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1 Introduction

Scotland has had a national wheelchair service since the Second World War, when it was felt that an organised government approach to and provision for the levels of disability secondary to war were required.  From that time until 1996, the service was organised centrally.  In 1996, responsibility for wheelchair services was transferred to NHS Boards, some of which came together in consortia to buy and/or provide services.  In 2005 the wheelchair service has a budget of approximately £14.2m per annum, employs some 100 staff and provides services to approximately 96,000 registered wheelchair users. 

There is a wide range of people who use wheelchairs: some may be entirely dependent on a wheelchair for their mobility and housebound without it, others use their chair once a week for a family outing.  Some people will be lifelong wheelchair users as a result of a disability they were born with, others will suffer a trauma injury as an adult which damages their spinal cord, other groups have a degenerative disease which attacks them in their 30s and increasingly affects their mobility.  Everyone involved in this project will carry keen memories of particular individuals whom they met: very young children zipping around in small chairs, clearly enjoying their ability to explore, young men who communicate through a keyboard and a mechanical speaker yet who can crack a joke and are involved in local politics.  For very many of these people, the standard of the Scottish wheelchair service has a direct and significant effect on their quality of life.

Following a submission to the Petitions Committee of the Scottish Parliament regarding the service, supported by concerned users, carers and NHS wheelchair service staff the Scottish Executive Health Department (SEHD) announced that a full and independent review of wheelchair services in NHSScotland would be commissioned and funded. Responsibility for commissioning and oversight of the project was devolved to NHS Quality Improvement Scotland (NHS QIS).  A steering group of service providers, service users, clinical and technical experts was formed who together devised a project specification.  The specification went out to tender with interested parties being invited to submit a bid to carry out the work.  

Following this, in May 2005, Frontline Consultants were commissioned by NHS QIS to conduct a review of NHS wheelchair and special seating in Scotland, to examine user needs and current service provision and to provide recommendations for the future development of the service to meet future need and demand.

The review has the following objectives:

· gathering the views and experiences of service users and carers

· reviewing how the NHSScotland wheelchair centres deliver the service

· exploring how future trends in technology, medicine and demographics might affect the service

· identifying key issues for the service and presenting these at a national conference

· developing future alternatives, to be explored through this consultation

· once consultation is complete in January 2006, analysing responses and finalising the report, with recommendations and conclusions for submission to Ministers

Wheelchair service centres have been very helpful in providing data and performance information provided by the Rehabilitation Technology Information Service (ReTIS) has also been useful.  ReTIS is jointly funded by all Scottish NHS Boards to provide an information service in the field of rehabilitation technology. However, with no common information system across all service centres, it has not always been easy to compare like with like, nor to separate various components of cost or activity.  Where it has been judged to be important for figures to be provided, these may well be estimates, extrapolated from available data.  We would suggest that absolute accuracy is not essential at this stage – it is more important to give a ‘best estimate’ figure than none at all.

This consultation document is not intended to provide detailed solutions to all the current issues facing wheelchair provision in Scotland: rather it identifies the main issues, outlines the debate and suggests options and models which could move the service forward.  Following consultation we anticipate a clear set of recommendations along with a timetable for resolution and delivery – a ‘blueprint’ for the future.  Some recommendations may be implemented very quickly; others will need further work at a local level before they can be put into practice.  Some recommendations will be cost neutral; others will require additional funding.

We would like to thank the many members of the public and the NHS who gave their time to inform this project so far.

Findings and Emerging Themes

1.1 The Views and Experiences of Service Users

In order to gain a full range of views and experiences, we used several means of gathering information from service users during the project.  These were:

· feedback and follow up from the regional meetings with service users organised by SEHD and the wheelchair service centres during the summer of 2005 – three meetings were held in each of Scotland’s five wheelchair centre areas

· discussions at a national conference for service users, carers and service staff held on 12 September 2005

· widespread distribution and analysis of responses to a questionnaire designed with input from service users 

· One-to-one interviews with individual service users and carers and with representative organisations  

Many people we talked to were positive about aspects of the wheelchair service. However, the most striking aspect of all these events, investigations and conversations is the degree of agreement between service users about the main challenges facing the wheelchair service in Scotland.  These are:
· waiting times are often too long for assessment, provision of equipment and repairs 

· the assessment process takes too limited a view of mobility, is rarely perceived to be holistic and appears to be too heavily orientated to what equipment is available rather than what is required

· equipment provision is perceived as being of basic quality and limited choice; the eligibility criteria governing equipment provision, particularly for powered chairs, are deeply resented

· follow-up and maintenance is lacking in many areas, with no routine follow-up, ongoing assessment, or routine maintenance of equipment programme

· out of hours cover for repairs is not generally available, causing concern, inconvenience and distress for users

· centralised service centre locations  can necessitate repeated journeys of several hours for people who have severe mobility problems 

· information and communication can be lacking, or not pro-active

1.1.1 Waiting times

Many service users reported that the waiting times from referral through assessment to provision of equipment and thereafter for equipment repairs, were all excessive.  Waiting to be assessed after referral to the service can take anything from two weeks to over two years with the worst delays being reported for powered chair assessment or for special seating.  Repairs take anything from a few days to over six weeks and some wheelchair users were not given a replacement chair in the meantime.

Service users described the effects of long waits on them as including:

· having to sit in unsuitable and uncomfortable positions or equipment

· having to borrow a chair (from the Red Cross for example) while waiting for a repair; some bought a replacement chair privately

· being house-bound or even bed-bound

· suffering a worsening of their condition or postural difficulties

Many users asked why wheelchairs were not included in the waiting time guarantees common for other parts of the health service.

1.1.2 Assessment for a wheelchair

The following themes emerged from service users in relation to the assessment process:

· assessment is not holistic - many service users perceived that the assessment process for getting a wheelchair did not take into account everything that might impinge upon the kind of chair they might require for a full life.  They often felt that they were not listened to and that only needs that could be met by the NHS were assessed and taken into account.  Users wanted the assessment to take account of:

· medical condition and needs around posture and seating, including neck/back support and extension

· lifestyle, employment and leisure needs and carers abilities

· accommodation and car type

· likely future needs

· assessment is not flexible - service users perceived that the process should be able to accommodate the involvement of the people who know the user, their needs and abilities best; for example carers, family and community therapists
· eligibility criteria for equipment – these were seen as being finance-driven, unfair and determined by medical need as opposed to wider social needs. The criteria for powered chairs in particular are reported as unfair and unrealistic with perhaps the commonest complaints about rigid assessment being in relation to powered chairs

· lack of joined up or co-ordinated provision - NHS wheelchair services do not provide all mobility equipment and situations may arise where issue of a wheelchair is contingent on securing services and equipment from other agencies.  For example, the scenario where a wheelchair cannot be issued until a ramp has been installed at the users home but social services will not fit a ramp until a wheelchair has been issued was highlighted.

1.1.3 Provision of equipment

Service users’ main comments on equipment were about:

· a lack of choice around basic chairs and other equipment

· basic quality of equipment

· poor fit - chairs were too big, too small, not comfortable

· chairs not enhancing mobility and independence as much as they could

· the unsatisfactory appearance of the chair

1.1.4 Follow-up and maintenance

Service users commented that there was no routine follow-up of wheelchair and special seating users and that this was particularly important for children and for adults with changing needs.  Stories were frequently recounted of the difficulties and physical hardship people faced when their needs changed much more quickly than the service could respond; users were of the opinion that regular follow-up should identify problems and changing needs before they begin to impact upon the usefulness of equipment. 

The lack of planned preventive maintenance (PPM) programmes for equipment is viewed as being counter-productive, not the best value for money or the best service for users and carers.  Some parts of the service refund users who get basic repairs to their chairs carried out at a local garage or bike shop – e.g. punctures and brake adjustments.  But many wanted access to a more regular and specialist maintenance system to avoid problems arising in the first place, to advise or to check the set-up of their chair.

1.1.5 Out-of-hours cover

The lack of a facility for contacting the wheelchair service or having repairs undertaken after 5.00pm, at weekends and on public holidays was a source of great dissatisfaction for wheelchair users.  The impact of this gap in the service was illustrated by the stories of service users, particularly those who lived alone or were completely dependant on their chair for mobility, sometimes unable to get out of their house for several days whilst waiting for an emergency repair.

1.1.6 Service centre location

Many service users commented on the protracted and complex journeys they – and their carers, relatives or friends – had to make to wheelchair service centres.  This can involve days off school or work for the user and their carer and is made worse by the ongoing travel difficulties which wheelchair users continue to experience with public transport.  For example, wheelchair users in Stranraer face a round trip of 170 miles and five hours to get to their nearest centre in Glasgow.  The issue is a particular problem when repeated journeys are required and/or ambulance transport is necessary.

1.1.7 Information and communication

Service users complained of:

· a lack of information at every stage of the process from pre-assessment to post-equipment issue

· a lack of understanding and empathy about the impact of immobility on people's lives

· having to take the initiative for example when chasing up equipment supply and repairs

· not having an easy access telephone number for the service and having to go through someone else, for example the community occupational therapist (OT)

· not having telephone calls and letters responded to

· the person who answered the telephone not having sufficient knowledge and therefore not referring the user to an appropriate person

1.1.8 A declaration of independence

At the national conference on 12 September 2005, service users in the audience agreed on wording for a statement they called 'A Declaration of Independence' which was presented to the Deputy Minister for Health and Community Care, Lewis Macdonald, when he addressed the conference in the afternoon.  The statement was agreed as follows:

"The service should be a basic human right accessible through self referral and should ensure individuals are given all appropriate aids necessary to fulfil the basic right of all citizens to play an active part in society and their daily life regardless of physical limitations or differences".

1.2 Current service model

The findings in this report of the current service model across NHSScotland are based on:

· visits to all service centres

· interviews with managers and staff at service centres

· feedback from service users, carers and representative organisations

· analysis of data relating to finance and activity

· desk-based research on background, benchmarks and examples of good practice

1.2.1 The organisation of services

The Scottish wheelchair service is provided by five regional centres that together have almost 96,000 registered users.  The table below gives a breakdown of that figure by centre along with the number of new referrals received each year.  

Table 1

	Centre (Location)
	NHS Boards Served
	Population served
	New Referrals/ Year

	Edinburgh
	Lothian

Fife

Border

Dumfries and Galloway (small number only)
	1,240,250
	3,454

	Glasgow (WESTMARC)
	Greater Glasgow

Lanarkshire

Forth Valley

Ayrshire and Arran

Argyll and Clyde

Dumfries and Galloway
	2,614,850
	6,282

	Dundee

(TORT)
	Tayside

Forth Valley (small number only)
	402,500
	1,306

	Aberdeen (MARS)
	Grampian

Shetland

Orkney
	544,570
	1,335

	Inverness
	Highland 

Western Isles
	255,180
	731

	Total
	
	5,057,350
	13,108


The above data was provided by the wheelchair centres

1.2.2 Patient pathway

Although there are considerable variations in the details of the way the service is provided across the five centres, the overall patient pathway is similar:

· a referral form is required for any type of wheelchair.  Although general practitioners (GPs) usually sign the referral form, they are not necessarily knowledgeable about wheelchair technology or eligibility criteria and often the form may have been completed by a district nurse or occupational therapist.  Referrals can also come from hospital consultants.  The referral form is sent to the wheelchair centre where it is screened.  

· the majority of referrals do not require the service user to be seen by the wheelchair centre team, and a wheelchair is ordered at this point, in most instances from the centre’s workshop.  These are typically standard manual propulsion chairs  

· if an individual is likely to require something other than a standard manual chair, for example postural support, special seating or complex adaptations, they will be seen for an assessment, either in the centre or at an outreach clinic.  All individuals likely to require a powered chair are assessed.  Moulds may be taken for special seating.  A chair is prescribed, according to the assessment and the eligibility criteria which are standard across Scotland, and is ordered, usually from the centre’s workshop

· screening, assessment and prescription are generally managed in a team setting with bio-engineers and occupational/physio therapists sharing the workload and responsibility, sometimes with the involvement of a rehabilitation consultant

· most chairs are purchased by the wheelchair centre, at prices negotiated on a bulk contract by the national NHS purchasing organisation.  Some will need no modification and will be dispatched straight to the user, probably via the centres workshop, which may keep a stock of standard chairs.  More complex chairs may be ordered straight from the manufacturer in final form, but more commonly go via the centre workshop, where modifications may be made to a standard bulk-purchase chair. Adaptations may be modular in form, with a range of arm or footrests or special seating being inserted.  Due in part to this modular approach, many chairs are refurbished by the centre workshop for reuse

· some centres are able to offer 'one stop' clinics, where the user is assessed and issued with the appropriate chair at the same appointment.  However some patients, particularly those needing complex chairs and seating systems, may need more than one visit

· once a chair has been dispatched, there may be a variety of arrangements for further help, assistance and follow up

Within this general pathway, there are significant variations, for example in waiting times, which may be driven by size, functionality, rurality, funding, staffing and history. Before exploring these issues in more detail, it is worth highlighting some of the good practice found in NHSScotland.

