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PREFACE

Wheelchair Services: What is needed to make Govament policy work?

The Government has recently published a docum@perational Guidance to the NHS: Extending Patient
Choice of Provider’ (July 2011), in which interakre the proposals that, in certain areas, patsmuld
have a choice from ‘any qualified provider’ (AQR)ne of the key services to be included initialiyhm

this initiative is the provision of wheelchair siees for children. The reason for the inclusiompaédiatric
wheelchair services on their own in the initial phavould appear to have arisen from the All Party
Parliamentary Group for Wheelchair Reform repory‘Wheelchair is My Shoes’ sponsored by the charity
Whizz-Kidz. (APPENDIX 3).

Whizz-Kidz’ summary of the success of their progbs®del in a limited geographical area has empédsis
their areas of success, but has failed to includerareas which have not been covered by theiemod
Additionally, some feedback from the sources lisibdve relates to experiences of the Whizz-Kidz ehod
that is not represented in their sponsored rep@eg. Section C).

This letter brings together the input of over tvazen clinical and other specialists from arounduke
including contributions from members of the Rehiédtibn Engineering Services Management Group
(RESMaG), National Wheelchair Managers Forum (NWMFsture & Mobility Group (PMG), and British
Healthcare Trades Association (BHTA). It hopefydhints a broader picture than the selective amrof
the Whizz-Kidz sponsored reports.

The need for a holistic view and coordination of povision

Provision for people with disabilities has beenvilgahe responsibility of health budgets, and thiues
‘medical’ model has usually prevailed over the fast decades, if not longer. However, suitable/igion
has positive impacts in not only the medical abes also social, education, and employment areasngst
However, suitable provision has positive impactaohonly the medical area, but also social, edocaand
employment areas, amongst others. Indeed, a®ad¥¢hizz-Kidz sponsored report, Frontier Econornics
‘Social Return on Investment for Whizz-Kidz’ Semg, points out, for every pound spent there weomf
£10 to £25 savings to be gained. The point madeisrreport is that at best only 1-5% of thesersgs/
were made on health costs, and the rest from seclatational, and employment costs/benefits. One
example of a holistic, integrated service is s@eldarway, which has probably led the world in intgg
service supply to those with disabilities; one celm each region assesses and provides for atiegbds of
an individual.

There are individuals in the current Government Wwaleve in the benefits to the individual and $tate
of combining budgets from different departmentsie Tdea of placing control of health budgets fathea
individual with GPs was a first attempt to go aldhig route.

What seems in conflict with this view is the cutrproposal to introduce fragmentation of provision
separating off the provision for children and thefreelchair equipment from a) the rest of the pato,
b) from an holistic view of the individual's neefits their support beyond a limited range of whealc
and c) what individuals need when they are notwhaelchair.

Any Qualified Provider?
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However broad or narrow the service, the bodiestimeed in our introduction are all adamant thatehe
needs to be a level playing field for all entitteadering to provide the service. The followingns,
amongst others, have been specifically mentioned:

1. There must be well-defined benchmarks and criferitheQualified bit of the AQP. It needs to be
clear what tenderers will be required to provecaheir abilities, and how this will be monitored.

2. Well-defined benchmarks are also needed foPttowider part of AQP. What will be provided, for
which clients, in what timescales, to what qudktyel, and how will this all be monitored?

3. There should be a national contract of standaingseby minimising the potential for a ‘post-code
lottery’.

4. The discussions around cost savings are impottabtjeed to be presented in terms of which
models of service and provision provide the beasg liermcost benefits for both the individual and
the State, rather than being limited to short tprite savings where service is commoditised around
the cheapest equipment at the cost of whole lifesfies.

5. There needs to remain in place a broad range diail@asolutions and equipment to help ensure the
best outcome for each client.

6. There are very competent services within the NH&kvhre client-focussed and run a tight ship,
who must be allowed to compete on a level playielgl fwith other potential AQPs. For example,
they should not be disadvantaged by not being ekémp VAT on their purchases. They should
also not be disadvantaged because they can’t fimelesing campaigns and produce glossy
presentations. The criteria to be considered hagharameters for making choices must be carefully
guided, with the focus on the patient at all times.

Broadening the picture

There needs to be a broadening of the total picarkat the AQP is able to, and required to, ctiver
whole spectrum of need, including social, educatiocand employment, rather than just the medicatine
Specific areas requiring consideration include:

1. Continuity of provision, maintenance and reviemd aecord keeping

In the past, the term ‘paediatric’ has coveredviialials up to 18 or 19 years of age. Even withmplans
to extend this to 25, this still presents the @rajles around one provider covering clients updertain age,
and another thereafter. At any arbitrary age nidévidual’s needs do not change. Indeed, theafort
children who are considered ‘complex’ and who tla@eerequire specialist clinical expertise, willntmue
to require specialist input as they become adultsas they age. Within the spirit of Human Rigteoss
Europe, there should be joined up rather than feagary provision as one ages.

The proposals should incorporate the need for ooy of medical and client records.

Ongoing review, as well as repair and maintenaometracts must be included.

2. Specialist support — the need for liaison to caberbreadth of related needs
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Feedback from the clinicians mentioned above hawsthat the current model offered by Whizz-Kidz
appears to be cheaper because it does not in¢cladmsts routinely incurred by current wheelchaivises,
e.g. provision for postural seating needs, spaeating needs, qualified rehabilitation enginesns, home
assessment. Thus the model is limited and incaep@d does not reflect the whole picture of gnwise
provision required just on the health front, leire the broader picture beyond just ‘health’.

At the higher levels of clinical need (i.e. morergdex and severe disability) it is essential tharé are
open and efficient links between the AQP and relesargeons, physicians, and other clinicians fgdla

for example, to spine or hip surgery, provisioralérnative and augmentative communication, managem
of spasticity, provision of orthotics and prosths}i

In summary

The Government needs to broaden its considerafitremeeds of people with disabilities beyond the
health funds being linked to the ‘patient’,ab funds being with the individual. AQP tenderingshbe on
a level playing field, needs to be prescribed &g and needs to cover the broader picture, pssaal to
covering only limited aspects.

Current plans seem to provide for one group of eEphildren’), at the simpler level of need, gudt for
wheelchair provision. For administrative and pasihg economies, and for patient benefits, it mbletter
sense that there is one service that covers cradjeave, simple to complex needs, health throwgias
through education through employment budgets, betby looks in toto at the individual, where papine
by results benefits the individual, the State, amciety as a whole. In view of these various comeve
would ask that paediatric wheelchair services atepnt out to tender.

A separate report (attached) has been preparedh\whings together the detail in the numerous
contributions from which this letter has been piEtl These individual contributions present atgieath
of insight, knowledge, and constructive comment.

The different Associations who have contributethie letter would welcome the opportunity of worin
with the Government, to help refine and shape thieeat proposals developing them into an holigiviee
reflecting the needs of wheelchair users of alsage

Dr Barend ter Haar

Member of Board of Directors of BHTA
Member of PMG

Managing Director, BES Rehab Ltd

Dr Linda Marks

Consultant in Rehabilitation Medicine (Retired)
PMG member

National advisor to the Executive committee

with contributions from

British Healthcare Trade Association

National Wheelchair Managers Forum

Posture & Mobility Group

Rehabilitation Engineering Services Management Grop
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SECTION A: MOVING FORWARD TOGETHER

1. Lisa Ledger, Occupational Therapist, South Staffrdshire District Wheelchair Service

Just a quick note as | don't know where to statthwhe Government plans - incredulous!!! How doythe
explain/justify separating a service for childrew’ have always been equitable in wheelchair ses\vand if they do
this it will make the issues of transition morefidiflt than they already are. More concerninghis tack of
understanding around wheelchair services as aalinervice and there are different parametergefis that are
likely to need a different response. Also, theyehao parameters of benchmarking for who is a Giedlprovider -
guess we have to do this then.

| have drafted a clinical guide for commissioneard providers of services around the clinical naaumé levels of
need. If possible | also will share it with wheeda managers and then hopefully it can be prodasealdocument to
inform, amongst others, the new commissioning board

Please note: Thisdraft clinical guideisincluded at the end of this document. APPENDIX 1

2. Thurrock Wheelchair Service Team

INTRODUCTION

Whilst we would welcome an independent natioreliew of Children’s Wheelchair Services (WCSs)newge
equity in eligibility criteria, resources, and bedig, we are very concerned by the recent ‘All PBeE{iamentary
document’ and media coverage.

Our GENERAL CONCERNS are as follows

- The report cannot be seen as impartial as partsmay in future benefit from the recommendatiosrgeh
been involved in the presentation of the document.

- The ‘Expert Witnesses’ do not include any represtérds from National Wheelchair Managers groupsicse
wheelchair service clinicians, PMG (Posture and itgkiGroup), BAOT (British Association of
Occupational Therapists) or CSP (Chartered SocieBhysiotherapy), for example.

- No statistical evidence/outcome measures are iadifii NHS services as a comparison for the ‘newatio
proposed by 8 sector.

- No counter discussion had been invited by the gfaugpare pleased that you are taking up the matter)

Our SPECIFIC CONCERNS are as follows

REFERRALS AND RECORD KEEPING
- Mechanism for referral, screening and prioritisitegeds clarification
- Networking of Outside Contractor (OC) with NHS ealjues in paediatric services, transfer of confidien
information, and record keeping would need to laresked
- Exchange of information re home, school, and 24 postural provision is invaluable — this wouldrieeded
to continue to ensure appropriate provision

BUDGET
- Would the tendering process be local or natioril?ould be necessary to ensure equity per capikerwise
we would still have a postcode lottery for provisio
- Who would hold the budget and monitor the spend?
- Is there a danger that, should the children’s bukdgeome overspent by the OC, that other aredsediHS
Wheelchair Service budget (eg for adults) woulddneebe redirected. How are the charity’s own finded
in conjunction with NHS funding?

EMERGENCY RESPONSE

- At present the Wheelchair Service, with its ApprbRepairer and Rehabilitation Engineer Contractsyee that
there is the facility for responding to urgent apesiin situation (eg surgery/injury) for a longnenser, and also
to failure or breakdown of equipment. There havenbeountless examples of the team needing to rdspam
example to ensure a child can be transported hoomedchool or be discharged from hospital. The ssgof this
service depends on all these facilities being at@land responding quickly. Where Outside Contradtave
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- been involved in children’s provision for WCSs, teve used the services of the local Approved Repand/
or Rehabilitation Engineer. Should the Childrerésv&es be outsourced, would they be able to diffiertype of
back up service?

- Currently, clients with powered wheelchairs, diswe a manual back up chair — would this stilliedase?

REVIEW

- Clients are welcome to re-refer at any point, follng initial assessment. We ensure children’s fexmiare
contacted or seen regularly for review of theinicial needs, and adjustments and changes to eguligrevision
made as necessary. It would be important to retialieast this level of monitoring, to ensure thienao avoidable
deterioration in posture, function, comfort, andgsure relief.

TRANSITION

- At present the children in our service are seethbyapists who have experience of working with edahd
children, liaising as necessary with the clientisecand therapy teams as necessary. The samettdsam a
Wheelchair Service are involved into adulthood,cliimakes the transition much easier for the yowangagm,
their history is well known, and the family knowetktaff.

- With an Outside Contractor involved in childreni®yision, there may be inequitable criteria, prawis and
budgets. Once the young person transfers baclethNit Wheelchair Service, this may be a potent@iblem,
as high specification equipment may not be autaratyi funded, and therefore private input and atmecall
upon the NHS Voucher Scheme budgets may be required

PROCUREMENT

- There have been great improvements in the pasydews in purchasing procedures and lead times from
manufacturers.

- WCSs are able to order direct from manufacturérss preventing further delays on lead times/dejivére
understand that the Outside Contractor would ovidea third party, which would add to further dedaylso
WCSs hold stocks which they are often able to sdal provision very promptly, or as an interineasure.

3“ SECTOR ROLE
- We have, in the past, welcomed tfi&Sector (eg Whizz-Kidz and Action for Kids), in vkag with us to
provide or top up finance for equipment that liessale the remit of the Wheelchair Service. Howewath
this proposed change, we would lose this addititaglity.

SPECIAL SEATING and REHABILITATION ENGINEERING SERZES

- How would the Outside Contractor access thesecarvand how would the host WCS monitor the reffereand
potential expenditure

- Would the Outside Contractors have access to oheirSpecial Seating and RE services for bespokpmgunt
and modifications? Would there be a regular reyieocedure?

BASE and INFRASTRUCTURE
- Where would the Outside Contractor be based?
- Would the NHS buildings and resources be shared?

