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Star Trek”

A report on the potential for Telecare & Assistive Technology to enable older people in Wales to live independently in their own homes.
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Summary

S1.
Introduction

S1.1
This paper is prepared as an internal report for the Social Care Policy Division and the Housing Directorate of the Welsh Assembly Government.

S1.2
The aim of this paper is to identify what initiatives in Telecare and Assistive Technology might be developed and supported to meet a key aim of the Strategy for Older People in Wales to enable older people to live as independently as possible in their own homes.

S1.3
The paper reports on research into the potential for the application of technology in maintaining independence for older people in their own homes, identifies what is currently known about the use of these technologies in the UK, explores costs and benefits of telecare approaches, considers practical and ethical issues and makes recommendations for the wider introduction of appropriate technologies throughout Wales in people’s own homes and other settings such as intermediate care facilities, sheltered housing and care homes.

S2.
Policy Context – The drive to support people at home

S2.1
It is a long-standing policy that people should be enabled to stay in their own homes with appropriate support for as long as is practicable.  The Wales Care Strategy Group (among others) has drawn attention to the potential effects of an ageing population on care services, the need to diversify the range of care options, and the importance of action to prevent or delay people moving up the dependency scale.  Specifically, the Wales Care Strategy Group recommends further work on the potential contribution of telecare and the need for a framework for its development rather than a piecemeal and opportunistic approach.

S2.2
The Review of Health and Social Care advised by Derek Wanless puts emphasis on prevention and earlier intervention

S2.3
In a UK-wide context government policy is that “the potential contribution of assistive technology to support independent living should be considered when putting together any package of care, which might also include home care or home nursing” (Curry et al 2002).   In England the use and development of telecare to support older people to maintain independence is promoted by both ‘Quality & Choice for Older People’s Housing’ (DTLR, DH 2001) and ‘The National Service Framework for Older People’ (DH2001) 

S3.
Telecare Technology – What we have seen and its possibilities

S3.1
This chapter reports on technology being used across the UK and elsewhere to support older people to live independently in their own homes.  Examples are given of the types of technology used and their uses. Typically these are fairly ‘lo-tech’, inexpensive items such as smoke detectors, flood detectors, PIR movement detectors, and falls detectors linked to community alarm call centres through a ‘lifeline’ telephone system.  They are ‘passive systems’ in that they do not require the user to activate them; rather they are activated by an event which may cause an unacceptable level of risk to the service user.  The call centre is then able to speak directly to the service user, assess the situation and advise or summon assistance as required.

S3.2
A suite of telecare products is being developed that are ‘user-friendly’ and enable people to maintain their independence or improve their quality of life; that these products are robust and affordable and can be deployed in ways that facilitate further choice and support as and when needed

S4.
Service Delivery – What models we have

S4.1
The research reports on structures of service delivery for existing telecare projects in Scotland and England.  The most successful of these are based around community alarm centres

S4.2
The prevalence of community alarm systems in Wales provides an infrastructure that telecare services can be built on. There is an opportunity to develop rapidly the healthcare delivery side of telecare using the existing community alarm infrastructure.  This infrastructure already reaches groups who have above average healthcare needs and often have difficulty accessing healthcare.

S4.3
Successful telecare services are consistent with ‘purpose-designed’ multi-disciplinary Health & Care Support teams with the clear aim of supporting individuals to live independently in their own homes

S4.4
The research emphasised the importance of detailed and actively reviewed needs assessments with the ‘solutions’ being provided by ‘traditional’ aids and adaptations and/or as technological responses 

S4.5
Telecare projects include both informal (family & friends) and formal responders (paid staff – for example mobile wardens)  – the most successful using a reliable, formal response service 

S5.
Potential Benefits of Telcare Services

S5.1
There is no doubt that most older people prefer to live in their own homes as long as possible and previous research has demonstrated that measures which offer security, help when needed and privacy at other times are most widely appreciated.  Telecare meets this specification
S5.2
Typically telecare service users appeared better sustained at Home and showed a different pattern of service use from comparator groups.  Their hours of care were less likely to change; they received fewer GP visits and were less likely to be admitted to hospital or residential care

S5.3
Cost comparison exercises suggested telecare services were good value for money.  Costs of smart technology were not excessive compared with costs of conventional aids and adaptations.  Although telecare service users had more expensive basic packages of care, when events were monitored, costs for comparator group were much higher due to hospital and residential care admissions. Telecare monitoring systems can also reduce the need for home care visits

S5.4
There is evidence that telecare service users experience improved quality of life and additional comfort and respite is provided to carers.