1.2.3 Good practice in Scotland

Throughout our visits and interactions with the wheelchair service centres, we encountered extremely dedicated and hardworking staff.  This observation was confirmed by service users, who were keen to record their recognition of the effort and service provided by staff.  We also noted a range of examples of good practice that should be highlighted.  Some of these are widespread across the service, whilst others tend to be concentrated in certain geographical areas:  

· team based assessment model – screening and assessment shared between bioengineers and therapists, according to the needs of the patient and the particular skills of each individual. This is a very flexible model giving potential for an element of multi-skilling.  While there are individual users whose needs are best assessed by a particular profession, the team-based model appears to enable better management of workload and flexibility around peaks and troughs of activity and recruitment difficulties

· training services – training users in effective operation of their equipment enables them to make the best use of it and ensures that they are confident and safe.  In Dundee powered chair users receive driver training from a safety specialist.  In Edinburgh the MAVIS service provides training for users who are in receipt of car adaptations

· minor repairs – there is widespread use of a low cost reimbursement scheme, for users to claim back the cost of minor repairs up to £20.  This enables repairs such as punctures to be carried out quickly at a local bicycle repair shop or garage 

· planned preventive maintenance (PPM) – following a successful pilot, Inverness has now rolled out PPM to all users, providing a 'man in a van' who goes to users to check the set up and maintenance of their wheelchairs. This has been very well received, will reduce equipment failure, and therefore the need for repairs and the loss of an individual wheelchair to a central workshop while these are carried out 

· children’s services – the rate of growth in children and the impact of  equipment on their cognitive and physical development means that children’s services tend to require a more intensive approach. Some centres, such as Edinburgh are set up to respond rapidly, proactively and holistically. In Dundee and Inverness clinics and/or servicing/repairs are carried out in schools, enabling minor tweaks and repairs to be made quickly and as required without interfering with children’s education

· patients’ follow-up – some centres routinely send out an annual follow-up letter to service users who have not been in contact with the service during the past year.  This is a useful way of keeping in touch with low demand users and also alerts them to changes of address, etc

· workforce development – a number of centres are investing in on-the-job training and development for therapists and bioengineers, to enable them variously to achieve their state registration or take part in rotations through other parts of the NHS whilst being productive members of the team

· advice on private purchase – in Dundee the charitably funded Outreach Project provides independent advice on private purchase and, importantly, professional assessment for users who are not eligible for powered chairs via the NHS.  Many users who have purchased chairs privately state that they would welcome such advice and assessment prior to making the purchase

· we also note the work pioneered by Scottish Service Wheelchair Group (SSWG) and the Scottish Rehabilitation Technology Providers Forum (SCOTReT) to improve equity and value and to benchmark, develop standards and databases

1.2.4 Funding

In 1996/7 the funding for the wheelchair, special seating and artificial limb and appliance service was devolved to NHS Boards.  This was not ‘ring fenced’ and formed part of the overall annual allocation.  The table below shows, to the best of our knowledge, the budgets for wheelchair services compared with the original allocation uplifted for inflation. It is important to note that, although there appear to be discrepancies between these figures, they may, at least in part, be due to difficulties in identifying funding flows, for example, between wheelchair and other rehabilitation services.

[image: image6.wmf]*Scottish Executive allocation estimated, using 1996-97 Artificial Limb and Appliance allocation as a basis.
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The current expenditure breaks down to an average annual spend per head of population and spend per active user as follows:
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Table 3

Even allowing for inaccuracy in the figures, the difference between the highest spend per user and per capita in Highland and the lowest spend per user in the West of Scotland is dramatic and, although geography and other issues may be contributing factors, it appears likely that there is an inequity in funding provided. 

In general, spending by the wheelchair centres can be broken down as follows:

Table 4

	Equipment
	60-65%

	Staffing and travel
	15-20%

	Overheads
	15-20%


1.2.5 Staffing

We would again like to emphasise the real commitment and concern shown by so many staff in the service, whether office staff, technicians or therapists.  Many told us how distressed and demoralised they were by long waiting times, and what they saw as services severely limited by a lack of funds, hampering them in offering the service that users need.  

There are considerable variations in staffing arrangements between the five centres, as the charts below show:

Staff to user ratios:

MARS


1:373

TORT


1:476

Edinburgh

1:1032

WESTMARC

1:1556

Highland

1:387

Although there may well be economies of scale in staff numbers at WESTMARC and Edinburgh, this seems unlikely to account for the threefold difference between the highest and lowest staff to patient ratios seen above.

There are also striking differences in the mix of staff across the five centres:

Figure 1
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Again, this variation is unlikely to be entirely related to direct patient need – some centres recognised that their staff mix was due to historical patterns or ability to recruit. Others reported that they had a particular assessment/provision model that they wanted to follow.

Many service centres reported constraints to recruitment and retention, in some cases to such a degree that staff shortages were clearly affecting waiting lists for assessment.  Staff from professions such as bioengineering and occupational therapy may not be keen to come into what is seen as a 'Cinderella' service. Several centres operated a rotational model for therapists through other disciplines within an acute hospital: there was no apparent short specific training course for such practitioners. For bio-engineers there are reportedly limited places on specialist courses and considerable problems with the time taken to become state registered and therefore an autonomous practitioner without having been on the course.  Continuing professional development opportunities are largely ad hoc, with formal training opportunities thin on the ground.  There is no planned programme of post-qualification training in Scotland unlike the provision for orthotists and prosthetists.  There is seen to be little opportunity for career progression in the wheelchair service, also affecting recruitment.

1.2.6 Types of chair issued

The table below illustrates the differences in provision of manual and powered chairs between centres. The figures are number of issues per annum for the total number of active users registered to each centre.

Table 5

	Centre
	Manual Chairs Issued
	Powered Chairs Issued

	MARS
	1884 (1 in 3)
	85 (1 in 66)

	TORT
	1602 (1 in 4)
	168 (1 in 33)

	Edinburgh
	5013 (1 in 4)
	116  (1 in 168)

	WESTMARC
	10236 (1 in 6)
	694 (1 in 87)

	Highland
	1197 (1 in 3)
	77 (1 in 40)


Again, although there are some specialist referral patterns, for example to the Edinburgh children’s service, and there may be variations in data (e.g. definition of ‘active user’) there is no clear explanation for this pattern in terms of user need. 

1.2.7 Waiting times

There is currently no agreed definition of 'waiting time' and the existing IT infrastructure does not support easy and accurate reporting of waiting times or waiting lists.  Each centre interprets the different phases of waiting differently, and may well have several queues for different services or pieces of equipment – there are plans to address this in the near future.  There is no nationally agreed target for waiting times within the wheelchair service.

Despite a lack of comparable data, it is clear that there are some very long waiting times in some parts of some services. This could be due to a variety of factors, including:

· problems recruiting and staffing

· staff sickness

· rationing due to shortage of funds

· logistical problems with workflow

· lack of integrated facilities

Some centres have commendable waiting times, reporting only a 3/4-week average wait for both adults and children from referral to provision of a chair.  However, as might be expected, the wait for specialist seating and powered chairs was often longer, with the shortest average waits generally varying around 12/18/22 weeks.  Most centres had 'outliers' waiting considerably longer than this, with 48 and 59 weeks being reported, typically for specialised powered chairs with special seating, potentially for particularly dependent individuals who could be very reliant on a chair for mobility.  During our visits we were advised that the backlog in the workshops in some centres could be a year from assessment to the provision of more complex, customised equipment.

1.2.8 Size of centre

There are obvious variations in the size of the population served by each centre with WESTMARC in Glasgow serving half the Scottish population, making it the largest wheelchair centre in the U.K.  Differences in size of population served are a common feature within NHSScotland across many clinical specialties and even if the Glasgow centre only served the population of Glasgow, it would still be one of Scotland’s and the UK's biggest centres.  The chart below graphically demonstrates the size of WESTMARC, and also indicates ratios of assessments carried out at home.

Figure 2
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The current wide variation in the size of population served by each centre reported above arguably has both advantages and disadvantages.  Those highlighted to us include:

· economies of scale, in staffing and facilities

· data and data systems requirements may be more complex in a bigger centre with potential hindrance to planning and performance management

· a wider geographical area to cover can mean a slower response to repairs and delivery of chairs

· greater user dissatisfaction at the journey time and complexity involved, particularly when people are used to having most health services available within their own locale; although journey times in Highland for example can be as great and greater than journey times from outlying areas to the Glasgow centre, users from Highland did not voice the same level of complaint about this, presumably because they accept that living in a rural area means travel complexity for many things

· greater user dissatisfaction as a result of the perceived 'emotional distance' in being involved with such a large service

· the biggest centre, WESTMARC attracted noticeably more adverse comments from users. There is a tendency on the part of users to suggest that this must be due to its larger size. We would note that an encouraging degree of improvement in service delivery has been underway at WESTMARC over recent years and continues

· many observers suggested that there is no ‘right’ size for a centre, but that a balance between accessibility, cost and geography is important

· it is also important to note the discrepancies in staff: user ratios, staff: patient attendance ratios, and staff: spend issues, which may explain some  performance issues and variation across the service

1.2.9 Functionality and infrastructure

There are variations in the layout of centres and the grouping of component services.   There do seem to be some clear ground rules that would allow a good service to wheelchair users and a cost efficient service where staff may be scarce and these would include:

· ensuring disabled access, including toilets – amazingly, this is not always available

· having sufficient clinic space available for assessments

· having a workshop adjacent to the clinic to allow running modifications and assist a 'one-stop-shop' approach

· having a wheelchair store on site, or very close by to allow assessments to include a trial of a range of chairs

Customisation/refurbishment/modularisation

Many wheelchairs provided by NHSScotland are refurbished: that is they are recycled and adapted for the next user.  In order to deliver this, centres generally have their own workshops staffed by the NHS, and a system of modularisation, where a standard chair is adapted by inserting a longer footplate, armrest etc. 

This then generates a cycle where standard chairs are purchased, adapted with modular parts, returned, refurbished.  We are advised that this provides a cost effective model and, intuitively, it seems to make good sense, examples of instances where it is cheaper to replace than repair goods also abound - computer keyboards, DVD players and the like.

Figure 3
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There are, however, alternatives. Lomax, the only remaining Scottish manufacturer, is among firms offering a modularisation system that is designed for quick delivery using an interactive design and build database.  It has been pointed out to us that such chairs would come with a warranty that is invalidated if the chair is adapted by the NHS. The NHS does also purchase through such routes.

1.2.10 Private purchase

Across the UK, an uncertain but significant number of service users will buy their own chairs, either because they are dissatisfied with that provided by the NHS, or because they need a specialist chair which is not funded by the service.  NHSScotland does not provide information for private users, nor help assess individuals for a privately purchased chair, so that the purchaser is very dependant on the dealer’s recommendation.  NHS Scotland does not repair privately purchased equipment, in part, because of the diversity of makes and models that they might be required to deal with.

The service does not have a system for 'top-up' although some centres will allow individuals to pay the difference and get a more expensive chair than would normally be provided by the NHS.  There is no voucher system like that in England, where the NHS will contribute a fixed sum of money if a wheelchair user wishes to purchase their choice of chair privately.  As many in Scotland pointed out to us, both systems are dependent on ability to pay.

1.3 Research/evaluation and fit for purpose

There is very little research, audit or evaluation being undertaken in the wheelchair service despite enthusiasm to do so.  What there is seems to be carried out by interested staff in their own time, without specific research monies. The following areas have been identified as worthy of investigation:

· longitudinal outcome measurement and tracking

· small scale piloting and assessment of new equipment prior to procurement

· post-issue equipment evaluation

· sharing of results across the service to ensure knowledge transfer and consistency

Evaluation of chairs as fit for purpose is seen as important in purchasing the correct equipment. Allied to this are considerations about quality, “maintenance free” chairs and costs spread over the life of a chair.

1.4 Information systems

One of the key developments that we have observed in the wheelchair centres – and that has supported the preparation of this report – is the IT system developed by ReTIS.  This is currently being rolled out to all the centres giving greater consistency in data capture and analysis, allowing benchmarking and information-based service development in the future.  This IT system also enables allocation of workload to the most appropriate clinical and technical staff, and tracking of work packages through what may be a complex equipment provision.  The system has potential for further development, specifically to enable more meaningful measurement and management of waiting lists.  

One note of caution: we noted that the development and rollout of the ReTIS IT system is heavily dependent on one software developer.  His in-depth knowledge of the wheelchair service and ability to respond to the needs of the centres is excellent, however we wish to highlight the risk inherent in having so much knowledge and capability vested in one person.

