was removed but then once Jackie Caplin, the project manager has
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done her analysis she could see tha required. It wouldalmost closinghe stable

door after the horse has bolted. | suppos:
provision is not required and if what we believe in and what we are working towards
is not required, then Mary Akn head Centre is not be requir

not the case. And that is not just through discussion, we are in an escalation of
palliative care requirement. People are going to withdraw themselves from active
treatment plans. We know that. ®ere has to be a provision in Greater Glas§ow
Clydefor this increase of people who may not require specialist palliative catleebut
requireis somewhere to die or somewhere to have this typaret

Andrew Robertson

I dondt t hi nkdistussar forslongerherm. biti wgl goleviously have
bearing on all sorts of services but we have got a very particular concern which we
want to take forward. Sister Rita made referencthéoold days when we wesd!

very civil, well | think we are allzery civil around this table and | would like that we

get that discussionfocussedon what are the issues, where we may be able to come

furtherf or war ds towards you. I dondét know wha
initial further discussion? Withodheir being a better draft for wd theimplications
of integration. Tom | dondét know i f you f

more we can say today other than to jointly express the commitment that we work
through a bit more detailed pras

Tom Divers
We need to do that to go back to the Board. There are alternafitlesproposals
that Edward described which | think is not hugely differenthistatus qupin which

we have moved into quitifferent conversations.

Edward McGuigan

Are you saying thatthesge n 6t vastly different?

Tom Divers

We need to get badk a discussion that is a developmental discussion about what the
future shape and requirement for palliative care that recognises much more than
typically happens withhe current palliative carsettingto meet the needs of non
cancer patientsBut that is a developmental discussion.

Leo Martin

Tom, | think it is crucial to understand that is what happens here now.

Tom Divers

And thatdéds your contention.
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Leo Martn

No, we can give you examplesge can give you a detailed analysis of everyone that
has diedwe can show you.

Tom Divers

And is that different from the analysis that would come from those other NHS
continuing care beds that ateliveringNHS continung care.

Elizabeth Thomas

The difference is thekills andexpertise of staff T hat 6 s what the differ

Andrew Robertson

Tom, you are talking about developmental discussions and is that something that we
want to pursue.

Sister Rita

| think we need to be clear Tom we have never been a care home. We are a Hospice.
An independent health care provider. And this is where the problem has arisen
because you have treated us as a care home which we have neveweeare not a

care home. Tikis a matter of fact.

Andrew Robertson

Yes in terms of your core values.

Sister Rita

No, ths is a fact.

Leo Martin

That 6s actually a ma tHbspice, notfacafedhante. Andr e w. ‘
Sister Rita

It éds unfair t o be el Thederiatrigansahave sest ustte mast c ar e
complex patients neédy end of life care and they should be sayingut they want

us to do it So we havaeverbeen and we are not a care home. These are patients

needing end of life careThis is what wedo.

Edward McGuigan

When | stand up at a function and when I b
for money fora care home. | can guarantee you if | stood up to beg for money for a
care home, the response wouldbeh at 6 s t he dsywatebs responsib
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Andrew Robertson

From my personal experience, thatos not t hi
Sister Rita

You are talking about egervicemen, thas very different. And Andrew people will
always support the eservicemen because they protect us.

Leo Matrtin
| t 6 ardtwdget supportforexer vi cemen who protect wus in
not hard to do.Wh a t i's hard to do and what I could

Hospice while anyone at all could turn round and say yes but you are charging people
to stayin your care home.

Sister Rita
And we are not a care home.

Andrew Robertson

The great dilemmads you are taking all beds asokpice beds anglet some of the
beds are funded by as NHS continuing care. You have excellent PR.

Edward McGuigan

One of he things you said at our previous meeting was that this was not a funding
issue.

Leo Martin

It is not excellent PRIt fits in with ScottishGovernmenpolicy. People in continuing

care with complex medical needs and who are dying have a rightttbagdospice,

to go to a hospital, to go to a care home, or to remain in their own house. You are
removing option one. It is not PR Andrew, it is actually about delivering Government

policy.

Andrew Robertson

What would happen with this model you haageto what isdescribedin the lette?
How different would the pattern of care become?

Tom Divers

't s a di ff er eesserleva of depandency gnd at awdifferdnt paint In
the care continuum.

25



Jacquie Malcolm

Can | ask something abatlte waiting list for continuing care in the west of Glasgow.
We, in lots of documents that have come through from yourself there is this figure of
four. Yet, weare acutely aware the waiting list is much longer than that. What we
wondered is if it wouldoe possible, and maybe Anne you are the best person to help
us with that,is from a waiting list that may have 87 names on it, why has St

Margaret 6s only got 4. Surely it would b
continuing care setting in the weatpatient would be admitted. What we are not sure
of is why, out of 87, there is only 4 for

Mar gar et 6s?

