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The Accounts Commission

The Accounts Commission is a statutory, independent body which, through the audit process, assists
local authorities in Scotland to achieve the highest standards of financial stewardship and the
economic, efficient and effective use of their resources. The Commission has five main responsibilities:

» securing the external audit

» following up issues of concern identified through the audit, to ensure satisfactory resolutions

* reviewing the management arrangements which audited bodies have in place to achieve value
for money

» carrying out national value for money studies to improve economy, efficiency and effectiveness
in local government

» issuing an annual direction to local authorities which sets out the range of performance
information they are required to publish.

The Commission secures the audit of 32 councils and 34 joint boards (including police and fire
services). Local authorities spend over £9 billion of public funds a year.

Auditor General for Scotland
The Auditor General for Scotland is the Parliament’s watchdog for ensuring propriety and value for
money in the spending of public funds.

He is responsible for investigating whether public spending bodies achieve the best possible value for
money and adhere to the highest standards of financial management.

He is independent and not subject to the control of any member of the Scottish Executive or
the Parliament.

The Auditor General is responsible for securing the audit of the Scottish Executive and most other
public sector bodies except local authorities and fire and police boards.

The following bodies fall within the remit of the Auditor General:

departments of the Scottish Executive eg, the Health Department
executive agencies eg, the Prison Service, Historic Scotland

NHS boards

further education colleges

Scottish Water

NDPBs and others eg, Scottish Enterprise.
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Community equipment and adaptations are an important part
of an integrated community care service.




Background

1.1 Community equipment and
adaptations are an important part of
an integrated community care
service. They support people with a
wide range of needs to live in their
own homes and can enhance the
quality of people’s lives. They can
reduce demands on other health and
social care services by preventing
unnecessary admissions to hospital;
speeding up discharge arrangements
from hospital; and reducing or
eliminating the need for other
community care services.

1.2 No national figures are available
for overall expenditure by councils

or the NHS on equipment and
adaptations. We estimate that
council social work services spent
approximately £30 million on
community equipment gnd minor
adaptations in 2001/02. It has not
been possible to estimate total
national expenditure because of gaps
in councils’ housing services
information and NHS information.
Nevertheless, it is clear that expenditure
on these services is significant.

1.3 Nationally, the demand for
equipment and adaptations is likely
to grow:

e About a third of households in
Scotland contain at least one
person with a long-term iliness,
health problem or disability.
One in three adults with such
difficulties have equipmen'g or
adaptations to their home.

GRO Scotland 2001 census.

Last on the list, Beardshaw V, 1988.
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e The need for community
equipment and adaptations rises
with age and, from 2002 to 2027,
the number of people aged over
65 in Scotland is due to rise by
46%, from381 2,000 to almost
1.2 million.

1.4 Responsibility for providing
community equipment and adaptations
is split between councils (both social
work and housing functions) and the
NHS (both the acute and primary
care sectors). Councils provide
adaptations to housing, and community
equipgnent that meets a social care
need. The NHS is responsible for
providing community equipment to
meet a nursing need within the
home setting. But, in practice, these
divisions are not clear and this
affects service delivery. Voluntary
organisations and registered social
landlords (RSLs) also provide
equipment and adaptations, but are
not within the remit of this study.

1.5 The fragmented structure and
high volume of players contribute
to the view that: “equipment
supply is the single most confused
area of community care service
provision, with adapz‘at/ong being
particularly complicated.”

The policy environment

1.6 Community equipment and
adaptation services operate within a
complex and changing policy
environment (Exhibit 1 overleaf).

It was not possible to estimate the amount spent on major adaptations.
Scotland’s People: Results from the 2003 Scottish Household Survey, Annual Report, Scottish Executive, 2004.
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1.7 We carried out our fieldwork
during a period of change when
organisations were putting in place
systems for improving joint

working between councils and NHS
bodies. This means that community
equipment and adaptation services
may have progressed and developed
since the time of our audit.
However, our recommendations are
wide-ranging and still relevant.

1.8 The Scottish Executive
established a Strategy Forum for
community equipment and
adaptations in response to the
report of the Joint Future Group.7
The Forum has issued a report
offering a strategic vision about how
these services should

be provided and outlirges a number
of recommendations.

Study scope

1.9 For the purposes of this study
we defined ‘community equipment’
as equipment that provides help
towards daily living or meets a home
nursing need. The definition includes
home nursing equipment because of
people with increasingly ccgmplex
care needs living at home.” Some
examples of simple and inexpensive
items of community equipment are
raised toilet seats, kitchen trolleys,
commodes, and urine bottles.
Examples of more complex and
costly items falling within our
definition are hoists, profile beds and
pressure relieving mattresses, and
powered bathing equipment.

Chronically Sick and Disabled Persons (Scotland) Act 1972; Housing (Scotland) Act 1987, Part 8; National Health Service (Scotland) Act 1978.

NHS (Scotland) Act 1978 s.13; NHS Memorandum 1976 (GEN) 90 and Joint Circular: SDD 40/1985 — NHS 1985 (GEN) 33 — SWSG 17/1985.
Community Care: A Joint Future. A report by the Joint Future Group, Scottish Executive, 2000.
Equipped for inclusion. Report of the Strategy Forum: equipment and adaptations, Scottish Executive, 2003.

For previous definitions that excluded home nursing equipment see How to get equipment for disability, Mandelstam M, 1990.
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Exhibit 1

Examples of the changing policy environment affecting community equipment and adaptations

10 Reflected, for example, in Modernising Community Care, 1998, Our National Health: A Plan for Action, A Plan for Change, 2000, and Community Care:
A Joint Future. A report by the Joint Future Group, 2000.



1.10 Adaptations can be categorised
into two main groups:

e Minor adaptations, which are
non-structural and temporary —
that is, they can easily be removed
from the property, such as external
grab-rails and removable ramps.

e Major adaptations, which involve
permanent changes to the structure
of a person’s home, such as
widening doors for wheelchair
access, installation of a
through-floor lift or having an
extension added to the property.

1.11 Our study does not cover
wheelchair services; sensory
impairment services; orthotics;
prosthetics; continence advice; hospital
ward-based equipment; or equipment
and adaptations relating to education
and employment. However, many of
the recommendations emerging from
the study are transferable to these
other services, particularly those on
joint working.

Study approach

1.12 \We collected management, activity
and financial data from NHS bodies
and councils’ social work and housing
services. Most of the findings iqwthis
report are based on 29 housing and
28 social work council services, and
20 NHS trusts (13 primary care” and
7 acute) that participated in the study.

1.13 We asked councils and NHS
trusts about the community equipment
and adaptation partnerships they are
formally involved with. A total of

72 partnerships were reported —
some organisations are involve%I

with a number of partnerships.

1.14 We also conducted interviews
with service providers '540 identify
areas of good practice. Given the
importance of these services to
people’s lives, we carried out:

e a Scotland-wide survey of just
under 1,000 members of the
general public, of whom a quarter
were experiencing, or cared for
someone with, difficulties in

carrying out daily activities. Fifteen

per cent also had been in contact
with either council or NHS
services about community
equipment and adaptations

e five in-depth focus groups with
users and carers.

More information about the
methodology for our user research is
given in Appendix 1.

1.15 Our study was undertaken
before the recent reorganisation of
the health service when NHS trusts
were still in existence. We therefore
refer to trusts throughout this report.
However, our recommendations for
the health service are aimed at the
new NHS boards.

1.16 A study advisory group,

made up of people working in the
equipment and adaptations field,
provided expert advice during the
course of the study. Membership
of the group is given in Appendix 7.
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Main findings

1.17 Our main findings are outlined
below and are developed further in
the main body of this report:

e Community equipment and
adaptation services make a
positive difference to people’s
lives. They can enhance a
person’s quality of life and
prevent more costly interventions.
Users also speak highly of the
staff with whom they have
contact. (See Part 2 and Part 5)

e The services are fragmented and
the split in responsibilities is
unhelpful and confusing for users
and providers alike. There is an
opportunity to clarify national
guidance and bring it into line with
changes in the way in which
services are jointly developed.
(See Part 3)

e |nformation about services is not
easy to access and some people
are waiting a long time for
community equipment and
adaptations. (See Part 2 and Part 4)

e There is poor information in
general on the cost, management
and quality of services. This limits
their development and evaluation.
During the audit, we had
particular difficulties in getting
comparable activity and financial
information. (See Part 4)

e Alack of formal policies and
procedures in many places is
exposing users and providers to
risks. (See Part 5)

11 The study examined housing services involvement with both council and private property adaptations. Where deemed important, and information was
available for the two types of service, findings are presented separately. However, sometimes the findings are presented at the housing service level,

hence covering both tenures.

12 What we describe as 13 primary care trusts, incorporates one integrated trust and an island board. These have been included within this group to protect

their anonymity.

13 The 72 community equipment and adaptation partnerships are made up of the 33 social work, 15 housing, 16 primary care trust and 8 acute trust

reported partnerships.

14 We use the term "provider’ to cover all aspects of the community equipment and adaptations process, including first contact with the user, assessment,

delivery and follow-up visits.
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Main findings

e |tis not always easy for people
to find out key information
about things such as what is
available; who to approach for
help; whether they meet the
eligibility criteria and, if they do,
whether they will need to pay;
and how long they might have
to wait.

e \What equipment and adaptations
people get, and whether they
have to pay, depends on
where they live.

e Users do not always know
what choices of equipment or
adaptations are available. This
could be helped by publishing
catalogues, supporting
self-assessment and
self-selection in appropriate
cases, and promoting the use
of direct payments.

!
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e Flexible services include
ensuring delivery and installation
dates are arranged at a time
convenient for the user. But
most appointments are
restricted to weekdays only,
between 9am and 5pm.

2.1 Person-centred community care
aims to provide accessible, responsive,
flexible, and seamless services which
deliver better outcomes for the people
who use them. But the complexity of
community equipment and adaptations
services makes it difficult for people
to know how to access them and
negotiate their way through the care
system. People therefore need clear
information about:

e how to get these services
* who to contact

e what services are available, and
for whom

e whether they pay for these
services or not

e when services will be delivered.

Better information is needed
about who provides services and
how to access them

2.2 Everybody in Scotland is a potential
user of community equipment and
adaptation services — if not for
themselves, then perhaps as a

carer of a family member or friend.
So people should know how to
access them when the need arises.

2.3 Our survey of almost 1,000 members
of the general public found that:

e the majority of people have some
idea of who they might contact in
the first instance, with only 11%
not knowing who to contact at all

e more than half (564) of respondents
would contact their council if they
required any community equipment
and adaptations, with 80% of
these identifying the social work
department specifically

e almost half (437) of respondents
said they would contact the NHS
if they required community
equipment and adaptation services
and, of those, 79% would contact



their GP. While GPs do not provide
community equipment and
adaptation services, this

highlights their important role in
referring individuals to the
appropriate services.

2.4 But our survey and focus groups
suggest that, in general, people are
unaware of the different organisational
responsibilities and so do not know
who to contact for particular types of
equipment or for meeting a particular
need. This can result in people being
passed from one organisation,
department or person to another,
adding to how long they wait for
services to be provided.

“They've all the different departments
in a council, some for the parks,
that's your gardens, and house
things, different, like [...] they've all
got different departments. So it's
getting the right one.”

(Group 4)

2.5 People often find out about these
services through informal information
passed from others who have had
contact with the services.

“Unless they are talking to other folk
that have actually had experience,
they don't have a clue where to go
(or) what to do.”

“You just hear people talking. | mean,
| didn't know about the toilet seat and
that until | was talking to some of the
girls down here [at the day centre].”
(Group 2)

2.6 Users called for clearer information
to be made available in public places,
such as in GP surgeries and libraries,
and for advertising on public transport.
Whilst all but four councils QéJinsh
information about services, less than
half publish information jo!gtly with
their local health partners.
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“[You need] more information I'd say
about how to get in contact. How do
you do that? People don’t know who
to contact.”

(Group 3)

2.7 Levels of recall among our focus
group participants were low, with
few having seen advertisements for
statutory community equipment and
adaptation services, although some
were aware of advertisements by
private companies (for example, for
stairlifts and walk-in showers).

“The only adverts that I've ever seen
are where you've got to go out and
buy the stuff yourself.”

(Group 3)

2.8 Even among people who already
have equipment or adaptations, there
is confusion about who provides what.
This has implications for what happens
when equipment breaks or is no
longer needed. (See Part 5)

“[The items] just appeared. | don’t
know where they came from. A man
came with a cushion and another
one came with a trolley.”

(Group 1)

“I mean a lot of the time you're sort
of expected to know whose remit is
what. | mean at the moment | have
two occupational therapists, one is
because of [my son’s] operation, the
other one is [his regular] OT. So now
| have to think, is that Jenny in X or
is that Shelagh in Y. Some of the
equipment is surplus to requirements
now and | have to think, ‘Now,
where did | get that?"and [...] ‘I can't
give it to one because it was the
other one | got it from.””

(Group 5)

2.9 Users also emphasised the
important role played by frontline
health and social care staff in raising

15 As required by the Chronically Sick and Disabled Persons Act 1970, s.l.
16 Any percentages reported are based on those participating organisations and not the total number of organisations in Scotland.
17 Using the law to develop and improve equipment and adaptation provision, Mandelstam M, 2003.

awareness. Developing better
information is likely to result in
increased demand, so councils and
the NHS need to ensure that
resources are in place to deal with
this (for example, that the grant
allocation is sufficient to cope with
a rise in applications for HIGs).

People are not always aware of
what types of equipment and
adaptations are available

2.10 Different types of equipment
and adaptations are available to meet
a social care need, but what people
get depends on where they live.
Some councils provide small and
inexpensive items (such as feeding
equipment, dressing aids and
grab-rails). Others only issue items
over a certain monetary value which
means that people living in those
council areas have to purchase any
small items they need from the
private sector. But, private provision
can be particularly limited in rural areas.

“Previously we were [living] in [one
councill and now we are in [another
councill so it's a whole different ball
game, and a whole different set of
people, and it is difficult.”

(Group 5)

2.11 There is, however, some doubt
as to the legality of providers having
a policy that they ‘never’ provide
certain items of equipment or
adaptations. This ‘fettering of17
discretion’ should be avoided and
equipment and adaptations provided
on the basis of need.

2.12 Our survey of the general public
found that 15% of all respondents
had, at some point, bought a piece
of equipment from the private sector.
This rose to 34% of respondents
with a frailty, illness, health problem
or disability. While people have the



choice to buy privately, our focus
groups suggested that higher levels
of awareness of private sector
advertising might mean some people
buy equipment and adaptations
because they are unaware of what is
available from their council or the
NHS. Having clear information about
statutory services enables people to
make informed choices about whether
or not they wish to access them.