Emerging trends in technology, medicine and demographics

Our observations on emerging trends for the future are based on:

· desk-based research into development in wheelchair science, manufacturing and services worldwide

· interviews with representatives of wheelchair services across Europe, the United States, Australia and New Zealand

· interviews with wheelchair manufacturers in the UK and Europe

· interviews with individual specialist clinicians and other expert individuals in the field of disability

1.4.1 Developing technology

There are some dramatic developments in wheelchair technology particularly at the powered chair end of the market; these include:

· lightweight manual wheelchairs that are more transportable and energy efficient

· the IBOT mobility system that can climb stairs, balance on two wheels, climb kerbs, traverse grass, gravel, sand, mud, puddles and all types of uneven ground.  IBOTs also have detachable control sticks that can allow the user to guide the chair into a vehicle

· power-assistance for manual chairs, which gives the option to manually propel a chair but can adjust the amount of powered assistance it provides dependant on the users push strength.  This type of wheelchair is seen as being somewhere between a manual chair and a fully powered chair.

· standing chairs allowing users to operate at the eye level of able-bodied people and assisting independence indoors and out without some of the usual adaptations to the built environment

· chairs with tilt in space, recline and lift capabilities are all designed to act as pressure relieving and postural support aids

· 'smart' wheelchairs are essentially robot wheelchairs that allow those with impaired physical, perceptual or cognitive abilities to use a powered chair  programmed to meet the needs of individual users. Some chairs now coming onto the market can be controlled by facial expression and eye movement. Smart chairs can also be used to teach children how to operate a powered chair with the programme adjusted to the child's developing abilities

· modular chairs and special seating and positioning systems can give better shock and vibration dampening, respond to and reduce spasticity and give improved comfort

· aesthetics are important to many wheelchair users and recent developments allow for bespoke design features to be incorporated into an individual's chair, including a wide range of colours

· some manufacturers have commented on the drive to reduce the cost of wheelchairs for NHS provision, with, in their view, little regard for durability and reliability, maintenance costs or manufacturing standards.  Any drive to reduce unit costs may also limit research and development

1.4.2 Medical advances and demographics

Some advances in medical care and treatment, and changes in the health and life expectancy of the population are likely to impact on wheelchair users and services.  These include:

· advances in neonatal care have meant declining neonatal mortality, although some very low birth weight babies have a developmental disability of some kind which may include mobility difficulty

· advances in trauma medicine are seeing more people surviving road traffic accidents for example, albeit with long-term disability 

· improvements in the care of individuals with spinal cord injury mean that their life expectancy is now approaching that of the general population 

· maintaining the general health of people with progressive degenerative illnesses such as multiple sclerosis and motor neurone disease means that individuals with these conditions and disabilities are living longer. There are around 10,000 people in Scotland living with multiple sclerosis and as their life expectancy increases, so will the pressure on the wheelchair service to provide increasingly complex technology to optimise their independence.

· the trend towards care in the community, where possible in people's own homes will lead to more demand for increasingly complex wheelchairs

· Scotland has an ageing population, a trend likely to continue and increase.  This means more people who will be living with after-effects of stroke for example, while the growing number of people who live alone in old age without support from extended families drives greater demand for wheelchairs of all types.  Older people usually have older partners who may have their own problems with mobility and illness or long-term conditions who cannot for example, propel a manual chair

· the UK is also an increasingly obese population; obesity can bring its own mobility problems, particularly as people get older, but it can also exacerbate other medical conditions such as arthritis or make diabetes more likely

· although research into spinal cord repair is progressing rapidly, there does not seem to be a realistic prospect of this affecting those with spinal injuries in the near future, and would anyway affect a very small proportion of current wheelchair users. The effects of improvements in immediate post trauma treatment to reduce swelling appear uncertain

Key Issues 

This review is an opportunity to revisit the ways in which we approach providing the wheelchair service in Scotland.  This section of the report discusses options and alternatives for future service patterns.  We have concentrated on a shortlist of key issues identified from the review described in section 2.  These are:

· localising the service and infrastructure 

· standards, performance monitoring and accountability 

· assessment

· equipment provision pathway 

· staff training and education

· gap analysis

· funding

1.5 Infrastructure and localising the service 

Earlier in this report we remarked on the disparity in size of service centre, with five wheelchair centres serving a population of around five million people, and one centre serving around half of that population. As the Kerr report (SEHD 2005) makes clear, 'localising' services where appropriate and feasible is the accepted way forward in health and community care in Scotland.  People with mobility difficulty and their carers face not only the disruption and discomfort of long round trips to get to service centres but also have to confront the added difficulties that mobility difficulty brings to travel.  Wheelchair services have to be organised in such a way that trips to distant centres happen only when essential and for the most complex cases.

The current model with service centres operating as 'hubs' with outreach clinic 'spokes' has been tried and tested in other countries and can work well, but do we have the optimal balance between the numbers of hubs and spokes? Factors to consider include:

· population centres and geography

· availability of appropriate facilities

· gains in accessibility for patients

· staff availability 

· efficiency

· equipment duplication or portability

· additional costs

· management arrangements

One option would be to review the entire pattern of service centres and outreach clinics. This would be the most thorough method of ensuring that support is provided as close to population centres as possible. However, this would be time consuming and would arguably delay other changes that we suggest are more fundamental. 

A more pragmatic approach would be to target the bigger centres, WESTMARC and perhaps Edinburgh. WESTMARC is doing much to improve its service, and in some respects user feedback was positive. However, given the size of the area it covers, it is probably no surprise that WESTMARC users expressed most concern about access to appointments.  The area presently served by WESTMARC and possibly Edinburgh could be split into perhaps 6 service centres, giving a total of 8, determined by a mixture of population size, population density and geography.  The service might then look something like this:

	Centre Location
	Areas Served 
	Base
	Total Population Served
	Main Outreach Clinic Locations 

	South-West Scotland
	Dumfries & Galloway
	Ayr
	514,000
	Dumfries, Stranraer, Irvine

	West Central Scotland
	Argyll and Clyde South,

Glasgow
	Glasgow
	1,125,000
	Dumbarton

Greenock

	North Central Scotland
	Lanarkshire, Forth Valley
	Monklands
	829,000
	Stirling, Falkirk, Wishaw

	Lothian and Borders
	Edinburgh, West Lothian, Borders
	Edinburgh
	888,000
	Melrose

	East of Scotland
	Fife
	Kirkcaldy
	352,000
	Dunfermline, 

	Tayside
	Dundee, Perth, Angus
	Dundee
	387,000
	Perth, Montrose

	North East
	Grampian, Orkney Shetland
	Aberdeen
	565,000
	Fraserburgh, Elgin, Kirkwall, Lerwick

	Highlands and Islands
	Highlands

Nan Eilean Siar
	Inverness
	250,000
	Wick, Thurso, Fort William, Oban, Portree, Stornoway


This is an example only, of how more equitable coverage might be achieved.  It could involve working across existing boundaries, allowing users to access the most convenient service, regardless of the NHS Board area they live in.

This would reduce travelling time for users with complex needs who had to attend a wheelchair centre. We would expect an increase in cost, while recruitment in some areas could be a constraint, and could lead to a small number of tertiary referrals out of area. An increased number of service 'hubs' might allow the development of more 'spokes' within reasonable travelling distance for service staff, perhaps on a flexible basis dependant on users needs. 

The third option would be to retain the current service 'hubs', but increase the number of 'spokes' and the range of support they can offer, across all areas of Scotland. This would, in effect, be a speeding up of a trend already underway.

From the users perspective, this could be a good option in terms of physical access for many, but the likelihood would be that a small number of individuals requiring particularly comprehensive mobility aids would still need to travel to a centre. Additional costs of premises could be kept to a minimum by using existing buildings, public or private. However, staff travel costs and, more importantly, lack of staff availability given additional travelling time might make this a more difficult option to deliver. We could envisage clinics running for very small numbers of users leading to pressure for them to run at very infrequent intervals. This option does not readily address the closer affiliation with centres that some users wanted.

Improving access to wheelchair services should be possible. All centres should regularly reassess their outreach potential. We suggest that, although a formal review of the location of all service centres could be carried out, a more pragmatic solution would be a review of the larger centres, WESTMARC and possibly Edinburgh, to determine whether they should be split to provide additional centres. 

During our research it became clear that the variation in facilities provided at wheelchair centres did hinder efficient services. For example, lack of space in outpatient clinics may prevent a range of chairs being available, so that an individual attending a clinic cannot readily try out a wheelchair. This could necessitate a further visit, or hinder the customisation of a wheelchair to best suit a users needs. The shortlist of facilities identified in section 2.2.9. represents the ideal infrastructure of a centre and should be provided wherever possible: centres lacking any of this basic infrastructure should be working to achieve this.

1.6 Standards, performance monitoring and accountability

It is difficult to think of a service provided by NHSScotland that is not now subject to targets, standards, or some monitoring or measurement programme.  The wheelchair service has a dedicated group of managers who have, largely through their own initiative, worked towards some commonality across the country. However, the service has no waiting list (or other) targets to meet and is not routinely included in any of the monitoring systems common to NHSScotland.  Further, we believe that, in some areas, the service is not seen as a priority by senior managers within NHS Boards, and therefore tends to suffer when the NHS as a whole is under pressure.

One way to ensure managerial attention and priority would be to revert to a single national service, which although delivered regionally, would have a single dedicated management team. This would presumably need a 'top slice' of existing budgets, which would then be ring fenced. The allocation of funds currently held by NHS Boards to a central entity would be problematic: there is no easy formula to determine how much money should be committed. This arrangement would achieve the necessary improvements in accountability and focus, and could be a rapid way of introducing national standards and processes. It would not, of course, automatically lead to any increase in funding: indeed it would add to management costs as a central team would need to be set up. The structure would need to be reasonably flexible in order to deliver locally. Other services in Scotland are run in this manner, the ambulance service for instance. 

There are other options: although it could be argued that performance targets can have disadvantages, they undoubtedly bring benefits too.  For example, if NHS Board Chief Executives were held to account for the performance of local wheelchair services against agreed waiting times targets, they would arguably make it their business to ensure that attention is being paid to this aspect of the service.  Conversely, if there are monitored targets for most other services and not for wheelchairs and special seating, funding and attention for wheelchairs and special seating is vulnerable. Giving wheelchairs higher priority may well be advantageous in persuading Boards to invest financially in the service.

It is also to be expected that following the rise in profile of the wheelchair service and in user expectations that this review has fuelled, stakeholders will expect to be involved in the way that standards are set, monitored and reported.  This should be encouraged as the best way of continuing to bring the service closer to user needs.

We would suggest that, as with most other areas within the public sector, improving performance should be achieved by developing performance parameters that are set, measured and reported publicly. Users should be involved in this work. A centrally managed service could also be considered, giving additional focus to  key priorities and delivery.
1.7 Assessment

Assessment was one of the main concerns from service users.  It was commonly viewed as being non-holistic and limited by what the service could provide as opposed to being a full exploration of users options in relation to their aspirations and individual circumstances.  Our review of the service suggests that there is some excellent technical practice but, ultimately, the equipment prescribed as a result of any assessment is constrained by the eligibility criteria, which are widely seen as being tailored to fit the budget available.  The entire assessment is consequently seen as being ‘unfair’ and ‘unholistic’. One way of addressing this problem would be to separate assessment from the prescription and provision of equipment.  The results of the assessment could be given direct to users.  

Of course, this in itself would not alter the equipment provided, but it would increase transparency between service and users. It could also potentially open a wider range of equipment options and choice, albeit many of these would have funding implications.  For those who wanted to source equipment other than that offered by the NHS, a professional NHS assessment would be of great value.
Service users told us that they wanted to involve the health professionals who knew them, their needs and their personal circumstances best in referral and assessment; those people were most often occupational therapists (OTs), physiotherapists, district nurses and on occasion hospital consultants. Not all service users felt the need to have the assessment carried out in their home, but many service users wanted a process that took home, school, work and leisure environments into account.  

There is no doubt that a relatively small percentage of wheelchair users have a very real need for intensive expert assessment.  However, large numbers  of the less complex referrals currently made to the service are not seen at wheelchair centres , with equipment being provided based on information from the referring professional. Currently such referrals are received by the centres and screened by a member of the team, ensuring that no one who needs a full assessment slips through the net.  However, with some training and the help of a well designed decision-tree flow chart, basic chairs could potentially be prescribed by community professionals, whether employed by the NHS or local authorities, fulfilling users wishes as well as saving time for the referral to be sent to and processed by the centre, and releasing some much needed professional capacity at the centre.  This would fit with the existing situation whereby 70-80% of wheelchairs are prescribed without wheelchair centre personnel carrying out an assessment.
Assessment may be a one-off process for a number of users whose needs do not change much from month to month or year to year.  For service users with complex needs, those with degenerative disease and children experiencing periods of growth, regular reviews are required.  These service users need an individual ongoing management plan that includes forward planning.  This should ensure that their needs are anticipated and/or responded to and met on a continuous basis and that avoidable complications of inadequate mobility or support do not occur.  