S5.6
One of the difficulties that individual authorities and service managers may face is that the budget holder incurring the expenditure does not always see the benefits of the initiative.  The budgetary benefits are seen elsewhere in the care delivery system.

S5.7
Assistive technologies can enable older people to overcome simple functional barriers and dependencies that might make the difference between them being able to stay in their own homes or having to go into residential care.

S5.8
There is potential for telecare to be positioned as a form of intermediate care, where people could be discharged from hospital and provided with a telecare system in their own home.  On discharge service users could be provided with a telecare system with certain modules of the system being withdrawn as recovery takes place

S5.9
The evidence points to the main savings of a telecare approach to service delivery being derived from reduction of time spent in residential care, nursing homes and hospitals; although there is some evidence that telecare is cost effective in the use of home care and mobile warden time if undertaken on a scale capable of providing such economies.  Consequently, to realise the full financial rewards, and to create an environment where innovation can occur, a holistic approach is necessary, involving collaboration across service boundaries – in terms of both financial and operational processes.

S6.
Principles of Telecare Service Delivery

S6.1
A central criterion for any project is that it must have the potential, and there must be the will, to become mainstream and fully integrated into existing services
S6.2
The infrastructure needed to deliver a telecare service is not only technical but also organisational.  Many of the pilot and demonstration projects in telecare have indicated that they are seeking ways to introduce this new means of care delivery into mainstream services.  To do this they have realised that there is a need for a national and local infrastructure to be in place.  A robust local infrastructure to support the use of assistive technology is needed if a telecare project is to achieve a successful transition to a service.  The infrastructure will need to support all stages of delivery including referral, assessment, specification of equipment, installation and familiarisation, maintenance and review 

S6.3
An existing social alarm infrastructure provides an ideal framework on which to build additional services utilising technologies.  Community Alarm control centres appear to have a great deal of untapped potential for such uses.

S6.4
Home Improvement Agencies in Wales are well placed to contribute to telecare service delivery and should be seen as significant contributors to telecare projects in Wales- both in terms of installation and maintenance and providing feedback to the project.

S6.5
The use of technology must be needs led and not be used to take the place of personal contact, but used in a way to give additional support and to free up time spent on control tasks to reinvest in care provision.

S6.6
Assessment of care needs requires a holistic approach and identifying the need for assistive technology or telecare should be an integral part of any assessment of care need or preparation of a care plan.  There should also be appropriate links between an assessment for a telecare service and assessment for other forms of care and support.  This is in line with the Single (or Unified) Assessment Process being developed in the UK jointly by health and social services.

S6.7
The costs of technologies on a large scale might be prohibitive for individual agencies.  However as the benefits can be reaped by most agencies e.g. Social Services, Health, and Housing then the investment in these technologies should come from pooled budgets.  Many of the projects demonstrate that success depends greatly on the quality of the interaction between partners.  The large-scale telecare projects typically involve inter-agency partnerships from local authority social services and housing, the NHS; community alarms services (often local authority), housing associations and industry.
S6.8
The services visited provided for a wide range of needs, which necessitated the provision of a wide range of equipment including more traditional aids and adaptations along with smart technology.  This is consistent with the concept of telecare being seen as one end of a continuum of assistive technology, and supports the view that an effective telecare service should be able to access and be supported by an Integrated Community Equipment Service (ICES). The ICES initiative provides an ideal ‘platform’ to promote and enable telecare initiatives to move from ‘project’ to ‘mainstream’.

S6.9
The Integration of Community Equipment services at the projects visited provided an opportunity to support the development of telecare services and provide funding for new technology and systems.  

S6.10
Although telecare clearly falls within the remit of the Integrating Community Equipment Services initiative, most local community equipment services are currently focussing on the more basic challenges involved in integrating and modernising services and are themselves finding it difficult to access appropriate funding and management attention. 

S6.11
Telecare projects providing dementia care services almost universally make use of the ASTRID Guide, which provides a useful introduction to ethical issues in implementing telecare and assistive technology.  Its principles are applicable beyond dementia care.  The guide points out that similar ethical issues, such as risk and safety, arise in the provision of other forms of care where technology is not involved.  It suggests how to develop ethical protocols and how to deal with the issue of ‘informed consent’. 