2.13 Reasons given by our focus
group participants for buying directly
from the private sector include not
only higher levels of awareness of
what they can buy privately, but also
perceived long waiting times within
the statutory sector.

“It's the waiting time. It irritates
people because you’re wanting these
things to happen but they never
happen. You know, maybe six months
down the line you're getting the things
you should have had... And the thing
is you've got to keep contacting
people. You get a bit irritated at doing
that as well.”

(Group 3)

“I find that every time you approach

them, you get told you are on a waiting

list for it, or no you can't have it.”
(Group 5)

2.14 While people are free to make
such a choice, private purchasing
raises some concerns about whether
equipment is suitable for someone's
needs and whether it will be properly
demonstrated. (See Part 5).

“[My son] got me this [chair], that's
comfy, that's cosy. ‘That'll do Mum’
[he said]. Did it heck. Every time | sat
down | was depressed because |
couldn't get up again.”

(Group 3)

“l had a seat [...] that my
grandaughter [bought], and | don't
know who it was who came in [but]
she says ‘That's not safe, that’s not
safe’. So she’s got me a white seat
that's fine.”

(Group 3)

Choosing equipment and
adaptations

2.15 Our discussions with users
found mixed views as to the level of
choice they had, or wanted, in selecting
equipment and adaptations. Some
people were content with the
equipment they received, either
because they felt it met their needs
or because they were simply unaware
of what else was available.

“The toilet seat’s a great thing, isn't it?”
(Group 2)

Others felt that they should be given
more choice in the type of equipment
or adaptations they received.

“They don't let you choose, they don't
let you decide what you want for
yourself. They give you what they think
is best and you become dependent,
you think that they must know best.”
(Group 5)

Disabled Living Centres (DLCs):
Supporting people to make
choices

DLCs are led by a national
organisation called the Disabled
Living Centres Council (DLCC).
DLCs provide information and
impartial advice, free of charge,
about equipment and adaptations.
Occupational therapists or other
professional staff are employed at
DLCs to demonstrate equipment
and advise people while trying out
the various products. This allows
people greater choice in deciding

which equipment best meets
their needs and provides them
with the information to make an
informed decision.

There are currently five DLCs in
Scotland, located in Dundee,
Edinburgh, Elgin, Grangemouth
and Paisley. Four are funded by
social work; one by the NHS. In
England, some are funded
independently and work as a charity.

2.16 While councils and the NHS
need to make best use of resources,
they should consider both quality and
cost. But some users felt that the
cheapest option was given (which
providers have the right to do if they
can show it meets identified needs)
and this could be uncomfortable,
inflexible or simply unsightly within
the home. And parents of children
with disabilities felt that a short-term
approach was sometimes taken —
issuing cheaper individual items at
various points in time according to
changing needs rather than providing
more expensive items that are
adaptable as a child grows.

“They will show you the basic model
[...1. There could be enhanced
models that would be more
appropriate, but they always offer
you the cheapest option. ”

(Group 5)

“The way the system works is that
you can only get what you need if
you need it now. They're not allowed
to anticipate [...] they can't look ahead
and plan.”

(Group 5)

2.17 Catalogues of what equipment
is available can be useful for both
staff and users. Almost two-thirds of
councils (18) and PCTs (8) have
equipment catalogues, yet only one
acute trust does so. Catalogues can
also be used by staff to identify which
items of equipment staff from a
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Choosing and ordering equipment from the home

Source: Fife Council and Scottish Borders Council

different organisation can access,
although using them in this way is,
at present, relatively rare. And while
placing catalogues online can
improve accessibility, this is not
common practice in Scotland.

Direct payments are rarely used
for equipment and adaptations
2.18 Choice can be enhanced by the
use of direct payments. These are
cash payments made directly to the
user to purchase community care
services. Since 1 June 2003, councils
have had a duty, rather than
discretion, to offer direct payments
to disabled people, anglsother groups
specified by guidance. During 2004,
this duty will be extended to include
frail older people and will eventually
be rolled out to all community care
client groups.

2.19 A recent Social Work Services
Inspectorate report stated that 30
councils have established a direct
payments scheme, with the remainng
two schemes under development.

Our study found only one council had
offered any direct payments for
community equipment or adaptations
between 1999/2000 and 2001/02.

2.20 Our focus groups with users
indicated that they would welcome
direct payments as these would
enable equipment to be ‘upgraded’
by allowing the user to make a
financial contribution required over
and above the cost of the basic
model provided by councils.

2.21 Councils have a general duty of
‘best value’ and must have regard to
quality and cost in services they
purchase or provide. The requirements
of ‘cost effectiveness’ may inhibit the
development of direct payments for
equipment and adaptations in Scotland,
for example, where bulk purchasing
may be cheaper than buying individual
items through direct payments.

2.22 Direct payments do not cover
council housing functions or the NHS.
This is likely to confuse users (especially

those receiving a complex care
package from multiple providers)
and it complicates joint working.
However, while the NHS cannot
provide direct payments directly to
patients, where a package of support
has jointly commissioned resources,
including health services, councils
can provide a joint direct payments
package, covering health and
community care.

Few councils have self-assessment
and selection procedures in place
2.23 Self-assessment for easy-to-use,
low risk, low cost, and high demand
equipment (such as grab-rails and
feeding equipment) is practised in
just under half of councils in Scotland.”
While the benefits, risks and costs
associated with a self-assessment
and self-selection policy should be
considered carefully before
implementing such a policy locally, it
may improve efficiency by reducing
waiting times and also allowing staff
to focus on the assessment of
people with more complex needs.

18 Community Care and Health (Scotland) Act 2002. Direct Payments, Social Work (Scotland) Act 1968, Sections 12B and C, Policy and Private Guidance,

Scottish Executive, June 2003.

19 Progress with Complexity: The 2003 National Overview Report. The Chief Social Work Inspector’s 3rd Annual Report, Scottish Executive, 2004.
20 Self-assessment is only relevant to council provision.



10

Good practice example 2
Self-assessment in West Lothian

Source: West Lothian Joint Equipment Store

Users are confused about
payment for services

“I actually think people are frightened
because they think they maybe have
to pay for all this. This is the problem.
| mean, elderly people like Margaret
and |, they have to think, ‘Oh, will |
have to pay for this, will | get it free
or will | have to pay something
towards it?"”

(Group 1)

2.24 \hether or not someone pays
depends on:

e who provides the service (that is,
whether it is a council or NHS bodly)

e where they live

e their tenancy status.

2.25 Community equipment is free
when the NHS provides it but

councils have a discretionary power
to charge for these services.

21 Convention of Scottish Local Authorities.

“I don’t understand how you're paying
that money [for a stairlift from the councill.
[Mly husband] got a stairlift [from the
hospitall but he doesn't pay for it.”
(Group 1)

2.26 COSLA” issued guidance in 2002
which recommended that councils do
not charge for commugzity equipment
and minor adaptations,  but six councils
continue to do so. Scottish Executive
guidance states that councils should
not charge frail older people leaving
hospital if equipment and adaptations
are supplied and fitted witzr;in four
weeks of leaving hospital.

2.27 Because councils’ power to
charge for community equipment
and adaptations is discretionary, as is
the awarding of HIGs, charging
practices are not uniform across
Scotland (Exhibit 2).

2.28 Charging for major adaptations
depends on the type of tenancy.
Councils do not charge for major

adaptations to council properties.
However, people living in privately
owned properties might have to
make a financial contribution.zynder
the discretionary HIG scheme,
councils can award a 100% grant up
to the value of £20,000. However, a
minimum grant level is set at 50%
meaning that grant recipients may be
required to pay up to £10,000, plus
any costs beyond £20,000, towards a
major adaptation to meet a need
based on disability. In addition,
people receiving adaptations in this
way are likely to be liable for repair
and maintenance costs — whereas
councils meet these costs for

their tenants.

“I don’t think there is [a difference
between council and private
properties]. If you need it, | think
you'll be given it....It shouldn't make
a difference, | mean they're
supposed to be caring for people that
are ill, people with disabilities.”
(Group 3)

22 Guidance on charging for non-residential services that enable older people to remain in their own home. Final draft, COSLA, 2002.

23 Scottish Executive Circular CCD/2001: Free home care for older people leaving hospital.

24 This scheme was changed through Part 6 of the Housing (Scotland) Act 2001. The HIG data supplied by councils for this study relates to the previous
system, where housing services could pay up to 75% of the maximum grant of £12,600 (ie, £9,450). The additional 25% could be paid by other services
(such as social work) or the applicant, for example.
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Exhibit 2

Variations in charging policies among councils for community equipment and minor adaptations

Source: Audit Scotland
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2.29 \Whilst organisations have the
right to implement different practices
—and in some cases this flexibility is
essential to meet local needs — the
differences in practice based on where
you live, who provides the service
and tenancy status are difficult for
people to understand and raise
concerns about equity.

“If you are desperate and need it,

you have to pay for it, don't you?

| couldnae dae without that bath

thing, | couldnae have a bath.”
(Group 1)

2.30 Differences in policies and
practices can also be difficult for

staff to understand and to work with
on a practical, day-to-day level. For
example, a district nurse may issue

a patient with an NHS walking frame,
for which no charge is made. Yet, at
the same time the nurse may issue
the same patient with a bath board on
behalf of a council partner, and whether
or not a charge is made depends on
which council the patient lives in. This
complicates joint working arrangements,
particularly in areas where boundaries
between NHS boards and councils
are not coterminous. It can also be
confusing for users regarding
entitlement to services and raises
concerns about the ‘postcode issue’.

“Some people they seem to [...] just
say ‘Oh, | need this’ and [they say]
‘There you are’. And, others, they say
‘Oh look I need this, | need this to
help me” and you've got to fight like
cat and dog to get it.”

(Group 3)

2.31 There can be further
complications when practices are
not consistent across the whole of a
service. Practices, such as information
recording protocols and recycling of
equipment, can vary significantly
between teams working in the same
council or trust. Apart from complicating

the delivery of services, such
inconsistencies in practice make it
difficult to establish performance
across the organisation.

People should be kept informed
2.32 Users should be informed about:
e the outcome of their assessment

e what equipment will be delivered
or what work might be done in
their home, and why

e what impact the equipment/
adaptation may have on the home

¢ when the equipment/adaptation
will be delivered/installed.

2.33 It is important that users get
written details of someone they can
contact following assessment for
services. Whilst all but three trusts
provide this, just over half of housing
services and less than two-thirds of
social work services do. Also, only
seven social work services and three
trusts (one PCT and two acute) provide
a written record of the assessment
to users and/or their carer.

“I don’t know who to ‘phone. I've
forgotten who the lady was that
I phoned.”

(Group 3)

2.34 The need for informing users is
most clearly highlighted in relation to
major adaptations which often
involve significant disruption to home
life. Yet most housing services (21)
do not provide users with a written
explanation of what will be involved
in the major adaptations process or
show a plan of what impact the
adaptation might have on their home
(17). While most (21) housing services
provide council tenants with a date of
when the adaptation will be installed,
only about a third (10) do so for

people requiring adaptations to private
properties (Exhibit 3), as the user is
responsible for arranging and
managing private adaptations.

2.35 Community equipment and
adaptation services should be as
flexible as practicable and delivery
and installation dates should be
agreed between, and be convenient
for, both the service provider and the
user. However, delivery and installation
in most councils and NHS trusts is
restricted to weekdays only, between
9am and bpm (Exhibit 4 page 14).

2.36 Flexible delivery arrangements
are particularly important in terms of
providing seamless care when people
go home from hospital. If equipment
cannot be delivered at weekends
then people may have to stay in
hospital unnecessarily until Monday.
This is not helpful for the patient or
their carer, and has implications for
service providers in terms of costs,
bed management and delayed
discharge from hospitals.

2.37 Most councils and NHS trusts
do not deliver equipment or install
adaptations at weekends. Only two
councils and one PCT deliver
equipment or install adaptations on
both Saturdays and Sundays, with a
further three councils and one PCT
delivering and installing on Saturdays
only. There is some evidence that
additional funding received in the
winter is sometimes used for making
weekend deliveries at this time of year
to meet increased demand.
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Good practice example 3
Fife's extended liaison policy

Source: Fife Council

Exhibit 3

What do housing services tell users about the major adaptation process?

Most councils do not provide users with an explanation of the adaptation process or show a plan of the impact it will
have on their home. Most provide council tenants with an installation date in advance of the work, but only a minority
do so for private clients.
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Don't know/
missing

. No
. Yes
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Percentage
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Provide written Show a plan of the Provide installation Provide installation
explanation of impact of the date for council date for private
adaptation process adaptation stock stock

Base: 29 Housing services.

Source: Audit Scotland
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Exhibit 4

Weekday out-of-hours service provision, by type of service provider

None of the social work or NHS providers operate a service outwith 9am and 5pm during the week, other than
for emergency cases.

100
90
80
Yes-thereis
70 out-of-hours provision
as standard
o) o0 Yes —there is
g out-of-hours provision
§ 50 for emergency
$ 0 cases only
4
No —there is no
30 out-of-office hours
provision
20
10
0

Social work Housing Primary care Acute

Base: Social Work, 27;° Housing, 29; PCTs, 13; Acute, 7.

Source: Audit Scotland

Recommendations e Review the level of demand for
out-of-hours services.
Councils and NHS bodies should:
Councils should:
e Jointly publish comprehensive

information on community e Ensure that users have

equipment and adaptations, information on direct payments

covering: and their availability for
community equipment and

e what help is available adaptations.

e who to contact e Assess whether self-assessment
and self-selection could improve

e eligibility criteria the efficiency of providing low

cost, low risk items.
e who needs to pay and
how much

e Wwhat service people can
expect, using information
such as local targets for
response times.

This should be published in
different formats and in other
languages as needed by local
communities.

25 One social work service did not respond to this question.



Main findings

e There is a lack of clarity and
consistency around definitions
of equipment, and what
constitutes a minor or major
adaptation. This results in
confusion for users and
providers about who is
responsible for what.

e The national guidance about
roles and responsibilities for
equipment and adaptations is
confusing for providers and is
out of date. It can get in the way
of better joint working between
councils and NHS bodies by
reinforcing artificial distinctions
between social care and nursing
needs, and housing and social
work provision.

e Progress is being made in

developing joint approaches, but
more work is needed to agree
formal policies which are
understood and implemented
by all staff. We found that NHS
and council staff are not always
fully aware of the way their
partnership arrangements work
and what their respective
responsibilities are.