CONTRACT MONITORING
- Approved repairer and Special Seating contracts@ménually monitored and feedback is exchanged to
ensure standards are upheld. There needs to béity fa place to continue to ensure this is thse.

CLINICAL SUPERVISION
- Opportunities for clinical forum, support, trainirnd supervision currently exists in the WCS. iaichl
supervision structure is important to ensure salimital reasoning and accountability.

As we stated at the outset, we are happy for amatindependent impartial review of children’s wlohair services,
but feel that the above issues should be addressed.
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Comments made recently about past experiencesharmoposed ‘new model’ of the provider -
“One size (wheelchair) fits all”

“It would be a disaster to transfer services”

“A wheelchair was still too large for a child, 2ays after provision”

“Anybody could offer anything, with the right amduwsf funding”

3. Linda Marks, External Advisor to PMG; Consultant in Rehabilitation Medicine (Retired)

One aspect of supporting our colleagues in learturigecome competitive is showing our positive oates, which is
why | was keen for PMG to get GAS (Goal Attainm8otling) scores adopted across our services. This
measure seems very appropriate for our servicésas capture the straightforward and the complec of our work
- this is critical if we are to get away from thegistics' view of what we do.

The PMG response to Andrew Lansley is very impdrt@ne point is that ‘competitive tendering' witt@ally
disadvantage the NHS services. They neither havpdlsonnel, the time, or the money to spend guepirey elegant
presentations, statistics, and glossy brochuredhes will be immediately disadvantaged. I've b#enugh such an
exercise, and even with top level support from mysT (EXEC Board members on the presentation t@argpent
HOURS and HOURS of time, let alone meeting on Bidokdays and working till the wee hours of the mogs.
Most Trusts won't be in a position to support #irgl of activity so NHS services will go under bgfdult even if
they are better than any of the others.

4. Henry Lumley, Group Manager - Rheumatology & Relabilitation, Southmead Hospital, Bristol

If you want to offer choice then we’ll have some tbht but we play the game on a level playing fielthe
commissioners have to take responsibility for wthay are introducing which means the cost as Welkkre needs to
be a tariff set and that should apply to any prewidt should cover the full service, including @ssment, delivery, re-
assessment, fitting, tweaking, repairing, etc far full episode. | would be happy to compete witly af them but it
must be fair. If the equipment is wrong and habdaeplaced, then you don't get another tariff. awmry that cost.
Like the CQUIN targets on re-admissions within 29«

VAT is an issue. A charity may be able to provide thair free of VAT. Certainly if an individual ysidisabled
equipment as a disabled person then it's zero rétdte NHS buys and issues we can’t recover th& VThis needs
resolving.

The DH guidance clearly states that AQP is aboatityunot price/cost. It only works if there is ammon tariff that
everyone gets paid. Lynne Turner-Stokes still h@agiooup looking at HRGs and tariffs for rehab bad just asked
if I'd like to lead a project looking at tariffs f@ll our services. (I'm not sure | would but | pest | should and
probably will. | need to get some advice from mustrfirst). This could help.

Locally, our SHA are saying they want to push dieelchair services down this route (adult and @deds) but then
talk about separating assessment from provisiagesting the choice could be about who providegtlugpment. |
have said this would be madness. You cannot separravision. It just wouldn’t be possible to issuprescription
which would enable a dealer/manufacturer to isswbeelchair/seating without the benefit of the iclens fitting at
delivery. You just can’t do it.

5. Lone Rose, Physiotherapist, National Spinal Injues Centre, Stoke Mandeville Hospital; ex memberfdPMG
Executive Committee

Have just read your circular regarding the plamsifoeelchair services. Speaking on behalf of the(S@nal cord
injuries) lobby - if you would like to use some fing evidence for how wheelchair services haverowpd in recent
years feel free to use the data presented at PN2G0 from the national surveys. This showed ardist
improvement in types of wheelchairs provided wHeaghto less abandonment of wheelchairs (= betteiofis
resources) and great satisfaction scores amongst. Udso the most recent standards produced byhleelchair
managers’ forum in collaboration with others shbatthey have taken on board emerging evidenag having as
one of the standards that active users shoulddadad with high performance lightweight wheelckair
accordance with the recommendation from the Coisorfor Spinal Cord Medicine (2005). So even thofuyiding
has not been increased in real terms the servesss 0 be able to move forward in accordance wittlemce (for
SCl anyway). No small feat. All this helps to fostieeater equality of provision across boundarieducing the
'postcode lottery'. Putting these services outitape tender will presumably blow this completelyt of the water.

9
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Above evidence not yet published as article butkhbe available soon on the UCL website as pantyMPhil
dissertation. And then published as articles, éspian.

6. Olwen Ellis, PMG Administrator

| am in the same situation as the people who aléng decisions on wheelchair services becausenliést of them,
| don't work in a wheelchair service, and have nesed one. It's only because | work for PMG, awvel With Pete
(rehab engineer), that | have come to understaatdttls a service which fits perfectly into theni¢ of the NHS,
caring as it does for the health of our most plalsicompromised citizens.

Prescribing a wheelchair is more than providingsallled person with the means to move around, bst people
don't understand this. Perhaps it is the nomerrelatself that is to blame: “Wheelchair Servicetiads more like an
equipment store than a highly sophisticated hetdfartment which requires a range of clinical etxperwhere
Consultants in Rehabilitation Medicine, physiotdpsts, occupational therapists, rehabilitationimegys and clinical
scientists all work together to provide complextisgpsolutions for their patients/clients.

The reality is that these clinicians need high lleweé skills to prescribe for complex postural isspyand by getting the
prescriptions right, will save the NHS huge amowrftsoney further down the line - by helping avbikpitalisation
for a range of complications that would otherwissue, from chronic pressure sores to respiratspes It is true at
all ages, but in particular while children are ginogvand developing, where the correct postural mement
interventions can improve their prospects radic&hgventative medicine at its best.

Because the majority of clients/patients remaimwaitvheelchair service for most of their lives,tipestural

and mobility requirements will change continuously that repeat assessments and prescriptionstdano
avoided. It can never be like having a cataraoibreed, or taking a course of antibiotics, whichdimedical
problem. All prescriptions are for the conditidrtfzat time, until things change. Disability isy imost, a life-long
condition.

The need for national standards for these serigcas great as for all other NHS services: theqoaol lottery is
particularly prevalent in wheelchair services. PM@&s set up to help change this, and is best pkacadvise
government departments about training needs, bastige and competency requirements.

7. Margaret Hannan, Clinical Scientist, Kings CollegeHospital
What | believe our organisation must do is demduadi there is clear accountability during and afterprocess of
opening up to any qualified provider.

i) Commissioners must publish the results of thefial engagement with patients, healthcare pitesls and
providers regarding local priorities for extenditwpice so that inaccurate information can be chgid

if) The evidence for dissatisfaction with the cuitrproviders must be made public so that the imphany change of
provider can be assessed in the future

iii) The potential benefits of opening up to AQRsH be identified (just because there is currésgalisfaction in
certain areas there is no guarantee that simplgingeip to AQP will improve matters, eg if the deev
commissioners wish to control eligibility crite@d these criteria are the source of the dissetisfg

iv) Clear service delivery criteria must be pubdidras soon as possible so that all qualified pevsitiave the same
opportunity to tender for the contract and so tmettract monitoring can take place

v) The 'qualified’ in 'any qualified provider' nescih be defined

vi) Criteria need to take account of the ongoingmemance of equipment (This does not have to tieded in the
service contract. Responsibility for maintenancald¢de passed on to the service user via insurscioames, for
example, but this needs to be explicitly statetiéfe is to be a change from the current situatibere maintenance
costs are covered directly by the service)

vii) Monitoring of the contract should include soibager term outcomes, for example the lifetimeaéh
prescription, perhaps giving some measure of tbeage yearly cost of the provision. This might h&igh
identifying services that were able to deliver goatlie (perhaps better at getting the initial priggion right or
providing equipment that might be more expensiviedduch lasted longer because of the equipmentenpial for
adapting to growth or change)

viii) The emphasis in the white paper is on chotél there actually be specific contracts for piaers in specific
geographical areas? Or will there simply be aftayi$tem with any qualified provider being ableotter a

10
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wheelchair prescription service to any wheelchaerwand charging for this on an individual basig (ot
necessarilygetting any work)?

ix) While each provider must take responsibility fooviding data to support monitoring of the seeyithere should
be some objective means of assessing the effeeBgeanf the provision. | note that much of the infation
supporting the effectiveness of certain organisatitas been provided by the organisations thensselve

8. David Porter, Clinical Application Specialist, Dynamic Europe Ltd; PMG Executive Committee Member;
Chair of PMG Research sub-committee

My view is that the terms of reference for the Pldditical action group should focus on engagingweihd advising
policy makers. It is important we are not seesiagly resisting the suggested changes. Howeuengur
concerns about what we think is being proposed,ithght be easier said than done. Obviously we ladvnvested a
huge amount of time and emotion into the NHS whuestcservices and want to protect the good thirdswever
there will always be things that can be improvédhe political group can engage in the processylme this will help
to nudge things in a more appropriate directiomfodunately, change for the better usually neéglsfscant
investment of time and resources and, given theentufinancial climate, it is very unlikely this lWbe available. It is
more likely that these changes are connected hétlaim of saving money. As others have saidheavery least the
political action group should be trying to ensuteeeichair services can compete on a level playeid if services
do go out to tender. Also, if it is inevitable thiae wheelchair services do go out to tenderpitilel be good to push
for certain parts of the service (i.e. those rdqgigreater clinical expertise and coordinatiorvather parts of the
NHS) remain within the NHS, perhaps allowing otparts of the service to end up being carried ow Hifferent
provider.

9. Dr Imad Soryal, Dr Martina Walsh and Dr Sudha Bdakrishnan; Consultants in Rehabilitation Medicine
Qualified providers of wheelchair / posture and ititybservices to people with long term conditiamsed to ensure
that patient pathways are maintained and furtheeldeed in line with other NHS / Social Care seegic
professionals. Patients accessing Local WheelSwaiices benefit from timely intervention of maepabilitation
services, e.g. spasticity management, developirigtagrated and holistic management plan. Fudiegelopment
should be extended to include specialist chargigsMS, MD, MND, Whizz-Kidz.. For this to happservices need
to further develop the network of professional,rihble and industrial links.

Multi-disciplinary assessments for those with coempdiisabilities, e.g. the management of neuroldgiod
neuromuscular disabilities, need to be protected eareer pathways for professionals leading frardent
practitioner level to specialist within the rehéhtion field becoming commonplace. This netwoiik encourage
continuity of care (no longer a given in servicevision) for patients as retention of appropriatelyned staff
becomes less of an issue and staff have establtsimdcts to interact with. Services working inasion should be
discouraged and all service provision should lmkatger (regional) organisations whilst maintagntheir local
autonomy and ability to tailor services to the loeguirements. This is facilitated by a hub andkgpmodel which
also ensures that the peripheral service provialersrained to recognise when, how and where & teéir complex
clients..

Education and training of professionals shouldudelall members of the multi-disciplinary team (€altants,
Rehabilitation Engineers, Therapists) and are telstered at regional level (involving appropri&teggher Education
Institutions, such as Coventry and Birmingham Ursitees) supporting all Local Wheelchair Servicaggitioners
and assistant practitioner support staff. All g9 need to commit to continuing professional tguaent.

Agreed national / regional commissioner specifaragi policies and procedures should be developéchwian be
used to advise commissioner tariffs in line witkiaties. This will reduce the “post code” lottes that currently
exist. Appropriate Care Quality Commission ausditsuld be identified and introduced, led by eith&tional or
regional groups. Medical device standards alreait to protect the health and safety of patieatgiipment.

The West Midlands “hub and spoke” modeld its potential for future development go a lermy towards addressing
the above serviceequirements. As an example Birmingham Wheelchaivi€e have developed, with their
commissioners, specifications that incorporatevesie CQC specifications and the service refleatsDR model. We
are currently (for the past year) running a “shatlogst and volume contract to test a method of ifgieg defined
levels of service and provision, and therefordfariWe have also defined quality measures aralraatter of course
set individual patient goals, followed by a questiaire to test outcomes.
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10. Dave Harrison, Clinical Engineering Services $&or Manager, West Midlands

Local and regional provision was discussed by sesgmtation of local and regional staff with Doi@sr during a
visit dated 20th April 2010. As a result of the Bdrk and Donna’s visit, the Local Wheelchair Seeviompleted a
service redesign project that has never been disdusutside of the West Midlands. It was our pretation that the
group would receive DH feedback and have furthg@oogpinities for inputting into the programme.

Our interest is to protect / improve the levelpadvision all of our patients/ clients receive dahdnk PMG, RESMaG
and West Midlands Wheelchair Managers Group faitimy us to add further comments.