S6.12
A study of potential future users indicated that they are receptive to technological development and are prepared to pay to be enabled to stay living independently in their own homes.  The Royal Commission for Long Term Care expects older people in future to be as comfortable with computer controls as the present generation are with telephones.

S6.13
Technology is playing an increasingly important role in the delivery of services.  Technology cannot be used in isolation, however, and is most effective when used to support and complement existing services.  Telecare provides a specific housing solution that meets the needs of older and vulnerable people.  It provides the platform to integrate the provision of housing, health, and social care and support services, whilst also enabling various smart home elements to support daily living.

S6.14
Although it is acknowledged that the evidence base for telecare is fairly sparse as evaluated projects are as yet few in number, the evidence seen during this research is supports the telecare approach as an effective, and cost-effective, instrument for supporting older people to remain in their own homes.

S7.
Recommendations

S7.1
Recommendations relating to the proposal that Telecare approaches be ‘seed-planted’ in Wales by the funding of small projects, with the capacity to develop into mainstream services.
Recommendation 1

The Welsh Assembly Government should stimulate the development of telecare services across Wales by supporting one or more telecare projects, using robust & proven technology, with the potential to become mainstream services and for the development of those service to be publicised to encourage ‘roll-out’ across Wales.  Projects to be supported by the Welsh Assembly Government should be those that most closely meet the parameters for maximising the potential for becoming mainstream services as identified within the report.

Recommendation 2
Any Telecare project stimulated by the Welsh Assembly Government should be subject to external evaluation as described within the report.

S7.2
Recommendations relating to wider Policy Initiatives

Recommendation 3
The Welsh Assembly Government should explore to what extent it can ‘re-create’ the Integrate Community Equipment Service (ICES) initiative in Wales as a major tool, both in the development of effective telecare projects into mainstream services and in the general support which may be given to enable older people to live longer in their own homes.  Specifically, Assembly funding through the Strategy for Older People in Wales, or otherwise, should be made available to promote Integrated Community Equipment Services.

As part of the development of Integrated Community Equipment Services, the Welsh Assembly Government should facilitate the development of a modest central resource of Assistive Technology which would be an impartial source of knowledge and expertise to care commissioners in Wales.
Recommendation 4
The Welsh Assembly Government should more actively encourage across Wales the application of budget and joint working flexibilities made possible by the Health Act 1999 specifically to encourage the use of telecare and assistive technology through partnerships between health, social care and housing.

The Welsh Assembly Government should review the parameters of grants made available to Health, Housing and Social Services with a view to ensuring that these grants may be used most flexibly and in an integrated way to meet the aim of assisting the take up of telecare

Local Authorities should be encouraged to identify the contribution that Supporting People funding can make to the development of Telecare projects and mainstream services.

Recommendation 5
Building on the existing robust structure of Care & Repair services, which already offer an effective ‘low level’ service to older people living at home, telecare initiatives sponsored by the Welsh Assembly Government should include a contribution from home improvement agencies to implementation and evaluation. 

Recommendation 6
The single assessment process should be adjusted as necessary to ensure that it implicitly recognises the potential for telecare to make a significant contribution to the delivery of care packages for older people in their own homes and other care settings.

Recommendation 7
Community Alarm systems should be recognised as the ‘starting point’ for the development of telecare services across Wales.  As well as forming an integral part of any local telecare project supported by the Welsh Assembly Government, the Welsh Assembly Government should explore ways to support existing community alarm services to develop a telecare approach. 

The Welsh Assembly Government should seek discussions with WLGA regarding an examination of call centre provision and the potential for any rationalisation of that provision in the light of the findings and recommendations of this report.

The Welsh Assembly Government should keep a ‘watching brief’ on the development of call centres supporting telecare service delivery and the role NHS Direct may play in the long term in providing or supporting Community Alarm Services using a telecare approach.

1.
Introduction

1.1
This paper is prepared as an internal report for the Social care Policy Division and the Housing Directorate of the Welsh Assembly Government.  It is based on desk research, visits to existing telecare projects, and interviews with individuals active in telecare and related fields.

1.2
The aim of this paper is to identify what initiatives in Telecare and Assistive Technology should be developed and supported to meet this key aim of the Strategy for Older People in Wales and to enable older people to live as independently as possible in their own homes.

1.3
The paper reports on four months’ research into the potential for the application of technology in maintaining independence for older people in their own homes, identifies what is currently known about the use of these technologies in the UK, explores costs and benefits of telecare approaches, considers practical and ethical issues and makes recommendations for the wider introduction of appropriate technologies throughout Wales.  Much of the information and findings of this report are also applicable to other settings such as intermediate care facilities, sheltered housing and care homes.