Information systems within
councils, and between councils
and the NHS, are rarely
compatible. This limits the ability
to provide a joined-up service,
and leads to inefficiencies in
service delivery.

—

“Throughout Scotland there are many
examples of good practice, however,
access to equipment and adaptations
remains fragmented, urzéared/ctab/e
and variable in quality.”

3.1 Organisational structures, how
community equipment and
adaptation services are managed and
who is responsible for them, should
not get in the way of providing
flexible support services that meet
people’s needs. Services should be
centred around the person who
needs them and the carers who help
to look after them at home.

3.2 Our study highlights the need for
greater clarity, for both users and
staff, about who is responsible for
what. More work is also needed by
local health and council partnerships
to provide seamless community
equipment and adaptation services.

26 Equipped for inclusion. Report of the Strategy Forum: equipment and adaptation, Scottish Executive, 2003.
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Responsibility for services is
fragmented and confusing

3.3 Responsibility for managing and
providing community equipment and
adaptation services is primarily split
between councils’ social work and
housing services and the NHS. Who
provides what depends on whether
the equipment is to meet a health
or social care need (ie, to support
independent living at home)
(Appendix 2), and the type of
equipment or adaptatlon that is
needed (Exhibit 5).”

3.4 In general:

e Social work is responsible for
providing equipment to support
daily living and also for providing
minor adaptations to properties.
In most councils (18), the
day-to-day running of community
equipment and minor adaptations
is delegated to OT services. In
other councils (10), these are the
responsibility of other services
such as ‘Domiciliary Care' or
‘Physical and Sensory Impairment'.

e Housing is usually responsible
for major, structural adaptations.
There are also differences
according to tenure:

* Responsibility for major
adaptations to council
properties lies within the
housing service in most
councils, although in some it
has been transferred to
social work or community
services. Other parts of a
council can also be involved
in the building works, such
as Direct Labour Organisations
(DLOs), and architectural
and construction services.

e Responsibility for HIGs for
major adaptations to private
properties (both owneroccupied
and privately rented) is most
commonly divided between
housing, social work, grants
sections and commercial
services within councils.

e The NHS is responsible for
providing equipment to meet a
home nursing need. This mainly
involves PCTs (for example,
through district nurses and
community OTs and
physiotherapists) and, to a lesser
extent, acute trusts (for example,
if patients need to leave hospital
with a piece of equipment to help
them at home). Apart from
referring patients to their local
council, NHS trusts are not
involved in adaptations.

The voluntary and private sectors

also play an important role in providing
community equipment and
adaptations, but they are outside the
scope of this study.

Guidance does not help the move
towards joint working

3.5 Managing community equipment
and adaptations is not helped by
Scottish Executive guidance, some
of which was issued as long ago as
the mid-1970s and is now out of date
(Exhibit 5). Most of the guidance was
issued prior to local government
reorganisation and does not take
account of technological advances in
equipment. For example, the guidance
issued under Memorandum No. 1976
(GEN) 90 states that:

e the NHS has responsibility for the
provision of equipment when it is
directly related “to the management
of an illness, especially to facilitate

the patient’s domiciliary nursing
care or to the rehabilitation of a
patient from hospital” or the
“skills of a particular discipline
within the health service are more
appropriate to the prescription and
use of aids required on medical or
nursing grounds eg, the provision of
. . . . ,28
walking aids by physiotherapists.

e councils are responsible for the
provision of equipment where it is
“required to help the disabled
person achieve a greater
independence within his own
home and are predominantly of
a domestic character eg, aids
to daily //V/ng

3.6 Increasingly, people with complex
care needs are supported to stay at
home rather than being in a long-stay
hospltal bed or moving into a care
home.” People’s needs also change
over time — some only need a simple
piece of equipment for a short time
to help them rehabilitate at home
whilst others need different kinds of
support at home for the rest of their
lives. This means the distinction
between what is a health and what is
a social care need, and therefore who
is responsible for providing the service,
is now more difficult to define. The
national guidance is therefore confusing
and gets in the way of better joint
working between councils and NHS
bodies by reinforcing distinctions
between health and social care needs.

3.7 Interpretation of the national
guidance can also result in duplication
of services. For example, a person
may get an item of equipment on
short-term loan from the NHS which
is then replaced with an identical
item from their council when the loan
period ends. Also, when funding is
limited, unhelpful debates may arise

27 Councils (through their social work and housing services) are responsible for providing adaptations, regardless of whether

they are to meet a health or social care need.
28 Para 2() of NHS Memorandum 1976 (Gen) 90.

29 Para 2(ii) of NHS Memorandum 1976 (Gen) 90.

30 Commissioning community care services for older people, Audit Scotland, 2004.
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Exhibit 5

National guidance on who is responsible for provision based on health or social care needs

Aids and equipment which may be provided by health boards in terms of paragraph 2(i) of the
Memorandum No. 1976 (Gen) 90.

Source: Memorandum No. 1976 (Gen) 90

31 Scottish Homes is now Communities Scotland.
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about who is responsible for
provision and maintenance.

3.8 The fragmented nature of
community equipment and adaptation
services is complex and confusing,
both for those managing these
services and for those who use them.
Exhibit 6 highlights the complexity
and fragmented nature of the system
for the user at all stages in the care
journey, including:

® accessing services
e assessing need

e deciding what services
people need

e deciding whether the piece of
equipment or adaptation is to meet
a social care or nursing need

e knowing whether the person has
to pay for the service

e who is responsible for maintenance,
repair, return or recycling.

Current guidance means there are
‘grey areas’ of responsibility

3.9 Given the complexity of the
system, it is therefore not surprising
that ‘grey areas’ about roles and
responsibilities for these services
continue to exist. This can contribute
to delays in decision-making and
getting services in place as people
negotiate their way through the
system, affecting a person’s
rehabilitation and quality of life.

3.10 Uncertainty about responsibility
includes items such as hoists, lifting
equipment, bathing equipment and
stairlifts (Exhibit 7 page 20).

32 NHS (Scotland) Act 1987 s.13 and Circular SWSG 7/94 5458 Community care — the housing dimension.
33 Community Care and Health (Scotland) Act 2002.

Joint working is progressing but
more needs to be done

3.11 Joint working between councils
and the NHS aims to cut across the
traditional organisational and statutory
boundaries, helping agencies to work
in partnership to provide better
services to the people who need
them. The Joint Future Agenda
extends councils’ and the NHS'
legislative %Jty to co-operate with
each other, promoting joint
management and joint resourcing

of community care services.
Importantly, it introduced new powers
for councils and NHS trusts to set up
pooled budgets to facilitate the
delivery of joint services.”

3.12 Due to the large number of
organisations involved in community
equipment and adaptation services,
formal partnerships can contribute to
the development of seamless care
by providing users with a more
integrated, responsive and better
co-ordinated service. Our survey of
councils and NHS trusts, undertaken
between October and November
2002, asked about formal partnerships
arrangements for community
equipment and adaptation services.
A wide range of organisations can be
involved, including councils, NHS
bodies, Care and Repair,34 voluntary
sector organisations and RSLs, as
well as different functions within a
single organisation (eg, social work
and housing). The findings in this part
of the report relate to partnerships
involving only council services and
NHS bodies.

What do we mean by a
community equipment and
adaptation partnership?

In this study, a partnership was
defined as when two or more
service providers have a formal
written agreement in relation to
community equipment and
adaptation services. All the
partners have signed up to the
agreement, which details, for
example, their relative roles and
responsibilities and mechanisms
for joint working.

3.13 The majority of council social
work and housing services and NHS
trusts are involved in at least one
formal partnership in relation to
community equipment and adaptation
services. A tota3l5 of 72 partnerships
were reported. A higher proportion
of social work services (82%) and
PCTs (85%) reported being involved
in partnerships compared with
housing servi3cges (62%) and acute
trusts (57%).  But we found high
levels of confusion among partners
about the status of their relationship.
For example, two councils reported a
partnership with their local acute
trust, yet the acute trust did not
report a reciprocal partnership.

3.14 Many councils and NHS trusts
do not share the same geographical
boundaries (Exhibit 8 page 21). This
complicates joint working
arrangements. It means, for example,
staff working in a health board may
have to understand what equipment
is available in two or more
neighbouring councils, how their
services are organised, and what the
arrangements are with each for
sharing access to each other’s stores.

34 Care and Repair is an organisation that helps older people and young people with disabilities living in owner-occupied, private rented or crofting properties
to live independently in their own homes (see Part 4).

35 The total of 72 partnerships includes duplicate partnerships. For example, where a council and a trust reported the same partnership but provided
inconsistent information about it, thus making it difficult to match up.

36 Most bodies reported one partnership although some were involved in more.



Exhibit 6

Negotiating the user pathway

Part 3. How are services organised?

Delivery, installation and cost

Joint equipment stores allow deliveries
from multiple providers to the same
address.

If a council has an agreement with Care
and Repair, they may support private
home-owners with the management of
the building work.

Users may incur costs depending on
who has provided the service and where
they live. The NHS cannot charge for
services, while councils have the
discretion to charge.

Post-delivery, installation

Note: This was the system at the time of the study ie, prior to the 2004 reorganisation of the NHS.

Equipment/adaptations should be
demonstrated prior to or after delivery.
A person may need to contact provider
or contractor regarding maintenance
or repair.

A person may be asked their views on
the service they received as part of a
quality appraisal survey.

Source: Audit Scotland

Delivery of  Delivery of  Council pays
equipment  equipment/  for major
from either  Minor adaptation and
health or adaptation manages the
joint store  from either  process
Social Work  through to
orjoint store installation

Person may receive Person may receive a
regular visits relating  follow-up visit from social
to the maintenance work or health to ensure
provision is adequate and
needs are being met. If a
person’s needs change, a
further assessment may be
required and the whole

of the equipment/
adaptations

process starts again

If HIG is awarded, RSL manages

the person the process
manages the through to
major adaptation  installation

process through
to installation

!

If the HIG does not cover full
cost of adaptation, person may
need to seek additional funds

If equipment is no
longer required, items
may be uplifted or

returned for recycling
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Exhibit 7

Stairlifts — an example of the grey areas around responsibilities for community equipment and adaptations

Source: Audit Scotland

Formal procedures can help joint
working

3.15 Formalising joint working
arrangements can help clarify partners’
roles and responsibilities and avoid
disagreements in ‘grey areas’ that
can cause delays in service provision.
Council and health partners (plus any
others involved in the partnership,
such as voluntary sector organisations)
need joint procedures to ensure that
people get services within a reasonable
timeframe. If these are not clear then
decisions may be made on the basis
of who visited the person first, who
has the most direct contact with the
person, or budgetary constraints. But
many aspects of joint working in
community equipment and adaptation
services still rely on informal practices,
procedures and relationships.

3.16 Two specific aspects of
community equipment and adaptation
services that benefit from having
formal, joint agreed written
arrangements in place are:

e cligibility criteria

® arrangements for emergency cases.

Eligibility criteria

3.17 Eligibility criteria are used to
regulate and control service provision
in councils to ensure the equitable
distribution of resources, and should
be based on need rather than the
types of %quipment and adaptations
available.” Jointly agreed criteria
between councils and their health
partners about who is eligible for
particular services and who provides
them can contribute to efficient and
effective community equipment and
adaptation services, by:

e clarifying roles and responsibilities

e contributing towards strategic
planning

37 Using the law to develop and improve equipment and adaptation provision, Mandelstam M, 2003.

e avoiding ‘stand-offs’ between the
different organisations (which can
leave the user waiting for services)

e ensuring consistency in approach
between individuals within the
same organisation and between
partner organisations

e providing a useful source of
reference when addressing
queries from users, other
professionals, senior managers
and elected members.

3.18 Of the 72 partnerships for
community equipment and adaptations
reported across Scotland, just over
half have joint written eligibility
criteria in place (Exhibit 9 page 23).
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Exhibit 8

Council and NHS boundaries in Scotland
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Good practice example 4

Using joint protocols in Glasgow

Source: Joint Protocol on the Provision of Equipment and Adaptations, Glasgow City Council and Greater Glasgow Health Board, 2000

Dealing with emergency cases
3.19 It is particularly important that
the NHS and councils have jointly
agreed procedures for dealing with
emergency cases, where the need
for joined-up services is most
evident. Examples of emergency
cases include where:

¢ the lack of provision puts the
person at risk

e aperson is terminally ill and the
provision of equipment has a
significant impact on their life

e repairs are required to
equipment that someone cannot
manage without

e a patient’s discharge from hospital
is delayed because equipment is
not provided to use at home.

3.20 Less than half (35) of the 72
community equipment and adaptation
partnerships have agreed emergency
procedures in place (Exhibit 10).

Information sharing between
service providers is limited

3.21 Sharing information is key to
providing streamlined and joined-up
services, and includes sharing
information:

e between statutory bodies
e within the same statutory body.

3.22 Traditionally, community
equipment and adaptations staff
working in councils and the NHS
have shared limited information
(both internally and externally) via the
transfer of papers and telephone
contact, leading to inefficiencies in
processing cases. The Scottish
Executive has led a move to tackle
these inefficiencies through the .
development of the eCare agenda

and Single Shared Assessments (SSAs).

Both highlight the importance of
sharing information electronically in
managing community care services.

3.23 We found that electronic
information systems (both within
individual organisations and between
different service providers) rarely
‘speak’ to each other. While sharing
of client information must be dealt
with carefully and according to Data
Protection principles, this should not
prevent the development of
compatible information systems.

3.24 Sharing information among
partner organisations helps prevent
duplication and increase efficiencies,
yet most council and trust partnerships
do not have a joint IT strategy that
covers community equipment and
adaptations. Similarly, only about one
in ten partnerships have client
information systems that are
compatible (Exhibit 11 page 24).