Reference “AnyQualified provider”:

We would like to understand the criteria that existenable an organisation to become “qualified! more
importantly that within the criteria assurancesseto protect patients’ assessment, provision afetys The current
levels of provision, to include the points raisedhis paper, should be considered as the bassthnelard.

SECTION B: GROUP RESPONSES

1. Krystyn Jarvis, Chair of National Wheelchair Managers Forum

The current NHS providers offer an equitable seracross all age groups ensuring children comitegadulthood
can anticipate the same level of service. Thesécesrwith limited resources are tasked to progdefficient, cost
effective service to all wheelchair users, and shised clinicians will prioritise all clients witthe most urgent need,
very often with children being given priority. ThHS services’ budgets are mostly taken up with dempeating
and bespoke wheelchairs and so the high volumectmtiitems are largely not supplied, thereforerestieere have
been budget pressures it is the elderly, socialwke has been most affected.

It should be noted that ti{f@&/hizz-Kidz sponsoredgports are based solely on the experience in Tblamlets,
which is by no means typical of the rest of thertou Many of the statements that are made in theyserts are
irrefutable and express many of the concerns tigattirrent providers of these services in the Ne\&tbeen stating
for a number of years, such as the impact of weséased, well-engineered equipment and timely gimvispecific to
each child’s needs on maximising their developmEherefore the ‘invest to save’ principle has badong standing
argument put forward to commissioners over thesiear

The variation of provision of services around tbartry resulted in National Healthcare Standarasgoset by
members of the National Wheelchair Managers Forug0D5, and reviewed in 2010, in collaboration veithumber
of other professional bodies e.g. Posture and Mgpliroup, British Society of Rehabilitation Medie, emPower
and Whizz-Kidz. These were subsequently presentdtetDepartment of Health to adopt, and althobghwas
refused, many services and commissioners impleméhe&estandards as best practice recommended NW\F et
al.

There are undoubtedly conflicting interests, ashaispecific age groups and diagnoses will lolabytHeir interests.
The reports also raise grave concerns, particuderithey advocate a fragmenting of wheelchair piorniacross age
groups. The reasoning put forward by these repartsalso be applied to young adults, those witg-kenm
neurological conditions, trauma, war veterans t¢hneinally ill and the elderly. All have their prites in terms of
quality of life, independence, social interactisguction and prevention of further medical congtimns such as
tissue viability, postural management and comfort.

Currently the NHS provides wheelchair and postsealting services from ‘cradle to grave’, givingearsless service
to all. To fragment the children’s services awanfradult provision solicits the question as to wiegipens when the
child reaches adulthood. Transition to adult s&wicas been a long standing problem for parentstaftien. It is

with a sense of relief that parents enter the vdiedl service and are informed that they will coué to be assessed
by the same team.

As experienced professionals in this field of was are aware of the many omissions in the narratiteese reports:
there is no mention of the range of diagnoses arieced, the provision of highly specialised, begpok

postural seating, ongoing maintenance and repagtshee handling of returned equipment/re-cycling &ve then led
to assume that the ‘child in a chair in a day’nfydargeting the least complex of cases, as bespokitions for a
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child with complex postural deformities cannot bieli@ssed in this way, entailing the manufactunaaiidual items
which cannot be taken off the shelf. It is thesmplex cases which NHS services address consistehtiyging the
equipment with the development of the child. Thailability of a repair service is not mentionediever, a timely
repair service is essential, therefore has theafastgoing repairs to keep these children molalenbaccounted for?

The overall apprehension regarding these docunmetite misrepresentation of all the services inctntry, the ill-
evidenced claims being made and the lack of reahtize to support the claims, which on face valileentice
commissioners and service users to believe chamymgders of children’s services would be of adege. Further
consideration regarding all aspects of serviceipion needs to be examined and the overall effielloservice users
and the subsequent issues of creating two seroigesf one. If this proposal is adopted, will tlead to further
fragmentation of these already comprehensive ssyighich will result in more costly overall praweis. It is
advisable at this moment to further examine eaohcgewithin its locality prior to including the pvision of
children’s wheelchair services in the initial ‘agyalified provider arena (Extending Patient Chaif€’rovider).

2. Dr Chris Daniel, Chair of RESMaG

RESMaG (Rehabilitation Engineering Services Manage@rsroup) is an organisation that aims to prorttoenvork
of Rehabilitation Engineers. It feels that theegsment and provision of children’s wheelchairabg-NHS
organisations could have a deleterious effect ers#tiety of wheelchair users. Rehabilitation Eegis in the NHS
are largely responsible for the correct provisibwbeelchairs as well as postural assessmentsrasdriptions.
Rehabilitation Engineers design bespoke solutiomlsaaithorise modifications to mobility equipmentluding
special seating and associated accessories

Gains have been made in recent years by the Dotlirfgrof an MSc course in Rehabilitation Engineehg
Coventry University and the promotion of professiliem and accountability through the Voluntary Régsi of
Clinical Technologists (VRCT). Further enhancemsmromised in the programme of Modernising Scfenti
Careers (MSC) when Rehabilitation Engineers witldree Healthcare Scientist Practitioners and wiklgiect to
statutory registration. Currently registrationiwibhe VRCT is little known in private industry atite charitable
sector and the MSC programme is confined to the NHS

We would ask the NHS to consider the risks to wttedt users in cases where provision is being rbgdedividuals
who do not have the experience, training and adebility of Rehabilitation Engineers in the NHS.

3. Ray Hodgkinson, Director General, British Healtttare Trades Association (BHTA)

BHTA considers it illogical to treat paediatric veiehair services separately when whole life cobsupporting an
individual need to be considered and addressé i§tate is truly to achieve savings across nohgslth, but also
social care, education and work budgets. We wedcthra concept of “any qualified provider”, but aan definition

of service requirement and the tariff that appled needs to be developed in consultation witlinéérested parties —
making clear the scope and responsibilities — ajdlified provider” must also be clearly defineccontext.

Defining “qualified” when looking beyond the areofaprofessionals registered with the Health PrafessCouncil
will require identification of means other than &dications” to evidence appropriateness — exaspigght be that
trading entities (charities, social enterprisasjtkd companies etc) should be signed up to an &preved Code of
Practice; and that individuals working in the seevshould be signed up to a relevant body whichahasgppropriate
Code of Conduct, looks at competence of thosenttitadand which requires Continuing Professionaléd@pment.

SECTION C: LESSONS TO LEARN FROM WHIZZ-KIDZ EXPERIE NCES

1. Libby Bradshaw, ex-manager of Tower Hamlets whéehair service, 1992-2011
Critique of the Frontier / Whizz-Kidz report (Impac t of Whizz-Kidz support to Primary Care Trusts, October
2010)refer toADDENDUM 2.

i) Page 16figures andghage 20conclusions: Many of the conclusions of the repogtbased on the figures on page
16 which cannot be accurate. Despite raisingvtitts my manager and with Whizz-Kidz, Whizz-Kidz hdeclined

to provide an answer as to the source of thesesfggout claim they are in the public domain. Thayehbeen unable
or unwilling to point me in the direction of theublic domain’. The key one is the claim we had@ for staffing —
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our 2005/6 budget for staffing, RE contract andnmeiance contract was a total of £268,718 for Akérs, | haven’t
got 2006/7 to hand but it would probably only hgeme up by inflation. (The 2010-11 budget was £BPD.
However, this figure is slightly academic as weaweot allowed to utilise all this funding.) Howethreached a
figure of £108K for less than 300 service usersiwilie had a total of 4,500 users | don’'t know. €@words and
calculations at that time show we had a budgeppfax. £94 per user to cover all staff, equipmenrt maintenance
costs. Obviously a lot of those users are onlyguttie repair service but, if their figures are eaieported as an
overall average, their costs per user (quoted @d)E8re more than 8 times higher than ours were.réport
concludes Whizz-Kidz is 60% cheaper.

i) Shorter waiting times were achieved in Tower Hasifet both children and adults — this was due ¢ohige
injection of money to Whizz-Kidz (E600K over 2 yspand the original budget remaining in the serfocehe adults
(over 26 yrs old) thus increasing the amount ppitaaVarious places imply this was due to WhizaKrather than
acknowledging it was the increase in resourceahd.

iiiy Page 7final paragraph more or less admits the infornmaisonot robust!

iv) Page 9onwards compares Whizz-Kidz with the ‘Typical PCTt is not clear what is meant by the ‘Typical’
PCT and it seems more like the worst case scefrarnothe Barnados and Whizz-Kidz report — mostef things
listed under Whizz-Kidz were in place in TH servare all our neighbouring wheelchair servicBage 11on stock
— our information has always been very clear agth surprised if other PCTs are not expected to kateyst records
of their stock.

2. David Allen, Rehabilitation Engineer, Tower Haméts Wheelchair Services

I make these comments from my position of an NHfditation engineer finding himself in a servieggh Whizz-
Kidz (WK) as a partner looking after the paediatnd young users (up to age 26) initially, but frapril 2011 as the
sole provider of service. It will be easy for manysee which service that is of course.

| am aware of the contents of the existing “Frafitreport and “My Wheelchair is My Shoes” togethath any
comments | have read in the regular press etc.dlamaware of the BHTA’s comments on the samectopi
Essentially | find myself having much agreementwtite latter despite currently being an NHS empayat from
the private sector. | have tried not to simply @@nything already included in it. Like many | waprivate sector
employee in my pre NHS career.

| do not have access to detailed data regardirmgdi® and user numbers etc. and would not expéetvis, being a
sub contractor’s representative myself anyway.

| do feel that this whole issue is driven by WK aithply presents things in the best light for théirassumes that
others have little to offer. We in the NHS wouldreerealistically be in a position to commissiory aaports anyway.

I am all for improvement to any services offeredtoy NHS. | am close to retirement myself and ekfebe a user
of various NHS services over time. | also have famiembers now who depend upon NHS services. |amaialy
not opposing any improvement, but let us get thlgar and on the commonly quoted “level playiredi.

When WK arrived as a partner they enjoyed the isenew budget provided for those young users only.
The existing budget was retained for the “adultghverovision continuing to be made by the origiNglS Trust
wheelchair service. Put another way, this cleamypanted to a significant budget increase all rodwd).
improvement was not simply the result of more éfit provision - there was more money availableaie

| do see improvements in provision here but nopgrbecause of a supplier change. In fact | belieievery largely
due to a funding increase. | ask myself what tmeestunding increase would have provided if pasedtd existing
wheelchair service. To maximise this they wouldédhageded some warning to enable staffing and sgdteive
adjusted accordingly but | believe that is all. Btyswer is that the original service could haveaatdat leastthe
same improvements given the same opportunity.

When WK took over they were able to move into gowtlern well equipped NHS premises. The basic teslio

underpin any service were already available antiroeed to be used. The same facilities could easipe with
increased activity. The “critical mass” point applhere.
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NHS wheelchair services are essentially requiresifiply against agreed criteria. It can be arghatthis restricts
provision of anything at all to some and choicetteers. We all have our own personal views andiop#of course
but are nevertheless required to adhere to thései@r WK seem to me to take much less noticengfaiteria and so
claim that service is better, whereas the NHS sersiaff would be criticised to not supplying toesey criteria.

Not a level playing field.

| consider that WK sometimes issues equipment wisichore expensive than it needs to be. Thereaadr
equipment that meets the statement of needs. Sbihis onore expensive equipment is perceived agebeas it
may look more attractive to some and perhaps caarigpremier” product image. This is described tapne as “over
provision”. The result can easily be heavier, lEmsvenient items. | myself have heard users makiagh this
comment. This cannot be an increase in efficiedeg. | do realise that an end user may well not kndwat is going
to be good or bad until he has had time to leasmfactual use. However the experienced suppliarldhme able to
point out at least some of this in advance.

The use of a single supplier seems rather strarige happened very quickly but | saw no real evigeof evaluation
or competition. It seemed to be taken as facttthiatsimply must be “better”. There are nationalNagreements in
place for the purchase of most of the equipmerd byevheelchair services. These are not used bywhi&make
purchases through the one supplier. Almost evargtts delivered initially to his base and he reiad®b to any other
location required. | have not been offered any ewvigt of this being more efficient, cheaper or fasteave not
considered any environmental issues which mayeely own experiences working in other NHS wheeéilcha
services is that it is certainly not faster! It s®eto me that this way additional people must belired in the supply
chain too.

The use of specialist representatives from othetufiseturers or suppliers is discouraged even ibaoined.
The use of the sole supplier also seems to ashahbé has full knowledge of everything. | do nelidve that
person to exist. If they do then | have certairdyaer met him or her, and | have been working irhservices for
many years.