Anne Harkness

Where are you getting your inforamdtion fro
know you nentioned it last time Where is that information from and | will check that

because that is not a number | recogniééhere did you get that information? Was it

from a clinician? Our admissions for continuing care in the wissadministered by

oneoft he Geriatriciands secretaryos.

Elizabeth Thomas

In actual fact, | contactethat secretaryand asked for the full list because we were

only party to those that had been selected out to come here. Initially she said there

was no other list and when Igesed her on it she then said that there was a list but she
wasnot allowed to give it out to bed mana
because it would be used against her. | s
go back and speak withtheg i at ri ci ans and get back to m
contacted her again by phone and asked again and she said she discussed it with the
geriatricians and Dr Spilg had said that we did not need to see the rest of the list
because we only needed to knthe patients that were coming here.

Dr Spilgsaidit is because he selected out the most complex patients for here. He said
that 6s all you need to know.

How does that work? We are being told constantly that nddfieult complex
patients and moreoenplex families are selectedoutimb e cause t hey canot
for in an NHS bed in a care home. That is what was said.

Tom Divers

I dondét think that iAsAnae hastsaidh@regaleta humbewar d me
of designated NHS continuingae beds around the city just now which are not

housing NHS continuing care patients. There is no doubt about that. What the
snapshot had shown at those points in time the number of patdotsvere in

continuing care beds who did not fit the contimuitare criteria because they were

awaiting placement.
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Elizabeth Thomas

And by your own admission atur last meeting, yoaccepted andcknowledged that

all our patients meet that criteria. Why then is it that you are taking our beds when we
have fulloccupancy and meet the criteria and there are others that do not have full
occupancy and do not meet the criterfdnis is crazy to me.

Sister Rita

There is a geriatric unit down in the Vale of Leven and the geriatricians there are very
concerned abouiose patientsand where those patients are goingdo honestly

think Andrew, the transparency i s, I donot
think of anotheiat the momentunsavoury. If everything is out front and it all should
be,weshoud 6t be having to usetogehsemethngpkMedo m o f
have been told consistently biget geriatricians that they need these beds, that they
choose the most complex patients for here. Last week even we were told. So why
then are we sittindpere with yourselvesshenwe have had 100% occupancy all the

time. All the time. That is not the case in other places. | know this is very difficult

for you sitting there but it is also difficult for us. All I am interested in is protecting

the rightsof these patients to have this caned | have no other interest and will

continue to pursue this.

Andrew Robertson

There are issues of finane@d there are issues of continuing care whdn we met

earlier, trying to understand how they intertwine wieach other. \& acknowledge

there is a financial issue hebeit we also acknowledge there is a continuing care

issue Thi s i ssue of transparency, we ar e
developmentatliscussion and lstget it going and lais be ale to report back to the

Board that we are fulfilling what the Cabinet Secretary hoped would be a constructive
discussions which will allovthis institution to be fundetb support the Board, the

Hospice and the patient group.

Leo Martin

ThatsutsusAdr ew and | dondét hide from that. We
Because of that we then come backawking inevitably at thalifferent elements of

the round where there are things that are wrong foiTte. HDL is wrong for us. We

are quite aar about that and the Scottish Hospices Forum might notdik&aying

that butwe arebei ng consi stent . The HDL doesnoét
doing is it is actually punishing a model of efficiency, a model of excellence. It is

punishing us fothat. Had we beea situation where we were being funded in such a

way that would allow us to invest in this place, | even look at other Hospice accounts

andl ook at the joy of them getting interest
have that beause we have been very luckyhis part of society has been very lucky

that there has been an organisatluat has been happy to fund capital costs in.here

said to you before Tom, was very foolish of us to have taken notional interest of our

accounts. It was foolish of us to do that becausadhl been sitting here with a

notional4 or 5%recovery of capital interest in these accoutiien | would be sitting

asking you for A100, 000 or A200,000. No w
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another ma#tr but anything like thathatwe don 6t  hpuwmshes uysWthat no w
actually happenedt seems to mdrom my analysis of this over the years is that

people starting at year zero are better off than people who have been going for 58

years. And becaussf that everything that we do impacts upon the whole delivery

her e, whet her it St J 0 s and widas wewda thetegr t he ed
whether it ispalliative care for the elderlyn the otherhospice bedsve havein the

Mary Aikenhead Centre. ®/need you to take that back to the Health Board. We

have to make surhis place is maintained as a Hospidé.o w | accept you cC.
anythingabout the HDLbecause t he Scottish Government
doing things about that. We will comtie to be doing things about that and who

knows how that will work out in the longer term. But we have to work on it because

it doesnotl fworoku fcoormpwmsg.e us to ot her Hospic

Tom Divers

| understand that and Leo reposes that that is a debate in another forum. What we
now need to dmextin order that we can go back to the Board, not later this month
but in the future although not too many months avistg get involved in this further
round of detailed analysiand create the opportunitgs well for you to be able to
engage in a response back to us on a number of the points that were discussed today.