3.25 A wide range of ‘off the shelf’
software packages and in-house
developed programmes are used to
manage community equipment and
adaptation services in Scotland, each
with varying capabilities. However,
the feasibility of linking different

38 eCare is about forming partnerships aimed at providing better and more joined-up care, advice and assistance through the use of computers and

communication technology.
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Exhibit 9

Jointly agreed eligibility criteria, by type of organisation reporting partnership (%)

Over half of partnerships have joint eligibility criteria.
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Exhibit 10

Jointly agreed procedures for dealing with emergency cases, by type of organisation reporting partnership (%)

Less than half of all partnerships reported having jointly agreed procedures for dealing with emergency cases in
relation to community equipment and adaptations.
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Exhibit 11
Community equipment and adaptation partnerships with (a) a joint IT strategy and (b) compatible
client information system for these services, by provider type (%)

Most community equipment and adaptations partnerships do not have joint IT strategies or
compatible IT systems.
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Good practice example 5

Sharing information in Borders

Source: Scottish Borders Council



Good practice example 6

Joint post to assess people for nursing and social care needs in Ayrshire & Arran

Source: Ayrshire & Arran PCT

systems is limited. Even within an
individual council or NHS trust,
information systems are often split
according to tasks and cannot be
used together. For example, a client
information system within a social
work service may hold information
about a person’s assessment, yet
this cannot be linked electronically to
the equipment store system providing
information on delivery and installation.
Similarly, a case involving a major
adaptation to a person’s home may
involve information held on the social
work service's community care system,
the housing service's property register
and the architect services team’s job
system. This disjointed approach
increases delays in delivering the
service to people and makes it
difficult to monitor performance.

3.26 In 2002, the Scottish Executive
stated that agencies should have “a
protocol for sharing information and
for securing the assessed person’s
consent” and details of this should
be included in plans for the
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implementation of SSA.”* While
assessment of need is only one part
of the care journey, it highlights the
importance of sharing information
between the multiple agencies that
may be involved in a single case.
Sharing information in this way helps
not only staff (by eliminating the need
to conduct duplicate assessments), but
also users (by not having to provide
the same information to different
people on several occasions).

Joint staffing arrangements are
not well developed

3.27 While the creation of joined-up
services helps reduce duplication of
assessments and overlap of services,
the need for staff from different
statutory bodies to take on each
other’s tasks has competency, quality
and training implications, and could
lead to increased demands on staff.
There are also differences between
councils and the NHS, for example,
in terms of their cultures, procedures,
legal responsibilities and employment
conditions (including pay scales) which

39 Implementing the Joint Future Agenda: the bottom line, Scottish Executive, issued 2 January 2002.

40 The SSA process aims to provide a single point of entry to commmunity care services, where information is only sought once; a lead professional
co-ordinates and shares information; and a single summary of assessment of need is produced. (www.scotland.gov.uk/health/jointfutureunit).

41 Report of the Integrated Human Resources Working Group on the human resource implications of the Joint Future Agenda, Scottish Executive, 2002.

mean it is difficult, or sometimes
even undesirable, for staff to change
their employer. Council and NHS
partnerships are looking at ways to
overcome these issues.

3.28 Co-location of staff is a way in
which staff working in community
equipment and adaptation services
can work together within the same
location but remain employed by
their own organisation, but we
found very few examples of this
taking place:

e six councils have NHS-employed
staff based within social work
(ranging from between 0.5 and
7.4 whole time equivalent staff)

e three PCTs have council-employed
staff based with them (with
between 0.5 and 2 whole time
equivalent staff). None of the
acute NHS trusts do.
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Good practice example 7
Housing OT at Falkirk Council

Source: Falkirk Council



3.29 We found:

e social work and PCT partnerships
have made more progress than
housing and acute trust
partnerships in establishing
Joint Staff Partnership Forums”~

e joint training and development
plans that specifically cover
community equipment and
adaptation services are rare,
particularly among housing and
acute trust partnerships

e while half of PCT partnerships
and a third of social work
partnerships reported having a
Joint Statement of Intent
covering community equipment
and adaptations, less than one in
ten housing services and no
acute trust partnerships had one
(Exhibit 12 overleaf).

3.30 Housing services appear to be
excluded from the joint working loop,
even though they play a major role in
major adaptation services. This
suggests that, even when a council
does have joint working arrangements
in place, housing staff are less aware
of this than social work staff. Acute
trusts also seem to be less involved
in partnerships and less aware of
joint working developments. While
they play a smaller role than PCTs in
the direct provision of community
equipment, they are a key link in care
journeys and should be involved in all
joint working developments.

Shared access arrangements to
community equipment stores
could be improved

3.31 Traditionally, councils and the
NHS provide their own equipment
from their own storage premises,
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reflecting the divisions in statutory
responsibilities. This is not necessarily
the best use of resources as, for
example, it commonly means two
separate deliveries are made to the
same address, or staff visit more
than one store to access equipment.
While geography sometimes
requires a large number of dispersed
stores, the more stores there are the
more difficult it is to keep track of
what equipment is issued and returned,
and the higher the running costs.

3.32 A total of 132 of these separate
stores (54 social work and 78 NHS)
were reported by the 19 councils and
11 trusts able to provide this
information. Some councils and
trusts also reported having additional
‘buffer stores’, the number of which
was sometimes unknown. In some
areas, arrangements are in place to
allow some items of health or social
care equipment to be kept at another
organisation'’s store and/or be
accessed by staff from another
organisation. Seventeen joint stores
were also reported (Appendix 3).

3.33 People often need packages of
equipment and adaptations that fall
under the responsibility of more than
one provider, and in some areas
separate arrangements need to be
made with each. While some items
of equipment are quite complex to
use and require specialist knowledge
and training of the staff issuing it (eg,
electrical bathing equipment), other
items are relatively straightforward
and can be issued by appropriately
trained council or NHS staff (eg,
feeding equipment).

3.34 A pragmatic approach is taken
in most areas, where NHS staff are
able to access council community

equipment and, although to a much
lesser extent, vice versa. However,
these arrangements are usually
restricted to very basic pieces of
equipment and are often based on
goodwill rather than formal
arrangements. There is considerable
scope for increasing the types of
equipment that can be issued by
council and NHS staff, both from
their own organisation and on behalf
of a partner organisation, and for
formalising procedures so that they
are clear to all staff.

There is confusion about how
joint equipment stores operate
3.35 The Joint Future Group
recommended councils and NHS
trusts consider the benefits OAE
combined storage facilities.  VWhile
essentially a mechanism for jointly
managing, organising and delivering
equipment, joint stores can potentially
facilitate the creation of more
effective, efficient and economic
services through economies of scale
(for example, through joint
procurement of equipment, storage
and streamlined delivery procedures).
They can also contribute to wider
health and social care issues by
incorporating other services, such as
continence advice and palliative care.

3.36 The first ‘joint community
equipment store’ in Scotland opened
in 1991 and the numbers have
increased significantly since 2000. At
the time of our study there were

17 stores in Scotland (see Appendix 3)
that described themselves as ‘joint’,
with councils being the lead partner
in most (10). In only one store is
overall responsibility se!it equally
between the partners. Most PCTs
and almost two-thirds of councils are
partners in at least one ‘joint’

42 As recommended in Report of the Integrated Human Resources \Working Group on the Human Resource Implications of the Joint Future Agenda,

Scottish Executive, 2002.

43 The Scottish Executive Circular CCD7/2001 on Joint Resourcing and Joint Management of Community Care Services states that “agencies should ...
offer their staff a clear statement of intent that signifies their wish to support staff as fully as possible, and to develop good joint human resources policies

such as secondment, joint training etc.” p10.

44 Community care: A Joint Future. Report by the Joint Future Group, Scottish Executive, 2000.
45 In five joint stores, the NHS has lead responsibility and it was not possible to establish the management arrangements in one joint store.
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Exhibit 12

Proportion of partnerships with joint working documentation in place, by provider type (%)

Most community equipment and adaptation partnerships have a Joint Staff Partnership Forum but do
not have Joint Statements of Intent or Training and Development plans that specifically cover community

equipment and adaptation services.
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Source: Audit Scotland

community equipment store. It is
less common for acute trusts to be
partners in joint stores (3).

3.37 Partner organisations identified
the main benefits of joint stores as:

e saving costs through bulk
purchasing

¢ having flexible budgets and
delivery systems due to the
alignment of operational and
equipment budgets

e encouraging joint agreement of
working documents and practices

e providing users with a single point
of contact if they are getting
equipment to meet both social
and nursing care needs

e allowing staff to step outside their
‘statutory boxes’

e contributing to continuity of care
e enabling more efficient and

effective allocation of staff tasks
and time.

3.38 However, there is no common
definition of what a joint store is.
Stores that are collectively described
as ‘joint” are often very different to
each other. We evaluated Scotland’s
joint stores against 14 characteristics
that you might expect to find in a
joint equipment store (Exhibit 13).
None of the stores reported having
all of these characteristics.

3.39 Of those we asked about, the
most common characteristics of
Scotland’s joint stores are that they:

e allow NHS staff to access
some social work equipment, and
vice versa

e run joint training sessions for NHS
and council staff

e operate with a single manager

e operate joint distribution
procedures.

3.40 But key characteristics expected
of a joint store, such as joint
procurement, information sharing
procedures and compatible

- All partnerships

69% Social work

partnerships

50% Housing

partnerships

Primary care
partnerships

Acute
partnerships

Joint Staff Partnership Forum

information systems, and aligned
operational and equipment budgets,
are rarely in place (Exhibit 13).

3.41 Partners disagreed about the
characteristics of their joint store,
particularly about whether social
work staff can access NHS patient
information systems; whether there
are joint procurement procedures in
place; and whether the store operates
with an aligned equipment budget
(Exhibit 13). In four of the 17 joint
stores reported, partner organisations
disagreed on more than 10 of the 14
characteristics asked about, including
significant issues such as:

e whether spending decisions are
made jointly by partners

e whether the store operates with
aligned or separate operational
and equipment budgets

e who pays for the premises
e whether staff can access each

other’s equipment and
client/patient information.



Exhibit 13

Part 3. How are services organised?

Number of ‘joint community equipment’ stores with each of the joint working characteristics (n)

Many partners disagree about the characteristics of their joint store.

It allows NHS staff to access some
social work-owned equipment

Joint training sessions are run for both
NHS and local authority staff

It allows social work staff to access
some NHS-owned equipment

It operates with a single manager

It operates joint distribution procedures

Expenditure decisions are made
jointly between health and social work

The premises are jointly paid for
by health and social work

Social work staff can access
NHS client information systems

It operates with an aligned
operational budget

Both local authority and NHS staff
are based at the store

It has joint procurement procedures

It operates with an aligned
equipment budget

The IT system is compatible with
both social work and NHS systems

Trust staff can access social
work client information systems

Source: Audit Scotland

o

1

2 34 5 6 7 8 9 10 11 12 13 14 15 16 17
Number of joint stores

Disagreement
between
partners
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3.42 All partners in a joint store
should be clear about how it operates,
how decisions are made and money
is spent, and respective roles and
responsibilities. The lack of awareness
about how joint stores operate may
stem from poor commmunication
between the host organisations and
the store itself. Clear lines of
communication and accountability
should be established.

3.43 In most cases, joint equipment
stores contribute to the joint working
agenda in only a limited way and do
not provide a joint service. Many
so-called ‘joint stores’ appear to
perpetuate traditional barriers between
health and council service providers.
We found many examples of staff
based outwith the store not knowing
about key policies and procedures
(for example, if there was a system
to recall faulty equipment and if
delivery drivers ever demonstrated
equipment), simply stating that these
were the responsibility of the store.
Their duty of care to people using
services and partners’ financial
contribution to the store means that
staff should be aware of policies and
procedures within the store and how
their money is being spent.

Users think joint working would
improve services

3.44 Most of the users we spoke to
did not express views on the extent
of joint working between councils
and the NHS, primarily because of
the confusion around who provides
what services. However, some carers
have relatively high levels of awareness
of how the system works and the
problems caused by the statutory
divisions in responsibility. Despite
often using these services for many
years, even they find the system
confusing and feel the divisions
between organisations are
unnecessarily rigid and unhelpful.
They recognise the constraints
within which staff work but find the
unwillingness of some staff to make
even the most tentative steps outwith
their professional territory frustrating.

“I was dealing with the council for
my equipment the last few years,
and she said to me [...] ‘Oh, that
won't be anything to do with me,
that'll be the OT at the school’. And
I've found over the years that you
can ask an OT at school for
something and they say ‘Oh well,
that's nothing to do with me, you'll
have to go to the council’. All these
people should be working together”.

(Group 5)

“The rules are crazy.”

(Group 5)

3.45 This leads to people having to
find their own way around the
community equipment and
adaptation maze (Exhibit 6, Page 19).
A single, primary contact — such as a
key worker — was identified as a
possible way of overcoming these
problems. Joint working was
identified as the key to solving many
problems, such as lack of continuity
of care, waiting times, and confusion
over who to contact.

“It's the different rules. Health board
rules and social services rules don't
come together. We've been fighting
for the past 12 years for them to
come together.”

(Group 5)

3.46 Some people felt that the level
of joint working is dependent on
personalities involved. WWhen staff do
work well together it has a positive
impact on users.

“I mean I’'m very lucky, my support
team speak to each other.”
(Group 5)
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Part 4. Plan
monitoring

Main findings

e Demand for community

equipment and adaptations is

high but some councils and

NHS trusts do not have robust

management information

systems in place to allow them

to assess whether local
demand is being met, or to
monitor performance.

e Councils and NHS trusts found

it difficult to produce basic
activity and financial

information about community

equipment and adaptations.

e The lack of common definitions

around types of activity,
differences in recording
practices and the extent to

which information systems can

| and performance

N

There is an over reliance on
extra money being received
throughout the financial year,
particularly in the NHS. The use
of additional funding makes it
difficult to get an accurate
picture of activity levels. In both
the NHS and councils,
expenditure is considerably
higher than budgets.

Many community equipment
and adaptation service
providers do not systematically
monitor their service at the
local level. Performance
monitoring information is not
reported to senior managers on
a regular basis.

Councils and NHS bodies
could consult with users
more effectively.

4.1 In order to demonstrate best
value, effectively plan services that
meet people’s needs and achieve
continuous improvement in
performance, providers need good
information about:

e current and future demand
for services

e activity and cost
e performance and quality of services.

Local joint performance management
frameworks should be used to
support decisions about how
services are organised and planned
(Appendix 6).

generate useful management
information make it difficult for
councils and NHS bodies to
benchmark their performance
with others.



Planning for current and future
demand is essential

4.2 Equipment and adaptations are
changing with the development of
assistive technologies and better
product designs. This means that the
service requires active planning to
ensure that users get the product which
best meets their needs. There are also
demographic and policy changes which
will affect the future provision of
community equipment and adaptations.
Good planning is essential as there
will be changes in how many people
require these services and changes
in who provides them. For example:

e the need for equipment and
adaptations rises with age and
Scotland's population is getting older
(Exhibit 14 overleaf).

e Scotland’s housing profile is
changing, with a fall in council
housing stock and tenancies and
a rise in owner-occupation and
RegisteregisSocial Landlord (RSL)
properties  (Exhibit 15 overleaf).