One way that has been suggested of providing egripmuch more quickly is to provide “direct deliy&of some
items under some circumstances. In short this exyevho face to face assessment is carried outsiftagion is
evaluated from, say, a paper referral and basic delvery to the user is arranged immediatelyisvall usually be
from a restricted stocked range. However ther@iking new here. Every wheelchair service | haveke with
does essentially the same. It may not be callegttdelivery” or any other actual name but it hepfrequently. No
improvement or greater efficiency is seen by me.

Once WK had taken over the service they decidethamge the basic range of equipment used. | artliave no
objection to that. In fact | believe such actiondd be considered regularly. However there wasamsultation,
despite much experience being available from exgsdtaff etc. | was not even informed until aftes fact. | continue
to work regularly in other wheelchair services wehactually | find communication and considerationggsses more
open than here. Essentially | find much out by deci rather than design since the service was taken

3. Martin Davy, Managing Director, Delichon Ltd.

In the past, | have been a keen supporter of WKidz- In 2005, and again in 2006, my wife andri tae London
Marathon in support of them and for a number ofyélaey were the major beneficiary of our corpordtaritable
donations. Times have changed though, and novweimsé am not alone in feeling sceptical about tbeerio 3rd
party provision of wheelchair services and in paiftir the involvement of Whizz-Kidz and the unreieg focus on
children in all of this. | am so concerned aboteve all of this is headed that | am in the prooésgganising a visit
by our MP so we can show him some actual examplégseceffects of recent changes, not the rosediRte spin that
those driving this new agenda would have us believe

Our experience at Tower Hamlets is a mile away ftloenglossy report that proposes it as a modetisaléor service
provision. Our experience in other centres whiabehexperimented with alternative models of serpicaision
(including Plymouth) is just as worrying. We haeen told recently by a therapist employed by Wiz that
they are in effect compensating for a drop in diematby using NHS funding to cover what would poasly have
been supplied through their charitable arm. Tvemsdy involved adults with complex needs just s¢eine
forgotten in all of this. On numerous occasionshaee seen children taking precedence over aduttiénics, and
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last minute list changes because children have p@en a higher priority. In one recent instands téd to the delay
of a delivery appointment and an adult client rmdiait another month before we could hand overspdie item we
had already made for her. In another case we had@ delay of 5 months in the supply of a powetedr (nothing
more exciting than a Spectra XTR) — hardly a “seat day”! Our standard turnaround time for a Fd&anve seat
from casting to delivery is 2 weeks. We are naymachieving anything like that speed of supplgrig of the
affected services.

Just to make matters more interesting for us, we haw been told by Whizz-Kidz that we cannot peatwith the
selection process they currently have underwapnomse their “Approved Seating Contractors” becavsenly
supply one sort of seating and are not trying tboasgselves as a “Jack of all trades” like somewaif

competitors. We are a specialist supplier, deingea product which was my own invention in a uiquay and are
still one of the very few companies that genuirgly make “a seat in a day” — and quite complicagads at that.
This is a very worrying trend, and is a real blavttiose of us who believe that the UK was actuadiger off having
a variety of highly skilled smaller providers ratliean the model of standardisation that applisswehere. If this is
actually allowed to happen, then patients will epdeing offered a more limited choice of chaird aeating from
one or two big suppliers, with decisions made @nlthsis of what is easiest to supply and not vehelinically
correct.

I know that some of the Whizz-Kidz therapists anemappy with some aspects of this either, asdeumines their
professional judgement, and restricts patient @olWe already have the feeling that there is alpro recruiting
staff with suitable experience in these new sesvi@ertainly in Plymouth, none of the existing Hpr staff were
willing to transfer to either Whizz-Kidz or Millbak, so there is a skills gap and a lack of continfgr patients. The
therapist we have mostly been working with at Tol#amlets is leaving to take up a post at Rookwd®dme of the
more recent recruits have little or no previous &ltieair experience. All anecdotal stuff | knowt bdd it all up and
it paints a depressing picture of what may facepatients in the future.

It isn’t all about one charity though. If thosapensible for making commissioning decisions ttilm it is safe to
make cost-savings by getting rid of high-cost pssfenals (consultants, physios, OTs, RESs) thendheyound to
feel that they can get better value that way. Maggrs of more basic equipment will be largely tewéd. The
vociferous active users will probably stand a cleapfcgetting a better service. Some of the kidsget sparkly new
chairs (although not necessarily appropriate sga¢irgo in them). Complex seating clients just wbe seen as
often — but that's ok because they take up a Itinté and their equipment is expensive anyway...

| can’t help but wonder that if a charity can spmres government report, use that report to persaadd.ondon
service to change the way it works, pay for a geveconomic report which paints the rosiest ofypes, and then use
that same report to persuade others to follow théf) how much more influence should the industgle¢ body
backed by 3 major professional organisations be tbachieve?

Given that wheelchair services often control sikedlndgets, | do find it extraordinary that they é& moved into
the control of private companies or 3rd partiedwit a formal tendering process, and with no meishato ensure
that the quality of care is maintained.

Change doesn't have to be a bad thing, as longisgstchange for the better!

4. Anonymous Locum worker

I have been asked to contact you with some feedbachy recent contact with Whizz-Kidz (WK) servicdswvork
as a locum Occupational Therapist within WheelcBaivices. Since | commenced my recent locumiposie
have seen 33 children that had been seen by WKawat been re-referred to the service. 3 had eapnpfor
handover. The re-referrals came mainly from parantsschool therapists. All were seen in clinitviRE and

OT. Equipment that was ready for handover washafeemed inappropriate due to lack of postural supp the
wrong size. Parents reported difficulties with lgag the chairs; children’s ability to transfer aifthe chair was
compromised, and on one occasion the chair idedtffir issue was second hand and had none of¢themmended
written information for parents.

Whizz-Kidz used to provide excellent service to ilas for powered mobility. My recent experiencgygests that
they have lost sight of their original core skdisd in attempting to provide 'a chair in a day'@mpromising their

16



PROVISION OF WHEELCHAIR SERVICES:
DOCUMENTS AND COMMENTS COLLATED BY THE POSTURE MUBILITY GROUP

service. Itis my recent experience that a propof children neither received a 'chair in a dagr an appropriate
prescription. | saw a child in clinic this morninghey had waited 5 months for a chair and nowabk of postural
support is beginning to have a significant effect.

Writer wishes to remain anonymous

5. Colin Plumb, Former Wheelchair & Special Seatingservice Manager, Plymouth DSC, 2002-2011

The first thing that needs to be understood isMilbrook hold the contract for providing a whekéar, special
seating and maintenance service to the resideibofouth and South Hams. Millbrook in turn have-sontracted
the paediatric (although | believe this is up toy2ars) service to Whizz-Kidz and also the clinmgbervision of the
adult service to Whizz-Kidz. Although the Plymouthildren's commissioner had initially directly apached and
negotiated with Whizz-Kidz separately, it is my emstanding that (apparently due to their charitabd¢éus and being
registered as a children's charity) they couldogoseen to be taking on the running of adult aniditer@ance services,
therefore Millbrook front the operation.

| have already raised my concerns through the R&2ifd) NHS counter fraud team and my MP so | havproblem
whatsoever in sharing information with PMG. | idrward some emails | sent to my local MP for ymio. The
shameful thing about this whole mess is that despé& counter fraud team recommending an auditeoptocess and
despite the PCT board knowing that the procuremerdess was not followed, nothing was done. Skskedf have
been lost and the "seating specialist" taken ohlitliiprook had no postural assessment experienadl.atiow can this

There was no tendering process undertaken. No @dz€rt, no supplies2health notice, no service fipation to
tender against and no formal, transparent evalu@tiocess. The existing service only received \arbtice that the
service was being decommissioned a few weeks b#fereermination date.

| should point out that the Plymouth commissiomsenfithe belief that the service was tendered tschack in 2009

a tendering process was undertaken for Plymouti'srainity equipment service and written in the tersdivert
document was the following line "There may be atioopto extend the scope of the services to inclekdiatric
equipment, wheelchair approved repaireguipment and functionsequipment associated with DGF functions......all
subject to proven cost effectiveness”. There walsimg in this tender document about providing aichl assessment
service for wheelchairs and special seating.

From my own involvement with formal tendering preses | am strongly of the opinion that there has lzemassive
breach in NHS procurement rules as the commisssdmere been unable to demonstrate that a tendeaegss took
place, have been unable to demonstrate that antiadpeavaluation process took place to demonstratee for the
public purse, and have been unable to demonsteateparency in their undertakings.

| feel it's very important to point out that themeroviders do not appear to be required to worthéosame standards
and targets that we had in the NHS. We had to degd report to the commissioners on a weekly lthsisumber

of referrals we were receiving, assessments cogetpleithin the 6 week target, deliveries completétthivv the 18
week referral to delivery target, cost of equipmetit It would seem that although the commissisteted that the
new provider would be contract managed in exabtysame way, in reality the new providers don’ttds. I've
attached some interesting documents for you. Téeddfsm of information document clearly shows thaa daas
available when we were running the service bubtsawvailable now that Millbrook is running it. Tlogher

document/s shows the workings of the Plymouth casaioner and puts in black and white that no tepdacess was
undertaken for the outsourcing of the Plymouth Witesr and Special seating service. These docunagats the
public domain (I downloaded them from a Google glggso they can be included as well if you wiste will

provide on request — PMG)

One final point is that the quality assurance afdtg checks that the rehab engineers had in ptag®nitor

the maintenance contracts do not happen with therecial contracts. This is a major concern aswgoohly got to
ask any RE around the country if he/she would lpph&o let the maintenance contractor issue equipsteaight to
a patient without an RE check and the answer woeldery definitely no.
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6. Peter Lane, Senior Rehabilitation Engineer, Exetr Mobility Centre
Whizz-Kidz (WK) confuse NHS wheelchair provisiontivisocial services and educational provisigly {Vheelchair
is My Shoe$MWIMS) page 13).SeeAPPENDIX 3.

The report makes claims that earlier provision titiag wheelchair would prevent surgery (MWIMSgeal3), but
there is no clinical evidence to support this.th Exeter Mobility Centre (EMC), we have had digeais young as 9
months old in tilting bases with special supporseating systems, but we cannot predict the outdonteese
children, hence we regularly re-asses them for tir@and postural changes. There is research tosLijy provision
of 24-hour postural management to improve outcdimeslients, part of which is met by the wheelbagd seating
system, but would not predict a zero interventibonarective surgery if adhered to.

My colleagues and | have first-hand experience &f &id the inadequate postural support of seatiatgsys they
have supplied. Their rush to source locally ampsuquickly has highlighted how little their th@iats understand
about Neuro-muscular development in children. dwralso of a 10 year old WK client who was supphketlass 3
powered wheelchair which is illegal under the HiglyviRegulations 1988 Act. Fortunately the chair tnasned from
the Primary School on safety grounds. The cararrapeatedly ignored when they requested a resasees for
growth. Fortunately, they had the NHS to fall back

WK’s mantra “a child in a chair in a day” (MWIMS ga 7) is at odds with their claim to be holistitle (EMC)
routinely provide information to parents/carerewaiing them to make informed decisions and choieganding

equipment and how it fits into their daily live€linicians have left WK because of the impossibikespure to supply
“a chair in a day”, when they know the prescriptisfiar more complex. Please note that WK are actively
advertising for therapists from the NHS.

WK'’s CEO, Ruth Owen, claims that WK can providereegemplex seating in 3 days, which raises graveeors

about their ability to complete a full posturalessment, and what best meets a client’s clinicadisie These are

amongst the most vulnerable and complex NHS clievite will need continual review in provision farogvth and
neuro developmental changes.

WK claim to commission resources, but their prefériousiness model is to use only 2 or 3 suppl@rsverything.
They mention lowest prices, but | have seen resdgrtpowered wheelchairs of £7K to £8K suppliethwio
maintenance or servicing agreement (which is fneeé NHS). It is difficult to see how this “opemg the market”
for improvement and innovation as claimed.

As therapists and REs we are regularly asked fartibefore products come to market, because we\Vaste
experience. Access to greater choice allows fiebeutcomes, contrary to the WK claims (MWIMS p&). WK
prescribe mostly modular systems that allow grdwthnot best clinical outcomes. They are easyipply and often
used in clinics where company reps play a key tal¢he report they (WK) do not tell us about tyaésor who will
supply, the bespoke equipment.

The NHS services would benefit from the sort of@iibn we assume MPs gave to this WK document. s@wices
have repeatedly requested government review apddénprove wheelchair provision, and provide dtdised
best practice, but we have been ignored for ye&e cannot allow these insidious reports (inclgdime Frontiers
Economics report) to ring the death knell of Patedi&Vheelchair and Special Seating provision i KWHS.

