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Introduction

Demand for wheelchairs and special seating is increasing and will continue to rise for the foreseeable future.  Increased demand is coming from a range of medical advances and demographic changes.  For instance, people with long-term conditions such as multiple sclerosis and muscular dystrophy are living longer; more people with complex needs, who 40 years ago would be living in institutions, are now living in the community; our population is ageing; levels of obesity are increasing; more premature babies are surviving, some of whom have disabilities; more people are surviving traumas such as road accidents, but then live with long term disabilities; life expectancies for people with spinal injuries are increasing.  

At the same time, wheelchair technology is improving constantly.  We now see chairs that can climb stairs, raise people up to eye level or allow them to stand supported; lightweight chairs; chairs that can cross uneven ground, sand and grass; chairs that have varying levels of power assistance 'on tap' depending on users' abilities; chairs that can tilt to different positions depending on users' needs; robot chairs that can be controlled by voice or facial expression. There is also a much wider range of chairs that just look and feel better to the user.  The majority of these are not available on the NHS, due to a variety of factors including restricted funding.

Services in Scotland are currently provided from five service centres, where all referrals for wheelchairs and special seating are received. These are then assessed, sometimes needing the individual concerned to visit the central clinic or a local outreach clinic. A wheelchair is then prescribed and provided, in accordance with eligibility criteria, usually via the centre’s workshop. The workshops also carry out repairs and refurbishments. Both staff and users are concerned that the current service can be subject to long delays, and that the eligibility criteria are too restrictive, being used to ration resources.

Despite several reports since 1982
 regarding the failings of the NHS wheelchair service, users, carers and staff alike feel they have resulted in only limited improvements in the service. 

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 Minister for Health and Community Care responded by funding this review of the service and by providing additional interim funding of £1.9 million to address some of the immediate waiting times issues in financial year 2005/2006.

Frontline were commissioned to undertake the review: this consultation document summarises findings so far and we are now inviting public comment. A final report and findings will be submitted to the Minister in March 2006. 

The purpose of the review is to examine user needs and current service provision, and provide recommendations for the development of the service to meet future need and demand. 

The review has several components:

1. Gathering the views and experiences of service users and carers through a series of regional and local meetings, a widely distributed questionnaire and one-to-one interviews.
2. Reviewing how the NHSScotland wheelchair centres deliver the service.
3. Exploring relevant trends in technology, medicine and demographics. 
4. Identifying key issues for the service and presenting these at a national conference.
5. Developing future alternatives, to be explored through this consultation.
6. Once consultation is complete in January 2006, analysing responses. A final report, with recommendations and conclusions, will be submitted to Ministers.
Steps 1-4 were carried out between June and September 2005.  The information and options that follow, form step 5 of the review.  Following this consultation, a report will be published by NHS QIS at the end of March 2006.  The final report will include information on the funding implications of any recommendations made.

There are eight sections to this consultation paper.  Each has a short introductory paragraph explaining the issue, followed by options. Following this consultation, these options will be distilled into clear recommendations before the report is published. We are asking you to tell us which options you would prefer.
A form for your responses is included with this consultation paper which you should return to the following address:
Doreen Pedlar

NHS Quality Improvement Scotland

FREEPOST NAT 19799
Glasgow

G1 2BR
1 Structuring the Service, Making it Local

Scotland currently has five wheelchair centres at the following locations:
Aberdeen - MARS (Mobility and Rehabilitation Service)

Inverness Wheelchair Centre

Dundee - TORT (Tayside Orthopaedic and Rehabilitation Technology Centre)

Glasgow - WESTMARC (West of Scotland Mobility and Rehabilitation Centre)

Edinburgh Mobility Centre

These five centres vary greatly in the size of population they serve and in 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 do not 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.  

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 (serving a population of 1.5 million) could provide a more acceptable service if more locally based, either through establishing more centres or additional outreach clinics.  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. However, smaller centres can have problems too, for example, having an adequate range of spare parts or attracting and retaining staff.  This view is based on service users’ views, visits to Scottish centres, evidence from other countries and performance information provided by the Rehabilitation Technology Information Service  (ReTIS). ReTIS is jointly funded by all Scottish NHS Boards to provide an information service in the field of rehabilitation technology.
Most tellingly, in our survey, many users complained of the complex journeys involved in accessing the bigger centres. A key challenge for wheelchair services is the need to provide access arrangements 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 NHSScotland's wheelchair service forward.  
The specifics of how larger centres could be split and outreach clinics established could be decided through consultation with local users, carers, the service and NHS Boards. The aim would be to provide local access to areas with a sufficient population. 

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 are 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 enclosed 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.
2 Making the Service Accountable

NHSScotland 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 NHS 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 become higher profile and receive a greater investment of effort and resources.  If health service managers were held accountable for the wheelchair service, for example against published 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 public perception of the different centres vary widely across the five wheelchair service centres in Scotland.  This variation is across a range of factors: 

· funding levels 

· input from 'local' NHS Boards to the way the service is run by the five centres
· number and mix of staff employed

· proportion of powered chairs issued

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

· what service users and their carers 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 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 reduce regional variation and make the service more accountable?

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 met local needs, provided it also delivered nationally agreed performance targets.  In situations where any particular NHS Board does not have a centre within its boundaries, it would have a role in ensuring that its service users receive an acceptable standard of service through the negotiation of service level agreements with the host Board. Performance measures should be designed with the input of service users, carers and staff, measured regularly with the results reported in public.  In addition wheelchair provision should be included within the national 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, eg the ambulance service.
Option 2C
No change to the current accountability of the service.