An ageing population will increase
demand

4.3 The need for equipment and
adaptations rises with age. Our survey
of the general public found that nearly
half of the respondents in the 65+
group who had a disability had
approached a council or the NHS for
equipment or adaptation for
themselves, and a third had made
approaches on behalf of someone f%r
whom they cared (Exhibit 14 overleaf).
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Changes in housing tenure require
strategic planning

4.4 Changes in housing stock
ownership emphasise the need for
strategic service planning. The council
has responsibility for adaptations to
council properties, but RSLs fund
adaptations themselves or apply to
Communities Scotland for a
discretionary grant. However, there is
no absolute duty on RSLs to provide
adaptations for their tenants. If the
RSL decides not to fund an adaptation,
tenants can apply to their local
council for an HIG. This means,
therefore, that a council may
ultimately fund adaptations, through
the grant system, to the stock it
transferred. Currently Scottish
Executive advice to councils and RSLs
involved in housing transfers is that
they should not include the cost of
adaptations in their transfer valuations.”
But this is a potentially significant issue
for the funding, planning and delivery
of major adaptations in future years.
Councils and RSLs should work
together to assess need for major
adaptations in the future.

Effective management needs good
information

4.5 As well as promoting
independent and supported living in
the home, effective and efficient
community equipment and
adaptation services can make
substantial savings for councils and
the NHS through, for example,
preventing admission or re%dmission
to hospital or a care home.

46 Statistical Bulletin. Housing Series, Scottish Executive, February 2004.

47 Respondents could have approached community equipment and adaptation services for both themselves and on behalf of someone for whom they care.

48 For further discussion see Using the law to develop and improve equipment and adaptation provision, Mandelstam M, 2003.

49 Home alone: the role of housing in community care, Audit Commission, 2000.

50 Some of the data limitations are a result of inconsistent use of definitions applied by services. To overcome these difficulties, we asked all audited bodies
to use our own definitions for the purpose of this study, however this was not always possible. See Appendix 4. Our survey of councils and NHS trusts
sought activity and cost information over three financial years 1999/2000 to 2001/02.

51 Echoing findings in England and Wales, see Department of Health Circular HSC2001/008:LAC(2001) 13.

4.6 Effective management relies on
good information about the volume,
cost and quality of the service, but
activity and financial information about
community equipment and adaptations
in Scotland is limited.” We found it
difficult to establish overall activity
levels and costs for community
equipment and adaptation services in
Scotland and the extent of joint
working because of:

e the split across a wide range
of different service providers,
each with their own activity and
finance arrangements

e (differences in what services are
included under ‘community
equipment and adaptations’

e the use of different definitions
for recording activity and
cost information

¢ |imited information collected,
collated and used to plan, monitor
and improve services

e poor information systems
resulting in a lack of accurate and
extractable activity, cost and
quality information.

4.7 From those councils and NHS
trusts able to provide the information
we requested, we found varied
activity, budget and expenditure
patterns. While these might reflect,
for example, differences in eligibility
criteria, data collection practices
and the quality of data, the type

of equipment and adaptations
available through the service,
charging practices and reliance on
additional funding, therg are
unexplained variations.



Exhibit 14

Proportion of respondents with a frailty, illness, health problem or disability having approached
a council or the NHS to get community equipment and adaptations, by age group (%)

The likelihood of contacting a council or the NHS for community equipment and adaptations for
oneself rises with age.
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Exhibit 15

Estimated stock of dwellings by tenure, 1991 to 2001 (%)

Council and private renting is decreasing, whilst owner-occupation and renting from housing associations is rising.
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Source: Statistical Bulletin. Housing Series, Scottish Executive, February 2004



Social Care Data Standards
Project

The Social Care Data Standards is
a national project set up to produce
data definitions and standards. It
aims to improve the consistency
and quality of social care
information, both locally and
nationally. The main output will be
a Social Care Data Standards
Manual containing definitions for
key terminology, standard
classifications and code lists for
priority social care areas.

At present there are no standard
data definitions for community
equipment and adaptations.

Activity information in the NHS is
limited, especially in acute services
4.8 Most NHS trusts could not
provide information about the volume
of equipment issued or the number
of patients receiving equipment for
use in the home. Activity information
in the NHS tends to be recorded in
paper-based patient case files, only
extractable through a manual traw! of
patient files. Most acute trusts also
could not say how much was
available for, or spent on, equipment
for use in the home.

4.9 For the financial year 2001/02:

® no acute trusts and only seven
PCTs could state how many
items they issued

e only four PCTs and no acute
trusts could state how many
patients received community
equipment directly from the trust

e despite the reliance on joint
working, no trusts could state
how many cases were referred to
council services.
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4.10 Money allocated for purchasing
NHS equipment for use in the
community is sometimes combined
with wider equipment or ‘general
sundries’ budgets (covering office
furniture and IT equipment, for
example). This approach clearly does
not allow for systematic planning or
assessment of whether the budget
meets local need. While nearly all
PCTs could provide budget and
expenditure figures for equipment
they issue to people living at home,
no acute trusts could do so.

The NHS relies on receiving
additional money through the year
to fund equipment

4.11 Among those PCTs able to
provide financial information, we found
that budgets often do not meet
demand, with trusts relying heavily
on the receipt of additional funding
throughout the year (Exhibit 16 overleaf).
For 2001/02, the total amount of
money available for community
equipment over the course of the
year was on average 52% higher
than budgets allocated at the start of
the financial year. Expenditure levels
were on average 70% higher than the
budgets allocated at the start of the
financial year.

4.12 There is also evidence that
budgets are simply carried forward
from year to year with little account
being taken at the budget planning
stage of actual expenditure. This
approach does not support the
sustainable development of services.
On the basis of the ten NHS trusts
able to provide information for both
1999/2000 and 2001/02, while there
was a 54% rise in expenditure during
this period, there was only a 17%
rise in budgets. The average increase
in budgets per trust was 24 %,
compared with an average increase
in expenditure of 60%.

Social work activity information

is better than in the NHS but is
still limited

4.13 Councils can provide more
detailed activity and cost information
than their health partners, but this is
still limited.” Although most social
work services could provide at least
some activity information, a quarter
could not provide any information
about the number of referrals,
assessments, completions or the
number of individual items of
equipment issued or adaptations
installed, for any of the three years
asked about.” Some councils cannot
extract information about community
equipment and adaptations from
their wider community care data.

4.14 Among the social work services
in our study for the financial year
2001/02:

e only ten could report how many
individual items of equipmerg;[
were delivered and installed

e just over half could state how
many referrals were received for
community equipment and
adaptations

e |ess than half could provide
information on who made these
referrals to social work, despite
the importance of joint working

¢ |ess than half could state how
many assessments identified a
need for community equipment
and adaptations.

52 See Appendix 5 for a summary of what activity information each council could provide for the financial year 2001/02.

53 See Appendix 4 for definitions used in the study.

54 The Local and National Information Requirements for Social Work in Scotland: Joint Statement, A report by the Social Work Information Review Group,
August 2000 concluded that the number of items delivered and installed is essential information that should be collected by council services.
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Exhibit 16

PCTs" budget and expenditure for community equipment, 2001/02 (£)

In one PCT the budget at the end of the year (the ‘total budget’) was twice as much as the budget at the start of the
year (the ‘base budget’), and in another it was almost three times as much.
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Source: Audit Scotland

Social work activity levels are
rising but there is significant
variation

4.15 Among those councils that
could provide community equipment
and minor adaptation information for
1999/2000 to 2001/02, social work
activity has risen overall.” Community
equipment and minor adaptation
referrals rose by an average of over a
quarter and assessments by 15%
per council during this period. The
number of items issued rose by an
average of two-thirds. But, the overall
increases mask significant, unexplained
differences at a local level. For example,
the percentage increase in assessments
where a need for community
equipment and minor adaptations
was identified ranged from 1% to 72%.

4.16 Activity levels vary significantly
at a local level. For example, in 2001/02
the number of referrals for commmunity
equipment and adaptations ranged
from 11 to 36 per thousand population.
Assessments identifying a need for

Primary care trusts

community equipment and adaptations
ranged from 16 to 32 per thousand
population (Exhibit 17).

4.17 \Whether an assessment
identifies a need for equipment and
adaptations may depend on the type
of equipment and adaptations
available within an individual council.
Therefore variations in activity levels
may suggest inequity of provision.
For example, one council may have
low activity levels per thousand
population because it mostly issues
low demand, high cost pieces of
equipment and adaptations. Another
council may have very high activity
levels, and possibly low expenditure,
because it mostly issues high demand,
simple and low cost pieces of equipment
and adaptations. The large variation in
activity levels that we found would
benefit from further investigation.

4.18 Community equipment and
adaptations rely on councils, the NHS
and others working together. The

- Base budget at
start of year

Total budget at
end of year

Total gross
expenditure

dlada

NHS makes up a large percentage
of referrals to councils for these
services (Exhibit 18 page 38).

Variation in budget and
expenditure cannot be explained
by differences in social work
activity

4.19 In terms of cost, we estimate
that approximately £24.4 million was
budgeted for, and £29.8 million was
spent on, social work community
equipment and minor adaptations in
2001/02. Of the 21 councils that
could provide both budget and
expenditure information for 2001/02,
budgets varied from around £150,000
to almost £2 million, and expenditure
from around £162,000 to over

£3 million (Exhibit 19 page 39).
Differences in budget and expenditure
cannot be explained by different
activity levels as some councils with
low levels of activity had high levels
of expenditure and vice versa.

55 Base budgets are those allocated at the start of the year and total budgets are base budgets plus any additional money received throughout

the financial year.

56 It is not possible to comment on the comparative rise in referrals, assessment, completions and individual items because the number of councils in
each category differs. No councils could provide information in all four categories and hence the percentage changes relate to each individual

category separately.
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Exhibit 17

Number of social work referrals and assessments for community equipment and minor adaptations
per thousand population, by council for 2001/02
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57 One council has transferred all housing adaptation work to its social work service and, as a result, it proved impossible to separate out activity information
on the basis of minor and major adaptations. That council’'s major adaptations activity is presented with the minor adaptations activity data.



Exhibit 18

Referrals to social work services for community equipment and adaptations, by source of referral (%)

Most referrals to social work for community equipment and adaptations come from the NHS.
On average, over a quarter of referrals come from carers and individuals for themselves.
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Social work budgets do not
appear to meet demand

4.20 The practice of supplementing
base budgets through additional
funding over the year does not
appear to be as prevalent among
social work services as NHS trusts.
Of the 19 councils that could provide
full information about base and total
budgets and expenditure for 2001/02,
only four reported their total budget
being higher than the base budget
(although in one council the total
budget was 52% higher than the
base budget). But, social work
expenditure on community
equipment and minor adaptations
during 2001/02 exceeded the allocated
budgets by an average of 27%. As in
the NHS, this suggests that funding
does not meet demand and is not
systematically planned, despite its
importance (Exhibit 20).

Different housing tenures
complicate the collection of
information about major
adaptations

4.21 For the financial year 2000/01,
most councils could provide basic
activity information on the number of
recommendations for major adaptations
to council properties (18) and HIG™
applications (which cover major
adaptations) for private sector
properties (21). Unlike social work
and NHS bodies, the majority of
housing services could also provide
activity information on a longerterm
basis (ie, over the three years from
1999/2000 to 2001/02).

4.22 However, financial information
about major adaptations was limited
and inconsistent. As there is no
apparent consistency in the funding
streams for major adaptations across
councils and there are differences in
how information is recorded, it is
difficult to establish how much is
spent by councils on major adaptations.
While most have capital budgets for
major adaptations, revenue budgets

are less common. Furthermore,
revenue budgets for private property
adaptations are significantly less
common than for council major
adaptations (Exhibit 21 page 41).

4.23 Only one council provided
information on both capital and
revenue budgets for both private and
council adaptations, along with
corresponding expenditure
information. Some councils could
provide budget information but not
the corresponding expenditure
figures and vice versa. Without such
basic budget and expenditure
information, it is not possible to
effectively plan and manage services.

Overall the number of major
adaptations is increasing although
across Scotland the picture is
inconsistent

4.24 For those councils that could
provide information for 1999/2000
and 2001/02 for both tenures, there
was an average increase in the
number of recommendations for
council property adaptations of

58 HIGs are used to fund more than adaptations for people with a disability, for example, standard amenities. For the time period covered by our study,
these were known as Home Improvement Grants.
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Exhibit 19

Social work budget and expenditure for community equipment and minor adaptations
per head of population, 2001/02

The budget allocated varies from £1 to almost £9 per head of population, and expenditure
from less than £3 to almost £14.
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Exhibit 20

Budget and expenditure for social work community equipment and minor adaptations, 2001/02

Expenditure on community equipment and minor adaptations exceeds allocated budgets in
most councils that could provide full budget and expenditure information.
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32%, but in comparison only a 5%
average increase in applications for
HIGs. But these overall figures again
mask significant, unexplained local
variations, with some councils
showing significant decreases and
others increases.

4.25 In those councils providing
information for both council and
private property adaptations for
2001/02, the number of
recommendations for major
adaptations to council properties is,
on average, four times higher than
for HIG applications for privately
owned or rented properties. Yet half
of people with a long-standing illness,
health problem or disability live in
owner-occupied properties and
around a tfgérd live in council
properties, suggesting there may
be unmet needs.

4.26 As with social work equipment
and adaptations, housing services’
activity levels vary considerably at the
local level. The number of
recommendations received for major
adaptations to council properties
ranged from 0.5 to 10 per thousand
population. Similarly, HIG applications
ranged from 0.2 to 1.8 per thousand
population (Exhibit 22).

Budgets for council property major
adaptations are significantly
higher than for HIGs

4.27 Of the 16 councils that could
provide base budget information for
both council property adaptations and
HIGs, council property adaptations
budgets were on average three
times higher than for HIGs. Yet
across these councils 31% of
households live in social rented
accommodation and 61% in privately

owned properties. VWe also found
significant variation among councils,
with base budgets ranging from 70p
to £7 per head for council adaptations,
and from 60p to £5 per head for HIGs
covering private sector adaptations
(Exhibit 23 page 43).

4.28 Prior to changes introduced in
the Housing (Scotland) Act 2001,
most housing services awarded HIGs
at the maximum level (75%) and only
a small number awarded grants at
lower levels (with two councils
awarding more grants at lower levels
than at the maximum). Less than half
of councils” social work services
‘topped up’ HIGs in 2001/02, often to
meet 100% of the cost of the major
adaptation. In those councils where
HIGs were not topped up by social
work, users would have to fund the
outstanding cost themselves or seek
funding from another source (such as
a charity). Only one council reported
rejecting any applications for HIGs.