Assessment is widely seen by users as lacking a full consideration of their needs and circumstances, and as being heavily focused on affordability. We could envisage the public sector providing an assessment service from an NHS centre when users have complex requirements, with assessment by community clinicians (whether employed by the NHS or local authority) in other cases. This could be divorced from equipment provision. Service users with complex and changing needs should be offered ongoing review and assessment.

1.8 Equipment provision pathway

The wait to be assessed for a wheelchair, the subsequent wait for equipment to be issued and further waits for repairs to be carried out underlie much of the user criticism of the wheelchair service and are one of the main de-motivators for staff.  The effect of waiting on wheelchair users is a theme throughout this report.  Yet there are other providers who could help reduce waiting times: is it appropriate for the NHS to provide all wheelchairs?  NHS provision does have advantages, albeit these are largely financial; these are:

· a good way to manage a tight budget and ration wheelchair issues 

· bulk purchasing power

· a limited range of models and manufacturers reduces maintenance difficulties 

· maximum refurbishment opportunities

· user feedback for professionals in the service who both assess and prescribe

However, a multiplicity of providers could potentially provide significant benefits for users:

· competition should drive down waiting times – if one provider can’t let you have your chair quickly, maybe another can

· basic chairs could be supplied by high street retailers, or delivered 

· NHS staff would be freed to concentrate on complex patients

· logistical difficulties of sickness, staff shortages, lack of facilities which slow down a single provider would have less impact on the user if there are multiple providers

· competition could drive down costs

· more choice

If we imagine a situation where assessment is done by the public sector, divorced from equipment provision, we could see a multiplicity of providers competing to give patients options, including speedy delivery, in fulfilling their equipment prescription. Providers might include the NHS, and for complex chairs with special seating, the NHS might very well be the provider of choice, even the sole provider. 

Could more complex wheelchairs be treated in a similar way?  Could a customer take their NHS assessment to a dealer or specialist provider and perhaps order a chair direct from the manufacturer rather than take a chair from the NHS that has been ‘customised’ using a modular approach?  The answer seems to be ‘yes’, given that this happens already to some extent, and that some manufacturers now boast a chair which can be computer designed on screen with the detailed order transmitted direct to the factory.

What about the potential problems?  We would need to consider quality control, whether in the form of spot checks, licensing, or kite marks, which could add to costs.  The biggest drawback of this method of equipment provision is the increase in cost. The NHS will not be able to make the major cost savings it does now by bulk purchase of a limited range of chairs.  Another potential cost pressure would come from the decrease in levels of refurbishment currently carried out by the NHS: changes in technology and reduced workshop costs will go some way to balance the savings from recycling chairs, but is unlikely to bridge the gap entirely.

We have considered, as an alternative, whether individuals could buy their chairs direct, with some type of refund arrangements from the public purse. While private purchasers do not have to pay VAT, even with this advantage the NHS’ purchasing power ensures that the service pays a significantly lower cost per chair than the individual wheelchair user.  Although we would expect that if an increasing number of individual wheelchair users were purchasing equipment direct  then  prices would fall, the table below shows that there would need to be a very significant decrease to equal NHS purchase prices.  

Table 6
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We have also considered whether the advantages of bulk purchase could be retained by a private sector provider. This is probably a more likely alternative, although the addition of a profit margin is likely to lead to an increase in costs even before we consider any increase in diversity of models and manufacturers.

It should also be pointed out that the NHS is well placed to provide a wider range of models and manufacturers at an economical cost if additional funds are committed to this. However, the same advantages in speed of delivery we would expect from private sector provision would not necessarily follow since there would not be competition and multiplicity of provider.

Multiplicity of models and manufacturers would drive up maintenance costs, although there are potentially ways of ameliorating this effect.  The range of models that the public purse would maintain could be broad but limited and therefore predictable and manageable. Perhaps maintenance should be part of the sales contract, giving an incentive to find cost-effective solutions. Alternatively, some manufacturers are now claiming to produce basic models that are cheap enough to be replaced if they go wrong, or are maintenance free for a number of years. 

Whatever the decision about equipment provision, the issues about maintenance and emergency out of hours support need to be resolved.  The current system of recalling most faulty equipment to the wheelchair centre does not differentiate between minor and major work, and all can be subject to extensive delays.  We suggest that this needs a further debate over the options of:

· planned preventive maintenance – there are clearly benefits for patients and the service in a regular visit to check how equipment is functioning, not least a reduction in equipment breakdown, the associated  need to take a chair away for repair, and in requests for out of hours support.  Successful pilots of PPM in Inverness suggest a modest cost increase overall while reports from the USA suggest that it can be cost neutral

· reviewing some of the basic chairs now on the market, which manufacturers variously claim do not need maintenance for a period of time and/or are cheap enough to replace if problems do occur, perhaps under manufacturers warranty; this could be done in parallel with other approaches.  Recent guidance appears to suggest that PPM should take place for all chairs, but this dictat could perhaps be revised, with PPM concentrated on complex equipment

· the facility for minor repair to be carried out by local garages and bike shops works well in many areas and could be extended both to other areas and possibly to other repairs

· exploring alternative and more flexible providers for repairs. A service which travelled to the user and carried out a high proportion of repairs on site would be much preferable to the current system. Providers, such as the AA, RAC etc, could potentially offer such a service.  Alternatively, PPM could reduce the need for unscheduled repairs and could be extended to give a mobile service which could also visit users with maintenance issues and carry out repairs on site  .  

· out of hours cover could be built into one of the above systems. 

It should be emphasised that, whatever new arrangements are made, some repairs will still require specialist parts and/or expertise and will need to be returned to a central depot. The wider the range of chairs and manufacturers, the more complex the range of spares and skills will be needed for a repair service, of whatever sort. 

Equipment, particularly less complex chairs, could be sourced by the customer directly from a range of providers, based on an NHS assessment. This could give choice and faster service. Issues of quality and maintenance would need to be addressed. However, costs are likely to rise even if there is no significant change in the functionality of the chairs provided.

A range of options, including Planned Preventative Maintenance (PPM) could give more reliable equipment. A faster, more flexible response in case of breakdown is also needed with more repairs carried out on site, rather than being automatically returned to a central workshop.

1.9 Staffing staff training and education

In section 2 we discussed the dearth of suitably qualified or interested staff from which to recruit to the service and the lack of opportunity for further development, education and career progression which contributed to this.  For engineering and technical staff in particular there is no easy route to becoming autonomous practitioners, a necessary pre-requisite to career progression. In addition, there is a marked variation in skill mix across service centres, including the extent to which medical staff are involved in routine assessment and provision. 

This is a real issue for the service: we saw several examples of serious problems due to recruitment difficulties, further illustrated when centres were given additional funds in March 2005 and struggled to use them due to staff shortages.

We would suggest that this issue could be tackled in several ways in parallel:

· morale and recruitment will improve if this report leads to a service more focused on patient needs

· short-term courses, perhaps five days in length, could be commissioned for qualified professionals on arrival in the service.  This might be particularly useful for those who will be working in the wheelchair service for a limited time, perhaps on rotation 

· commissioning longer courses perhaps of several years duration, giving a professional qualification at the end should be considered to provide a career path for those who wish to stay in the service, encouraging retention and creating independent practitioners

· further support could be given to practical continuous professional development (CPD)  opportunities

· considerations of multiskilling could be designed in to any training, so that bio-engineers have a basic understanding of physiotherapy issues and vice versa, for example.  As well as being good practice for almost any interaction with a wheelchair user, this could also increase the number of assessments that could be carried out by a single professional, bringing efficiencies and more opportunities for outreach work

· there is a marked discrepancy in the involvement of consultants in routine assessment in provision. In most centres there is no routine medical involvement, whilst in others medical staff are involved in assessing for provision of powered chairs. We would suggest that medical staff should be available for complex consultations and to input to particular situations, for example, the need for a cognitive assessment. However, we do not see need for consultants to be routinely involved in centre assessments. 

· centres have considerable variation in skill mix. Some are in the process of changing this, others are constrained by recruitment. The best arrangement seems to be generally agreed to be a team approach, with physiotherapy and technical/engineering staff in the mix. However, given the difficulties of recruiting in some areas, we suggest that flexibility is needed over skill mix.

· this service may never be top of the list when staff have many options to choose from.  This is another good reason to consider outsourcing and decentralisation of various sorts, thus minimising the workload for specialist staff.

The lack of staff training and progression is an issue that could be addressed by commissioning short courses for professionals newly arrived in the service, and longer courses to provide career progression to independent practitioner. It may be possible to make better use of existing staff, for instance by reviewing skill mix. In particular, we suggest that medical staff should not be part of routine assessment, but available for an opinion when required.

1.10 Gap analysis of Equipment Provision

The NHS provides a limited range of equipment both in terms of stakeholder choice and in relation to the full range available from manufacturers.  Eligibility criteria for some types of equipment are acknowledged to be limiting and are widely understood to have been driven by the need to stay within a limited budget.  There can be no doubt, for example, that some individuals who would benefit in clinical and wider terms from the provision of a powered chair do not currently qualify for one and, in consequence, the range of mobility and independence they have is more limited than it might be. Changing the range of providers, or the assessment process, as suggested above, will not automatically change the equipment provided to the user, unless funds are provided to support this.

During the course of the review and through our discussions with all the various stakeholder groups, we have identified several potential gaps in the service.  These are primarily in the following areas:

· children

· young adults

· those with degenerative disease

· people with limited functional mobility

· older people with older carers

· the terminally ill and those with temporary disability

· balancing capacity and demand

1.10.1 Children

Children with disability are like any other child in that they need to interact with their environment as they grow and develop, sometimes predictably and sometimes in fits and starts.  It follows then that their equipment requirements will also change along those lines.  Since the service is currently not uniformly pro-active in relation to users needs, it may only react when children re-present because they have outgrown their equipment.  Re-assessment and re-provision takes time and so children may well spend longer than they should in uncomfortable chairs and outgrown special seating, or worse, are bed bound whilst waiting for new equipment missing out on education and social interaction.

Older children making the transition from primary to secondary school face new difficulties in remaining in mainstream education.  All secondary school children need the ability to move around easily, rapidly and frequently from class to class.  That means they have to be very proficient and able with a manual chair, or use a powered chair.  

1.10.2 Young adults

Young adults may face further difficulties in relation to transition from children’s to adult services.  The range and choice of equipment available to children through the NHS can be better than for adults and support services are often more extensive. Studies have shown that young adults may have a suboptimal chair and worsening access to support, at a time when they might expect to be very active, seeking work etc.  Targeted input can help, for example additional funds may be available from access to work schemes (via Department of Work and Pensions).

1.10.3 People with degenerative disease

Wheelchair users with degenerative disease, for example multiple sclerosis, Motor Neurone disease, Duchene muscular dystrophy, or even arthritis can find their physical abilities and postural support needs changing relatively slowly or over very short periods of time.

There are two particular issues with services for this group.  Firstly, the lack of regular planned re-assessment means that they can be subject to similar difficulties as children in relation to changing needs, although these are generally not as rapid. Secondly, people with multiple sclerosis and similar diseases where abilities may vary over time may not qualify for a powered chair because they can sometimes propel a manual chair although they cannot do so reliably.  

1.10.4 People with limited functional mobility 

Under current assessment criteria, to qualify for a powered chair, the individual must not be able to walk or propel a manual chair at all.  These exclude some people who can walk a very short distance, for example around their living room using furniture for support, or can propel a chair for 20 or 50 yards.  However, this limited mobility doesn’t necessarily allow them to get to the bus stop, the local shops, the library or their place of work.

1.10.5 Older people with older carers

Many manual wheelchair users depend from time to time on carers to push their chair – uphill, up and down kerbs, over rough ground for example.  Older people often have older carers who are not as able as they might be, or who have medical conditions themselves, angina for example, that preclude them from pushing a chair.  However, the needs and abilities of carers are not routinely considered in the assessment process, which may leave the wheelchair user effectively unable to leave their home.

1.10.6 The terminally ill and those with temporary disability

Some individuals need a wheelchair quickly and for a short period, such as the terminally ill and those with temporary disability.  At present, there is no easy way to circumvent waiting lists and no ready stock of wheelchairs to be given out at very short notice.  People who may have only a few weeks to live, but who may gain enhanced quality of life for that time by having the use of a wheelchair, may not easily access one.  People with temporary disability, for example a broken leg may similar difficulties: although theirs is a disability from which they will recover, they may face inconvenience and disruption to education or employment.

