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CareKnowledge Special Report 
 
Health and Social Care Integration – A Director’s Story 
 
1. Introduction  
 
Governments across the UK and, most particularly in Scotland, continue to seek 
ways to more fully integrate health and social care. In Scotland, the SNP 
Government has committed to a specific outcomes-led partnership model, which 
is to be introduced across the country. In England, although the Prime Minister 
signalled Government interest in an imposed solution, some time ago, for the 
moment, such developments are left largely to local initiative.  
 
A number of localities have already taken forward integrated models – often 
project-based or focused on client-groups. This Special Report is the first in what 
we hope will be a series looking at the lessons learned in a number of areas that 
have already trodden the integration path, or, at least a significant part of it. 
 
Authorities in Wales have also been amongst those that have sought to achieve 
more effective integration of health and social care services. In this Special 
Report, Jon Skone* describes his experience of being asked to take on the role 
of County Director for his Local Health Board alongside his role of Director of 
Social Services for Pembrokeshire County Council. 
 
In his account, Jon provides a brief introduction to health and social care 
structures in Wales – and how they apply in Pembrokeshire. He then goes on to 
sketch out some of the specific organisational arrangements that he put in place 
during his period as ‘joint’ Director. 
 
However, the main thrust of this first report is to describe some of the issues he 
encountered in pulling the two wings of his responsibilities together – and to 
begin to pick out the key challenges that have to be addressed in any attempt at 
integration. Amongst those challenges, and of particular interest to a social 
services audience, are some of the lessons he learned about how the NHS 
functions.   
 
2. The importance of joint working 
 
Since qualifying as a social worker in 1982, I have worked closely with health 
professionals. Initially this was at practitioner level but developed throughout my 
career, including a period as a manager of an integrated Community Learning 
Disabilities Team, and then through to my most recent joint post as County 
Director, Pembrokeshire, with the Hywel Dda Local Health Board and Director of 
Social Services with the County Council. One of the consequences of these thirty 
years of experience is that I have been, and remain, an advocate of joint working 
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as the most effective means through which individuals’ needs and aspirations 
can be most effectively and efficiently met. 
 
3 The NHS in Wales 
 
The NHS in Wales has been restructured on a regular basis during my career. 
The latest took place during 2009 when the existing Trusts were integrated with 
the then Local Health Boards. Those Trusts, which combined acute and 
community organisations, were themselves the result of a previous, relatively 
recent, re-organisation which had reduced their number significantly. The Health 
Board title was retained for the new integrated structures, which continued to be 
responsible for commissioning health care for their populations.  
 
By 2009, although the number of Trusts had been reduced, 22 Local Health 
Boards, co-terminus with local authorities remained. During 2009 these were all 
replaced by 7 new integrated Local Health Boards (LHB’s), plus the All Wales 
Ambulance NHS Trust, and Public Health Wales. 
 
Pembrokeshire is one of the three local authorities within the geographical area 
covered by the Hywel Dda Local Health Board (Hywel the Good, 880-950 AD 
eventually ruled Wales from Prestatyn to Pembroke. The “Good” refers to his 
good, and just, laws for which he is particularly known). The new LHB Chief 
Executive, who came from an English Primary Care Trust, wanted an 
organisational structure based on the three counties with a strategic centre 
functioning in a similar way to a Strategic Health Authority in England. 
 
In Wales, there is a close relationship between the LHB’s and the Welsh 
Government. Their Chief Executives are accountable to the Chief Executive, 
NHS Wales, who is also the Director General, Health and Social Services. The 
LHB Chairs are accountable to the Minister for Health.  
 
Social Services are the responsibility of the Deputy Minister for Children and 
Social Services.  Within government, the postholder is responsible to the Minister 
for Health. 
 
From an “outsider’s” perspective the Welsh Government appears to have a very 
hands-on relationship with LHB’s, often managing performance at a micro level. 
 
The Chief Executive of Hywel Dda LHB wanted, as his preferred option, his three 
County Directors to come from different backgrounds and experiences namely 
acute, community, and if he could achieve it, a Director of Social Services. He 
had the first two and was exploring the opportunities for the third. 
 
In December 2009 I was approached to see if I would be interested in taking on 
the role of County Director for the NHS, in addition to being the Director of Social 
Services. 
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This provided an ideal opportunity, which I realised would probably not arise 
again for me, to develop a truly integrated health and social care system for the 
population of Pembrokeshire. As Gerry Robinson (Can Gerry Robinson Fix the 
NHS, BBC, 2007) said about his involvement with the NHS, I had no idea what I 
was getting myself into.  
 