4.29 Care and Repair is a publicly
funded organisation that helps people
live independently in their own
homes. It helps older people, young
people with disabilities living in
owner-occupied or private rented
accommodation, and crofting tenants
of any age or physical ability, to
manage the process of getting repairs
or adaptations done to their houses.
This includes applying for HIG ogoother
funding and minor adaptations.

4.30 In 2002/03, 34 Care and Repair
schemes in Sootlgnd received over
10,500 enquiries.  Just over 6,000
works completions were handled in
this year, with 42% of these involving
clients with a disability. The total
capital expenditure for all Care and

Repair projects was £12.8 million,
with 63% of this being fugzded by
public capital expenditure.  Despite
the large volume of cases and high
expenditure, most relevant councils
could not provide accurate information
about the total number and cost of
Care and Repair cases they fund. Some
are unclear about the status of their
relationship with Care and Repair.
The limited and poor quality information
provided suggests that councils need
to monitor more closely activity and
expenditure levels associated with
Care and Repair to ensure that they
are getting best value. From 2005/06,
Communities Scotland's responsibility
for funding Care and Repair services
will transfer to councils.

Management information does
not support performance
monitoring

“The improvement of data collection
and use of data to manage the
demand and supply of equipment
and adaptations could play a major
role in improving provision. Until this
is achieved, the measurement of the
effectiveness of provision and
outcomes for people us/ng@gsen//ces
cannot be contemplated.”

4.31 Measuring the performance of
community equipment and adaptations
services in Scotland is hampered by
the lack of good management
information and common definitions,
robust recording methods and
appropriate IT systems (for example,
some service providers only measure
performance on an ad hoc basis,
sometimes after a resource intensive
manual trawl for data). This mirrors
findings in England and Wales.”

[t also makes it difficult for partnerships

59 Scotland's People: Results from the 2003 Scottish Household Survey, Annual Report, Scottish Executive, 2004. The remainder live in private (4%) or
RSL (10%) rented properties or ‘Other’ accormmodation (2%).

60 See: www.careandrepairforum.com for more information.

61 There are now 38 Care and Repair schemes operating in Scotland, covering 30 councils.

62 Care and Repair in Scotland: national indicators 2002-2003, Communities Scotland, 2003. Care and Repair schemes tend to be funded by council housing

services and Communities Scotland, plus, to a lesser extent, NHS Boards and council social services.

63 Equipment and Adaptation Services in Scotland: A Survey of Waiting Times for Social Work Provision, Scottish Executive Central Research Unit, 2001.
64 Fully equipped: the provision of equipment to older or disabled people by the NHS and social services in England and Wales, Audit Commission, 2000.
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Exhibit 21

Proportion of councils providing financial information on major adaptations, by type of
expenditure and type of adaptations (%)

The sources of funding of major adaptations vary among councils

Base: 29 Housing services.

Source: Audit Scotland

Exhibit 22

Number of recommendations and grant applications for major adaptations, per thousand
population, 2001/02

The number of recommendations per thousand population for major adaptations to council
properties far exceeds the number of HIG applications received.
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Source: Audit Scotland
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to benchmark their performance with
others and slows progress towards
integrated services that provide
seamless care for users.

4.32 None of the NHS trusts and
only six councils publish any service
standards in relation to community
equipment and adaptations. Only four
councils publish information about
how they perform against standards.

4.33 Failing to monitor performance
can have a detrimental effect on
people using these services. For
example, waiting times and waiting
lists are widely acknowledged as key
problems with community equipmen’é5
and, particularly, adaptation services.
Although no time limits are specified
in legislation, waiting can have a
significant impact on service users'
quality of life. There is also a legal
expectation that a duty will be
performed within a reasonable time
period, without undue delay.66 Waiting
times need to be carefully monitored,
managed and challenged, not just
accepted as a defining characteristic
of the service.”

“The thing is when your child has a
degenerative, life-limiting condition,
you can't wait. [...] If you need a
piece of equipment you need it now.
After six months or a year you don't
need it anymore.”

(Group 5)

“Your illness is getting worse, so you're
sort of getting depressed in a sense
that you can't get the things that are
going to help you. You're in a bad
enough situation because you're ill.”
(Group 3)

65 Ibid.

Key stages of the care journey are
not systematically recorded

4.34 Some of the key stages of the
community equipment and
adaptations care journey are:

e referral to a service
e the allocation of cases to staff

e assessment of needs, including a
decision of what is to be done

e the allocation of funding
e delivery and installation.

4.35 By recording these key stages,
service managers can ensure that:

e key elements of the service
are undertaken

e key stages are completed within
a reasonable timescale

e problem areas in both individual
cases and the service as a whole
are easily identifiable (for example,
if waiting times are increasing or
if there is a maintenance backlog)

e performance is measured across
the community equipment and
adaptations service

e risk exposure for both service
providers and users is reduced.

4.36 To be an effective management
tool, information systems need to be
capable of collating information to
provide performance reports, in
addition to the individual case reports
required by frontline staff. We found
an over reliance on recording
information manually in individual
case files (Exhibit 24). This allows for
the management of individual cases,
but it does not allow managers to

66 Using the law to develop and improve equipment and adaptation provision, Mandelstam M, 2003.
67 MacGregor v South Lanarkshire Council, Court of Session, 15 December 2000.

see the overall picture of what is
happening across the service.
Information needs to be recorded in
electronic format, and collated and
reported to service managers on a
regular basis to ensure appropriate
action is taken where necessary.

4.37 Although some councils and
NHS trusts do record information
electronically, the limitations of their
systems mean it is not always
possible to collate this in a useable
format. And while many service
providers record key dates in the
user journey, this is rarely used to
monitor performance formally.

Limited use is made of targets for
performance improvement

Targets in the NHS

4.38 Few NHS trusts routinely
measure any key aspects of
community equipment services:

Nearly a third of PCTs reported
having a target timescale for delivery
of equipment, but in most cases
this did not cover the whole patient
journey from assessment to delivery.
None of the acute trusts have an
assessment to delivery target.

e Only around a third of trusts (five
PCTs and one acute) have targets
in place for delivering commmunity
equipment in emergency cases,
all with delivery within 24 hours
(including one PCT where delivery
is within four hours).

e Only five NHS trusts (four PCTs
and one acute trust) and their
council partners have a target
for the time between an
assessment by trust staff and
delivery/installation by the council.
In most cases, this is linked to the
prioritisation systems in place
within the relevant council.
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Exhibit 23

Base budget for major adaptations in council and private properties, per head of population, 2001/02

Budgets for major adaptations to council properties exceed those for private properties by an
average of three times. Within both types of budget there is significant variation at a local level.
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Councils: Housing

Base: Councils able to provide base budget information for both council and private properties (n=16)

Source: Audit Scotland

Exhibit 24

Information recording practices, council services and NHS trusts (%)

Key stages in a user’s journey are not being recorded electronically, especially in the NHS.

Base: Social Work, 28; Housing, 29; PCT, 13; and Acute, 7.

Source: Audit Scotland



Targets in councils

4.39 While performance monitoring
within councils is more developed
than in the NHS, use of formal
targets for measuring the key stages
of a person’s care ‘journey’ is limited
and unsystematic — some councils
with targets do not collect the
relevant information to measure
performance against these targets.

4.40 Most councils have targets for
the time between receipt of a referral
for community equipment and
adaptations and carrying out an
assessment (15), and for providing
equipment and minor (but not major)
adaptations in emergencies (19).
Only a minority of councils have
targets for other key aspects of the
journey, for example, from assessment
to delivery or installation (Exhibit 25).

4.41 Some councils have specific
targets from when the store receives
a request to delivery of equipment.
But from the perspective of the user,
what is important is the time taken
from when they are first involved
with the service until they get the
equipment or adaptation they need.
Therefore, although the service
nmanager requires targets to be broken
down for each key stage of the care
journey, to help identify bottlenecks
in the system (such as at the funding
stage) and ensure continuous
improvement, there should also be

a ‘whole process’ target.

4.42 Among the councils with local
performance targets in place there
is little evidence of consistency, with
the exception of the provision of
equipment and minor adaptations

in emergency cases, where the
target is 24 hours in most councils,
rising to a maximum of five days
(Exhibit 26).

4.43 In about a third of social work
services, local performance targets
are linked to prioritisation systems for
managing workloads, but there is

variation in the target times set
(Exhibit 27 page 46). Because of the
volume of cases low-priority cases
can often have significant delays.

Waiting for services

4.44 Although most councils monitor
waiting times for community equipment
and minor adaptations, few have
information systems capable of
producing specific, accurate waiting list
and time information (such as long-term
trend information). For 2001/02:

e only five councils could provide
combined average waiting times
from referral to assessment
for community equipment and
minor adaptations

e only two could provide this for
assessment to delivery/installation

e only five could provide
information for receipt of
recommendation to installation
for major adaptations in both
council and private properties.

4.45 Of the councils able to provide
information on equipment and minor
adaptations, we found the average
waiting time between referral and
assessment was 88 calendar days, or
over three months. From assessment
to a delivery or installation, the two
councils reported average waiting
times of 23 calendar days and 56
calendar days.

“I'm supposed to be getting a new
chair [...] and a new stool [...] for in
the kitchen, so that | can do things in
the kitchen. \When all this is supposed
to be going off | have no idea. I'm
fed up waiting.”

(Group 3)

4.46 Of the five councils able to provide
information for major adaptations to
council and private properties, the
average waiting time from receipt of
recommendation to installation was

93 calendar days for council properties
and 226 calendar days for private
properties. The average waiting time
for major adaptations to private
properties was at least twice as long
as for council properties in four out of
the five councils.

“I'm still waiting for my wet floor
shower and I've been waiting for
ages and ages [...] and I've not had a
bath since | moved, or a shower
since | moved into that place
[9 months agol.”

(Group 4)

4.47 Although community equipment
and adaptations can play a vital role in
preventing delayed discharge from
hospital, none of the acute NHS
trusts could provide the information
we asked for on waiting lists and
times for patients requiring
equipment to help them return to
their own homes. Similarly, none of
the PCTs could provide any waiting
time information in relation to this.
However, we found a general
perception among users that service
provision was relatively quick when
leaving hospital.

“They [...] wouldn't let him home until
things were in place. It was very quick
because it was desperately needed.”

(Group 1)

Measuring customer satisfaction

4.48 Customer satisfaction surveys
are a useful way of gauging whether
service providers are doing the right
things and doing them well, and for
identifying areas for improvement. Yet
only around two-fifths of councils and
a third of NHS trusts undertake
customer satisfaction surveys
relating to any aspect of their
community equipment and/or
adaptations service. Furthermore,
only half of trusts and

a third of social work services
conducting these surveys publish
the results (Exhibit 28 page 47).
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Exhibit 25

Councils with targets for key stages of the care journey (%)

Although previous research has shown that delays are “particularly concentrated around the funding stage”,68 only
four social work services have a target for the time in which approval for funding should be gained after assessment.
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and minor adaptions

Recommendations to
contacting council tenant

~ Recommendation to
contacting private owner/renter

~Recommendation to
completion in council property

Recommendation to
completion in private property

Assessment to delivery/installation

Assessment to approval of funding

Referral to assessment

50

D
o
~
o
3
©O
o

1

o

0

o
=
o
N
(=)
W
=
N
S

Percentage
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Exhibit 26

Summary of range of local performance targets in councils

A wide range of targets is in use.

Source: Audit Scotland

68 Equipment and Adaptations Services in Scotland: A Survey of Waiting Times for Social Work Provision, Scottish Executive Central Research Unit, 2001.



Exhibit 27

Range in targets for time between receipt of referral and assessment by social work services according

to different priority categories

The target for high-priority cases ranges from one day to as much as 20 days. There is wide variation across

authorities in the targets set, especially in relation to high and low-priority clients.
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Good practice example 8
Fast-track procedures in Fife
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Source: Fife Council



Exhibit 28

Part 4. Planning and performance monitoring

Customer satisfaction surveys, by service provider (%)

47

&

Most service providers do not conduct customer satisfaction surveys. Even among those that do survey users’ views,
some do not analyse, report or publish the information.

Base: Social Work, 28; Housing; 29; PCT, 13; and Acute, 7.

Source: Audit Scotland

4.49 Our user survey and focus
groups highlight that despite
concerns about choice and waiting
times for example, overall levels

of satisfaction are high. AlImost
three-quarters of respondents with,
or caring for someone with, a frailty,
illness, health problem or disability,
were either very or fairly satisfied
with the overall service they
received. High levels of satisfaction
are likely to reflect the huge impact
that commmunity equipment and
adaptations have on a person’s
quality of life.

“You're happy when you get it.”
(Group 2)

4.50 Most respondents who had
received community equipment and
adaptations from either the council

or NHS, felt that their needs were
met — 49% felt their needs were fully
met and only 7% felt their needs had
not been met at all.

“Life wouldn't be very nice [without
these services], would it?”
(Group 3)

4.51 Users in our focus groups were
particularly positive about the individual
members of staff with whom they had
been involved. Criticisms revolved
around the system rather than the
staff involved.

Joint development of performance
indicators to measure continuous
improvement

4.52 To help ensure best value in
community equipment and
adaptation services, it would be
useful for councils and their health
partners to agree on a suite of
performance indicators for their local
joint performance management
frameworks. Agreeing these more
widely with other partnerships would
enable benchmarking to take place.
However, before this can be
achieved, there needs to be an
agreed and consistent approach to:

e definitions of the key stages in
community equipment and
adaptation service (such as what
is a case, referral, assessment)

e information recording practices,
including what and how
information is recorded

e management information
requirements, such as what
reports electronic information
systems should be able to easily
generate.

Useful performance indicators for
these services are outlined in
Appendix 6.

The complexities of community
equipment and adaptations means
that performance indicators will
need to be interpreted alongside
contextual information.



Good practice example 9
Assessing professional users’ views in West Lothian

Source: West Lothian Equipment Service

Recommendations e Record and monitor activity and Councils and RSLs should:
expenditure associated with
Councils and NHS bodies third parties, such as Care and e \Work together to assess
should: Repair, RSLs and voluntary need for major adaptations in
organisations, as changes in the future.
e Jointly review budgets for these areas are likely to impact
community equipment and significantly on future service
adaptations and HIGs to ensure delivery and resourcing.
that they are set at a realistic
level to meet need. e Develop joint performance
indicators so that the service can
e Monitor the performance on be evaluated across a
equipment and adaptation partnership area.
services by collecting and
using robust management e Once trend information is
information on: available, benchmark with other
partnerships using like-for-like
e cost performance measures to drive

forward continuous improvement.
e activity, including waiting times

e quality of services, including
users’ views.