Our politicians should be ashamed that they araddrdng the NHS’s most vulnerable patients to aketar
philosophy.
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SECTION D: LETTERS TO MPs

1.

Dear Sir/Madam

| am writing to you to express my serious conceegmrding the proposal to outsource to the prigsatdor paediatric
wheelchair provision, currently provided by the idaal Health Service (NHS).

At present the NHS holds the wheelchair and sgetigating provision for paediatrics in experiehbands.
Paediatric clinicians involved in the provisiontbis equipment have amassed a great wealth of leamel and
experience over the years, which surmount any sethiat can be offered by outside providers. TI48 clinicians,
who may be occupational therapists, physiotherapistehabilitation engineers, have often chosamter this
service particularly to further their specialistarests in the fields of paediatrics, neurologystpral control and
motor development, or assistive technology, speadatrols, and equipment modification.

The Whizz-Kidz commissioned Frontier report inférat a ‘typical PCT wheelchair service’ is ‘unligeto
have 'paediatric specialists’ available for asses#ms(Frontier report page 10). | would suggestitiia
generalisation is completely inaccurate, as caprbeen by identifying the personal employment ofignaf the
members, researchers and conference presenterstighd conferences on the subject of wheelchaisaating
provision e.g. The Posture and Mobility Group Na#ibTraining Event.

My colleagues and | work for one of the largest @lbleair services in the country; we serve a clise of 12,000
plus active clients at any one time. A large prtiparof these are our paediatric caseload. We dgmiritise our
paediatric service clients above our adult usergeado not have ring fenced budgets, and to doaddibe unfair
and ageist. However “children” are not “lumped iithnadults” (My wheelchair is my shoes page 9)act | would
propose that by serving both adults and childrdrgeichair service clinicians do not compromisertblkaiical ability,
but enhance it. We are able to see and monitdotigeterm effects of our interventions regardingtsey and
wheelchair provision. This allows us to build Iaegm, positive, friendly relationships with ouregiits. In doing so
we accept and embrace our ongoing responsibititidise children we serve, knowing they will becooue future
adult service users.

Our centre provides regular wheelchair servicdadifor paediatrics in special schools, learnirgability units,
locality hospitals, and NHS service centres; we altend clients in their own homes. Our eligibitititeria are not
used to “exclude users based on the category offepdisability” (My wheelchair is my shoes pagé)but to guide
the clinician in prescription or protect the usegeneral public. The child’'s family and represénts are always
invited to attend appointments, and the childrenamsessed by a seating team comprising of a higdtidm engineer
and a specialist seating therapist. Equipment prawiis not confined to manual chairs as is sugge@trontier report
page 11) by Whizz-Kidz. In fact we provide equiptnenmeet clinical need, ranging from basic mantibugh
lightweight active users chairs and from indoor powd to indoor outdoor chairs with dual or specaitrols. We
also offer vouchers to upgrade equipment or enhelmea choice.

The Frontier report statistics identify Whizz-Kigherolvement from the period April 2008 to March 20Frontier
report page 13); this shows a maximum number asakssments per month in Tower Hamlets with a maxiof 7
reviews per month. In our service it is not unugaah specialist seating team to see 12-20 childre single day’s
school clinic. From this comparison it can be gesgtablished that paediatric demand on our sersicensiderably
higher than Whizz-Kidz have previously experienced.

Posturally challenged or mobility compromised cteldin our area are seen by our specialist clingcfeom the
developmental age at which they would be expectdxtable to sit independently (approx 8 monthd)thay may
remain service users throughout their lifetime. 8mplete holistic assessments of all our clienticivencompass
full physical assessments of neurological and agreéntal potential. We also collate and recordvegieinformation
from all parties involved with the child on psycbgical, environmental, and lifestyle influences ethimay influence
our choice of clinical prescription. We then orded deliver that equipment as quickly as our seppltan get it. Our
current service target time set by our service casioners is for 18 weeks from referral to equiphaaiivery. To

my knowledge nobody referred to our service hastbadhit for “12 to 13 months for initial assessrand roughly
the same time again for equipment provision” (Myeelthair is my shoes page 6).
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Given that the above factors gathered at the irriiaessment are all relevant to the clinical néadsrovision, |
would suggest that Whizz-Kidz “child in a chairdarday” programme (Frontier report page 11) is mby anrealistic
for most children with complex needs, but is likeyresult in incorrect or inappropriate prescoptof equipment.
We have recently had our attention drawn to a taear area where Whizz-Kidz had issued equipménthvwas
above the stated weight limit for a pavement vehicla child who was below the legal age to ug@rithearsay from
parents this is not an isolated case.

The Frontier report suggests that by using threéepred suppliers and a dealer as a strategicgyathetter value-
for-money service can be achieved (Frontier repagell1). This must prejudice their clinical damisi and bias their
prescription choice. Bgot limiting themselves to specific suppliers but bggaribing equipment based on the
presenting clinical need, NHS clinicians are abladsess without manufacturer bias and prioritiseclinical needs
of the child above the loyalty to a manufactureuse only their product.

Once referred into our service we operate an ogiemral system for our clients: should any problémsdentified
with postural control or equipment a review carrdspiested by either parents or GPs. We also atienpd
maintenance service and have contracted appropadees on call should our service users need th&is.is in
contrast to the scenario of a ‘typical wheelchamwge’ depicted by the Whizz-Kidz document (Frentieport
pagel?).

Whilst all those involved in the current systemndifeelchair service provision would acknowledge thate are areas
of weakness in the service as it stands, thesbe@nimarily attributed to lack of funding and raeswes. There is a
very real danger here that by allowing privatisatmd losing the specialist services of NHS provisif paediatric
wheelchair services, we are going to throw our baltywith the bathwater.

In conclusion, | consider, given due analysis amus@eration, that both the Frontier report (20418 My
Wheelchair is my Shoes (2011) (the two documentstiioh the future of wheelchair services for patitia depend
upon) are heavily biased and littered with factoatcuracies and unfounded subjective commentshitrave little
or no basis in the truth.

The NHS wheelchair services have historically pdedi a clinician led service which strives to previzkst practice
for our users, giving a client centred assessnmahpeoviding equipment prescription based on céihknowledge
and evidence led research within a limited budflee Whizz-Kidz model cannot and will not provideetter service
to our paediatric client group and | would sugdbat we make a very strong stand to defend agthissinotion.

Yours sincerely
Mrs Marion May Msc Bsc (Hons)

Senior Centre Therapist
Exeter Mobility Centre
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2.

Mr Peter Luff MP
House of Commons,
London SW1A OAA
18 August 2011

Dear Mr Luff,

| am a Rehabilitation Engineer (RE) employed bymdmgham Community Healthcare NHS Trust at the West
Midlands Rehabilitation Centre (WMRC), Selly OakyrBingham. WMRC contracts RE services to all Whiaic&
Seating services within the West Midlands. | hagerbemployed in my current role since August 198&rk
primarily in the Worcestershire Wheelchair & Segtservice within the Worcestershire Health and C##S Trust
(WHACT)

| last wrote to you in February 2010 regarding s to radically change the provision/structdreteeelchair and
seating services in England and the National WineglService Advisory Group (NWSAG). Within the Wes
Midlands we were able to meet with Donna Carr (pathe NWSAG) on 20 April 2011 and present ourstantly
developing and collaborative work.

The purpose of this letter is to highlight somenyfconcerns regarding the implications of receistyied NHS
document (Gateway reference 16242) dated 19 July,ZDperational Guidance to the NHS, Extendingeati
Choice of Provider, in particular some of the refexe material which may have had some influendéson
formulation.

The recently published All Party Parliamentary Gréor Paediatric Wheelchair Reform report "My wiodgir is my
shoes", making the case for wheelchair reform 214 makes some inaccurate assumptions. It istunfate that a
representative from a Wheelchair & Seating serwias not in the group of Expert Witnesses.

I have highlighted a few issues raised in the afi@mtioned report which are of concern:

Page 4

"The right seating is of paramount importance tsmgone who must sit in a chair for more than 12 bquer day.
According to May, et al (2004) prescribing the @mt seating facilitates:

"the management of abnormal tone, accommodatigorerention of deformity, improvement or maintenasfce
functional skills, accommodation for impaired sdigaand provision of comfort"

It is vital to understand that a wheelchair witlpgortive seating is only part of the issue. Chitda@d adults with the
need for postural support should be supported g@piately at all times during their daily routined Bour postural
care is an area sadly neglected. | have oftendgkeien and adults who are understandably uncaatite and
poorly supported after spending extended periodsdimn wheelchair due to unavailability of otherrfes of supportive
sitting/lying equipment. | would not expect anydade comfortable if spending 4 hours or so set@e position.
Often the wheelchair and supportive seat is thg option available and therefore is "over used" feails
uncomfortable due to inappropriate use.

Page7
"The NHS uses the same supplieet it has been using for many years. It engag#@stivese suppliers using

framework agreements, as opposed to negotiatingedgtwith suppliers and engendering competition akesult the
NHS ends up purchasing the same equipment yearyafie, and does so at inflated prices. Whizz-Kisizthe other
hand, can spend the same amount of money but eexeigh more sophisticated equipment, equipmentwigic
suited specifically for the young person who négds

Within the Worcestershire and some of the othertWhkdlands services, we have negotiated preferketaiens of
provision better than the framework agreement. @ohprices are constantly monitored to ensure\zdse.
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Page 8
"One of the things we wanted to do was to imprawresapply chain, and actually our wheelchair préeisis more

consumer led than it ever has been....... "

Consumer led provision is great for the customéembe needs to take a view of the bigger picturensure that costs
of maintenance and repair do not escalate. Ecasoafiscale result in better costs of parts foaireggents and
familiarity with equipment results in a more timegsponse when repairs and maintenance are requilledervice
has to be aware of the needslbfthe customers we serve.

I would not disagree that reform is needed. Cdgtauithin the West Midlands and particularly in Vestershire we
have worked tirelessly to advance and improve éneice for many years, our main driver being theS\NH
Modernisation Agency Wheelchair Services Collabeeadannounced in November 2002. We have also beeersl
of innovation working collaboratively with equipmemanufacturers to improve equipment design andtiom and
liaise regularly with them for this purpose.

It should be noted that the Wheelchair & Seatingise is one of the few community services whickéamless in
service provision. We assess and provide from Tertdgrave”. Parents see this as a tremendouditbemnéhey
expend great efforts with other agencies duringrdwasition from child services to adult servidesgree that
paediatric provision is extremely important butase other groups of our customers such as thosedeieriorating
medical conditions such as Multiple Sclerosis aratdviNeurone disease, not to mention those who baffered
strokes and are in need of mobility and seatingpstmssessment to improve quality of life and rikybi
independent or otherwise.

There are a number of other questions to raise:

With customer choice, how does the money "folloé service user"?

Will the funds come out of existing wheelchair 8&ating service budgets?

Will customer choice also be available to those Wwaee very complex seating and mobility needs?

How will ongoing assessments be funded, particpifd customer has provision and then needs/wardage after a
relatively short period?

When does a child transfer from children’s to adeitvices?

Will there still be an accessible repair and maiatee service free to customers?

It may be fact that non-NHS service providers hayeroved services in some areas of England bue theerst not be
an assumption that all services are poor, so labusthrow the baby out with the bath water". Qekatively simple
change would be to introduce National Criteria @vgsion. This would assist greatly by removing tpestcode
lottery" effect which is evident throughout the Wahair & Seating services in England.

During my 24 years or so service within the NH&WVé experienced many changes and developments,goady
some poor. It often seems that there is changehfange sake. I, together with many of my colleagamssnot against
change as long as there are benefits for our cestom

I would finally like to raise one other issue. Maaecently been given a copy of the "Frontier eooics” report:
Impact of Whizz-Kidz support to Primary Care Trudthere are some blatant untruths in some of thergé
statements made in the report and | feel that thesd to be challenged. | will be taking this forevaia the National
Posture & Mobility Group and will request that timatter is raised at the National Wheelchair SerMemager's
Forum. These reports surely must be verified leebaing used as reference material although iétear if this was
used as a reference for any policy formulation.

| would appreciate this being passed on to thevaglieparties within government and any commentsryay have.
Peter Rowell I.Eng. IIPEM. Rehabilitation Engineer

Birmingham Community Healthcare NHS Trust, West Midlands Rehabilitation Centre (WMRC), Selly Oak,
Birmingham

22



PROVISION OF WHEELCHAIR SERVICES:
DOCUMENTS AND COMMENTS COLLATED BY THE POSTURE MUBILITY GROUP

3.
29/08/2011
Rt Hon Alistair Darling
22A Rutland Square
Edinburgh
EH1 2BB

Dear Mr Darling,

Re: Andrew Lansley’s announcement - NHS services img opened up to competitive bids from the private
sector.

| am a Bioengineer working at the Southeast Mgbditd Rehabilitation Technology (SMART) Centre batthe
Astley Ainslie hospital which provides wheelchaired customised seating for wheelchair users thimutgbothian,
Fife and the Borders.

| am writing to you as my local MP whose party V@aupported for a number of years.