1.10.7 Balancing capacity and demand

The service currently has variable waiting times assessment and for equipment provision.  Some centres are very responsive in dispatching standard equipment most centres have longer waits for complex equipment such as powered chairs with special seating.  This may be due to several factors:

· lack of staff, inability to recruit, sickness or absence

· lack of funds for equipment

· poor organisation

· logistical problems

· backlog of orders or referrals

· minimal outsourcing

Due to the complexity of waiting list information, it is difficult to attribute cause and effect. Providing powered chairs with adaptations and special seating, with the need perhaps for final adjustments with the user, is intrinsically more time consuming than issuing a simple manual chair. In such cases a prompt response will be dependent on well-designed logistical pathways bringing together the various equipment components.  

The limited information we have suggests that in some centres the service could potentially cope fairly well with the number of current referrals in a timely manner, and has the funding under current eligibility criteria so to do, if the accumulated backlog of work was cleared. Clearing the backlog of equipment for which individuals have already been assessed and are awaiting, would significantly improve their perception of the service. Once this backlog was addressed, the speed of equipment delivery should also be improved up for new assessments. Some additional funds have already been provided in year to assist with clearing the backlog.

There are a number of situations where equipment is not currently provided by the NHS, as outlined above. With the possible exception of 3.6.7. we believe that addressing these gaps will require additional funding.

1.11 Funding 

Some of the ideas explored above should be deliverable without additional costs other than perhaps, 'pump priming' to make the transition.  Others, such as some of the gaps identified, might cost comparatively large sums of money to address. If we do want to make changes, how will we finance them?

1.11.1 Equality of funding and efficiency

Figures shown in section 2 indicate that the various wheelchair centres have considerable variation in the funds available to spend per head of population or per registered user, far more than can readily be accounted for on the basis of rurality etc. It should perhaps come as no surprise that WESTMARC, arguably one of the most challenged of the service centres from the user perspective, appears to receive the lowest funding per active user, while TORT, one of the most respected services, receives the second highest (it is unclear why the same financial patterns do not hold true per head of population).  When funds for the service were devolved to Boards, they were not 'ring fenced' – some Boards appear to have moved funds out of the service (which they were entitled to do) others seem to have left the revenues intact. In any event, the funds allocated by the Scottish Executive seem to have been determined by historical spend, rather than on the basis of need or population.

In theory, the total funding for all Boards should be based on an allocation per capita adjusted for rurality and deprivation. An argument could therefore be made that Boards should be asked to produce an action plan which would see them all moving towards a common level of funding.  Unless additional funding was made available, this could require money to be moved from another service.  An alternative perhaps more in line with current devolved management arrangements might be to set and monitor realistic service standards and leave the details of funding these to the NHS Boards.  We suggest that, given the additional funds made available this year, a waiting time target decreasing over time would not be inappropriate.

1.11.2 Efficiency and service redesign

We do not have direct productivity measures for the wheelchair service.  Examining, as a proxy, the range of funds allocated per head with other variations, there is a correlation between the number of chairs issued per active user each year and the funding available, and an even closer correlation between funds and staff per head of population.  Although this does not immediately suggest major inefficiencies within the current system, there are some parts of the service that appear to provide a more acceptable and timely service despite relatively low levels of funding and vice versa.  This suggests some potential for service redesign. For instance, there are some indicators, such as skill mix variation and inefficient infrastructure, which suggest that improvements could be made in staff productivity. The marked variation in levels of repairs between centres could also merit further investigation.

That said, a high proportion of the cost of the service (60%+) is attributable to equipment purchase. We therefore suggest that to make significant and lasting improvement in the current service will require either additional funds for equipment and/or a different way of providing the service such as outlined early in this section. 

1.11.3 Additional funds

As outlined above, it is our view that any major change in equipment provision will need to be linked to additional sources of funding.  It is possible that improved technology may break into the customisation/refurb/modularistaion cycle currently favoured by NHSScotland in providing chairs, but our view is that this is unlikely to be linked to significant cost savings.

We have attempted to cost some of the ‘gaps’ in the current service, with the assistance of service managers.  However, we do not believe that these figures are currently robust enough to appear in the report. We suggest that this work is refined, along with the work on health gain at the end of this section, to produce a ‘menu of costed options, which would allow additional funds to be targeted at the service. The work on health gain carried out as part of this report clearly indicates that there are major health gains to be achieved for relatively modest additional costs when compared to other health investments.  
Joint working

Some studies (e.g. Scamp) have shown that a package of funding from, say, health, DWP, and social care can provide a more appropriate wheelchair for a given individual.  There could well be other service improvements that could be achieved by more joint working between Heath and other agencies. As a minimum, some of the difficulties we heard about could be resolved (e.g., no wheelchair adaptations from the local authority until a wheelchair is delivered but no wheelchair from health unless the house is modified).

1.11.4 Flexible funding packages

Some research has shown that equipment more closely matched to users needs can be funded through a more flexible approach, accessing funds from a mixture of the NHS, DWP, social care, support organisations, charities, insurance, court settlements for injuries and users own pockets.  An approach of this nature could help bridge some funding gaps.

Relatively few service users were supportive of the idea of being issued with vouchers. The voucher scheme sees the NHS 'giving' service users a voucher equivalent to the sum that would have been spent on their individual equipment to be used towards the cost of the equipment the user chooses.  Evidence from England, where this scheme has been implemented, shows mixed success.  The scheme may - not surprisingly - work best in affluent areas where people have money to add to the vouchers, however, there are signs that the concept is gaining in popularity as confidence grows over its application to powered chairs.  

A 'top-up' scheme allows individual users to add their own funds to those of the NHS and obtain the chair they want from the NHS.  Some centres may occasionally operate this system already on an ad hoc basis, in which case choice is restricted to models that the NHS is willing to maintain.

The best approach could be a compromise, where funding from several sources can be used to bridge any gap between the chair the NHS is funded to provide, and that the user wants, presumably in keeping with the professional assessment provided by the public sector.

1.11.5 Leasing schemes

A major constraint to the current service pattern is the lack of funds to purchase higher-priced equipment: standard powered chairs cost approximately £1,000 and a complex version can cost £5,000.  An alternative might be for the NHS to set up a leasing scheme whereby instead of paying the capital cost, the NHS leases the chair, probably from the manufacturer through a central contract (there could be variations on this including the NHS holding the capital centrally).  There would be savings in the early years although the cost of capital might make it more expensive by, say year five.  

However, the income flow would allow a new chair to be issued at say year 5 for no additional cost. Refurbishment of chairs funded in this way would become a thing of the past for the NHS – but there might well be additional costs if the chair is not used for its full lease period, five years in the illustration below.  These arrangements should be invisible to the user.  Information about life expectancy of chairs would be needed for a full assessment of the viability of this concept.

Table 7

	If we currently buy 100 chairs pa @ £1k
	=
	£100,000 capital every year

	5 year cost
	=
	£500,000



	If we lease 
	100
	chairs for 5 years @ £ 250 pa
	=
	£25,000 in year 1

	
	200
	
	=
	£50,000 in year 2

	
	300
	
	=
	£75,000 in year 3

	
	400
	
	=
	£100,000 in year 4

	
	500
	
	=
	£125,000 in year 5

	5 year cost
	=
	£375,000


There are a number of issues here that would need to be clarified and worked through. For example, the above illustration assumes that a third party will fund the original capital purchase and that the NHS will pay 5% interest on this sum.  This may not be a commercially viable proposition for manufacturers or banks/finance companies.

We should therefore emphasise that this is an outline suggestion that will require a substantial amount of investigation to assess its practicality.

1.11.6 Hire purchase schemes

The Motability scheme whereby people with disabilities can use their disability allowance to buy a car through a hire purchase scheme could be replicated in relation to wheelchairs.  This scheme is run by a government-sponsored organisation with close links to motor manufacturers.  The end result is a car modified for a disabled driver, which can be purchased, over a period of several years, for the cost of the disability allowance.  For interest, the scheme also offers cars suitable for wheelchair users, but for additional cost.

Such a scheme could possibly be arranged to allow purchase of a wheelchair through monthly payments, while driving down costs to the user.  It could be attractive to wheelchair manufacturers if they believe that additional or higher priced sales might result. In theory, this could be run in parallel with concepts like the voucher scheme and other flexible funding arrangements.

Assessing health gain

Clearly, many of the possible changes to the service would cost more money.  Can these be justified when the NHS faces many other competing priorities?  Work commissioned as part of this report suggests they can.  We used economic evaluation to show what health benefits could be achieved by spending more money on the services, then applied the same rules as are used by the National Institute for Health and Clinical Excellence (better known as NICE)
.

The key concept in this approach is the quality-adjusted life-year (QALY).  This takes a period of time such as a year of life (or life-year) and weights it by a factor that reflects quality-of-life (hence quality-weighted life-years or quality-adjusted life-years).  The weight is expressed as a number between 1 and 0, where 1 equals full health and 0 is a state that is as bad as being dead (negative states are also possible).  So if a wheelchair improved someone’s quality of life from 0.5 to 0.7 for one year, then that would be a gain of 0.2 QALYs.  If the gain lasted for four years that would be 0.2 * 4 or 0.8 QALYs, and so on.  If a hundred people each gained 0.2 QALYs that would be an overall gain of 100 * 0.2 or 20 QALYs.

A full economic evaluation of a policy or service would involve working out what the change costs (including savings) and comparing this to the additional health benefit measured in QALYs.  The cost-effectiveness of the change is the additional cost per QALY gained.  So if the change that produced 20 QALYs cost £300,000, the additional cost per QALY gained would be £300,000 / 20 = £15,000 per QALY.

A health economics perspective on policy changes was included to weigh the additional costs of a change in priorities against the additional benefits, measured in terms of quality-adjusted life-years (QALYs).  The main data sources were Scottish clinical opinion and a review of published research.

Wheelchairs generally do not make any difference to the length of life so the main challenge is to identify the main utilities, in other words to try to value people’s quality-of-life with and without a wheelchair.  The values obtained from the literature were as follows:

Table 8

	Research study
	Health state

	IHRQoL study
	Manual chair

	
	Powered chair

	Newcastle MS Study
	Intermittent or unilateral constant assistance (cane, crutch, brace) required to walk about 100 meters with or without resting (EDSS state 6)

	EQ5D survey (used in NICE health technology assessments)
	Confined to bed, some problems with self-care and usual activities

	
	As above but with some anxiety/depression

	
	Some problems walking, with self-care and with usual activities


The lack of relevant, generalisable economic research in this field makes estimating the QALY gains of improved access to wheelchair services very uncertain.  The clinicians consulted presented a consistent and coherent picture of the types and numbers of patients who might benefit from reductions in waiting times and improved access to power chairs but the data are lacking to present a definitive QALY calculation based on these insights.  Despite this it is possible to estimate the orders of magnitude involved in reducing waiting times and in improving access to powered chairs.

1.11.7 Reducing waiting times for a standard chair

The situation we have considered is reducing the wait by three months.  Patients with stable disease might be walking with a stick – in the Newcastle MS study in the table above, they might be walking with a stick, valued at 0.49.  With a chair they might get to 0.64.  This is a gain of 0.15 over three months.  The QALY gain is 0.15 * 25% of a year, or 0.037 QALYs.

A more optimistic scenario would be to use the data from the IHRQoL study: in this case with a chair their quality-of-life might rise to 0.70.  This would be a gain of 0.21, and given that this lasts for three months it is equivalent to 0.0053 QALYs.

NICE’s guidance on an acceptable cost per QALY states that up to £20k/QALY is usually acceptable and up to £30k/QALY may be acceptable under certain circumstances.  If NICE are willing to pay at least £20k for a QALY then they should be willing to pay £20k * 0.037 for 0.037 of a QALY.  This comes to £745.  If we use the £30k cut-off instead NICE would be willing to pay £1,118.  If we use the IHRQoL study then all these figures would be about 50% higher.

So even for the less optimistic health gain estimate, by the criteria that are used to set NHS priorities we should be willing to pay at least £745 and maybe up to £1,118 to reduce the wait by three months for one person.  This is equivalent to between £248 and £373 per month of reduction per person.  Under more optimistic assumptions about gain, these figures should be 50% higher.

Table 9

	
	Health Gain from chair

	Reduced Wait
	0.25
	0.15
	0.05

	1 month
	£417
	£248
	£83

	2 months
	£833
	£497
	£167

	3 months
	£1,250
	£745
	£250


Alternative hypotheses could be constructed; for example:

· under the least favourable scenario, people are still able to walk with a stick when they are considered for a chair so the gain is much smaller, possibly in line with the final column of the table above.  However, having earlier access to the chair may allow the person to stay mobile, maintaining social contacts outside the home

· alternatively for some patients who might either suffer from pressure sores or lack of posture support, the gain might be closer to the 0.25 in the third column of the table (or even higher) – the willingness to pay for a waiting time reduction in these cases is correspondingly greater

1.11.8 Reducing waiting time for special seating

This is problematic: for example, one of the benefits described by clinicians in reducing waiting times would be the (unquantified) reduction in risk of pressure sores but further literature searches failed to locate any studies that estimated the consequences of a pressure sore in terms of QALYs.