Main findings

Most councils and NHS bodies
demonstrate how to use
equipment and adaptations.

But less than half provide written
instructions on use to supplement
these demonstrations.

There is a general lack of
formal policies and procedures
covering the recall of faulty
equipment; maintenance and
repair arrangements; and
recycling, including infection
control procedures.

Users have identified a lack of
clarity about who is responsible
for the repair and maintenance
of equipment.

Recycling is often not monitored
and targets are rarely set.

While nearly all social work
providers of community
equipment and adaptations
carry out follow-up visits to
ensure that what has been issued
meets users’ needs, such visits
are less common by NHS staff.
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Managing risks is important to
safeguard providers and users

5.1 There are risks associated with
using equipment and adaptations
incorrectly or failing to maintain and
repair faulty equipment. Formal policies
and procedures are essential, therefore,
to ensure that there is compliance with
health and safety legislation and that:

e people know how to use
equipment and adaptations

e equipment and adaptations are
properly maintained and repaired

® equipment can be recalled quickly
if faulty

e the recycling of equipment is
managed safely and efficiently.

5.2 Many councils and NHS trusts
have informal, unwritten policies and
procedures. Reliance on word of
mouth and individual good practice
poses risks for staff and users alike
and is unlikely to work where a
number of agencies need to work
together to provide the service.

Users are not always given
written information about how to
use their equipment or adaptation

5.3 Users should be provided with
written information on the use of
equipment and adaptations and
should always be shown how they
work. Our discussions with users
highlighted the importance of such
demonstrations — even for relatively
simple items.

“[l] got a toilet seat [...] and the first
time | sat on it | fell off and the seat
fell off as well. So | ‘phoned them
and told them they could take it away.”

Moderator: Had anybody come to
show you how to use it?

“No. My nephew went and bought
me a new one and put it on.”
(Group 4)



50

Exhibit 29

Whether councils and NHS trusts provide written instructions on how to use community equipment and adaptations

Less than half of all providers routinely provide written information to supplement verbal instructions.
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Written information is not

always given

5.4 Overall less than half of providers
routinely provide written instructions
on how to use equipment or
adaptations (Exhibit 29). Users least
likely to receive any information are
those who receive adaptations
through the HIGs. This is because
some councils consider private sector
adaptations funded through the HIG
scheme to no longer be the
responsibility of the council once the
grant has been awarded, even though
the duty of care for the disabled
person rests with the council.

Most providers demonstrate how
to use equipment and adaptations
5.5 Demonstrating equipment is an
essential part of ensuring that
equipment is appropriate to meet a
person’s needs and that it is used
safely. Most providers demonstrate
how to use equipment and
adaptations although people in
receipt of an HIG are least likely to be
given a demonstration (Exhibit 30).

5.6 \We created a 'delivery and
demonstration score’, based on
ten selected ‘good practice’
activities providing:

1. Verbal instructions on how to use
equipment/adaptations.

2. Written instructions on how to
use equipment/adaptations.

3. Verbal instructions on how to
maintain equipment/adaptations.

4. Written instructions on how to
maintain equipment/adaptations.

5. A written explanation of
responsibilities regarding
maintenance of equipment.

6. A demonstration of the
equipment/adaptation.

7. A demonstration of the
equipment/adaptation by
qualified OT staff.

8. Contact details.
9. Details of how to return equipment.

10. An emergency telephone contact
number in case the
equipment/adaptation fails.

. Not answered

D Don't know
- No
- Yes

Acute trust

5.7 Social work services and acute
NHS trusts have the highest average
delivery and demonstration score, at
7, compared with an average score
of 6 for PCTs, 5.5 for housing
services dealing with council tenants
and only 4 for private sector tenants
and owner-occupiers. But among all
providers there is significant variation
(Exhibit 31 page 52).

Information and support for users
about the major adaptations
process is particularly limited

5.8 The need for an adaptation is
based on an assessment of need
due to a disability, yet the different
funding streams mean that people
with the same need may receive a
different service depending on their
tenancy status. Council tenants
receive a more comprehensive
service than people living in private
sector homes. As major adaptations
to owner-occupied and private rented
properties are carried out under the
discretionary HIG scheme, some
councils end their involvement in the
process once the grant has been
awarded, although some people may
receive support from their council or
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Exhibit 30

Whether councils and NHS trusts always demonstrate the equipment and adaptations they provide

Most providers demonstrate how to use equipment and adaptations provided.
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Good practice example 10
Demonstrating equipment and adaptations in North Ayrshire

Source: North Ayrshire Council



52

Exhibit 31

Delivery and demonstration scores, by type of provider (n)

Most providers demonstrate how to use equipment and adaptations provided.
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Care and Repair. However, this
means that some people with
disabilities, many of whom may be
vulnerable, could be left to find their
own way through the adaptations maze
(Exhibit 6 page 19) — employing their
own architects and builders, for example
— whereas people in council properties
have everything done for them.

5.9 Some councils inspect adaptations
installed under the HIG scheme to

ensure the work is of an agreed quality
and only then is the money released.

“We had an awful lot of trouble... he
came in and dug up the foundations
and left it for a fortnight. So they were
running about a mucky place for a
fortnight. He kept coming for a wee
bit... | mean you never knew when
he was going to come. For the
bedroom, | think it took him about a
year to build. It took so long, and quite
honestly, | don't think he's built it right.”
(Group 1)

5.10 The small number of private,
major adaptations’ clients we spoke
to felt it was difficult to manage a
building project without support or
advice. They felt there was a lack of
information to help guide them through
the process, for example, how to find
a reliable tradesperson to carry out
the work. They also expressed
concerns about the lack

of control over the quality of the end
product. In one case the contractors
walked out before completing the
task, leaving the partially built
extension structurally unsound.

“When | applied for my extension,
the [council] said to me that they
can’t recommend an engineer and
they can't recommend an architect or
a builder. | look at it as if they had
recommended an architect to me, or
a builder, | wouldn't be thousands of

pounds in debt... but these are the
rules and they can't break them."”
(Group 5)

Risks may arise where equipment
and adaptations are not properly
and regularly maintained

5.11 Community equipment and
adaptations are subject to health and
safety legislation 7 for example, staff
need training in using equipment

such as hoists. Some equipment
manufacturers recommend specific
maintenance intervals for items such as
hoists and slings. Information systems
can prompt staff to carry out tasks at
the required time — for example, alerting
staff to when a maintenance check is
due. This not only protects the user,
but also acts as a risk management
tool for the service provider.

5.12 Unless equipment and adaptations
are properly and regularly maintained,
they can pose serious risks to users
and carers. Repairs and maintenance,
particularly of stairlifts, was one of
the most significant concerns raised
by the users participating in our
study. The experiences of some of
the people we spoke to showed that
the impact of poor repair and
maintenance procedures can be
serious; for example, being unable to
go upstairs or have a bath, or the risk
of injury to carers.

5.13 Many users were confused
about whether they or the provider
(which was often unknown to them)
was responsible for maintenance.
This was not surprising given that
relatively few providers provide
written information on maintenance
arrangements (Exhibit 32). Many
users were also concerned about the
hidden costs of maintenance, the
apparent lack of fairness with some
people having to pay for maintenance

whilst others do not, and the waiting
times for repairs and maintenance.

5.14 Despite guidance recommending
that regular maintenance checks are
made for some items of equipment,
our discussions with users suggest
that this does not always happen.

Electronic systems can help track
and locate stock but these are not
always in place

5.15 Effective repair and maintenance
procedures require good procedures
for tracking and locating stock. A
significant number of providers do
not have computerised stock control
systems which can track and locate
items they issue (Exhibit 33). Manual
stock systems that do not allow for
all equipment to be quickly and easily
located expose both the user and
service provider to risks in cases
where faulty equipment needs to be
recalled or maintenance programmes
need to be planned. Electronic systems
can also contribute to costs savings
through facilitating ‘just in time’
ordering, and effective recall and
recycling procedures.

5.16 Bar-coding of equipment is an
effective risk management mechanism
and facilitates stock control, recycling
and repair and maintenance
procedures. Yet only four social work
services and four PCTs bar-code their
community equipment. None of the
acute trusts do so.

Staff do not always know how to
recall faulty equipment

5.17 At the time of our audit a
number of separate notices were
issued about faulty equipment —
Medical Device Alerts, NHS Hazard
Notices and NHS Safety Action Notices.
The Medicines and Healthcare products
Regulatory Agency (MHRA)” issues

67 For example: Health and Safety at Work Act 1974; Lifting Operations and Lifting Equipment Regulations 1999 (LOLER); and Provision and Use of Work

Equipment Regulations 1998 (PUWER).

68 Previously known as the Medical Devices Agency (MDA).
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Exhibit 32

Number and percentage of councils and NHS trusts giving verbal and written instructions about maintenance

Not all service providers give verbal instructions about how to maintain equipment/adaptations.

Base: Social Work, 28; Housing, 29; PCT, 13; and Acute 7.

Source: Audit Scotland

Exhibit 33

Percentage of providers with computer systems in place to locate and check all stock (%)

Many providers are relying on manual systems for stock control.
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Exhibit 34

Percentage of organisations with procedures in place for dealing with equipment faults

Most NHS trusts have procedures in place for dealing with MDA and NHS notices about equipment faults,
but only a minority of social work services do so.
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Source: Audit Scotland

Medical Device Alerts under contract
to the NHS, and NHS guidance
states that these notices should be
“brought promptly to the attention of
appropriate managers, staff and users
of equipment. " In Scotland these
are distributed to the NHS but not to
councils, despite the fact that many
alerts are of relevance to social care
providers — this should be addressed
by the Scottish Executive.

5.18 For such alerts to be effective,
councils and NHS bodies should
have mechanisms in place for dealing
with these notices and for recalling
equipment. If not, the safety of users,
carers and staff could be at risk and
the provider may be subject to
negligence claims.

5.19 All but one NHS trust has clear
procedures for dealing with these
notices, but only half (9 PCTs and one
acute trust) have written procedures
in place to recall equipment that has
already been issued. Less than half
of social work services have clear

procedures in place to deal with
MDA Device Alerts, NHS Hazard
Notices and NHS Safety Action
Notices; and even fewer (8) have
written procedures in place to recall
faulty equipment (Exhibit 34). This
means that staff are not always
aware of how to recall faulty equipment.

5.20 All equipment providers, except
two social work services and one
PCT, provide users with contact
information, detailing how to make
an enquiry or complaint and explaining
how to return equipment.

Recycling of equipment and
adaptations varies widely and
could be better

5.21 Recycling appropriate items can
contribute to cost savings and reduce
waiting times, although not all items
are suitable for recycling because of
hygiene concerns or low cost equipment
being cheaper to replace rather than
recycle. While most councils and
health bodies do recycle some

69 One social work service did not respond to this question.
70 Circular NHS MEL [1995] 74. Reporting of Adverse Incidents and Defective Equipment, The Scottish Office.

. No
. Yes

PCT  Acute

Procedures for recalling
faulty equipment

equipment and adaptation components,
most do not have a written recycling
policy detailing, for example, what items
should and should not be recycled;
how they should be recycled; or
what proportion of equipment should
be recycled (Exhibit 35). In some
areas, the decision about what to
recycle is made on an ad hoc basis
by equipment store staff.

5.22 Of those providers that do record
and monitor recycling, there is
significant variation in the proportion
of equipment recycled. For example,
the recycling rates for the seven social
work services providing information
ranged from 16% to 100% for
shower chairs, and from 17% to 75%
for stairlifts. The overall recycling
rates for equipment issued for use in
the community among the seven
NHS PCTs ranged from 34% to 86%.
This variation suggests that there is
scope to increase overall recycling
rates across Scotland.
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Exhibit 35

Whether service providers have written recycling policies (n and %)

&

Most service providers do not have a formal, written recycling policy.

Source: Audit Scotland, 2003

Good practice example 11
Maintenance and recall/return of equipment in Highland

Source: Highland Council



5.23 Only two social work services
could provide the cost of recycling in
2001/02 — £204,771 and £19,148,
representing 7% and less than 1%
respectively of their total expenditure
on community equipment and
adaptation services.

5.24 |t is difficult to benchmark
overall recycling rates as these are
dependent on the types of
equipment issued, demand levels
for certain types of equipment and
the types of equipment deemed
non-recyclable. Whilst it would be
possible to ensure consistency in the
latter through the issue of national
guidance, the other factors are likely
to ensure that recycling rates vary to
some extent. Nevertheless, it is
possible to set target recycling rates
for individual types of equipment,
especially high cost items such as
stairlifts. None of the acute trusts,
and only four social work services
and three PCTs in Scotland have a
recycling target for equipment. These
range from 30% to 40%.

Recycling major adaptations
5.25 Recycling of ‘major, permanent’
adaptations can take two forms:

e recycling individual items, for
example, through removing a
through-floor lift and reusing it
in another property

e ‘recycling’ properties, by trying to
match people with disabilities to
already adapted properties.

5.26 Some councils argue that the
permanent nature of these
adaptations means recycling of
individual items is not possible, but
four councils do have a written policy
in relation to this form of recycling.
However, this practice may not be
cost-effective. Almost all councils
(24) recycle adapted properties but
only nine have a written policy
relating to this. Only one council
has a target time for this process —

six weeks from the date of
becoming void to the date of
re-letting the property.

5.27 Most councils (19) have a
register that records details of adapted
properties. A minority (10) of councils
include details of both private and
council adaptations in their registers.
While eight record only council property
adaptations, one council records only
private property adaptations. Most
registers record the date of
installation (15) and the type and cost
of adaptation installed (16 and 15
respectively). The Housing (Scotland)
Act 2001 states that all local housing
strategies (required by all councils)
must assess the need for and
availability of accommodation
designed or adapted for people with
special needs. We found only three
councils could tell us what proportion
of their housing stock was adapted.

Ways to increase recycling

5.28 Good stock control systems are
needed to support efficient recycling,
but as we have already noted these
are not in place in many councils and
NHS bodies.

5.29 \When equipment or an
adaptation is no longer required, or
the loan period has expired, it should
be returned to the provider. This
often does not happen because the
user is not aware of this or they
simply forget to do it, or the service
provider does not or cannot ‘chase’
it. In these circumstances the
equipment is simply ‘lost’.