What follows is a very personal account of my experiences, both positive and not 
so positive. Not all of my health colleagues would necessarily have the same 
perception of the events described; indeed I know that they do not.  
 
Readers may also question why I took certain actions and not others; or may 
simply be surprised that someone in my position is prepared to open themselves 
to potential scrutiny. My answer to this is simple. These were my experiences, 
and I have learnt from discussions with others in similar situations, that they are 
not out of the ordinary and therefore have validity. If we are to make sustainable 
progress on this agenda, then I believe that we need to be open and honest 
about the experience in order to learn and move forward. 
 
4. Integrated management across health and social care 
 
When I originally met with the LHB Chief Executive I shared with him my concern 
that if I took on this role I would become swamped by the demands of the acute 
sector. In his view this need not have been the case because I would have an 
experienced and competent manager to deal with that part of my responsibilities 
and this would enable me to concentrate on integrating NHS community 
services, local authority adult social services and primary care services.  
 
Very quickly that belief turned out to be rather a naïve one. Although I did have 
an exceptional General Manager responsible for acute services, there was a very 
clear expectation, from within, and without the health board, that the County 
Directors were the officers accountable for the performance across the system – 
including the acute sector – and that accountability certainly applied to me. The 
expectation, as I experienced it, was that I would have a detailed knowledge of 
performance within all elements of the service.  
 
As a result, I was almost immediately sucked into major involvement in real-time 
issues such as accident and emergency 4-hour waiting times, referral-to-
treatment performance, staffing pressures and bed availability – to name just a 
few – because these where the areas of key interest to the Welsh Government, 
the strategic centre and the Community Health Council. I learnt that whatever the 
rhetoric, the acute sector trumps all the others, whatever people or strategies 
purport to say. 
 
The agreement for a trial period of 13 months was reached by the two Chief 
Executives during a brief meeting. The advantage was that I could start almost 
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immediately. The disadvantage was that, other than delivering an integrated 
service and meeting performance targets, there was no discussion or agreement 
about the expectations each party had about what would constitute success, the 
time period required, or the resources necessary to support one individual 
undertaking two complex functions. As it turned out, this became significant when 
the pressure for immediate delivery of NHS targets increased. 
 
I assumed responsibility for a 250 bed district general hospital, two community 
hospitals, community health services, including learning disabilities and mental 
health, and primary care (general practitioners, pharmacists, optometrists and 
dentists) at the beginning of March 2010. I also inherited a requirement to 
achieve 10% savings on the NHS side and, of course I continued with all my 
responsibilities for adult and children’s social services. 
 
One requirement that I did make before accepting this role, which was accepted, 
was that my Head of Community Care should also take on the joint role of 
General Manager for Community Health Services. 
 
5. The beginning 
 
Although the concept of having a Director of Social Services as a county director 
for the NHS had come from the Chief Executive of the health board and was 
agreed with by the Council’s Chief Executive, I didn’t feel that any detailed 
consideration had been given to what this would mean in reality. This was not 
solely an issue for the chief executives. In my enthusiasm for this opportunity I 
blocked the concerns that I had, because I did not want to delay making 
something happen.  
 
Hywel Dda LHB was a very new organization with a number of senior directors, 
new to Wales let alone to West Wales. From my experience, one of the best 
times to implement change is when advantage can be taken of the cultural and 
organisational vacuum caused by a major re-structuring. I knew that if I started 
with issues such as governance I would lose this advantage because I knew how 
time consuming and potentially stifling of innovation this can be. At the time I was 
confident that as I held the Director positions for both organizations, many of the 
governance issues would not apply initially, giving me and my colleagues the 
space to drive the integration agenda first, and return to the governance agenda 
at a later time. 
 
I remain of the view that this was a logical decision to achieve rapid change but I 
recognise that it did have real implications for me once the corporate centre 
began to take back the initiative. A “governance vacuum” between the two 
organisations had gradually developed, with me in the middle, increasingly 
working to hold the new system together. Eventually something had to give.  
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Consequently my priorities were to establish a joint management team and get 
on with the tasks of systems analysis and improvement. Initially it had been my 
intention to include children’s social services in this management arrangement 
but for reasons outside of the scope of this paper this did not happen, and for the 
duration of my time in the joint roles, I operated two management team 
arrangements with their inherent duplications and inefficiencies. 
 