Which one of these options would you support? - please complete the appropriate section of the enclosed 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.
3 Assessment

3.1 Holistic 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 a 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 – carer, community occupational therapist, physiotherapist or nurse.  Consequently, assessment may not be based on a full picture of the person and all of their needs.  Crucially, carers own needs are not routinely 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 however to note that this would not automatically lead to the prescription of different equipment while the current financial restraints remain.   

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 the funds available. As a result the assessment process is often perceived as being driven largely by financial constraints, creating mistrust between users, carers 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 need.  Whilst not all of the recommended chairs might be available on the NHS, it would highlight the range of options.  Many users, carers 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.

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 requirement 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’. Assessments could be carried out independently of equipment provision, with the assessment options discussed with the user and their carer, including understanding what the NHS would fund, with options for additional flexible funding explored; unmet need would 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
The 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 
by 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 longer-term benefits.
Option 3.3C
   No change to the current assessment process.

Which one of these options would you support? - please complete the appropriate section of the enclosed 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.
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3.4 Follow up and Reassessment

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 over time, they may go through the whole assessment and provision cycle again.  They may experience the same waiting times as before, and the same difficulties that waiting brings.

Most wheelchair users do not need to be reassessed on a regular basis; an annual letter, offering them the opportunity to be reassessed if they wish, would suffice and this should become standard practice. However, children and those with degenerative conditions such as multiple sclerosis, motor neurone disease or muscular dystrophy, need be reassessed regularly.  The frequency of reassessment 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 enclosed 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.
4 Provision of Equipment

As with assessment, provision of chairs is currently the sole 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 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 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.  

This current system is good at making the most of scarce funding, as it provides bulk purchasing power albeit 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. 

Providers might include high street retailers for basic chairs, so that users could 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 probably be reduced 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 one of these options would you support? - please complete the appropriate section of the enclosed 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 Maintenance of Equipment

All maintenance/repair 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 5pm, at weekends or on public holidays), regardless of how urgent the situation is.  
Sometimes repairs are performed 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 carried out by local garages or bicycle shops. However most repairs are carried out at the wheelchair centre. Users are concerned that when the wheelchair 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 and 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 who deal with car breakdowns for example, might be able to extend their services to repair faulty wheelchairs.

How might we deliver a better maintenance service?

Option 5A
The wheelchair centres continue to run the maintenance and 
repair system, but with a programme of planned preventive 
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 that would result from maintaining chairs would offset that 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, garages and bicycle repair shops.  This could be 
combined with PPM run by wheelchair centres.

This option would allow for most minor repairs to be carried out locally, and because of that, quickly.  However, repairs would be minor only: eg 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 repair 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 one of these options would you support? - please complete the appropriate section of the enclosed 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.
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 significantly change for the better 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 some 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 they 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; secondly, powered chairs are not routinely prescribed for this group where there is self-mobility, even though 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 for indoor use. Furthermore, in order to obtain 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 elsewhere 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 needs 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?
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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 to 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 the 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 7.1B
No change to the current staff training opportunities.

Which one of these options would you support? - please complete the appropriate section of the enclosed 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 7.2A
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 7.2B
No change to the current staffing skill mix.

Which one of these options would you support? - please complete the appropriate section of the enclosed 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.
8 Funding

Whilst some of the options presented 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.  It should be noted here that a 'basic' chair, of the kind that forms the vast bulk of current provision, costs around £125 to buy.  This is considerably less than the cost of three months supply of prescription medication for many common medical conditions and around 1/40th of the cost of a heart bypass operation.

There may be financial savings to be made across the public sector by 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 pay for measures that improve people's quality of life and reduce social isolation.  '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 to which they have access.
There are several ways in which extra cost might be supported and, as mentioned in the introduction, the recommendations eventually made will, as far as is possible with the data available, be costed before being presented to the Minister for Health and Community Care. A combination of some or all of the ideas outlined below could be implemented.
8.1 Flexible Funding 

The voucher system in use in England gained mixed support from the service users and staff who participated in this review, with some feeling it would create a two-tier system; it has found varying success in England, although there are signs that use is increasing as knowledge of and confidence in the system grows. Users are able to take a voucher equivalent to the sum of money the NHS would have spent on their chair, and use it towards the cost of a chair purchased privately.  This is useful to those who can or wish to purchase privately and although the bulk-buy discount of the NHS is lost, no VAT is paid.

There was some support for a ‘top-up’ facility, where the NHS purchases the chair with the user 'topping-up' the financial difference between the chair the NHS would have bought and the one the user wishes to purchase.  This has the benefit of retaining the NHS discount, but again is restricted to those who can access additional funds. 

It seems anomalous that although much of the need for wheelchairs is not due to 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?

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 through manufacturers, with new chairs being replaced after an agreed period, for example, five 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?

8.3 Hire Purchase 

A scheme like Motability (which currently provides cars for disabled people) could be developed for wheelchairs.  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?
[image: image7.emf]
Thank you for your interest in this report.

Please take the time to record your response to these options 
on the paper enclosed, as we do value your comments. You can view the results of this consultation at www.show.scot.nhs.uk, following publication of the final report in March 2006






This consultation paper summarises a review of the current state of wheelchair services in Scotland and sets out options for change that have been identified in consultation with users, carers and service providers
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