I have been following current developments in Endleegarding Andrew Lansley’s, Secretary of State-Health,
announcement that several NHS services are beegedpup to competitive bids from the private seetthis
includes some areas of wheelchair services in Bdglahave read that the Bill enters the rep@gstand third
reading on September 6 and 7.

Reform of wheelchair services has been on theigalliagenda for some time, even prior to the curgerernment.

Although this does not affect my current positioorking in the NHS in Scotland, | have considerabperience of
working in England within wheelchair services.

My fear is that decisions on transforming wheelckarvices will be based on recent adverse presgsH& paediatric
wheelchair services, such as the Whizz-Kidz comomesl Frontier reporthitp://www.whizz-kidz.org.uk/wp-
content/uploads/2010/02/Frontier-Economics.-Impactf-Whizz-Kidz-PCT-Support.-2010.pdf) and the All Party
Parliamentary Group for Paediatric Wheelchair Rafoecent publication (also heavily influenced byi¥¢FKidz),
My Wheelchair is My Shoesftp://www.whizz-kidz.org.uk/wp-content/uploads/2011/06/APPG-Report-My-
Wheelchair-is-My-Shoes-Final2.pdf. Both these reports make the case for wheelskaitice reform. However,
these reports do not give a balanced view of piavig England but focus on a single experience2#Hiidz have
had on taking over a single service in troublegdas Tower Hamlets.

There is no doubt that there will be some wheetdgivices that are in a poor state, providingalityuof service
that is not acceptable. The number of these ssv&not known. Equally there are many centresiging an
excellent service. | personally know of many.

The most important thing is that the excellent & should not be judged by a single examplefailed service.

| am not against privatisation if it results inigher quality service. | also believe that refasmo doubt required in
some services.

However, if reform is required, all parties shobkize an equal opportunity to tender for runningraise; this
includes the current NHS service provider. Alltigar should have to demonstrate their capabiliiesunning a
good service and should demonstrate evidence foclaims made. The current NHS service shouldienghe
opportunity to tender under the same criteria gefa the private or charitable sector. They sti@lso be given
support to do so. This will prevent good NHS ranvices being dismantled on the basis of unrelsgedce failures.
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Additionally, if private or charitable sectors didl tior wheelchair services it is important thatsional contract of
standards is produced that all services shouldradbe There is already a post code lottery witheaNHS, bringing
in the private and charitable sectors may onlydase the post code lottery.

Please could you do everything in your power tauengood services are given the opportunity togmtaheir service
users by being able to compete if they come urideat of take over from the private or charitaldetsr.

Yours sincerely
James

James Hollington
Bioengineering
SMART Centre

Astley Ainslie Hospital
Edinburgh
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4 Oxleas m

WM@?@\MW@ MV@S NHS Foundation Trust

Greenwich Wheelchair Users Service
Greenwich Community Health Services
Memorial Hospital

Shooters Hill

Woolwich

London

SE18 3RZ

Tel: 020 8836 8536
Fax: 020 8856 5473
Website www.oxleas.nhs.uk

19" August 2011
Dear Nick,

| am writing to you as the Manager and Clinical ddéar Greenwich Wheelchair Service to voice my @nes
regarding the announcement by Andrew Lansley in that, from April 2012, wheelchair services forldren will be
one of eight services to be opened up to competitigls from the private sector.

| fear that this decision has been influenced ginmegative press and sweeping statements maohdlential
organizations without allowing the situation in lh@aediatric and Adult wheelchair services in Englto be
properly assessed and to have the voices of thbsemerk directly in this field heard. If these ndga statements are
to be believed it would suggest that a third of386 children in Greenwich who need buggies, maaupbwered
wheelchairs have their needs unmet. It is suggebtgdathildren are provided with adult type equiptiastead of
specific paediatric equipment, that young childndro could be active wheelchair users are deniegpawnt, that
children are often refused power chairs until taey10 years old and that in a typical PCT whe@ld®avice there is
no paediatric expertise. It also suggests thaisEswaste money through inappropriate procurememesses and
high management costs. | can assure you thatsthistithe case in Greenwich nor in the neighbousingelchair
services of Bromley, Croydon, Lambeth, Southwaigisham and services in Kent. Our services worgatioto
secure the best prices with manufacturers throogbartium agreements and support each other witicee
improvements through the South East Thames Wheeldamagers Forum.

Though the clinical team in Greenwich is small,ave supported by, and work closely with, a larg@eeeienced
Community Paediatric Therapy team who assess aatld¢hildren in the mainstream and special scraaisve work
closely to achieve maximum functional independaheceugh the provision of lightweight manual wheelich or
powered wheelchairs and provide appropriate speegting for those children with complex physidahdilities.
There are naturally some financial constraintsgiai@ment provision and access criteria are necgssansure fair
access to the service. But we use these critegaitte our decisions rather than to restrict piovisind work with
the child and family to achieve the agreed outcomes

Children with long-term mobility needs are ablgtogress through the service, supported throughthiédhood
and teenage years with a transition into adult hhatlenables them to feel confident that the serid aware of their
previous medical and social needs without havingidaa again in an adult service that knows nothibpgut them as
happens in most other areas of health and socil ca

In 2007, considerable time and effort was invesigthe Department of Health and the wheelchairises in
England to review the wheelchair services. Unfaataty the opportunity to compare services and aehiair and
appropriate investment to improve and reform trseseices was lost due to a lack of clear guidamce o
recommendation at the end of the review.
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No-one would deny that children throughout the ¢gushould have the same opportunities acrosstadleichair
services with appropriate clinical and financialédatment and that at the moment there are inetpsatif service
throughout the country. | am very worried, howevteat reports such as “My wheelchair is my shodigba often
seem to rubbish the current wheelchair serviceslambt allow any good practice from other servicelse
considered and would suggest that the “Whizz-Kidg s the only way to go. Separating children addit
wheelchair services is not the way and offering thry specialist area out to tender is in my nairhngerous thing
to do.

There are many highly experienced Physiotheragxtsupational Therapists and Rehabilitation Engiméethe
specialist field of posture and mobility who shobklallowed to influence both paediatric and adtieelchair
services nationally and the government should eanbking national decisions based on a report coimgeone or
two services in London. By offering the paediatgevice out to tender it will fragment the servieesl the
opportunity to truly reform wheelchair servicesass the population of England will be lost. The ggovnent should
consult clinicians and managers in this specifiéfd before it is too late.

Yours sincerely,

Maggy Hevicon
Physiotherapist/Greenwich Wheelchair Service Manage
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5.

Mr Greg Mulholland
Wainwright House
12 Holt Park Centre
Holt Road

Leeds

LS16 7SR

25" August 2011

Dear Mr Mulholland
I am writing to you, as my local MP who | have sapgpd for a number of years, and as the chair ®f&h Party
Parliamentary Group for Paediatric Wheelchair Refor

| am a Rehabilitation Engineer working at Leeds @tleair Centre at Seacroft Hospital and at Wakeféeld District
Wheelchair Services on Trinity Business Park, Wiakef | am also a member of Posture and Mobilitp@r whose
aims are to advance and disseminate knowledge #impbsture and mobility needs of people with ligees.

Whilst | work in these centres, | am expressingpagsonal views and, | believe, the views of mangngfcolleagues.
You recently published a report “My wheelchair ig shoes”. This report was written by Sally Watehg Public
Affairs Officer for Whizz-Kidz, and highlights thienprovements that were achieved at Tower Hamletsrea which
appeared to have a lot of problems with wheelgh@vision, especially for children. The report imbés statements
from a number of prominent people involved with WhKidz and the Tower Hamlets area. What the regoes not
do is look at existing provision at other NHS cestand seek the opinions of recognised expertoegahisations
involved with the provision of wheelchairs and dpkst seating.

If you had visited Leeds or Wakefield Wheelchain&ms | know you would have seen a similar sitwatio the one
your members found at Tower Hamlets. We have mihwaating lists, we provide wheelchairs and specseting
that are clinically appropriate, our Paediatric fHpésts work alongside school therapists to prowageropriate
equipment and overcome environmental issues, wé& wihin the budgets available to us and we maingdi the
chairs we have on issue.

Looking at a couple of the points you raise in youroduction, you state that ‘there are still WQCchildren who
have their mobility needs unmet. That is 108 clitidin each MP’s constituency’. This is a very langenber. Based
on the Leeds and Wakefield client numbers | wouideet the total number of paediatric wheelchairsige the UK
to be around 90,000. It is difficult to find puliiesd data which relates to children only, but i&tls the case, you are
saying that very few of the children in the UK hakeir mobility needs met. | would be interesteckitmw where
your number comes from and whether you can idesitiyme or all of the 108 children in your Leeds Nast
constituency who are without appropriate mobility.

You say that ‘In Tower Hamlets there is no waitligj and the equipment provided is appropriate’ Léeds and
Wakefield District there are minimal waiting lisesnd the equipment provided meets clinical need.|&Vthie
equipment is always suitable, it does not mean thailways meets expectations. We could provide rémo
sophisticated’ equipment, as Whizz-Kidz are ablddpbut the funding is not available.

| imagine, in this current climate, you will focas the fact that the ‘model also offers a savingg@¥ for each
wheelchair issued’. Without the breakdown of thelf0 average cost per wheelchair supplied by WHKidz-it is
difficult to know what this statement means. | urstiend that when they took over at Tower Hamletsehwere
significant start-up costs incurred - who fundeld #nd are they included? Do the costs includestipply of special
seating? A high proportion of the total Leeds splesgating budget goes on the provision to childimthe costs
include the ongoing maintenance and managemeheathairs on issue?

Within the NATIONAL Health Service why do differemtheelchair services have to buy wheelchairs derdint
prices when there is one NATIONAL Health Servicgfy Chain fixing the contracts? We could savetafanoney

if the NHS purchased and supplied goods to the Whaie Services on a similar basis as any commiercia
organisation would do, at the lowest possible pticeall their sites nationally.
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While | am arguing for more NATIONAL arrangements Wave seen successive governments push for coimpeti
and localised decision making, to the point wherbe¥lchair Services all have different eligibilityiteria and
prescribe a vast array of equipment. Now there Post Code Lottery nobody seems to want it. Thg eolution
appears to be to open parts of the NHS to privatharitable organisations as they will be abl&itoit”. Why can’t
these changes take place within the NHS?

In my limited experience the NHS is made up of smame hard working, conscientious and caring peeyie find
this report and others like it unrepresentative ety demoralising.

I would like to see reports and subsequent degdi@mg made about the NHS based on facts angpaay; these
are sadly lacking in this report.

| would urge you and your colleagues to come aredvgeat is actually happening on the ground in tlaidwal
Health Service.

Yours sincerely,

Chris Bayford,

Rehabilitation Engineer,

Leeds Wheelchair Centre and Wakefield and DistricMWheelchair Services
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SECTION E: ADDITIONAL COMMENTS

1. Craig Egglestone, Clinical Technologist in Rehalitation Engineering, James Cook University Hospiél,
Middlesbrough; member of PMG Executive Committee

Having now read the APPG report | feel it doesamwhpare like for like provision within the NHS arefers to
provision of powered chairs with riser and standanglities. These are not available from wheelckarvices
ordinarily. It also mentions savings incurred wipeaviding these types of chairs as opposed to ghogia one to one
carer or height adjustable desks in school, wHalil# to realise is that funding for this is vietLocal Education

joint funding of riser function for a child in alsgol situation and although funding was agreeewen materialised.
How they work out their average cost per unit t@pprox £1100 is beyond me, as the powered chayshave
issued to children in our Area have been the Itkdsgh end Permobil ones. Also | echo the commehtghers the
service around the country is so varied since sesvilevolved into NHS in 1991.

| also intend to send an e-mail to my local Labdir Jenny Chapman.

2. David Long, Clinical Scientist MSc CEng MIPEM, Nuffield Orthopaedic Centre, Oxford, OX3 7LD; former
chair of PMG

It is vitally important that areas where NHS prastisis healthy are not ignored. It is entirelydiede for the NHS to
deliver these services. The transition of the cimitd an adult should not be forgotten. Personéaligink many adults
suffer very poor services as the focus is so astenhildren. There are many, many vulnerable aduifio are not
articulate and are unable to advocate for themselidease can we ensure that this proposal doé@scnease the gulf
between paed and adult services any further?