“People throw out what they've
been given [...] instead of returning
it[...]. It's not fair on other people
that are waiting on that, that’s the
way | look at it, that are waiting on
things happening.”

(Group 4)

5.30 Nearly all councils and NHS
trusts provide details of how to
return equipment and offer a pick-up

service. However, there are also
other procedures that could
encourage recycling, such as:

e a freephone telephone number
e an estimated recall or return date.

But these are relatively uncommon:
no councils and only one NHS trust
has a freephone number and only
half of NHS trusts and a third of
social work services provide people
with an estimated return or recall
date. Some service providers run
ad hoc equipment amnesties to
encourage people to return
equipment no longer required.

5.31 Our discussions with users
found that most people have some
idea of who they might contact
should they wish to return
equipment. However, bearing in
mind the confusion around who
provides the equipment in the first
place, there is no guarantee that they
will return it to the correct provider.
Users reported mixed experiences of
returning equipment and adaptations
— some requests for uplifts were
dealt with quickly, whereas for others
it required repeated telephone calls
and a lengthy wait.

“I left [my bath seat] at the front for
somebody to pick up. It was there
for weeks and weeks. "

“These things are lying there and I've
asked ever so many people where
they should go, and they don’t know.
I'll gladly get rid of them.”

(Group 4)

Users also felt that they should have
a say about when equipment should
be collected.

Good infection control procedures
can assist recycling

5.32 If equipment and adaptation
components are to be recycled then
there needs to be good infection
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Good practice example 12
Written guidelines for infection control of community equipment in Comhairle nan Eilean Siar

Source: Guidelines for disinfection of OT equipment used in the commmunity, Comhairle nan Eilean Siar, October 2002
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control systems. These help prevent
cross-contamination of equipment,
and maintain the safety and longevity
of equipment and adaptations.

5.33 All NHS trusts and all but one
council transport used and soiled
community equipment in the same
vehicles as new and unused
equipment. But most take measures
to prevent cross-contamination
between the two types of equipment,
such as using segregated areas and
placing all used equipment in sealed
bags. However, four NHS trusts

and three councils do not take any
such measures.

“I got this commode from the
government — you've never seen
anything like it. | wouldn't have had it
in my house for five minutes...[it
was] minging. ”

(Group 3)

5.34 Some service providers have
special uplift services for equipment
that may be severely contaminated,
for example, with HIV or hepatitis.
There is evidence of equipment
being collected by staff in their own
cars during their community delivery
rounds and while this may be a
cheap way of delivering and uplifting
equipment, it does raise health and
safety concerns. Delivery vehicles
should be capable of being cleaned
and disinfected — the walls and floors
should be impermeable and cleaned
and disinfectgwd weekly or when
visibly soiled. " It is unlikely that this
level of infection control is implemented
in staff members’ own vehicles.

5.35 While most service providers
have designated separate storage
areas for ‘dirty’ and ‘clean’ equipment
in each of their storage locations, six
councils and three NHS trusts do not.

Almost every council assesses the
suitability of what has been
provided, but this is less common
in the NHS

5.36 While the NHS sometimes
issues equipment on a short-term
loan basis, equipment and adaptations
provided by both councils and the
NHS can be issued to a user for many
years or permanently. Even within a
short space of time however, a
person’s needs can change
significantly or the equipment
provided may simply prove
unsuitable; for example, it might be
uncomfortable or too difficult to use.

“I can't get my legs over the bath
anymore [to get on my bath seat],
and I've got no handrails, so | can't
get into it to sit on the side of the
bath [...] I'm just having to make do,
you know, wash myself down the
best way | can.”

(Group 3)

5.37 All but one council conduct
follow-up visits to assess the
suitability of equipment and minor
adaptations provided. Most of these
visits are carried out within two
weeks of delivery or installation. This
practice is less common among NHS
service providers (Exhibit 36).

“I have an awful job getting into my

bed, but they gave me a lift thing.

| couldn’t work it, so they took it away.”
(Group 3)

5.38 Some items of equipment are
more likely than others to result in

a follow-up visit, and practices vary
among service providers. For
example, of service providers
involved in issuing bath seats, 93%
of social work services, 64% of PCTs
and 50% of acute trusts reported
conducting follow-up visits. Similarly,
of those issuing walking equipment,
69% of PCTs conduct follow-up
visits, compared with only 17% of
acute trusts and 27% of social work
services.

5.39 In nearly all councils (23), social
work rather than housing staff conduct
the follow-up visits to check the
suitability of major adaptations.
Housing staff undertake follow-up
visits in only six councils, and in four
of these the visits are joint

with social work staff.

Good information is needed to
manage risks well

5.40 Managing risks well requires
good information about key stages in
the process, including areas such as
demonstrations; maintenance
programmes; reviews; collection and
infection control procedures; and
recycling. Exhibit 37 outlines the
extent to which councils and the
NHS in Scotland record these types
of risk management information. The
lack of electronically recorded
information limits the extent to which
managers can use it to manage risks.

71 MHRA DB2003(06) Device Bulletin, Community Equipment Loan Stores — Guidance on Decontamination, Department of Health, September 2003.
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Exhibit 36

Conduct of follow-up visits, by type of service provider (%)

Most social work and PCT staff conduct follow-up reviews, but less than half of acute trusts do so.

. Yes
ACUte _ . NO

I:‘ Don't know

Primary care trust

0 10 20 30 40 50 60 70 80 9 100

Percentage

Base: Social Work, 27 (as one did not respond); PCTs, 13, and Acute, 7.

Source: Audit Scotland

Exhibit 37

Information recording practices, local authority services and NHS trusts (%)

In general, social work services are better at recording information on the different stages involved in
providing equipment and adaptations. But there is room for improvement in all agencies, especially in their use
of electronic information systems.

Base: Social Work, 28; Housing, 29; PCT, 13; and Acute, 7.

Source: Audit Scotland
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Part 6. Sum
recommenc

Part 2. Person-centred services

Councils and NHS bodies should:
Jointly publish comprehensive
information on community
equipment and adaptations covering:

e what help is available

e who to contact

e eligibility criteria

e who needs to pay and how much

e what service people can expect
using information such as local
targets for response times.

This should be published in different

formats and in other languages as

required by local communities.

Review the level of demand for
out-of-hours services.

S

Councils should:

Ensure that users have information
on direct payments and the
availability of these for community
equipment and adaptations.

Evaluate whether self-assessment
and self-selection could improve the
efficiency of providing low cost, low
risk items.

Part 3. How are services
organised?

Councils and NHS bodies should:
Work towards joint information
systems that provide good
management information on the
community equipment and
adaptation services within their
partnership area.

Clarify partnership arrangements

for the assessment and provision of
community equipment and adaptations
ensuring that all relevant partners

are involved; and formalise these
arrangements in agreed policies

and procedures.

-
g
\':" :

Ensure all relevant staff across

the respective partner organisations
are aware of the agreed policies
and procedures.

Ensure that community equipment
and adaptation services are
developed as part of their overall
community care strategy.

Develop protocols which maximise
the ability of staff from different
partnership organisations to access
equipment and adaptations and
reduce the waiting time for users.

Develop joint training plans for all
staff involved in assessing the need
for, and demonstrating, equipment
and adaptations.

The Scottish Executive should:
Update national guidance on roles
and responsibilities in relation to
community equipment and
adaptations to reflect new ways of
working promoted by the Joint
Future Agenda; local government
reorganisation; and developments
in technology.



Part 4. Planning and performance
monitoring

Councils and NHS bodies should:
Jointly review budgets for
community equipment and
adaptations and HIGs to ensure that
they are set at a realistic level to
meet need.

Monitor the performance of
equipment and adaptation services
by collecting and using robust
management information on:

e cost
e activity, including waiting times

e quality of services, including
users' views.

Record and monitor activity and
expenditure associated with third
parties, such as Care and Repair,
RSLs and voluntary organisations, as
changes in these areas are likely to
impact significantly on future service
delivery and resourcing.

Develop joint performance indicators
so that the service can be evaluated
across a partnership area.

Once trend information is available,
benchmark with other partnerships
using like-for-like performance
measures to drive forward
continuous improvement.

Councils and RSLs should:
Work together to assess need for
major adaptations in the future.

Part 5. Managing risks

Councils and NHS bodies should:
Ensure stock control systems are in
place to track and locate equipment.

Ensure that written instructions on
using equipment and adaptations are
always provided for users and carers,
and trained staff always demonstrate
their use.

Consider how best to provide advice
and support to people in the private
housing market who install major
adaptations.

Agree and implement formal policies
and procedures that include:

e recall of faulty equipment

® maintenance and repair
arrangements

e recycling, including infection
control procedures

® emergency arrangements.

Ensure management information
systems contribute to the effective
management of risk.

Review user needs once equipment
and adaptations have been supplied.

The Scottish Executive should:
Produce and disseminate national
guidelines on decontamination and
infection control of community
equipment and adaptations.

Ensure that Medical Device Alerts
are issued to Scottish councils as
well as to the NHS in Scotland.



Appendix 1. Methodology for
user research

Our resear%h with the general public
and users’  involved two elements:

e anational survey of the Scottish
public, covering both users and
potential users

e focus groups with users.
Survey of the Scottish public

We commissioned NFO WorldGroup
to carry out research as part of its
monthly omnibus survey — the
Scottish Opinion Survey. The national
survey included questions to:

e assess the general public’s
awareness of, and contact and
satisfaction with, statutory
community equipment and
adaptation services

e establish levels of private
purchasing.

A sample of 944 adults (aged 16 and
over) was interviewed at home in 50
sampling points throughout Scotland
between 4 and 13 September 2003.
To ensure the sample was
representative of the adult population
in terms of age, sex and class, it
was weighted to match population
estimates from the National
Readership Survey of January —
December 2002 (Exhibit 38 overleaf).

Computer Assisted Personal
Interviewing (CAPI) was used
to collect the data.

72 We have used the term ‘users’ to cover both people who were using services themselves and people who were accessing services on behalf of

someone for whom they cared.

Focus groups

The focus groups were structured to
include a sample of users based on
sex, location, age and type of user.
Participants were recruited from
council day centres and voluntary
sector groups. Each group had
between five and nine participants.

Exhibit 39 (overleaf) categorises each
group by the main characteristics of
participants. However, several
people taking part in the focus
groups could be described by more
than one of these characteristics; for
example, some of the older people
also had, and/or cared for someone
with, a disability.

The discussions from the focus
groups were tape-recorded, with
participants’ permission, and fully
transcribed. All transcripts were read
and coded thematically and analysed
using a matrix method.

All quotations used in this report are
anonymised to protect the identity of
those participating in the research.

In the use of direct quotations, an
ellipsis in square brackets, [...], is
used to signify that a section of the
transcript has been omitted for the
sake of brevity or clarity.
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Exhibit 38

Sample profile

Base: 944.

Note: Percentages may total more than 100% due to the effect of rounding.

Exhibit 39

Make-up of focus groups




Appendix 2. Allocation of
responsibilities

. —

Source: Circular SWSG 7/94 5458
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Appendix 3. Joint community
equipMment stores

The following lists the ‘joint’ equipment stores reported by councils and NHS trusts participating in this study.

The partners are recorded as given by the audited bodies as at the time of our study (ie, prior to the reorganisation
of the NHS in Scotland).
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Appendix 4. Activity definitions

We used the following definitions in our surveys of councils and NHS trusts.

Assessment

A series of actions that includes
identifying the needs of the person,
informing the person and/or carer of
the conclusion, and, where appropriate,
devising a care plan. This study asked
about assessments where a need for
equipment and adaptations was
identified, including reassessments.

Referral

A referral is a single individual at a
single point in time. For example,

if the same person is referred in
January and then again in April, this
counts as two referrals. If a single
person is referred at a single point in
time for one or more adaptations or
pieces of equipment, this counts as a
single referral.

Recommendation

A recommendation refers to when a
person has been assessed for an
adaptation by, for example, a social
work department occupational
therapist, and they formally recommend
that a permanent, major adaptation is
required to meet the client’s need.

A recommendation refers to a single
individual at a single point in time.

A recommendation may require the
installation of more than one item.

A completion

A completion refers to when a
person has been issued with the
equipment/adaptation. A single
completion refers to the delivery/
installation of equipment/adaptations
resulting from a single referral or
assessment. For example, if an
assessment identified a need for two
items of equipment, the delivery of
these items would count as one
completion. If the items were not
delivered on the same day, it would
become a single completion when
the final item was delivered.

Patient

A patient is a single individual at a
single point in time. For example, if
the same person is referred in January
and then again in April, this counts as
two patients. If a single person is
identified as needing multiple pieces
of community equipment, this will
count as a single patient.
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Appendix 6. Local performance

monitoring

The following performance
indicators for community equipment
and adaptations may be useful for
partnerships to consider as part of
their local joint performance
management frameworks.

Activity

Number of people receiving
community equipment and
adaptations.

Number and percentage of
assessments resulting in a referral
for, and receipt of, equipment

and adaptations.

Number and percentage of all
community care clients receiving
equipment and adaptations (by
financial year, age group, client
group, source of referral and
provider organisation).

Average time for each of the
following key stages:

e Dbetween first contact and referral
e Dbetween referral and allocation

e between allocation and
completion of assessment

® between assessment and funding

authorisation

® between assessment and
delivery/installation

e between ordering and delivery/
installation for standard stock

e between ordering and delivery/
installation for special orders.

For emergency cases:

average time between assessment
and delivery/installation

e percentage of cases where
delivery/installation is completed
within local target time.

Percentage of cases where local
target times are met.

Percentage of equipment and
adaptations returned, by type and
reason for return.

Percentage of equipment and
adaptations recycled, by type.

Percentage of equipment/adaptations
delivered/installed outside normal
office hours.

Percentage of users opting to use
direct payments for equipment
and adaptations.

Percentage of users opting to
self-select.

Cost

Variance between budget and
expenditure for equipment
and adaptations.

Expenditure on equipment, by type.

Expenditure on adaptations, by type
and by tenure.

Expenditure on HIGs.
Expenditure on recycling.
Quality

Percentage of equipment and
adaptations returned due to

unsuitability.

Percentage of equipment and
adaptations returned due to faults.

Percentage of equipment and
adaptations where delivery/
installation date met.

Percentage of equipment and
adaptations getting maintained by
local target date.

Percentage of users receiving
follow-up visit by local target date.

Feedback from users and carers.



Appendix 7. Study advisory group

Members sat on the group in a personal capacity.
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