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Introduction

Scotland’s Wheelchair and Seating Service (WSS) plays a vital role in assisting people with mobility problems. The quality of the service provided has a direct impact on the quality of life of people who use it and their carers. However, there is little performance data available to be able to assess how well the service is meeting its objectives and no service standards to guide how the service should be delivered. 

That is set to change. A series of recommendations were made in a report Moving Forward, published in 2006. Additional funding of £16 million over three years has since been allocated to assist in modernising the service. Central to this is the development of the first ever service standards which will help establish a new model of service delivery that will ensure greater equity of access and service delivery across Scotland.  
A draft set of standards has been developed in consultation with users, carers and wider stakeholders. These are intended to be used to monitor the planned development of the service over the next three years. A one day conference was held in Stirling in June 2008 to consider these standards and to provide feedback on both the strengths and potential weaknesses in what is being proposed. It was attended by service users and carers, service providers, planners, policy makers and local authority representatives.  

This report is a summary of the day’s proceedings. It will be used to help design the next steps in the modernisation process. The Project Board charged with developing the proposals is keen to promote as wide a discussion as possible on the best way forward. Any views on the report or on the general issue of modernising the service are welcome and should be sent to janet.garcia@scotland.gsi.gov.uk

What progress is being made?
The conference was opened by Richard Carey, Chief Executive of NHS Grampian and chair of the WSS Project Board. He said he was delighted to see so many people present which was a sign of the interest and opportunity people see from the additional investment being made in the service. 
Service redesign lies at the heart of modernisation and needs to be based within a national framework. Development work is being carried out in all five WSS centres. This includes important input from allied health professions and local authorities, emphasising the multi-disciplinary nature of this work. 
Richard said one of the key functions of the Project Board is to oversee the arrangements for investing the additional resources. That will involve targeting the money to develop the most effective and efficient service. This money provides a great opportunity but time will need to be taken to ensue that it is used to best effect.

Janet Garcia , Project Manager, gave an overview of the project’s work saying it is focussed on two key aims 

· to redesign services to develop a service model is sustainable;

· to establish a common funding model to replace the variety of funding methods in use at the moment.

The service is a complex one. It is a clinical service that provides technical solutions to help people live as full a life as possible. At the same time, it is a network of light engineering workshops devoted to the repair and maintenance of equipment. It is involved in both the supply and maintenance of equipment, most often on a lifelong basis. It is not practical to modernise all the service at once and change will need to take place in stages. 
Phase one of this process will be the development of an action plan which will be issued for consultation in July. This will be followed by a 12- week consultation period leading to submission of the final action plan to Ministers for approval by the end of the year. Phase two will be the implementation of the recommendations in the action plan. This will include overseeing delivery in local areas as well as co-ordinating the changes on a national basis. That will require the establishment of a number of working groups that will report back to the Project Board.  
Baseline information about the current service is being gathered through structured interviews with service managers and focus groups of service staff and users. This is helping to identify where gaps exist in the service. Janet said that hard data is needed about the caseload of each centre compared with the need in that area to allow the right changes to be made to the service. That will be important in supporting decisions to review eligibility criteria and developing core standards. Work is also being carried out to determine the future education and training needs of staff and to define the competencies that will be required in a redesigned service.
Progress is already being made. All five centres in Scotland are involved in redesign work and have been developing business cases for funding which will be presented to the project Board at the end of June. The draft action plan is being developed and Janet said today’s conference is also a major step in supporting the modernisation process. Key areas of work include the development of service standards, review of eligibility criteria (more – see slides)   

Janet said one of the key challenges is to ensure that a redesigned service is sustainable. That includes ensuring that it has the right workforce with the right skill mix and competencies to deliver what is required. 

She presented a three-tier model of service delivery as a potential way forward. Tier one would be involved with the most straightforward cases and the supply of standard wheelchairs. Tier two would be a more specialised service leading to the highly specialised service at tier three. This involves building on what already exists and she invited comments on whether or not this is considered the best approach. 

How can people get involved?