Early on, as I was learning about the NHS from the inside, one, of what I saw as 
the cultural differences between the health and the local authority world quickly 
became apparent. My eventual health and social care joint management team 
comprised the General Managers for Community and Acute services, the County 
Medical Director and the County Head of Nursing. My expectation was that this 
would also be my top team when it came to representation, from the County 
Management Team, on corporate groups or meetings.  
 
However it was made very clear to me that the board expectation was that only 
the County Medical Director and Head of Nursing came under this category. My 
position remained that the general managers had to be included as they were 
ultimately responsible for the performance and management of their services. 
 
This paradigm difference was not resolved during my time and although the other 
two county directors only took their professional leads I always took my whole 
team. 
 
What this did bring starkly into focus was what I see as the complex matrix – 
across management, accountability and responsibility structures – that exists in 
the NHS. Coming from local government I was used to a single line of 
management responsibility and accountability which included the necessary 
professional elements, but within the NHS, I found them to be very separate. 
From my perspective, this weakened the position of managers because, for 
example, although they may be the budget holder, a doctor was able to commit a 
resource if s/he considered this to be in the best interests of a patient. Not 
unreasonable from a patient or practitioner stand-point but a managerial 
nightmare in terms of budget control. 
 
This separation made it difficult to identify a single person responsible for running 
a department within the hospital. For example I wanted to know who was 
responsible/ accountable for the performance of the Emergency and 
Unscheduled Care Department (aka Accident and Emergency). Not because I 
wanted to criticise or blame, but because I needed one person to talk to and 
agree actions with. I thought that this would be straightforward as there was a 
person with “manager” in their job title. I was mistaken. Although there was a 
manager, when I pushed the point, I found that medical issues were dealt with 
through that accountability structure and nursing issues through their structure. I 
never was able to identify that single responsible person. 
 



 6 

Despite surprises such as these, our approach worked well initially because the 
corporate centre was focused on its own agenda which left the counties very 
much to themselves. As positive working and personal relationships between 
health and social services already existed within Pembrokeshire, we were able to 
make rapid progress in terms of developing an integrated culture and promoting 
the expectation that we would concentrate on improving outcomes for our service 
users. 
 
This “management” focus on outcomes from the perspective of service users, 
had an unanticipated impact on the relationship between senior clinicians 
(consultants and general practitioners) and managers within the county. I believe 
that what happened was that practitioners and managers were beginning to 
overtly come from the same starting position – that of the service user. This is not 
to say that managers within the NHS do not have a focus on individuals. This 
could not be further from the truth. However from my experience, whatever the 
rhetoric from senior managers about improving quality and outcomes, what is 
heard by senior clinicians, is all about resources and the need to operate within 
budgets. 
 
I experienced this when presenting the county’s performance to executive 
directors. Having a background in social services I instinctively start with the 
service users experience before moving on to facts, figures, targets and 
improvement plans. Initially this approach was tolerated but eventually it was 
made very clear to me that I had got this the wrong way around when it came to 
performance management. 
 
Practitioners within the NHS clearly expected this from their managers. By the 
time I met with one particular general practitioner, although mildly insulted, I was 
not surprised when he said to me, as I was leaving a practice meeting, that I 
should forgive his attitude because “I’m not used to speaking with a bureaucrat”. 
That said it all for me about some relationships within the NHS. 
 
Over time, the environment changed as the corporate centre became firmly 
established, stable, and more confident. Our county approach came under 
increasing pressure to conform and to concentrate upon the NHS-specific 
agenda which majored on cost reduction and target compliance. This does 
create a problem when you are not directly employed by an agency, have a 
complex role, and have to deliver on at least two sets of priorities. 
 
An example of how this conflict manifested itself within the organisation was the 
way in which criticism was managed. In March 2010 there were many 
opportunities for debate and challenge which some colleagues found to be a new 
and invigorating experience whist others found it more difficult to handle and 
respond to. Over time what happened – I felt – was a closing off of these 
opportunities.  
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My first experience of this was when an executive director told me that I was not 
to question him in front of other directors or assistant directors. This was a new 
experience for me and I was unclear then where challenge and debate could 
take place. Eventually, I felt all these opportunities disappeared, as meetings 
became formalised events chaired by a member of the executive team. The end 
result was that even I became as compliant, or at least as silent, as my 
colleagues. This was not a positive working environment and it is difficult to see 
how agreement or even consensus could have been achieved. It’s hard to 
explore alternatives when you are cautious about speaking up. 
 