1.4
The paper has been informed by the Strategy for Older People in Wales, the recommendations of the Wales Care Strategy Group, and the recommendations of the Study of the Age-related housing and Domiciliary Care Support Requirements for Older People in Wales (Birmingham University & others).

1.5
The value base of the report is informed by the aim set out in the Strategic Plan for Wales that: “everyone who can realistically be expected to live independently – irrespective of age or impairment – should be able to do so, with appropriate support”.

Telecare

1.6
The current support and care system has difficulty meeting the demands made on it.  An intensive home care service is being delivered where greater amounts of assistance are provided to a smaller number of people.   The numbers of older people are increasingly dramatically and older people absorb the greatest amounts of care and the highest proportion of hospital resources.  The majority of people who need support would prefer to remain in their own homes for as long as possible. 

1.7
Older people already use technology to aid their independence and 

the application of telecare technologies is an emerging field, generally using community alarms as a delivery platform. Technology can fulfil a number of roles in supporting Independence in old age, in extending the care capacity of some housing solutions and in providing safety and reassurance both to frail older people and to their families and carers. The Royal Commission for Long Term Care expects older people in future to be as comfortable with computer controls as the present generation are with telephones.

1.8
The Birmingham University study described the potential benefits of technology in supporting older people in their own homes: 

“The technology allows for more pro-active patterns of care through the addition to the community alarm of devices that will trigger an alert if smoke or gas is detected, or in the event of an intruder and so on.  For more frail individuals devices may monitor movement, triggering an alert if a confused older person is wandering, or if a fall is detected.  They can also contribute to the safety of neighbours through the detection of hotplates left unattended, taps left on or gas unlit, cutting off the relevant supply and summoning help.  SMART HOME technology provides a wide range of controls that can operate devices remotely, adjust heating and ventilation and monitor security… security video surveillance is possible, remote locking or unlocking of doors and security status checking”.

1.9
The study warned that there are however a number of factors inhibiting the spread of this technology, including cost, both for acquisition and ongoing use.  There are also ethical dilemmas when the technology is applied to the supervision of those who are unable to give informed consent.  The Wales Care Strategy Group also noted the danger that development of such technological solutions will “tend to be piecemeal and opportunistic rather than in a planned and co-ordinated way” and advised that they should be capable of exploiting the economies of scale and linked to a proper assessment regime.  Careful policy appraisal is required, including evaluation of the utility of the various applications of the technology.

1.10
“From humble beginnings – some sheltered housing tenants ringing a bell in a warden’s home in 1948 – it is now possible for these technologies to help older people live healthier, safer and more independent lives.  They could revolutionise the delivery of health and social care to older people.” (John Belcher: Chief Executive, Anchor Trust)

2.
Policy Context – The Drive to Support People at Home
2.1 A ‘telecare approach’ to service delivery is consistent with the modernisation agenda in that it has the potential to:

· Exploit the use of new technology and improve the legislative framework across housing health and social care to create ‘seamless services’

· Empower individuals; promote their independence, and create less reliance on the state

· Target and utilise resources more effectively to those in need

· Foster new partnerships between the public, not-for-profit and private sectors in a Best Value framework

2.2
The NHS Plan 2000 promotes the development of care closer to home and the use of intermediate care, initiatives to help older people stay healthy, introduce Care Direct, modernise Community Equipment Services and develop a single Assessment for Health & Social Care

2.3
‘Information for Health’ published by the NHS Executive in 1998 recognised that “telecare technology” will be used to provide reliable but unobtrusive supervision of vulnerable people who want to sustain an independent life in their own home. (Curry et al 2002)

Community Equipment
2.4
The Royal Commission on Long Term care stressed the importance of disability equipment and housing adaptations to supporting people to live independently in their own homes, and highlighted the potential contribution of future developments in assistive technology in meeting this aim.

2.5
The Audit Commission in its report “Fully Equipped” published in 2000, estimated that nearly a million people need equipment to help them live independently in the community.  It emphasised that equipment for older and disabled people is integral to their independence, dignity and self-esteem and recommended that equipment services be given a higher priority.