Involving people in decisions about their care is a priority for the Scottish Government. Dan Issacs of the Government’s Patients and Quality Division, explained what this means in practice and the routes through which people can now make their voices heard. 
This work really started in 2001 with publication of a Patient Focus, Public Involvement framework. This placed a requirement on the health service to consider the views of the public in the design and delivery of services. It was followed by the establishment of Public Partnerships Forums and patient/user groups to feed the views of the public into the NHS. The Scottish Health Council was also set up to hold NHS Boards to account for the way they were engaging with the public.

Last year the Scottish Government announced plans in the report Better Health, Better Care to create a mutual NHS where ownership and accountability is shared with the Scottish people and they are seen as partners - rather than passive recipients - in their care. Dan said this is moving to a new era where people will be involved right at the start in the design and delivery of health care. 

The plans include the development of a patient experience programme which will use what patients say about services to drive improvements. There will be direct elections to NHS Boards, independent scrutiny of major service changes, clarification of patients’ rights and strengthened public partnership forums. All of this is designed to make it easier for people to get involved and to make their views known on how the service should develop in the future. 

Improving the repair service 

John Colvin, Head of Service for Westmarc which supports 45,000 wheelchair users in the west of Scotland, gave an overview of changes which have improved the repair service. Until three years ago repairs were carried out by external contractors but concern about the quality of this work led the service to be brought back in-house in 2005. Improvements were made to technician training and IT systems and a major refurbishment took place at the main repair base at Yoker.

However a performance review carried out last year showed that 20% of repairs were still outstanding five or more days after first being reported. There was clearly further room for improvement. 

The next step involved carrying out a Rapid Improvement Event. This is a process that involved the workforce in examining the different stages of a repair and identifying blockages, delays and overall wastage. An action plan was then developed to move to a much more simplified process. It included redefining the job prioritisation system. Previously, repairs were defined as being urgent, priority or routine. However, it was found that service users only understood urgent or routine to be of use and the priority category was dropped. Administrative staff were given additional training to operate the new system.

It was also decided to set new performance targets including a 75% completion rate for same day urgent repairs. Performance was assessed after the changes were introduced but it was found that progress was still not being made. Initially only 12% of same day urgent repairs were being completed.

An analysis was carried out of what was going wrong and it was found that staff did not believe the data on the causes of delayed repairs; call takers were making agreements with users over repairs that were outside the target times and there were more van “runs” to users who needed repairs than there were vans to do them.   
Once these issues were identified, further changes were made and targets are now being achieved. Urgent repairs are now being completed more rapidly and the new system is also speeding up routine repairs.

However, John said it does not mean the system is fixed yet.  There are a number of key questions that still need to be addressed
· Is the definition of an urgent and a routine repair the right one?

· Should there be a service available at weekends and bank holidays?

· Should a service be available outside normal working hours?

· Should targets be set for a maximum response time for repairs to equipment that cannot safely be used? 

He said he would welcome feedback on these issues and asked those present to complete a questionnaire which was supplied in the conference pack. 
A copy of the questionnaire can be found in Appendix A.

Of the 89 delegates who attended on the day, 43 completed the questionnaire which is a return rate of 48%.

Majority responses are recorded below in Table 1 and where a close number of responses exist, these have been included for information. 

Table 1

	Question 1
	38/43
	Urgent Repair = chair can no longer be safely used by the user

	Question  2
	22/43
	1 day = maximum number of concurrent days that a wheelchair repair service should close.

	Question 3
	17/43  9 am – 7.00 pm
18/43  9.am – 9.00 pm
	Hours a wheelchair repair service should be open

	Question 4
	13/43 12 hours
16/43 24 hours
	The maximum time a service should take to repair a wheelchair that can no longer be safely used.  

	Question 5
	21/43  
	1 week = maximum time  service should take to respond to a repair request where the wheelchair can continue to be safely used.  



	Question 6
	27/43  
	The same = speed of response to  repair requests and  seating systems and accessories. 


There is clearly strong support for a clear definition of ‘urgent’ and the majority of people supported the proposed definition of urgent for a repair service.  8/43 respondents felt that frequency of use and level of wheelchair dependency were factors to consider.
The results reveal a desire for more flexible delivery of repair services with an out of hours service being provided.  One respondent wished for emergency cover and for specialist seating to be included in any out of hours repair service. 

Response times for routine non urgent repairs were identified as 1 week maximum although 8 respondents felt that that routine repairs should be carried out in 3 days.