However, it seems reasonable to suppose that the benefits of reducing the wait for special seating will be at least as great as those estimated for “standard wheelchairs” above.  If the potential benefits are higher, as seems likely, the NHS should be willing to pay more to achieve them.  The costs of reducing the wait may also be high as the services are more specialised.

1.11.9 Improving access to powered chairs

There are two groups of patients to consider.

The first group would have got a standard chair and now get a powered chair.  From the IHRQoL study, the additional benefit is 0.12 per person per year (i.e. 0.82 rather than 0.70).  To illustrate the cost-effectiveness of a powered chair, suppose the person uses a chair (whichever the type) for five years and that powered chairs cost £1000 more than standard chairs with an additional maintenance costs of £500 per year (to really stack the calculation against the powered chair).  Even if the chair is scrapped at this time, the additional cost is £3,500 and 0.6 QALYs are gained so the cost per QALY is £5,833, which is well within acceptable limits
.

The second group might not have got a chair at all.  Supposing that using the same five year timescale as above, they are in state B for two years, state A for two years and state C for one year, where as with the chair they would have stayed in state B.  Even if we assume the same health state for being in a chair as for state B, the expansion still seems cost-effective: the costs are the same as in the example above but now the QALY gain is 1.6 QALYs and the cost per QALY is £2,170.  Again this is well within acceptable limits.

With this level of cost, a powered chair would be a cost-effective alternative to a standard chair so long as it yielded an additional 0.175 QALYs, equivalent to a gain of only 0.035 per year for five years.  This is an extremely modest gain, and it does not include any benefits to the carer who no longer has to push the chair.

1.11.10 Conclusion

The two changes considered, reducing waiting times and greater provision of powered chairs, will both cost more money.  However, the NHS frequently pays out more money for services that offer more health gain.  Even the crude calculations presented here suggest that under reasonable assumptions, these interventions will be highly cost-effective.

1.12 Employability and wider economic gains

Some of service users of working age reported that their ability to get and sustain a job is hampered by their mobility and current wheelchair equipment.  Whilst they constitute a minority within the total service user group, the impacts of facilitating their employment (by providing a chair which is more work-friendly) should not be under-estimated.

Recent work undertaken by Frontline for NHS Greater Glasgow and the Wise Group revealed the profound economic impact of enabling the economically inactive (as a result of ill-health, including mobility difficulties) to achieve sustainable employment:

· reduction in benefits claims – the average reduction in benefits per person securing a job is £5,495 per year; this excludes reductions in housing benefit, tax credits and other benefits as a result of achieving a higher income

· economic output – a previously economically inactive individual securing work in Greater Glasgow generates an additional £25,700 of economic output per year 

Consequently, the potential value of providing a higher specification chair to an individual to enable them to work may well outstrip the additional cost of the chair.

Lessons from elsewhere

As part of the review, we examined models of service elsewhere in the world, to identify good practice and lessons that could be applied in Scotland.  Our discussions with staff and managers of other wheelchair services revealed a range of interesting and potentially instructive experiences, highlighted below.

For example, services in the United States have adopted an off-the-shelf purchase model, to reduce in-house adaptation.  They also have an innovative approach to providing equipment for users with degenerative conditions.  Services in Norway are based on a holistic, human rights based model that joins up social and health care provision to meet the totality of client need.  We discuss the various service models in more detail below.

1.13 England

England does not have a single common model for the delivery of wheelchair services, but a variety of different service configurations across the country.  There are 151 wheelchair services in England, a ratio of 1:300,000 of the population, in comparison with Scotland’s current ratio of 1:1,000,000.  In 2002, the Department of Health, the Modernisation Agency and the Accounts Commission embarked on a project with around one-third of wheelchair services in England and one of the two Welsh centres to look at:

· reducing delays

· maximising efficiency

· ensuring user and carer needs were addressed

· ensuring the outcome of contact with services was an enabling experience, promoting independence

Selected reported improvements were:

· North Bristol – reduced wait for routine assessment from 120 to 50 days

· North Cumbria – reduced maximum wait from referral to assessment for a powered chair from 12 weeks to 6 weeks

· Brighton – reduced the wait from assessment to delivery of a powered chair from 47 days to 4 days

Staff involved in the initiative have suggested that the improvements were achieved through:

· making small changes for example, streamlining processes like collecting and monitoring data

· taking time out to evaluate the use of resources 

· sharing and learning from the experiences of others

The initiative finished in May 2004 and it is not clear how many of the improvements have been sustained, or if any additional improvements have been secured without the concentrated effort of the initiative being brought to bear.

The current situation in England continues to vary from area to area.  The North of England has a ‘super-centre’ in Newcastle for complex cases with smaller regional services dealing with less complex cases.  Yorkshire has multiple centres each covering around 2,000 users; the general perception here is that the ‘localness’ of services is good, but that their ‘smallness’ means that no one has the critical mass of staff to deal with complex cases.

Chailey Heritage is an NHS-based assessment and treatment centre for children and young adults with complex physical disabilities.  Chailey covers a range of services including rehabilitation engineering, clinics and assessment services, a head injury service, respite and outreach services.  Referrals come from consultants and local therapists, with around 300 a year made to the rehabilitation engineering service.  Funding comes from Primary Care Trusts through service level agreements and wheelchairs are then funded through local wheelchair services.

Chailey is a specialist centre for research into children’s postural needs and is able to offer robust assessment, multi-disciplinary working and, continuity for service users.  However, waiting times at Chailey are currently around 5-6 months for assessment, and then a further 4 months ‘post-Chailey’ for the fitting and delivery of equipment.

1.14 Wales

Wales has a single wheelchair service with two centres, one each in the north and south of the country.  There are in addition 3 rehabilitation centres each specialising in a different clinical area.  Repairs, maintenance and refurbishments are contracted out on a 3-year contract basis.  Interestingly, Wales has no eligibility criteria for equipment preferring instead that the individual’s needs are assessed and met, including buying outside of the contract if necessary.

Funding of the service in Wales is at a higher rate per capita with for example, the service in North Wales receiving £3m for 17,000 service users as opposed to the 14.2m Scottish services receive for 100,000 service users.  Waiting lists are however still long, with some users waiting up to 2 years for equipment.  They do however achieve a delivery time of 21 days for standard equipment that does not require the user to be assessed face to face.  There is a PPM programme - annually for powered chairs, but not for manual, as funding would not allow.  Repairs are carried out on a basis of 3 days as standard with a response within 24 hours for emergencies.

Wales has also developed a training programme for OTs, which is about to be accredited by the University of Wales, and all OTs have done at least part of the programme available to them.

Netherlands

Responsibility for provision of wheelchairs and other mobility equipment lies with Local Authorities, with the onus on the person with disability or their carer submitting a written request to their local town hall.  Following an equipment aid assessment, the selection of equipment is made between the authority and the client and the supplier.  There is potentially no restriction on the specification of the chair.  Waiting times from referral to delivery are commonly 4-6 months, but can be up to 1 year.

1.15 Norway

Norway has the most impressive of all the services we looked at.  Their approach is based on the fact that access to assistive technology is seen as a basic right and is provided on the users’ terms.  The service incorporates all assistive technologies from wheelchairs to hearing aids and home adaptations. The service receives about £250,000,000 a year in funding with around £50,000,000 being spent on wheelchair services.  This is for a population size comparable to Scotland.  Norway has a total of 22 centres, 19 of which are in the 19 regions providing solutions to complex needs, with 3 national centres including a vehicle centre and 2 IT centres.  Funding is allocated to the autonomous local centres, but if they have to overspend, more money is made available by Local Health Authorities.

1.16 United States

As with England there are various models of service delivery across the United States.  The main difference between Scotland and the U.S. seems to be that they purchase 98% of their equipment ‘off the shelf’ meaning minimal levels of local customisation, which they have found to be cost-neutral when all factors are taken into account.  The practice in the United States is also to purchase a higher basic specification chair, leading to minimal repair and maintenance costs.  Users with degenerative disease are offered a ‘lend-lease’ service where the chair can be returned if and when needs change.  Re-assessment and renewal of equipment is automatic after 5 years and service users are then allowed to keep the old chair as back up.

PPM is done routinely on all products – annually for manual chairs and 3-monthly for powered chairs.  Equipment is also checked at any patient appointment.

There is a separation of assessment and purchase which enables mobility and seating professionals to act as advocates for the client’s holistic need without reference to eligibility criteria.  However, it must be noted that the insurance-based funding system in which the model operates is considerably different to Scotland’s funding system.

Options, Proposals and Questions 

In other sections of this report we have discussed different approaches to key issues for the service. In this section we have:

· considered the ‘big picture’ – if some of these ideas were put into place, would we change the overall organisation of the service?

· outlined the advantages and disadvantages of any service changes 

· offered alternatives for consultation 

Implementing several of these changes together could constitute a far-reaching programme of change for wheelchair services.  This could not be introduced overnight and so we have, at the end of this section suggested a timetable for change. 

Once the consultation process has allowed us to assess responses to the ideas in this section, we will refine recommendations along with the timetable for presentation to Ministers.

Please note that the numbering of the options that follow is aligned to that in the consultation document and response form, available from NHS Quality Improvement Scotland. Please use the response form if you wish to let us know your views on the future of the wheelchair and special seating service.

1.17 Structuring the Service, making it local

Scotland's five wheelchair centres vary greatly in the size of population they serve and the way in which they operate.  For example, WESTMARC serves Glasgow, most of Forth Valley, Lanarkshire, Argyll and Clyde, Ayrshire and Arran and most of Dumfries and Galloway – a population of over 2.5 million people.  In contrast, Inverness serves the Highlands and most of the Western Isles – this amounts to a population of around 255,000.  The other three wheelchair centres fall somewhere between these two extremes. All centres provide some ‘outreach clinics’: these are visited by centre staff at intervals so that wheelchair users don’t need to travel to the centre so frequently. The review included looking at how wheelchair services are run in other parts of the UK, Europe and further afield; we found no other comparable country where one centre served over 2.5 million people.  Scotland also has fewer wheelchair centres per head of population than any of the countries we looked at.  But Scotland has challenges of geography that few of these countries have – particularly low population density in some areas and the added complication of multiple inhabited islands. As discussed  earlier, local access is a key requirement of service users, but setting up additional centres will be expensive, and may not always give significantly better access given the Scottish geography. Additional outreach services offer another way of providing improved access: this is probably a more practical approach in some areas, but is not without cost and staffing implications.

Although there may be economies of scale from having bigger centres, the evidence gathered for this review suggests that the WESTMARC centre and possibly the centre in Edinburgh that serves a population of 1.5 million could provide a better service if more locally based.  Large centres can have difficulties with repair and delivery response times, more complex data management issues and greater user dissatisfaction arising from the 'emotional distance' a very big service brings. This view is based on a combination of service users’ views, evidence from other countries and performance information such as waiting times, but there will be other contributory causes to the above shortcomings. 

Most tellingly, in our survey, more users complained of poor access to bigger centres. A key challenge for wheelchair services is the need to provide services that minimise the length and complexity of journeys for wheelchair users and their carers. While everyone understands the need to travel for very specialist opinion or treatment, no one wants to travel further than they have to for routine or simple interventions. This concept needs to be central to any action plan to move NHS Scotland's wheelchair service forward.  How might we deliver this?

Option 1A.  Maintain the five centres as at present, but with more outreach clinics.

This option would be the least disruptive and easiest to implement.    It would help address concerns over travel difficulties although clinics would not be able to provide as comprehensive a range of services as the centres.  Additional clinics would have staffing implications with increased travel time from the centres.  (These difficulties might be offset if other options in this paper are pursued, allowing greater concentration of specialist skills on the users who need them most).

Option 1B. 
Increase the number of regional centres, splitting the Glasgow and probably the Edinburgh centre, with additional outreach clinics; less complex cases could be seen locally in outreach clinics with more complex cases being seen in the seven/ eight regional centres

This is a pragmatic option that could deliver most of the benefits of ‘localness’ requested by users in a comparatively short length of time.  Some additional staff would be required, and recruitment to smaller centres might not be straightforward, but less staff time should be taken travelling to outreach centres.

There would be a modest disruption to some parts of the service for a period of time until new centres were established.

Option 1C.
Restructure the service across Scotland to meet user needs, taking account of geographical and demographic patterns, along the lines of some of the models seen in other countries.