6. What were the results – what worked after the first two and a half years? 
 
To begin with, it is important to understand the starting position in terms of joint 
working between health and social services in Pembrokeshire, prior to 2010. 
Joint teams, albeit with separate management arrangements, for learning 
disabilities, mental health and hospital discharge were well established. Joint 
Community Support Teams (for the management of complex conditions) led by a 
social services professional were also securely in place. And a Health and Social 
Care Community Resource Centre, managed by a health professional, was well 
established, as was a joint equipment store managed by social services. 
 
When we started we had three priorities, namely: 
 

1. To integrate community health and adult social services. 
2. To improve systems within, and between, the acute and community 

services in the NHS. 
3. To develop a positive working relationship with general practice. 

 
 
6.1 Integrated community health and adult social services 
 
This took longer than was initially anticipated, but within 18 months we had 
achieved a single management structure and the next stage was to be integrated 
teams. 
 
Developing the model was relatively straightforward. What took the time, quite 
legitimately, was working through the personnel and immediate governance 
issues, and consulting on these with all the staff involved, and their 
representatives. 
 
Both health and social service staff were concerned that they were being taken 
over by the other and there was particular concern about being managed by 
someone from a different professional discipline or organization. In many 
respects this proved to be more of an issue for staff within social services as 
health colleagues already had their professional accountability structures. We 
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were able to address these concerns in the short term, by ensuring that 
professional supervision was robustly in place.  
 
However, despite my observations on the challenges of having separate 
management, accountability and responsibility structures in the NHS, I have 
concluded that, if full integration is to be achieved, and if the NHS sticks to those 
arrangements, then social workers and other groups within social services need 
to have their own distinctive accountability structure, if their “professional voice” 
and “values” are not to be swamped by others. 
 
I am in no doubt that social work/ social care values would be at risk if not 
protected and this needs to be taken into account when planning for integration. 
 
By the end of the 28 months that I was in this joint role, we had: 
 

1. Community health and adult social services which were integrated at the 
senior management level with the General Manager/ Head of Community 
Care responsible for both services. This post was supported by an 
Assistant General Manager who was an NHS employee. Adult social 
services managers for older people and people with disabilities teams and 
community nursing managers all reported directly to this post. 

2. The Community Team Learning Disabilities had moved from a dual to a 
single management structure with the manager being directly responsible 
to the General Manager/ Head of Community Care. 

3. Overall responsibility for mental health services within the county was with 
the senior NHS manager, with plans in place for a single management 
structure on the planned retirement of the social services team manager. 

 
6.2 Improving systems within and between the acute and community 
services 
 
The approach adopted to achieve this objective was to establish and build a 
management team which was to be overtly, and visibly, an integrated team, 
working across service boundaries to identify inefficiencies and/ or blockages 
within the system and then find and implement agreed solutions. 
 
As a general approach, we promoted a whole systems view of health and social 
services in Pembrokeshire and we endeavored to empower colleagues to own 
their part of the system, and to work with others. We moved away from the 
practice of establishing working parties to work through all issues. Our 
experience had been that this approach took too long and we did not have the 
luxury of time. For those used to working within a very formal project 
management regime, this took a little getting used to. Project management was 
to be used for the major capital and re-design projects only, and not for every 
change that needed to take place. 
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After 28 months we had made progress but we were far from cracking this 
particular cultural nut. From my experience I think this would take at least 5 
years, but this having been said, staff within the general hospital became used to 
seeing the General Managers for the acute and community services working 
together and giving consistent messages. This was a new experience for many 
of them 
 
Improving outcomes for people is not simply to do with “whole systems thinking” 
or “system improvement”. It involves changing attitudes and behaviour as 
illustrated by the following experience that I had with a consultant colleague who 
I know well: 
 
I was on a ward round with this consultant and his team. One of the people we 
saw was a 63 year old woman who was described as being a delayed transfer for 
social care reasons because there was no bed in a nursing home for her. I said 
that they would be waiting a very long time for a 63 year old. It turned out that 
there was a resistance to discharge because the hospital team saw her as 
someone who was misusing alcohol, and was therefore not safe to return home. 
 
My line was that she should be discharged home with a referral to community 
substance misuse services. The consultant went along with this and when he told 
her that she would be going home she became a different person. It was if a 
great weight had been lifted from her shoulders.  
 