That was wher e, I believe, I |l eft our | as
difficult and you would rathenot be doing it but need to work through this next stage

and particularly understand what the financial implications of such a move would be

and whether that does indeadd | know | amseparahg out in a way that yowvill

say isentirely artificial andunfair, the core values and ethos and principals from the
implications of a potential change. The implications of that need to be understood by

us as well in terms afetting back to the Board.

Leo Martin

What would beterribly helpful for usbothandwhat would send out a good message,
would be for you to formally remove the 1 April 2009 date that you will stop sending
patients here. | think that would be of great assistantee interimif you were to

say, and that you and | could say togethet, weaare fully reviewing these things and
Andrewand | could get together amide date for stopping referrals of 1 April 2009 is
no longer a definitegimeline. | think that would show read measure to everybody
that we are working together.

Andrew Robeison

| would like to do that at a stage when we are on common ground.
Leo Martin

| think we should do that soon Andrew because the timeline is too short.
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Andrew Robertson

We 0 v ethingsad do with you over the next couple of months.

Leo Matrtin

| think at the very least what you should be doing is to say that that is not a definite

dat e. At the very |l east. You see Andrew
must do this, we must do thate must talk.

Tom Divers

Let d0s r efalnelctcoone thlaztk to you and [ 611 give
put the next stepsf thisin a timeframe as well.

Leo Martin

| would like to think that you and | would have talked about that before a week on
Tuesday then before you have your Boardtinge

Tom Divers
Yes, |l 611 speak to you before that. Ok ay

Andrew Robertson

Now, we have this developmental discussion. | get the sense that Jacquie is very
much signed up to it and am looking at Sister Ritae you signed up for it? Would
you fed comfortable with it?

Sister Rita

| need to go away and meditate and pray alioegethings |l 6m not signed
anything at t he moment, |l 6m being very hc
comfortable with. So | need plenty of time to go awayypraand r ef | ect I

give youan answenbout how | feel at the moment.
Tom Divers

The next steps of this is that we need to be able to work through the implications of
that as a change and what happens with the funding sitesamow and whether

there is a cross over dependency or not. There is also a developmental discussion that
has been picked up this morning that looks, potentiallittle further down the road

at what is beginning to emergeoreas a National Policy sense although panvbét

has been fed back to us this morning is that you believe you are at least in part on the
way down that National Policy.

Elizabeth Thomas

No, not in part. We deliver
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Jacquie Malcolm

What is important is that something is not been removedishidien going tobe

required in the future and that why you say | am signed up to that agreement, what |

want more than anything is that what is provided here is fully explored. It has
become apparent the system that theor ks f o1
Geriatricians use St Mar garet 6s for maybe
yourselves Whether the waiting list is 87 or 10, there is this magic number of 4 that

we would like to explore a bit further and maybe that is work that Anne then does

with the Hospice where we do a full analysis of what the Hospice provides. Then and

only then can you make an informed decisiohat you dondét want it.

Tom Divers

The other thing that would be good is just to be clear almocbnclude this morning

is just who is going to participate in the next rounds of conversation. Because Anne
and her head of finance will head that up from our side so that we can get that
engagement under way. So if you need to reflect on that and let us know. It would be
good toknow rapidly whether it is going to be the head of finance plus Jacquie and

Elizabeth so that we know.

Andrew Robertson

| think that is right and lam sort ofquite reluctant to get involved in more
correspondence unless you think it woulddogte helpbl | if we did confir
discussion in writing.

Sister Rita

Andrew, you said at the last meeting you weo¢going to put anything to papand

then we got your lettesn 6 June | got a shockaving returned fronYork at 9.30pm

and was told thereavas an urgent message for me and a letter had dd®and

deliveredat 5.45pm which also had to be signed fbihen phond Leo at that time of
the night, which | hate doing.

Andrew Robertson

Sister Rita you are right, that | did say we did not waatého be correspondence
going back and back. Tom | think quite rightly reflected on the last meeting and
thought to write.

Tom Divers

In page 25 of your own note, it quite clearly states that | wanted to write some of this
down.

Sister Rita

| know ard then Andrew said nim you.
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