2.6
In July 2000 the Government announced in the NHS Plan the development of services for older people designed to minimise admissions to hospital or residential care, support early hospital discharge, and reduce bed blocking.  The emphasis is to develop a new tier of ‘intermediate care’ services between hospital and home to ensure active recovery and rehabilitation and prevent unnecessary loss of independence.  Features include rapid response schemes, hospital at home and supported discharge.  Other related services were to be improved and expanded, including local “community equipment services (assistive technology) ranging from simple care equipment and adaptations, like grab rails and pressure relief mattresses, to more sophisticated equipment such as fall alarms and remote sensor devices”.

2.7
Under the Integrating Community Equipment Services (ICES) Initiatives service providers are required to:

· Combine health and social care provision into single, integrated community equipment services by 2004

· Increase the number of individuals who benefit from these services and improve the quality and range of equipment on offer

· Increase efficiency by modernising purchasing, supply and recall systems

· Extend the use of new telecare technologies in supporting frail and vulnerable people 

(Curry et al 2002)

2.8
The National Service Framework for Older People published in March 2001 stated that identifying the need for equipment should be an integral part of any assessment, treatment or care plan based on the view that effective equipment provision is likely to slow down deterioration in function, prevent falls and other accidents, and protect the health of carers.

Integration
2.9
The National Service Framework also endorsed the wider application of new technologies to support the safety and security of older and disabled people.  It re-affirmed the need for an integrated approach by the NHS and local authorities towards older peoples’ services including joint commissioning arrangements and a single assessment process

2.10
The joint DETR/DH publication “Quality and Choice for Older People’s Housing – A Strategic Framework” stated that “housing, care and support policies need to focus on enabling older people to live as part of the community in their own homes, in comfort and safety and in the best possible health, for as long as they wish to do so”.  As Curry et al (2002) note “It endorsed the use of new technologies such as telecare and Smart Homes to help older people to live safely at home and widen the housing options available to them.  It recognised the benefits of community alarms services and the potential to graft passive alarms and movement sensors on to these services”.

2.11
Despite this the development of telecare in the United Kingdom has tended to be small scale and uncoordinated.

Telecare Solutions
2.12
In March 2002 the Select Committee on Health reported on delayed discharge and inappropriate admissions and commented that “Telecare solutions have a major contribution to make as part of the strategy for developing alternatives to hospitalisation”. Health, social services, and other local authority services all have an interest in developing such alternatives, and there is scope for pooling budgets to develop strategies.  The Select Committee recommended the development of “a national strategy to promote the systematic development of telecare solutions as part of (the spectrum) of care at home, perhaps beginning with some properly audited pilots.  Telecare has the potential not only to achieve cost savings, but also to allow people the choice of staying longer in their own homes, with the attendant benefit of such an option.”

“The fact that almost 30% of discharge delays can be attributed to waits for care home placement might suggest that the obvious solution would be rapid development of further residential and nursing home capacity.  The Committee does not support this conclusion on the grounds that it would constitute developing ‘more of the same’, instead of developing alternative service models.”

2.13 From this we can establish that Government policy is that “the potential contribution of assistive technology to support independent living should be considered when putting together any package of care, which might also include home care or home nursing”. (Curry et al 2002)

2.14
‘Quality & Choice for Older People’s Housing (DTLR,DH 2001) and The National Service Framework for Older People (DH2001) “both cite the benefits that technological developments and services offer in meeting emerging housing, intermediate and primary care priorities.  Policy developments and resultant target settings are beginning to see telecare as a means of support, providing assistance tailored to individual needs, and using modern and older technology in such a way as to maximise older people's independence and their quality of life.  It can also be seen as a way of measuring providers’ performance to ensure that they are meeting national and locally agreed targets”. (Jeremy Porteus in Brownsell & Bradley 2003)

2.15
The DTLR 2001 Strategy paper: Quality & Choice for Older People’s Housing: A Strategic Framework has as its primary objectives:

· To ensure older people are able to secure and sustain their independence in a home appropriate to their circumstances

· To support older people to make active and informed choices about their accommodation by providing access to appropriate housing and services, and by providing advice on suitable services and options

The strategy paper states: “New technology, in the form of telecare and SMART houses, which can be more preventative in their approach, will undoubtedly be of benefit to older people."

3.
Telecare Technology - What we have seen and it’s possibilities

Definitions
3.1
Assistive technology is defined in this report as “any equipment or system that assists people who have difficulties, due to age or disability, in carrying out everyday activities” (Curry et al 2002).  The Foundation for Assistive Technology (FAST) uses a similar definition: “A product or service that enables independence for older or disabled people”.