Structuring Scotland’s services along the lines of some of the examples we have seen in practice elsewhere, including England and Norway, could result in 15-22 service centres.  This would be a more radical option and would require significant service re-design to implement: the planning, staffing, staff training and resource requirements would be extensive.  This would be a long-term solution with considerable disruption for some time while new centres are established and staff trained.  Given that the service already has problems with recruitment and retention of staff, particularly in the smaller centres, this option could be impractical or difficult to deliver.

This option could be a more practical and sustainable final solution if, as in Norway, a high proportion of service centres were managed by, or in conjunction with local authorities, creating a ‘hub and spoke’ arrangement with specialist NHS centres.  This is very attractive in some ways, giving opportunities for joint working between public sector services in support of users, but would be a very significant change, requiring time and investment to implement.

Option 1D
No change to the current structuring of the service

Which one of these options would you support? – please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:



Impact on service users and carers



Impact on current services



Staffing implications



Practicality



cost

1.18 Making the Service Accountable

NHS Scotland has a fairly comprehensive system for setting standards, monitoring performance and reporting results in public.  These include waiting time guarantees, developing standards for clinical services, and annual performance reviews for Health Boards with the Minister for Health and Community Care.  However, these do not currently apply directly to the wheelchair service.  Inevitably, this means that other services, subject to targets, receive a higher profile within the health service; these are the services that attract a greater investment of effort and resources.  If health service managers were held accountable for the wheelchair service, for example against waiting times or service quality targets, it is likely that the service would receive more attention.  

The review revealed that processes and practice in the service and the public perception of the different centres vary widely across the 5 wheelchair service centres in Scotland.  This variation is across a range of factors: 

· funding levels received from health boards

· input from ‘local’ NHS Boards to the way the service is run by the five centres

· number and mix of staff employed

· number of powered chairs issued

· length of time people wait for assessment, provision of equipment and repairs

· what service users think of the service they receive

In our view, this variation indicates the need for an agreed set of standards for service delivery across Scotland.

At present, data is not collected consistently across the centres and this increases difficulties with comparisons in performance.  In order to monitor performance the service also needs common definitions of waiting times and other matters.  Crucially it also needs a system to record, monitor and report data about standards and service delivery, as well as helping to manage the active case load: the existing system would need to be further developed on a national basis.

How might we address these issues?

Option 2A.  Maintain a regionally managed service, but introduce nationally agreed standards and performance targets to ensure equity of service.  

Each wheelchair centre would continue to have the authority to design a service which meets local needs, provided it also meets nationally agreed performance targets.  Performance measures should be designed with the input of service users, carers and staff, measured regularly and the results reported in public.  In addition wheelchair provision should be included within the waiting times initiative.  This model would enable the service to remain flexible at a local level whilst ensuring accountability to common standards.  National standards could be agreed and the implementation process begun within a year. This should be relatively straightforward.

If this option were to be chosen a more robust system for collecting and analysing information on wheelchair services would be required.  

Option 2B. 
Have a single wheelchair service co-ordinating body for Scotland responsible for all wheelchair centres and funded directly by the Scottish Executive Health Department. 

A single organisation could readily introduce common standards, policies and procedures.   It could help to eliminate the current regional variations in funding for wheelchair services, although no more funds would be available in total as a result of this move: indeed there will be costs associated with a central body.  Withdrawing funds from Boards could put pressure on other services or ‘short-change’ the new organisation.  We have already stressed the importance of making the service as local as possible, and a single organisation would need to be responsive and flexible to local needs.  Other organisations in Scotland already work this way, e.g. the ambulance service. 

Option 2C
No change to the current accountability of the service

Which of these options would you support? – please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:


Impact on service users and carers


Impact on current services


Staffing implications


Practicality


Cost

1.19 Assessment

Our discussions with wheelchair users, carers and service staff revealed a need to re-think how wheelchair use is viewed.  Wheelchair users have a mobility difficulty, which may be long-term, short-term, intermittent or even temporary.  For them and also those who have an illness or progressive condition, their wheelchair allows them to do the things that everyone else takes for granted – working, going to school or college, socialising, shopping, enjoying the outdoors – the things that together constitute social inclusion.  However, current assessments, with an emphasis on clinical need, may not take these things into account.  For example: if a person can walk 10 yards, they are not eligible for a powered chair, even though they may not have the strength to propel a manual chair to the local shop 200 yards away, or cross the road safely; children who can manage in a manual chair in primary school may not be able to propel the chair far enough or fast enough to cope with timetables and activities in secondary school.

In addition, assessment may not include the people who know the user best–carers, community occupational therapist, physiotherapist or nurse.  Consequently, assessment is not based on a full picture of the person and their needs.  Crucially, carers own needs are not currently taken into consideration: for example, the older partner of an older person may be able to push a chair for some distance, but cannot push it up a hill, up and down pavements or over rough ground.  An older carer’s health may also worsen over time, making it more difficult to push the chair.

There is therefore a strong argument for a more holistic approach to assessment. It is important to note however that this would not automatically lead to the prescription of different equipment, while the current financial constraints remain.  

5.3.2. Financial Constraints and Assessment

Currently the team assessing the patient also prescribe equipment.  They do this in line with eligibility criteria, which are drawn up based in part on a consideration of  the funds available.  As a result the assessment process is often perceived as being driven largely by financial constraints, creating mistrust between users and wheelchair professionals.  As discussed above, a new approach to holistic assessment would not lead to different prescriptions unless the funding of the wheelchair service increased.  However, there are benefits in separating the assessment process from financial considerations: this could be achieved by separating assessment from provision.  This would allow professionals to assess the user’s needs in a holistic fashion, recommending a range of chairs that might meet their needs.  Whilst not all of the recommended chairs might be available on the NHS, it would highlight the range of options.  Many users and staff indicated that they would prefer to have a discussion about all the alternatives even if the range available through NHS funding was then constrained.

5.3.3. Assessment of Simple and Complex Needs

Lastly, the majority of people who need a wheelchair are not seen by specialist service staff, because they have less complex mobility needs that can be met without the need for assessment at a wheelchair service centre.   This seems sensible for users, carers and for the service.  However, at present, they are still referred to the service centre in the first place and the majority of referrals for powered chairs, no matter how apparently straightforward, are assessed by service centre staff.

Based on the above assessment issues we suggest the following options:

Option 3.3A
The NHS wheelchair service continues as the sole assessor for wheelchairs and special seating, but with assessment separated from provision of equipment

The existing system is good at sharing out scarce resources and controlling costs.  It ensures that all referrals are screened so that it is unlikely that a complex case is ‘missed’.  Assessment could be carried out independently of equipment provision, with the assessment options discussed with the user and perhaps their carer, including understanding what the NHS would fund, with options for additional flexible funding explored; unmet need could also be clearly identified and recorded.  Although this approach would be relatively straightforward it may represent a lost opportunity for greater improvement.

Option 3.3B
NHS regional centres assess complex cases only, while users with less complex needs are assessed in the community and by community-based professionals, whether employed by the NHS or local authorities

A holistic model of assessment could be used by both the NHS and community services, taking into account all of the mobility-related needs of the user and carer, using a multi-disciplinary team (occupational therapists, physiotherapists, engineers, social workers) as appropriate.  This might mean some additional training for community-based staff, who could be assisted by the introduction of standardised decision flowcharts.  This would be important in determining who was referred on to the specialist wheelchair centres.  This system could cut down waiting times in the community and in specialist centres, as less complex needs could be dealt with involving reduced bureaucracy and the scarce skills of centre staff could be concentrated on complex situations.  We would still recommend separating assessment from prescription, ensuring that a full range of options is discussed between clinician and user.  This approach could deal with a majority of service users.  Over time, links between local outreach clinics, local authorities and others could be extended further.  This would be a more complex change but should deliver greater long-term benefits.

Option 3.3C
No change to the current assessment process.

Which of these options would you support? – please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:


Impact on service users and carers


Impact on current services


Staffing implications


Practicality


Cost

5.3.4. Follow up and Re-assessment

At present, there is unlikely to be a regular review of wheelchair users needs, even when it can be predicted that these are likely to change over time.  This means that if children outgrow their chair, or if people with a condition such as multiple sclerosis find their mobility needs have changed, they may go through the whole assessment and provision cycle again, possibly  experiencing long waiting times and the same difficulties that waiting brings.

Most wheelchair users do not need to be re-assessed on a regular basis; an annual letter, offering them the opportunity to be re-assessed if they wish, would suffice.  However, children and those with degenerative conditions, such as multiple sclerosis, motor neurone disease or muscular dystrophy, need be re-assessed regularly.  The frequency of re-assessment will depend on their individual situation.  

Option 3.4A
The initial assessment process should include a date for the next planned assessment or contact for the wheelchair user and this should be based on that individual’s own situation.  The wheelchair service – or community-based staff – should take responsibility for ensuring that this happens.

Option 3.4B
No change to the current follow-up and reassessment process

Which one of these options would you support? – please complete the appropriate section of the response form

When considering the options you may wish to think about the following as a minimum:


Impact on service users and carers


Impact on current services


Staffing implications


Practicality




Cost

5.4. Provision of Equipment

As with assessment, provision of chairs is currently solely the responsibility of the NHS wheelchair centres.  The NHS assesses need, purchases the chair from the manufacturer, modifies it if necessary and then supplies it to the wheelchair user; in relation to provision of equipment, the wheelchair service is a kind of ‘middle man’.  It could be argued that the practice of having the same service and the same people assessing need and determining provision is not conducive to full and open assessment, given that the individual’s full needs may not necessarily be met through NHS provision. 

Choice is an important issue for service users. However repair and maintenance issues become more complex as the range of chairs in service expands. The skills and training required increase, as does the range of parts needed to carry out repairs.

Over time the service has developed a cycle whereby it purchases standardised chairs.  These can then be refurbished to a high standard for subsequent users, thus reducing total costs.  However recycling is not popular with users and can lead to delays.

The issue of waiting has been a theme throughout this review.  Yet there are other providers who may be able to help reduce waiting times: is it appropriate for the NHS to provide all wheelchairs?

Option 4A.  The NHS continues to provide all wheelchairs following assessment.  

The current system is good at making the most of scarce funding, as it provides bulk purchasing power on a limited range of chairs. This further reduces costs by limiting the complexity of maintenance and repairs.  The NHS also saves money by refurbishing chairs, which would be more difficult if there were a greater range of models.  Thus, while standardisation saves money it does mean a limited choice of chairs.

The NHS could improve user satisfaction if it provided a wider range of chairs.  This would involve some cost increase, limit the role of NHS workshops, but retain NHS bulk purchasing power.

Option 4B.  Provision of wheelchairs is devolved to a multiplicity of providers, including the NHS where appropriate (for example for very complex provision)

This option introduces an element of competition that should reduce waiting times and may improve the choices available to users.  Providers might include high street retailers for basic chairs, allowing users to obtain their chair locally or have it delivered to their home.  Competition may also improve the choice of models available to users however it is unlikely to increase the functionality of chairs available unless funding is increased.

The current system of bulk purchasing allows for significant economies of scale, which would inevitably be lost if supply was spread across multiple contracts. Although this effect could be mitigated in part if, for example, one large, national high street retailer bulk purchased basic chairs, given the need for such a retailer to make a profit, this option is likely to increase costs.

An increased range of models and manufacturers will also make repairs and maintenance more complex, further adding to cost and possibly contributing to delays. 

Option 4C
No change to the current method of providing equipment

Which of these options would you support?  - please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:



Impact on service users and carers



Impact on current services



Staffing implications



Practicality



Cost

5.5. Maintenance of Equipment

5.5.1. Repairs and maintenance

All maintenance/repairs of equipment issued by the NHS is presently carried out by the NHS wheelchair service.  In most centres , this is done on a reactive basis only.  In other words, equipment is not routinely maintained or serviced, it is only repaired when a fault develops and is reported.  There is no facility to have a chair repaired 'out of hours' (after 5 pm, at weekends or on public holidays), regardless of how urgent the situation is.  

Sometimes repairs are done by a 'mobile technician' who comes out from the wheelchair centre to the users home or school or, on occasion, minor repairs like tyre punctures are done by local garages or bike shops.  However most repairs are carried out at the wheelchair centre.   Users are concerned that when the chair has to be taken away for repair, the NHS often fails to offer a replacement chair.  This restricts people from getting to work, to school, socialising or shopping until the chair is repaired and returned.  Even if another chair is available, it often fails to offer the same comfort, support and functions.

Some parts of the NHS are now running a planned preventive maintenance service with an officer visiting the user to check their chair.  This is an investment that studies have shown to be, if not cost neutral, a modest cost increase, bearing in mind the expected reduction in breakdowns and therefore repairs.