The results of this questionnaire provide information to the WSS centres and the WSS Project Board of the nature and type of repair and maintenance service that wheelchair users need and will assist in informing changes in service provision with associated response times. 

Improving referral and assessment 

Dr Geoff Bardsley, Head of Service at the Tayside centre, gave an overview of changes introduced to streamline the referral and assessment processes. A Rapid Improvement Event provided the information to make the changes.

Prior to this, the service was facing increasing demands, waiting times were lengthening and complaints were on the rise. It was difficult to give accurate information to patients on how long they would have to wait and morale among staff was at rock bottom.

The Rapid Improvement Event started off by looking at the whole service but it soon became apparent that attention needed to focus at the clinical front end.  Strategic aims were set for the service which included improving speed and efficiency; making best use of staff; making the service more local, more responsive and more transparent and making better use of professionals who were referring patients into the service.
Considerable time was spent defining the pathways into and through the service. Previously, patients were identified as urgent, priority or routine, depending on their level of need. There was a waiting list of up to three months for routine referrals and a one day target for urgent cases. Priority cases were dealt with as soon as staff were available. It was difficult under this system to be clear to patients about how long they may have to wait.

The aim is to speed up routine referrals under the new pathway that has been developed. Clinics are now more structured and home visits have been reduced as they were an inefficient use of staff time. There are still problems in telling priority patients how long they will have to wait but the eventual aim is to do away with this category if the routine work can be dealt with more quickly. 

Inefficiencies have also been identified in the assessment process. The proportion of people who did not attend appointments was running at 20-40%. People are now being contacted by phone prior to appointments to make sure they are going to attend and they are being given more choice in the date and time of appointment to improve attendance. The waiting time to be seen in the clinic was 12 weeks but the draft standards recommend a maximum waiting time of four weeks. Geoff questioned if this was realistic.

He said the Tayside service would like to increase the frequency of clinics but staffing limits makes this difficult. They are now looking at making better use of the skills of technicians and training them to make more clinical decisions. This, in turn, will release clinical staff to spend more time on complex cases. 

Lastly, he looked at the review process. At the moment annual letters are sent out to users inviting them for a review. He said there is potential to make this a more proactive and individualised process but that would involve using more resources. Equally, it could be left to users and carers to request a review rather than the service contacting them. 

Discussion

An open discussion session followed where delegates were invited to ask questions on what they had heard.

Keith Robertson of the Scottish Disability Equality Forum said all the presentations had focussed on a medically based model of care when we are supposed to be moving towards a social model of disability. The referral pathway is also based on the assumption that disabled people do not work when many are in employment. They only become less able when their chair breaks, said Keith. Richard Carey agreed on the need to de-medicalise the model of care. Geoff Bardsley also accepted that people in wheelchairs do not regard themselves as ill. There is a need to carry out repairs and hold clinics outside normal working hours to meet the needs of users who are in employment. However, the priority at the moment is to get the service working well within normal working hours. Once that is achieved, evening and Saturday morning extensions can be considered.      
Dougy Johnstone of Spinal Injuries Scotland said standard issue chairs are not suitable for all individuals. Each individual’s needs should be assessed thoroughly to provide solutions that meet these needs. Janet Garcia said the first point of contact is not always with wheelchair centre staff and the assessment of need can be carried out by a number of different people. Education and training will improve the assessment process. However, at the moment, if someone has a chair that does not fit their needs, they can have their needs reviewed. However, Ron Skinner, the user representative on the Project Board, said assessment usually involves what the service can give people rather than what meets their needs. Assessment should cover people’s lifestyle and what they need and, if it cannot, the unmet need should be measured. He said he was disappointed that there had been no mention of the recording of unmet need.  Janet reassured him that this is being done.  All the centres in Scotland are being asked to record unmet need.  Dougy Johnstone said he and many other people never go to a centre as they have bought their own chair. Their unmet need would therefore go unrecorded. John Colvin said the service has to minimise the number of people who feel they have to go outside the NHS to get their needs met. Improvements are being made and he said the service today is providing people with a better experience than in the past. 