There are a number of pointers from this experience. The first is I wonder what 
the response would have been if I had been a social worker rather than the 
Director. Secondly it illustrates how often NHS professionals start from safety 
and risk aversion first, whilst we tend to start from the opposite part of the 
spectrum. Thirdly, and unexpectedly, during our discussion after the event, it was 
clear that the consultant honestly believed that it would not have been right for 
him to have referred this woman to a community service because he would be 
doing so, having made a value judgement on her behaviour. However, as I put it 
to him, the same judgement did not prevent him from promoting her 
institutionalisation. 
 
 
6.3 Develop a positive working relationship with general practice 
 
Before I began working for  the health board, I mentioned to an executive 
director that one of my priorities would be to develop a positive working 
relationship with general practitioners because, as far as I was concerned, they 
were key to any change agenda that involved services moving from the acute, to 
community sectors. The response was not what I had expected because I was 
told that this was the last thing I should do. GPs hunt in packs and are 
impossible to work with. 
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I ignored this advice and enjoyed working with GPs. It is true that they can be 
challenging to start with and do have a particular view of NHS managers. After 
an initial period of dancing around each other we developed a strong and 
positive working relationship, mainly I believe, because we both started with the 
patient first, and management and organisational matters, second.  
 
This tension between senior clinicians and senior managers within the NHS is 
non-productive and needs to be addressed as it represents a key unresolved 
integration issue within the NHS. I would suggest that this is a higher priority for 
improving performance and patient outcomes than integrating the NHS with 
social services. 
 
If I had a criticism of GP’s from a social services perspective, it would be that 
they believe themselves to be the primary champions for their patients within the 
community. However, as the following experience highlights, they don’t always 
know the community as well as they think they do, and they can learn a lot from 
social care professionals. 
 
I made a joint visit with a GP to a woman who had been referred to him due to 
concerns that she was becoming confused. When we met her it was clear that 
she was not confused but had been recently widowed and no longer got out and 
about. The GP asked her if she would be interested in attending a local authority 
day centre, in which she showed a distinct lack of interest.  
 
He then asked me if I had any questions and I just talked to her about what she 
did and what she was interested in. The end result was that she did want to get 
out and about to meet people and would be interested in support to achieve this. 
The GP agreed to make a referral to a local befriending service, which he hadn’t 
heard of, and everyone was happy. Ironically the person who had made the initial 
referral was actually the co-ordinator of a befriending service, but more 
importantly, on this occasion, even a Director of Social Services knew more 
about community resources than a GP. 
 
7. Other outcomes 
 
We also made real progress on other outcomes including: 
 

• The spend on continuing health care was brought within budget, without a 
consequential hit on local authority residential and nursing home funding. 
This was almost certainly achieved because there was a single budget 
holder for these health and social services budgets. 

• Delayed transfers of care for social reasons were always low in 
Pembrokeshire and this remained the case. As a result of the joint 
approaches between the various components of the whole system, we 
were able to maintain the flow of patients through the hospital even during 
periods of high demand.  
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• The percentage of older people judged to be in hospital inappropriately, 
was the lowest in the health board area, at around 25%. 

 
8. Key issues for any planned integration of health and social care 
 
Before moving onto a highlighted series of lessons learned, I think there is one 
issue about the way the NHS functions that needs more than a bullet point 
discussion. Senior managers in the NHS appear to have become fixated on 
reducing the numbers of beds within acute hospitals in order to reduce overall 
costs, or to allow investment in community based services, providing care closer 
to home, as an alternative to high cost hospital care.  
 
For many in the health service, what is seen as preventing this from happening 
are the numbers of older people in hospital – when they don’t need to be – and 
the belief that, if they can only be moved on, this will provide the answer.  
 
Superficially this is an attractive argument. If you have fewer people blocking 
beds then you do not need so many beds, with estimates ranging from 25% 
upwards of the numbers which could be taken out of the system. In terms of 
hospital budgets, this would be a significant sum. From my experience, though, 
nothing is that straightforward and the challenge is more to do with whole 
systems thinking and understanding the flows within hospitals. 
 
In terms of flow, bed use tends to become an issue when there are surges in 
demand. But, dealing with beds and the people in them has become a 
fundamental day-to-day management issue within the NHS and, in itself, utilises 
a lot of human resource and potentially compromises patient care.  
 
In reality, you will only release resource on a recurring basis if you close a ward. 
Generally speaking this should release £1 million per average ward. However, 
the truth is that this saving is often not achieved and the cost of alternative 
services can be greater than the sum released through closure. 
 