As the NHS currently buys a high proportion of standard chairs, maintenance of equipment is more straightforward.  A wider range of wheelchairs will increase the challenges of any maintenance service with an increased variety of spare parts and skills being required.  Improvements in technology may reduce the maintenance workload.

There are perhaps other organisations, in some respects better placed to provide a breakdown service than the NHS.  National organisations that deal with car breakdowns for example, might be able to extend their services to repair faulty wheelchairs.

Option 5A.  The wheelchair centres continue to run the maintenance and repairs system, but with a programme of planned preventative maintenance (PPM) introduced in all centres.

NHS staff are keen to introduce a PPM system.  This would cost more, at least initially, but the reduction in repairs costs would offset this to an extent.  There are benefits to users from a regular contact with the service: perhaps minor adjustments or advice.  The PPM service could potentially be extended to cover call-outs in the case of breakdown.  

Option 5B.  NHS contracts out all minor repairs to accredited local providers, for example, car garages and bike repair shops.  This could be combined with a PPM being run by wheelchair centres.

This option would allow for most minor repairs to be done locally, and because of that, quickly.  However repairs would be minor only: e.g. puncture repair and brake adjustments.  Local repair outlets could not be expected to carry a stock of wheelchair specific replacement parts and therefore repairs requiring these would need to be carried out by wheelchair centres.  This option could be carried out in addition to PPM.

Option 5C.  The entire maintenance and repairs service is contracted out to external providers.

Response and return times could be improved through the contracting system and could potentially include a 24-hour response service for very urgent circumstances, for example, older people living alone who are bed-bound or house-bound without their wheelchair.  The costs of such a system are difficult to assess and would ultimately require a detailed specification and competitive tendering.  However we can assume that there will be a significant price tag attached, offset by savings in NHS workshops. It is important to understand that there will still be some repairs which cannot be dealt with at the user’s home, and these chairs will presumably still need to be removed to a workshop for rectification.  The more diverse the range of chairs to be maintained, the more likely this might be.  NHS staff would need to monitor a quality control system for such a service.  

Option 5D
No change to the current method of maintaining equipment

Which of these options would you support? - please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:



Impact on service users and carers



Impact on current services



Staffing implications



Practicality



Cost

5.6. Gap Analysis of Equipment Provision

Many of the changes discussed in this paper could lead to improvements in the service currently offered, potentially giving faster responses, clearer assessments, easier access and more choice.  However, broadly speaking, the equipment provided is not likely to change significantly unless additional funding is made available.  Unless the criteria currently used to determine what type of chair is prescribed are abolished, or relaxed, entitlement to equipment will not improve.

We have consulted with a wide range of users, carers and service providers and conclude that the following areas of wheelchair and special seating have major gaps in provision. 

Children – equipment needs change as they grow and who need new chairs and special seating more frequently than most users

Young adults – face similar difficulties to children, with the additional challenge of a reduced range of services available to them as adults.

People with progressive disease – two particular needs are not currently being addressed:  First the need for new equipment as needs change; second, powered chairs are not routinely prescribed for this group where there is self-mobility, even thought this may vary from day to day

People with limited functional mobility – if an individual can move around their own home, using furniture, sticks or a walking frame for support they do not currently qualify for a powered chair.  Furthermore to obtain for a chair for outdoor use, the person must first qualify for an indoor powered chair: outdoor chairs are not directly prescribed.

Carers – carers may face challenges due to their age, health, living environment or geographical location. Carers needs should be included when assessing the needs of the wheelchair user and may drive the prescription of a power-assisted chair. 

The terminally ill – long waiting times for assessment and provision of equipment mean that it is difficult for the service to make a timely response to these individuals’ very immediate and short-term needs.

Those with temporary disability – for example, broken legs, face similar difficulties to those with terminal illness

The analysis has also identified more generic gaps, which are dealt with in the report including:

· Assessment is not felt to be holistic, including for those with severe communication difficulties and/ or challenging behaviour, where the main carer may need to be fully involved

· Service delivery is seen as slow and remote

· The service is not perceived as customer driven

Do you agree that these are the key gaps?

Are there any additional gaps?

5.7. Staffing

The wheelchair service finds it difficult to recruit staff at present, while existing staff find few opportunities to undertake further training or to progress their careers. Many staff in the service are demoralised and frustrated by delivering a service that can fail to meet users needs, or may not do so in a reasonable timeframe.  The numbers of staff employed in the service and the skill-mix of staff vary widely from centre to centre.  In some centres senior medical staff are centrally involved in the assessment process - particularly for powered chairs - in others the whole process is managed by bio-engineers and therapists, who involve medical staff in small number of cases that require specialist advice. 

For those working in the field of rehabilitation there are very few courses established to provide training in wheelchair and seating provision.

Option 7.1A
NHS Education for Scotland should conduct a training needs analysis for wheelchair services.

This could include the needs of community staff who may be empowered to prescribe ‘basic’ chairs, the needs of those staff who may wish to work in the wheelchair service for a short time – six months up to two years – and for those who wish to move their career forward within the wheelchair service.  Courses to meet these needs should then be commissioned and funded.

Option 7.1.B
 No change to the current staff training opportunities.

Which of these options would you support? - please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:



Impact on service users and carers



Impact on current services



Staffing implications



Practicality



Cost

Option 7.2.A
Staffing of wheelchair centres and outreach clinics should be based on national agreement about staffing and skill-mix levels, but should be flexible enough to allow local recruitment and staff mix.  The skills of medical staff should be reserved for those individuals who need complex or additional clinical intervention.

Option 7.2.B
No change to the current staffing skill mix.

Which of these options would you support? - please complete the appropriate section of the response form.

When considering the options you may wish to think about the following as a minimum:



Impact on service users and carers



Impact on current services



Staffing implications



Practicality



Cost

5.8. Funding

Whilst some of the options considered in this paper will not cost more money to implement, others, such as providing more powered chairs, will.  However, our analysis of the 'health gain' to be achieved from improving the wheelchair service suggests that these costs are low in comparison with the 'health gain' achieved from other treatments and interventions services that the NHS funds.  There may be financial savings to be made from providing people with the equipment they need in a reasonable timeframe.  For example, getting people back to work would lead to a reduction in benefit claims and increased economic output.  However, there is still a decision to be made about the price that society is willing to bear for measures that simply improve people's quality of life.  'Social Inclusion' - enabling as many people as possible to participate and contribute fully to all aspects of society - is a much vaunted aim and people with mobility difficulty are helped or hindered in this by the service and equipment they have access to.
There are several ways in which this extra cost might be supported and as mentioned in the introduction to the paper, the recommendations eventually made, will as far as is possible with the data available, be costed before being presented to the Minister for Health.  

5.8.1. Flexible Funding 

Many of the ideas outlined in this paper will need additional funding if they are  to be delivered. It could be argued that the more alternative methods of attracting extra money, the faster improvements will be delivered. A framework of flexible funding that allows financial support from a variety of sources could therefore be valuable.

The voucher system in use in England did not gain much support from the service users or staff who participated in this review and it has found mixed success in England.  Being given a voucher to the value of whatever the NHS would have spent, towards private purchase of a chair, still means the user has to find the rest of the money.  If they do not have money to add, vouchers are of no use.  If they do have money to add, the feeling was that the NHS would be contributing to the creation of a two-tier system, where those with money receive a wider choice of equipment than those without.  In addition, the bulk-buying power of the NHS would not apply to private purchase and so the voucher would be worth less in real terms.

There was some support for a ‘top-up’ facility, which allowed users to add to their funding to obtain a different chair from the NHS. Although this again only benefits those people who can find extra money, it does offer more alternatives. 

It seems anomalous that although much of the need for wheelchairs is not health or ill-health, the entire cost is borne by the NHS; it could be argued that social services, education, housing and the Department of Work and Pensions could all have a role to play in ensuring mobility needs are met, or at least funded.  Applying a joined-up model of funding from a number of different agencies may be a way to secure additional funding for the service, whilst maintaining bulk purchasing power.

Would you support this method of funding?

5.8.2. Leasing Schemes

In order to offset the cost of providing a wider choice of complex equipment, the NHS could set up a leasing scheme whereby equipment is leased by the NHS from manufacturers, with new chairs being replaced after an agreed period, for example, 5 years.  This would end the practice of repeated refurbishment and re-issue of chairs, a practice that uses a sizeable amount of NHS staff time and resources and can cause delays, but may well save money.

Would you support this method of funding?

5.8.3. Hire Purchase 

A scheme like Motability (which currently provides cars for disabled people) could be developed for wheelchairs, either as an extension of an existing scheme or as a new scheme.  The user pays (or has paid for them from their benefit allowance) a set amount every month towards equipment and when the agreed term is at an end, the equipment can be retained or a new agreement entered into.

Would you support this method of funding?

5.9. Timetable

This project has considered a number of substantial changes to the service: these could not be carried out overnight.  We have, therefore, considered prioritisation as set out below. This will be updated following consultation, dependent on recommendations made.

Table 9

	Issue
	Responsibility
	Timetable

	Review location of centres and outreach services
	SEHD with stakeholder group and local authorities
	Year 1

	Set standards and begin monitoring process
	SEHD with stakeholder group
	Year 1

	Develop information to support the above
	SEHD and Health Boards
	Year 1-2

	Implement changes in assessment model
	Health Boards with stakeholder group ( and local authorities)
	Year 1-2

	Review maintenance options
	SEHD and Health Boards with stakeholder group
	Year 1

	Action the above
	SEHD and Health Boards
	Year 2-3

	Implement changes in equipment provision pathway
	SEHD and Health Boards
	Year 1-3

	Review staff training and skill mix
	Health Boards
	Year 1

	Develop and implement  plan to deliver the above
	Health Boards and local authorities
	Year 2-3

	Review funding options 
	SEHD and Health Boards
	Year 1

	Action the above
	SEHD and Health Boards
	Year 2-3


Frontline Consultants

October 2005

 





� EMBED Excel.Sheet.8  ���





� EMBED Excel.Sheet.8  ���








� NICE has a remit to advise the NHS in England and Wales but its recommendations on health technologies are generally accepted by Quality Improvement Scotland and issued as guidance to the NHS in Scotland as well.


� Discounting to present values only makes a small difference to the calculation.
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								App and AL		1996-97		Allocation		Allocation		fall				MARS		TORT		Edinburgh		Westmarc		Highland

								£k		£k		£k		£k		£k				£k		£k		£k		£k		£k

		NHS Board

		Ayrshire & Arran*						1053		744.6666666667		1117		1,105		12										1,105

		Argyll & Clyde						1140		889.2		1334		1,271		63										1,271

		Borders						318		112		168		168		0								168

		Dumfries & Galloway						448		302		453		385		68										385
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		Highland*						602		469.56		704		553		151												553

		Lanarkshire						1461		1317.2		1976		1,943		33										1,943

		Lothian*						1998		1558.44		2338		1,546		792						23		1,314		209

		Orkney						57		44.46		67		58		9				58

		Shetland*						68		53.04		80		50		30				50

		Tayside*						1303		1016.34		1525		1,185		340						1,140				45

		Western Isles*						57		44.46		67		?		?												?

												16607		14,129		2,411				1,026		1,185		2,112		9,284		522

		*Scottish Executive allocation estimated, using 1996-97 Artificial Limb and Appliance allocation as a basis.
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		SUMMARY OF HEALTH BOARD SPEND BY CENTRE

		2004-2005 Allocation

								Scottish		S Exec		Scottish		Total		Apparent

								Exec		allocation		Exec		Board		Short				Allocation across providers

								App and AL		1996-97		Allocation		Allocation		fall				MARS		TORT		Edinburgh		Westmarc		Highland

								£k		£k		£k		£k		£k				£k		£k		£k		£k		£k

		Health Board

		Ayrshire & Arran*						1053		744.6666666667		1117		1,105		12										1,105

		Argyll & Clyde						1140		889.2		1334		1,271		63										1,271

		Borders						318		112		168		168		0								168

		Dumfries & Galloway						448		302		453		385		68										385

		Fife						930		450.3333333333		676		652		24						22		630

		Forth Valley						733		647.3333333333		971		805		166										805

		Greater Glasgow						2718		2367.6666666667		3552		3,521		31										3,521

		Grampian*						1352		1054.56		1582		887		695				918								(31)

		Highland*						602		469.56		704		553		151												553

		Lanarkshire						1461		1317.2		1976		1,943		33										1,943

		Lothian*						1998		1558.44		2338		1,546		792						23		1,314		209

		Orkney						57		44.46		67		58		9				58

		Shetland*						68		53.04		80		50		30				50

		Tayside*						1303		1016.34		1525		1,185		340						1,140				45

		Western Isles*						57		44.46		67		?		?												?

												16607		14,129		2,411				1,026		1,185		2,112		9,284		522

		*Scottish Executive allocation estimated, using 1996-97 Artificial Limb and Appliance allocation as a basis.
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