Peter Stirling of Capability Scotland said district nurses and occupational therapists can refer people for standard issue wheelchairs. He questioned if they are the best people to do this or if this assessment should only be carried out by medically qualified staff. Janet said, at the moment, whoever does the initial assessment sends a form into the centre. Staff at the centre look at the information and decide if the person being referred needs a standard issue chair or should be assessed at the centre. Geoff said people who are referring patients in need more training to be able to decide between a standard chair and further investigation. There is a need for better referrals and better information.   

Dorothy McDonald, whose daughter is a wheelchair user, asked how the lessons learned from service improvement in one part of the service will be transferred to others to ensure overall improvement. She also asked how users can make sure their voice is constantly heard. Richard Carey said the Project Board would be looking to ensure that best practice is spread across the service. Users and carers will also be represented on the working groups overseeing the national workstreams and can make their voice heard through that route. An invitation was extended for people to put their names forward.
Ron Skinner said the wheelchair service needs to develop computer-based patient profiles so a person can be immediately identified when they contact the service. This would be of particular benefit for people with speech or communication difficulties who can experience problems at the moment. NHS Fife uses text messaging to communicate with people with hearing problems and that was suggested as one option. Geoff said the Tayside centre has been developing software that has patient profiles and flags up if individuals have communication problems. Richard said this is an important issue that needs to be considered.

Avril MacDonald, a wheelchair user, said she was concerned about the term “urgent repair.” She said there is a difference between someone who may use their wheelchair to go out on a Sunday afternoon and someone who needs it 24 hours a day, seven days a week. If her wheelchair broke down, she would have to be admitted to hospital. Ron Skinner said there should be a differentiation between part time and full time users in allocating priority for repairs. However John Colvin said people should not get too concerned about this. If a wheelchair needs fixed urgently, there should be the capacity to do it. 
Other users complained about the lack of attention being paid to their needs when being assessed for a wheelchair. Richard said there was a strong message that the service needs to develop a system that assesses people on an individual basis. However, John Colvin said a service that provides everyone with the wheelchair they want is different from the service that exists at present. Current provision is based on living within the resources that have been provided. There are barriers to people moving through the system and the greatest of those is capacity. 

Alison Docherty of the Greater Glasgow Independent Living Equipment Service said they often go into people’s homes and find wheelchairs that are not being used. They try to recycle and re-use as much of this equipment as possible and she asked if the NHS is making the most of the opportunity to re-use equipment. Geoff said if the NHS can be criticised for this it is that it is too good at recycling. Very little is thrown out and at present some 85% of chairs are refurbished. He said he would like to see recycling reduced because it is difficult to bring in new equipment when so much is refurbished.  
Workshops 
The workshops were designed to stimulate discussion and develop ideas that would help in the formation of the draft action plan. They focussed on the draft service standards that identify core priorities.

Workshop 1 – Assessment and the patient pathway

a) Referral

· Self referral

There was support for a system of self/carer or parent referral into the service. This was seen as helping people who don’t know how to access services. Open access would eliminate artificial waits and cut out the “middle man.” In addition, self assessment already exists for social care. However, potential disadvantages were also recognised. It could lead to inappropriate requests for wheelchairs and create problems from centres which do not have the staff to respond to direct requests from service users. Some form of triage or screening would be required. 
· Information

There were suggestions that the minimum information recorded on the referral form should include: 

                   - height and weight;

                   - environmental assessment and how the chair would be used (indoor or   

                     outdoor);

                   - carer needs;

                  - a standard set of equality and diversity information e.g. include sexual   orientation;

                  - contact details of carer/advocate and interpreter etc;

                   -preferred method of communication;

                  - an explanation  that other mobility and ADL needs have   been assessed;
                  - a statement about the individual’s lifestyle aspirations or holistic issues.
· Training

Concern was expressed about the level of expertise of people making the referrals. The draft standards refer to “appropriately trained staff” although it is not clear what this means. A better definition is needed. There was support for the development of a standard qualification which could be extended to non-wheelchair centre staff. It was also suggested that the referral form should contain prompts to help ensure all issues are addressed. The referrer’s responsibility could be better described as signposting, rather than “duty of care” as duty of care has legal implications. 
b) Assessment and review

· Holistic assessment

This should be carried out on a multi-agency basis – the wheelchair service is only part of the whole picture. The WSS should be part of the multi-disciplinary team, particularly for complex cases and especially for children. There is no mention of the single shared assessment in the standards and this was seen as providing useful information to help in the assessment process. Concern was expressed that the draft standards are based on the current medical model of service. 