Over the twenty years that I have been involved with the hospital that I eventually 
managed I have witnessed a steady reduction in the number of beds. There must 
come a point when beds cannot be reduced further, if a viable hospital is to be 
maintained.  
 
I also learned about the interdependencies within hospitals which often result in 
unintended consequences when wards close. As bed numbers reduce, these 
interdependencies become more obvious and vulnerable, with one consequence 
being that you are more likely to see patients moved around the hospital, 
resulting in further delays and increased infection risks.  
 
My conclusion, which was not accepted by my senior colleagues, was that you 
can only achieve further reductions in beds if there is a radical rethink on how 
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and where health care is delivered, based on a truly whole systems approach, 
supported by real bridging finance for health and social care – not a change here 
and a change there, which simply shift cost pressures around the system, often 
to the detriment of local government. 
 
In shorter order, my list of other key integration issues is: 
   

• The following need to have been agreed as minimum between the 
agencies before starting on integration: 
 

o Joint organisational objectives need to be set. 
o As do priority outcome and performance targets. (It is not workable 

to say all of them.) 
o A timescale for implementation has to be agreed 
o There must be clarity concerning accountability arrangements for 

those in joint roles. 
o And, any additional capacity seen to be necessary, has to be in 

place before commencement. 
 

• It is more challenging to integrate major organisations if there are 
integration issues within those organisations. 

• The power and influence of health professions and the health agenda 
needs to be acknowledged and adequate protection of social work and 
social care objectives, professional practice and values put in place. 

• Acute hospitals are not designed or organised to care for older people. 
They are quick in-and-out places. 

• Hospital-based professionals struggle with the practice of enhancing 
patients’ skills’ and reducing dependencies. 

• Maintaining flow of older people through hospitals is a moral and financial 
issue for local authorities. Our domiciliary care budget was under strain by 
the end of 2011/12 as a result of our efforts to keep people out of hospital.  

• The main cost pressures, in the NHS, are staffing, particularly cover and 
locum, and prescription drugs. 

• NHS budgets are not as clear as those within a local authorities and nor 
are the accountability and responsibility arrangements. As a result it 
proved almost impossible to identify NHS spend, even for a pooled budget 
for the joint equipment store. 

• My independent position as Director of Social Services became 
increasingly compromised in respect of my ability to challenge NHS 
policies and decisions, because a section within the executive would 
attempt to silence me by reminding me that I was a County Director. This 
did not work, but at times it was uncomfortable. 

 
 
9. Final thoughts and a potential way forward 
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I remain convinced that joint working is the way forward and as a result of my 
experience of a joint role I quite like the concept of a totally integrated health and 
social care, citizen-focused, social enterprise approach, based on clear outcome-
based objectives. 
 
If this is cannot be a reality then I would go for outcome-focused integration and 
joint outcome-focused commissioning. My health warning would be that although 
people may agree to joint commissioning this does not prevent them from 
pursuing their own organisational agenda at the expense of the joint agenda. 
 
From the citizen’s point of view, a functioning health and social care whole-
system is a prize worth fighting for. My experience should not be viewed as a 
reason for not pursuing this, but it does illustrate many of the issues which will 
need to be overcome if success is to be achieved.  
 
It is particularly important that local government does not allow itself to be a 
passive participant in these processes. The more Government becomes focused 
on integration, the more essential it is, to ultimate success, that social services 
staff, managers and partners provide parts of the route-map and do not simply 
follow the directions of others, who will only have familiarity with limited aspects 
of the complete landscape over which the journey to improved outcomes must be 
made.  
 
Jon Skone 
 
*Jon began his career in social services as a social worker in the Neath valleys 
progressing to various management positions within multi agency and multi 
disciplinary services for people with learning disabilities between 1984 and 1992 
in two Welsh authorities.  
 
In 1992 Jon joined Dyfed County Council as Assistant Director Policy, Planning 
and Strategic Development, with an initial remit to implement the Community 
Care Act changes.  
 
In 1996, as a consequence of local government reorganisation in Wales, Jon 
became the Head of Community Care Services with Pembrokeshire County 
Council and from 2000 he was the Director of Social Services. Jon held this 
position until June 2012 during which time he was also the Director of Housing 
for eight years, and the County Director for the local health board for twenty eight 
months.  
 
Jon is currently an independent business and management consultant with 
specific interests in integrated service delivery, business improvement through 
innovation and customer focus, the management of change and transitions and 
the development of leadership, management and professional practice.  
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