3. Jo Purvis, Occupational Therapist, Surrey CommunityHealth Services

| work for a wheelchair service that has been gdétimgugh a process of continual change since 20@7sacurrently
in the midst of procurement change, the outcomelaéh is likely to be that our current communityatt body will
be run by a private company in the very near futdree rationale for this, we have been told by ©hief Executive,
is because 'Change must happen'.

In relation to the evaluation produced for WhizzdKiWe read the 'evaluation' by Frontier Econorait$he 'Impact
of Whizz-Kidz support to Primary Care Trusts’ somenths ago with dismay, some anger, and disbélafduch a
document would be taken seriously by a governmepadment.

| have just learned today that Frontier Economnscs high profile company giving advice on the ecenits of change
on a very wide range of issues, often to top lesEtpovernment departments, whose chairman is Ceaibee peer
Baroness Hogg, wife of former MP Douglas Hogg.

The points we most immediately took issue with wbese:

a) The evaluation was done 'pro bono' - who requet?ed

b) The evaluation is not based on any properly ctdtbdata, being merely the reporting of 'detaile@daversations
with Whizz-Kidz staff', as the evaluation itseléally admits on page 7. Why was there no scoperiduct a
bespoke data collection exercise, we in publicasesnployment are frequently required to audit atgpef our
service, | would have thought objective data caitecand analysis was the least requirement ofvatuation like
this.

¢) With a sweeping generalisation the evaluation slgmests on page 7 that 'the specific experigonoe\fvhich this
analysis is drawn .... is representative of whestcservices more widely'.

d) The comments on page 9 and 10 about the compdretareen a Whizz-Kidz and a typical PCT assessarent
ridiculous. Contact and data collection prior toetirey a client/patient and holistic assessmerdtsime to
occupational therapists in whatever field they mayk, the suggestion that this is ‘innovativeaigghable.

e) In any case, the suggestion of a one off ‘chaix day' appointment does not tally with the prefiamaime that is
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actually required, even by Whizz-Kidz, to have ectrdata and equipment ready to allow a child tb@oe with a
chair following a 'first appointment’. At a miniiriavel, is there an appropriate vehicle if reqdiesnd ramp at home
to allow the child to get home, do Whizz-Kidz cavedo they only see children for whom all the grdwork has
already been done by wheelchair therapists doagitity gritty liaison work with other professiosal

f) In the case of our wheelchair service, | would they we work entirely in the way Whizz-Kidz de$erias their
own way in terms of supply chain, on page 11, andlwvoperate with NHS bulk pricing and from a ukeinge of
modifiable wheelchairs. Surely it is Whizz-Kidz whave learned this approach from NHS servicespfiigon of
them amongst NHS professionals is that they suppdyoff chairs that couldn't be economically maigd by a
public service.

We hold stock assessment wheelchairs, and oftemase specialised, loaned consignment chairs amplthdays,
and are able to take them out to clients’ own emvitents by van if trial is needed. We also halage stock of
consignment cushions available for trial.

g) | would disagree with comments on page 12; weesg\dlients on request, never mind the wheelchagy thay be
deteriorating themselves or suffer some other problrequiring review or modification, such as &brolimb to be
managed. In this team, any work for children isated without a wait unless it is something tieatly can wait a
little while, like a physio referral for a mildlyishbled child who is just beginning to outgrow anstard buggy. Any
repairs that can't be dealt with by our approvedirer are seen by a rehabilitation engineer dfiersame day or
certainly within a very short time.

h) What about children in need of highly specialisedting and/or specialised equipment carriage, evhefsrrals
would undoubtedly slow the rate of provision madé@w many staff were Tower Hamlets employing whehixk-
Kidz came in?

i) The tone of the evaluation seems to be thatitjte"wheelchair for every child is a powered ofkeis may be true
for the majority of people who typically apply férhizz-Kidz funding but is not the case for everyigg wheelchair
service client.

In relation to the private bidding for provisionmifblic services:

| would also say that changes made, and still @tgss, to this team since 2007 take us furthefuatiter away from
working in a way that allows us ease of accesppoapriate equipment and to making our own plares as
professional and informed team. We used to hawasa Wwhere we held our own stock, running cliniosifivhich
people often went home with a chair in a day. \Weeustand that coming changes planned by our Exietutive
will aim to have us working from home (with whatuggment!!?) along with other community health staff

Our experience of working with private companiesdquipment provision/maintenance using publicaeitinding
has been that they cause increase in spendingesihg only brand new stock, sometimes for lichitse, with poor
stock control and very slow service. The only @tioms to this have been Medequip and T Brown énkingston
area, in my experience. Control of such privat@ganies should remain with suitably informed audlijed staff
who understand all the processes and potentials/gtem abuse, not managed by finance departnremsvory and
disinterested towers. | worry about the handingudilic services over to those whose motivatigoridit. See what
happened to the handing over of hospital domestiaces to private companies away from nursesrimg of
nutrition management and hygiene control.

Thanks for the opportunity to spur the recordingarhe of our thoughts. It's a shame a nationabresphas been left
so late, and although | now have the Whizz-Kidzwhoent 'My wheelchair is my shoes' | haven't bede &bread it
properly yet, except to say from flicking throughhat the comments in it are mainly from Whizz-Kistaff or
ambassadors and are therefore bound to be biasaebur of their view. No one has asked us whatld:avork

best. Nor for our direct opinion of what would Wdrest.

4. Alison Johnston, Physiotherapist, Bromley Wheelair Service; member of PMG Executive Committee

In Bromley we run a very good paediatric wheelckaiwvice with timely assessments and provisiorgafment. |
know this is also the case of many services artuadountry. We were visited by Whizz-Kidz to dissuhe service
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they offer (the Tower Hamlets model), and they wamay as good as saying they couldn't do any beighit would
cost us more!

| think it is time we really made a stand on thiig\ndrew Lansley is basing his decisions on tHferimation he gets
from Whizz-Kidz then he does not have the full pietand we are doing ourselves (wheelchair seilvagsof a
job. Sorry for the rant, but this is somethingédlfeery passionate about. These are reports send foy an
"independent"” body that class Tower Hamlets apiagay service prior to Whizz-Kidz, when they quiteviously
weren't. However we know that, but Jo Public anlitipians who read the reports don't know that!

5. Christine Rice, Occupational Therapist, East Suey Wheelchair Service
We would like to register our dismay at the propbgkans to tender out Paediatric Wheelchair prowisi

This client group is particularly specialised aaduires considerable time and skill. Our clienesaften referred to
us at a very early age and we develop a relatipngtih them and their parents over many years.ékhugpment
provided for them is very bespoke and has to beilygaodified by experienced Therapists and Engiae€his then
needs constant adjustment and adaptation. Thigsemil not be provided by Third Party providers.

The current Paediatric Wheelchair provision ispetfect. Examples such as the provision of equiprogiWhizz-
Kidz in certain areas have shown that it cannqgtrogided better by alternative suppliers. The skildl experience
you have in NHS staff is second to none. | am awsaeWhizz-Kidz have promoted and evaluated thwin services
but if you talk to any staff or parents involveduywill realise that what they do is very superfi@igth no ongoing
responsibility or flexibility. We have several inates where parents have come back to us aftesjmoirom
Whizz-Kidz and asked us to provide them with a iserbecause they have felt the Whizz-Kidz Servicke
inadequate and unsafe. Whizz-Kidz aims to provlu#rs in one day. This is unrealistic if the joldie properly
because individual modifications require time arpegtise. Therefore what happens is clients arergaquipment
that is not individualised for them and therefooes not maximise their efficiency with it.

Whizz-Kidz will have the benefit of all of the fumd) allocated whereas we have money transferrechdbrugh
many levels.

In addition, tendering out Paediatric Wheelchaiviges will make the transition between childresgsvices and
adult services almost impossible because the equipwill not be able to be transferred onto the vdppd Repairer
contracts and clients will not get the same tygdesgaipment because the equipment ranges aredtitfer

| have been a Wheelchair Service Manager for Sdaregver 10 years. If you try to section off thaeiatric Service
you will destroy the adult Wheelchair Service besgathe contracts for repairs and maintenance, Rigatin
Engineering, and Special Seating will be unviable.

The complaints received relating to the Paedi&eovice are mostly in relation to waiting list tisnend in relation to
the limited range of equipment provided by oursghamd this is simply because we cannot expeatepairer service
to repair items not under their contract and bezaus budget is too tight.

The way to improve Paediatric Wheelchair Servisds iput more resources into the current Servidesasure
separate contracts are properly managed. At presepay a specialised seating contract at a PGl ¥ehvich is not
monitored at all. This money would be better sggven to local level and allowing us the flexiylito call in the
supplier most appropriate and would improve outiwgitimes.

What clients want is localised expertise with pedpht they know and trust. At present the sengicisjointed and
uncoordinated and it needs refinement but not bgleeng it out.

6. Helen Critten-Rourke, Clinical Lead Wheelchair Therapist, Warrington Wheelchair Service; member of
PMG Executive Committee

I have been quietly reading and absorbing all tif@imation that we have been issued with overakefew weeks
before writing my opinions, but this has got my ydtas the biggest piece of rubbish | have redde obviously need
to get our commissioners and other decision makensderstand that this is not a fair represematioNHS services;
unfortunately we haven'’t got the resources that fheblicity department have. | am however patady impressed
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that Whizz-Kidz believe that their provision of &eelchair will prevent any back injury to a schoate assistant,
maybe they have invented the levitation device thatve long been wishing for!

7. Gill Searle, Physiotherapist, Swindon Wheelchair atht Special Seating Service

The reports (Frontier / Whizz-Kidz) indicate a venccessful service and makes interesting reading.

In Swindon Wheelchair and Special Seating Servieeawhieve many of the things that Whizz-Kidz doe-lvave a
specialist paediatric OT, no waiting list, provigiewvered mobility for young children (as young as 2)

My comments/questions from quickly reading the (@orés attached include:
i) What are the urgent repair and maintenance ces\wffered by Whizz-Kidz, as well as reassessment?

i) | would imagine one of the reasons wheelchait aosts go down is because the current NHS ses\daly provide
for the more complex user, so requiring more complhairs - if the unmet need (by the NHS)is largeith the less
immobile, | would think chairs issued to them wobklless costly (and more likely to achieve thailcim a day') - |
would like to know the percentage of Whizz-Kidz itkdhat require custom or complex seating and tiey provide
this?

iii) Do they also provide a manual chair to childreith powered chairs (as we do)?

iv) The bottom line cost to the State in order ®etthe unmet need for children as stated by WKidz-is nearly
double the current cost, using the Tower Hamletsrgte.

8. Dawn Osborne, Wheelchair Therapist, Airedale Wheelwair Services, West Yorkshire

I can only speak for our service and what | knoanfrmeeting and talking to other wheelchair serviceshe
Yorkshire region, but | totally disagree with mawmfythe comments made in this rep(Ftontier report on the impact
of Whizz-Kidz support to paediatric wheelchair seeg).

The long winded and inappropriate referral andsssent process identified as the nationwide NHSeiigchot the
way our service works. What is identified as a Vigk{adz “innovation” is a process widely used in tH&lS. The
difference is that in the NHS we are not as goqguuaticising our success stories.

Whizz-Kidz refer to NHS Wheelchair Services as atatffed by expert paediatric therapists. This iswaeeping
generalisation and not true of all services anth&rmore we have direct access to the Child Devedop team of
experienced and skilled paediatric staff.

Our service, and | know many others, have an exhgaccurate, accessible and up to date stockrayestel, what is
more, the stock and the repair service is on siteqaipment can be brought to clinic from stocktloam day of the
appointment and supplied if suitable.

Special seating is done locally and there is ndimglist.

The sweeping derogatory statements about repaicesrdo not apply to our service.
Neither do statements about the NHS supplying heawglated, old fashioned equipment.

The NHS is in danger of “throwing out the baby witle bathwater” if it listens only to Whizz-Kidz dutakes Tower
Hamlets as the model for the whole country.
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BACKGROUND

In December 2009 the Department of Health (DOHupedin advisory group to review the model of
wheelchair and seating services and to inform tiheré direction for commissioners across the NHS.
The key political drivers underpinning this worle&uality, Innovation, Productivity Prevention
(QIPP) (2009) and the White PapEquality and Excellence: Liberating the Ni&ily 2010) which
proposed radical changes to commissioning with @klag more control and the setting up of a
national NHS commissioning board. The advisory gruentified a number of emerging themes that
they believe commissioners should build into anyrieiwheelchair model includirig needs led
approach, timely intervention, equity of provisipneventative, and encouraging innovatioffwo

pilot sites were set up in the East and South \WWeSnhgland and to date the common themes to arise
from their work include the need faa single point of contact, common eligibility crite core
assessment and partnership working across heattlialscare and the private sectorThe DOH
produced a document in December 2010 entitledal innovations in wheelchair and seating
services'that builds on examples nationally of service ioy@ment. The pilot sites are due to report
their findings to the DOH this autumn to informa@missioning document around future models of
provision.