· Appeals

There was support for the right to appeal being included in the standards if the chair supplied is not suitable. It should include the right to a second opinion from another centre then followed by the usual NHS complaints procedure if the user was still unsatisfied.   
· Children’s services 

Child specific standards were sought to cover their particular needs.

· Information  

There was support for giving a copy of the assessment to wheelchair users. The assessment should record the level of need in order to plan how to meet it. WSS centres should be supplied with information about carers. It was suggested that the NHS should supply information on reputable non-NHS suppliers of equipment to users. However, it is not the role of the NHS to quality assure other suppliers. 
· Response times for assessment 

It was acknowledged that the suggested response times may be difficult to meet in remote and rural and island communities. However, one solution was seen to lie in developing the skills of local staff to increase capacity. 
· Care plans

There was support from service users for having a written care plan which could be seen as a contract. There were questions over where it would be kept so it remains accessible to people who need it and how it would be shared in situations where there is more than one carer.  The use of the term “care plan” was seen by some delegates as unhelpful and should be substituted with “assessment information” or something similar. 
· Un-met need

This is not recorded routinely or is easily captured, nor is it agreed who should be documenting this information or at what stage. However, recording unmet need was seen as very important as it can help services develop and change appropriately over time. Eligibility criteria can prevent unmet demand being recorded.  The view was expressed that abolishing the criteria and having waiting lists would more accurately show demand. However, as lists got very long, referrals may not be made.  Also a lot of time could be spent managing these lists at the expense of undertaking assessments.
· Ability testing 

There seems to be different levels of testing the ability to use manual and powered wheelchairs. There was a plea for consistency across services.

· Reviews
Reviews should be carried out more frequently with individuals who have progressive conditions. Special attention also needs to be paid to children at the point of transition to adult services as they can often get lost in the system. Review frequency could be set at the point of assessment.  It is also important to find out how people wanted to be contacted regarding reviews. Self referral for review already exists although information for users needs to be clearer. It should include a review of equipment suitability and if it is still meeting need. 

· General comments on the standards

Some people felt the draft standards document was too long and too wordy. There was seen to be a need to simplify the language. It should start with broad principles then give the detail. It was also suggested that the statement about having a holistic approach should be brought to the front of the document. 
· Other issues raised: 

-referral to centres for standard issue chairs needs to be expanded to social work occupational therapists as already happens in Highland; 

-carers need a mechanism for reporting that is similar to community assessment;

-users know what they need – why isn’t there a retail model?
-resources are being wasted due to unsuitable equipment being supplied that is never used;

-there is a role for charities to part-fund chairs;

-children who require power wheelchairs cannot get them because of eligibility criteria;

· available funding is inadequate to meet every need;
· wheelchair issue is only one part of the response to holistic issues affecting   the person;
· joint working is required between the wheelchair service and social care to meet holistic needs.
Workshop 2 – Eligibility criteria
· Should they exist?
There were differing opinions on eligibility criteria. Some users take the view they are unlawful under disability and equality legislation. One of the recommendations of Moving Forward was that they should be removed in a phased approach. However, others saw there is a need to control access to the service to help manage resources. The Independent Living Fund, Disability Living Allowance and Department of Work and Pensions all use eligibility criteria in their assessment of need. If eligibility criteria are to continue to be used there is a need for consistency in application and interpretation across Scotland to ensure equity. Some discretion should be given to professionals to exercise clinical judgement. It was also pointed out that the language used in the criteria is very negative and a more enabling approach should be adopted. The criteria say what the service will not do and this should be replaced by a statement of what people are entitled to and what the service will do. It was also suggested that a working group should be established of service users and providers to review guidance, criteria and finance. One workshop group said the aim should be to create a service that is “fit for purpose, not for purse.”   
· Nursing home provision

Westmarc does not provide to individuals in nursing homes, care homes or residential settings. Nursing homes are deemed to have core equipment as part of their service. Transit chairs are not provided by any service to nursing homes although individual use chairs are provided in Highland to nursing and residential homes. 