The rationale for this clinical paper has been ghd@about through concerns by the author that the
multifaceted clinical nature of wheelchair servizevision has not been clearly articulated nor
understood to date. Both pilot sites on reportiagk to a meeting at DOH in April 2011 agreed that
they were struggling with the assessment elemepitdasion and the differing clinical levels of ke
from simple to mid to complex needs. It is thehauts opinion that unless the clinical nature of
provision is understood, the future model will successful in meeting needs or driving efficiesicie
within the system. More recently the governmers pramduced a document entitlédgerational 1
Guidance to the NHS: Extending Patient Choice @viRter’ (July 2011) which intends to increase
choice and personalisation in NHS funded servidasrgby a patient should be able to choose from a
list of qualified providers for their care. Within this paper, wiebelir services for children are listed
as one of several key services to be included mithis initiative. The concern within the wheelcha
domain is that the parameters and measuresifigrqualified providerhas not yet been clearly
defined or scoped.

It is the intention of this paper to clearly artatie the clinical levels of need within wheelchsgrvice
provision, so that commissioners of services ale @bunderstand the differing levels and thatehes
may require a different service response. Theoawtfil also suggest that through an understanding
of the clinical synergies within wheelchair prowisito other services such as Tissue Viability and
Specialist Community Equipment, that more integtatervices may be procured and efficiencies
drawn. This paper is not intended to be seen iatisa to the above political drivers around choice
partnership and personalisation, but rather ibjsdld that it may enhance the understanding of the
critical importance of the clinical interface in edichair service delivery being understood by fitur
commissioners and evolving providers of services
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KEY FACTS

- The wheelchair service costs approximately £12%8mar to operate and is receiving
around 184,230 referrals per annum.

- 40% of referrals are already known to the service.

- There are approximately 570,000 disabled childnefarigland, around 100,000 of whom
have a complex care need.

- Inthe past 10 years the prevalence of severeitiigaimd complex needs has risen and will
continue to increase due to a number of factolsidirtg increased survival of children and
adults who suffer severe trauma or illness.

Figures taken fromwww.papworth.org

THE CLINICAL NATURE OF WHEELCHAIR PROVISION:

Wheelchair service provision differs nationally @t terms of eligibility criteria and types/leveai
response; however the clinical demands on theceremain largely the same. Wheelchair services
generally provide for a long-term, permanent mopitieed across the whole age spectrum from
children through to adults and cover a range oiadil diagnosis including congenital and acquired
disability. Over the past 10 years however, dutaéancrease both in the rate of service users
presenting with more complex needs and the inangasverity of the need, wheelchair services have
moved from simple off the shelf type input to beeoanspecialist service incorporating wheelchairs,
posture management and related tissue viabilityis flas placed increasing demands and challenges
not least in terms of budgetary pressures, butialtgrms of the necessary clinical response to
manage more complex needs. The risk is that icdhent financial environment, it would be easy to
assume that gtocurement ledmodel could be utilised, wherarly qualified providercould bid for

an ‘equipment type contractThe emphasis within @focurement ledmodel is on equipment
purchased at cheaper cost and equipment delivpectss with little attention paid to the
measurement of quality and the clinical delivegiface. This is not such an issue where the
wheelchair need is simple and one off, however a/tiee need is more complex, the individual will
require regular clinical review and service deljvetust be firmly grounded within the patient care
pathway. In addition, with regard to the assessmmtess, where the need is simple, thested
assessorwill need basic competencies to prescribe the@piate chair, however where the need is
more complex thea'ssessorvill need to have specialist skills in wheelchaiissue viability and
posture management. The focus shifts from soledyetjuipment solution to management of an
individual's condition which may include advice attges in care, therapy input, medical management
of tone and provision of equipment.

Issues for Commissioning Wheelchair and Communityigiment Services:

Historically the commissioning of wheelchairs hagkly been locally driven, with a ‘post —code’
lottery seen across the country in terms of padtefrdelivery. Equally, the commissioning of
wheelchairs has been within a block contract witleldetail around commissioning according to
levelltype of response. It may be suggested thatr@ suitable arrangement would be whereby a
pricing mechanism is used to reflect the diffedemels of complexity and time taken for assessment.
Whatever the system, the major challenge is tletimand will continue to increase and have to be
met within an ever reducing financial envelopeoider to meet this demand, there will be a
requirement to create more innovative solutionthéoprovision of wheelchair and specialist seating
services. However, in order to do this there wéléd to be a major shift in thinking and a movement
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away from ‘silos’ of provision to clinically focudantegrated care pathways of provision. For
example, historically, wheelchair provision hasrbeemmissioned separately; the same can be said
for provision of more specialist community equipmeptions such as static/arm chairs and tissue
viability services. Should the service be commaiged within a clinically led integrated model, then
it may be suggested that the ‘qualified provideaynpotentially focus on different elements from
simple to the more complex needs.

The use of the Kaiser Permanente Triangle for \Winedd Provision:

The Kaiser Permanente Triangle is a well recogniggulilation management approach that has been
adopted by the government and others to provideath services for people with long term
conditions. The triangle describes three mairs tiérclinical need as Level One: Self-Management,
Level Two: Disease Management, and Level Threee Géanagement. At Level One, this describes
70-80% of patients who can be taught to ‘self mahtggir condition and require minimal input from
health and social care professionals. At Level Tdeemed as higher risk patients, the model
describes a disease management approach that rmawson current best evidence to reduce episodes
of acute ill-health and unnecessary hospital adomisswith individuals requiring regular monitoring

of their condition. At Level Three, a Case Managatrapproach is described for people that have
multifaceted conditions and require a high degfeengoing personalised care and multidisciplinary
input.

This model is supported in the government docurBepporting People with Long Term Conditions
(2005) which presents an NHS and Social Care Miodéte with the above changes, with an
emphasis on independence and prevention. The riodet intended to be static but rather dynamic
in the sense that at any one point in time, patierdy move from one level to another and thus by
focusing on a preventative approach and maintaimdgpendence, the intention is to prevent peo@e
moving further up the triangle.

Winchcombe M & Ballinger C (2005) expand on theabm their paper entitled Competence
Framework for Trusted Assessimgesponse to the changes around Community Equip8ervices
(CES) at that time. It is useful to consider thels@nges to equipment services, as similaritiedbean
drawn to Wheelchair Services. Within this mode¢ authors directly apply the different clinical
domains of equipment provision to the three tid¢ithe Kaiser Permanente Triangle (See Figure 1).
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Figure 1

Levels of Service-users’ Needs Competence levels - Service Provision
High level risk/neesds Low volume service

Level Three

Consultant / Expert

Low volume — specialist service
Regional / Tertiary team
Customised solutions

Level Three: Complex Needs:
{Case Management)
Highest - risk
Multi-dimensional needs
Generally high cost solutions

Level Two: Level Twao
Specialist Support: Qualified and Advanced Practitioners
|Disease Management) Iedium / fﬂghwdiume - specialised skills
Medium — higher fisk ) Fﬂmﬂwf Community team
Multi ~dimensiofial needs Home adaptations / specialist equipment

Medium - high cost solutions

Level One: Level One
Straightforward Needs: Assistants / Support Workers
{Supported self-care) High volume — generic services 4
Low - medium risk Primary /Community team
Single or multi-dimensional needs Standard equipment

Low - medium cost solutions

Low level risks/needs High volume service

Level 1: Straight forward needs

This describes individuals who have a relativelge need who can largely be self supporting.

With regard to wheelchair provision at this levetlividuals could be assessed byrasted assessor
with core basic assessment skills and competenafpé@elchair prescription. Provision could then be
through a number of options, including the useesEpnal health budgets or a voucher type option for
use at any ‘approved retailer’ outlet. The nedikidy to be one off, simplistic, and would not

require review in a clinical sense; the individoalld also be given general advice around related
health aspects such as maintenance of healthyaskigood posture care.

However, further consideration would need to begito who thettusted assessdrare and
competencies around this would need to be detetmilveaddition, consideration would need to be
made in respect of the ‘recycling’ aspect and iifiibe equipment would be collected and potentially
re-used in the future. An example of this leveheéd would be an individual who only requires a
wheelchair for outdoor, occasional use.
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Level 2: Specialist Support

A large proportion of wheelchair users would likédl in this category, where assessment would
need to be more specialist and clinically focuséth skills around management of a condition
including tissue viability, posture care and mgreaalist wheelchair and seating options.
Individuals at this level require regular reviewdanter-agency liaison and involvement within aecar
pathway approach. A robust clinical interfacessemntial at this level so that timely and apprdgria
intervention can occur to prevent individuals mavup the triangle. At this level, it is unlikellyet
equipment will be the only provision, but ratheesialist advice, information, therapy, medical
management to name a few of the related responaemay be indicated. Therefore, at this level the
‘equipment’ component cannot be separated fronclihzal assessment and handover/delivery
components. An example of this level would beratividual who uses their wheelchair on a full-
time basis and requires a degree of postural stpptire form of a contoured cushion and backrest.
This type of equipment would need to be set upi¢artdividual user’s posture, lifestyle and mo#ilit
requirements, thus requiring a clinician to be Imed at handover/fitting stage.

Level 3: Complex Needs

These are individuals who have highly complex resyaents and are at greatest risk to their health
and well being. As in level 2, the response hegarding wheelchair provision must be met within a
specialist service and as part of the multi-discgly, interagency team. These individuals atagit

risk of secondary complications due to their lesfedlisability, such as pressure ulcers, contrasture
chest infections and respiratory illness and mayire an individual bespoke equipment solution.
Regular review and a timely response are crucitdigievel using a case-management type response.
In this sense@ny qualified providerwould need to be clinically focused with provepent

specialist skills and competencies within the figldvheelchairs, tissue viability and posture 5
management.

CONCLUSIONS

* The intention of this paper has been to describaliffierent clinical layers that wheelchair
provision entails through use of the Kaiser Perm&né&riangle.

* The author suggests the movement away from sepaeateents of provision to the
commissioning of a more integrated care-pathwag ggproach which acknowledges that
equipment provision is only one part of the ovenaitessary response.

e There are specialist clinical elements to wheelctiadl equipment provision and therefore
quality assurance will come from competent and adtsy trained personnel and robust
clinical interface.

e The further up the Kaiser Permanente Triangle ¢ingice user presents, the more necessary
it becomes that the assessment and equipmengfitindover elements sit together.

RECOMMENDATIONS

« Future commissioning of wheelchair services must tato account the different levels of
clinical need and how this necessitates differagls of provider response.

e The further up the Kaiser Permanente Triangle ¢ingice user presents, the more necessary
it becomes that the assessment and equipmengfitindover elements need to sit together.

*  Future commissioning for the provision of spesialcomplex needs should adopt a more
integrated approach to provision, whereby an inldigl that presents with a posture,
mobility and tissue viability need could be assddseone team/service and the necessary
equipment/provision actioned accordingly.

* There is a national need to formalise training emaipetencies within the field of postural
management, wheelchairs and equipment against whicbnchmark provision.

WHEELCHAIR AND SPECIALIST SEATING SERVICES: A Clical Guide for Commissioners and Provider Services
Lisa Jayne Ledger BA, BSc, MSc gAst 2011
DRAFT COPY



PROVISION OF WHEELCHAIR SERVICES: DOCUMENTS ANIMRIBNTS
COLLATED BY THE POSTURE AND MOBILITY GROUP
APPENDIX 1

REFERENCES

Quality, Innovation, Productivity, Prevention (Q)RR2009) DOH

White Paper Equality and Excellence: Liberating ¢S (July 2010) DOH

‘Local innovations in wheelchair and seating sexgi¢2010) DOH

‘Operational Guidance to the NHS: Extending Pat@mbice of Provider’ (July 2011) DOH
Supporting People with Long Term Conditions (200&)H

Winchcombe M & Ballinger C (2005) A Competence Feavork for Trusted Assessors Assist UK,

London

Other Useful References:

WWW.pmg.co.uk

www.wheelchairmanagers.nhs.uk

WHEELCHAIR AND SPECIALIST SEATING SERVICES: A Clical Guide for Commissioners and Provider Services
Lisa Jayne Ledger BA, BSc, MSc gAst 2011
DRAFT COPY