· Power assisted attendant propelled

There are no criteria for these and generally they are not issued although Tayside issues some. There was support for provision of these to help support carers, particularly as they get older. Carers can experience muscle and skeletal problems from a life time of pushing wheelchairs as children grow up into adults. There is a cost to the health of carers in not providing these. Standard social work inspection carried out by area rehabilitation teams should be able to record carer needs and this is a mechanism to identify any unmet needs. 
· Electronically propelled indoor wheelchairs 
The criterion of “being unable to walk” was thought to be open to too much interpretation. It was felt by some delegates that an occupational therapist’s assessment of functional mobility within the home should be the basis for deciding if such equipment was needed. The language used in the criteria was considered to be unclear in places and would benefit from being simplified.   

· Electronically propelled indoor/outdoor wheelchairs 
There were complaints that these criteria are too strict. Some people favoured removing such criteria altogether while others supported removing criteria 3 – “being unable to propel a manual wheelchair”. It was felt that the ability to use a manual wheelchair related to muscle strength and should be the subject of a clinical assessment. Some thought the visual criteria in point 6 were too strict although there were mixed views on this. Safety needs to be paramount. Points 8-10 need to be written in plain English and be more informative. At the moment, it is unclear what this means.  There was also support for research to be carried out into the demand for all types of powered wheelchairs.   
· Children’s pushchairs (buggies)

The issue of rain cover provision was raised, with a suggestion that these should be included as standard.  Although it was acknowledged that for most buggies rain covers are available in high street shops, there is a certain type (square buggy?) where covers can only be purchased from the suppliers.

· Other issues raised :
· it is important to involve users on discussions about eligibility criteria;
· people should be assessed according to need, not to criteria;
· guidelines and standards of practice should be used in place of   criteria;
· the criteria are based on a financial and medical model of thinking that  does not take account of social needs;
· the ineligibility of children is seen as unfair;

· the ineligibility of people requiring attendant propelled power wheelchairs is seen as unfair;

· priority should be given to users who could return to work if a powered wheelchair was supplied;

· ill defined criteria such as “be unable to propel a manual wheelchair” are likely to lead to different interpretations;

· there is a need for a greater focus on implementing the recommendations of Moving Forward ;

· further information needs to be gathered on demands and costs to move to a prioritisation system;

· systems are needed to enable equity across the service and across 

Scotland;
· significant changes to the repair service will be needed if the eligibility criteria are removed;
· joint equipment stores would help to move things forward; 
· key performance indicators are important to ensure the WSS is achieving its objectives;
· benchmarking, checks and controls are needed;
· getting wheelchairs, posture and pressure relief seating right can and does prevent other NHS money being spent on surgery and pressure sore management.
.
Appendix A

Wheelchair Service Repair Questionnaire

Question 1

Do you agree with the definition of an urgent repair being one where “the wheelchair can no longer be safely used by the user”? (Please tick box)

· Yes 

· No

Question 2

Currently most wheelchair repair services close during weekends and Bank Holidays.  Exceptionally this can mean it is closed for up to 4 days in a row.  What is the maximum number of concurrent days that you think a wheelchair repair service should be able to close?

(Please tick box)

· 4  e.g. closed at weekends and all bank holidays

· 3  e.g. limit closure over Christmas and New Year to 3 concurrent days

· 2  e.g. closed at weekends and limited to 2 days over Bank Holiday weekends

· 1  e.g. working Saturdays and Bank Holidays but closed Sundays

· 0  e.g. open every day

Question 3

What hours do you think repair services should be open for?  (Please tick box)

· 9 to 5 (or similar 8 hr day)

· 9 to 7 (or similar 10 hr day)

· 9 to 9 (or similar 12 hr day)

· 24 hrs a day

Question 4

What is the maximum time you think a service should take to repair a wheelchair that can no longer be safely used?  Please circle.

2hrs
4 hrs
 12 hrs
     24 hrs       2 days
  3 days       1 week
2 weeks

Question 5

What is the maximum time you think a service should take to respond to a repair request where the wheelchair can continue to be safely used?  Please circle.

2hrs
4 hrs
 12 hrs
     24 hrs       2 days
  3 days       1 week
2 weeks

Question 6

Compared to wheelchair repairs, how fast do you think the response to repair requests should be for seating systems and accessories? (Please tick box)

· Faster

· The same

· Slower
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