3.2
“Assistive technology is coming to be the preferred term for all such devices rather than ‘disability equipment’ or ‘technical aids’.  It covers simple items such as walking sticks, bath seats and grab rails, as well as electro- mechanical equipment (e.g. powered wheelchairs), electronic aids (e.g. digital hearing aids and environmental controls), or equipment used by carers such as lifting aids.  Given this definition, telecare products and services, which support independent living, should be treated as a form of assistive technology” (Curry et al 2002 – my emphasis).

3.3
It should be noted that the use of passive sensors is in managing the risk of staying at home and it is in this context that this report is using the term telecare.  This as compared with tele-healthcare, which is used for supporting the professional task of the health clinician.  Curry et al (2002) note: “There is a degree of overlap between telecare (care provided at a distance using ICT, generally to people in their own homes) and telemedicine (the practice of medicine at a distance using ICT) as telecare may include health care, social care and housing support”.   The main focus of this report is the use of telecare to enable older people to remain in their own homes by providing a risk-management system designed to increase safety and re-assure older people and their carers.  It should also be noted that “Telecare can also be used to provide information and reminders, to reduce social isolation, and to support treatment, rehabilitation and intermediate care”.(Curry et al. 2002)

‘Generations’ of Telecare
3.4
Doughty et al (1996) introduced the concept of ‘generations’ of telecare; where first generation systems are represented by community alarms which rely on the user activating a call for help.  This report is concentrating on second-generation systems, which have the features of first generation systems but also provide an element of intelligence within the system.  Doughty explains further “Typically sensors are positioned within the home (or worn by the user), which detect alert situations and warn the user and/or initiate a call for assistance if required.  The distinguishing feature of second-generation systems is therefore that they are proactive in being able to take action in response to a risk situation when the user may not be able to do so.  The projects visited in preparing this report were all applying second-generation systems, often alongside and as an integral part of a first generation system such as a mobile warden service responding both to falls detectors and pendant-style assistance summoners”.

3.5
It should be noted that third generation systems are beginning to be seen in trials of telecare services.  “Third generation systems embody the detection system of second-generation models but also have the ability to add additional support through lifestyle monitoring.  It is through third generation systems that developments are occurring in the manner by which medical diagnoses are made and include opportunities for social interaction through teleconferencing etc”. (Doughty et al (1996))

3.6
The range of second-generation telecare equipment available includes:

· Passive devices to detect falls, wandering and other hazards such as fire or gas and trigger a human response and/or shutdown of equipment

· Electronic prompts and memory aids

· Lifestyle and physiological monitoring systems

· Specialised telephones and videoconferencing.

Sensors

3.7
Telecare services operate over standard telephone lines and use radio frequencies and/or existing house wiring systems.  This can include:

· Environmental sensors which can monitor room temperature, power consumption, appliance usage and fire detection

· Social sensors which can monitor movement, security, bed or chair occupancy, fridge opening, person identification and location and falls, They can also warn of confused clients leaving home at night

· Medical sensors which can monitor respiration rate, temperature and sweating, sudden changes in body weight, blood pressure, irregular heart beat and pulse rates

These sensors, when linked to the community alarm system, can be used independently or as a battery of sensors as part of an intelligent monitoring system

3.8
The West Lothian local authority alarms service includes a passive infrared sensor (PIR) as a standard installation.  It can be marketed as burglar alarm by monitoring activity but can also provide a care function by monitoring lack of activity.  By linking a PIR to the house lighting system through existing house wiring it is possible to provide lighting that increases safety for the older person and/or uses lighting to guide someone with dementia to the toilet or the bedroom (say) thereby reducing the potential for wandering.  Other devices being provided include fall detectors, smoke detectors, CO and CH4 detectors, flood detectors, temperature sensors, pressure pads, and door switches.

3.9
The Falkirk Mobile Emergency Care Service (MECS) is operated by the Housing and Social Work service.  It has offered a passive alarm service since 1992 mainly to older people with dementia but also to people with learning disabilities, memory problems and other cognitive impairments.  The technology employed comprises smoke, gas, hypothermia, heat detectors, door switches and pressure pads connected to the call centre as well as equipment that registers internally.  Since 2001 MECS has also included an Epilepsy Monitoring Project using body-worn tilt detectors and in-bed seizure monitors and a falls management project using automatic fall detection equipment.

3.10
The People at Home and In-Touch project led by Durham County Council Social services Department was established to investigate the feasibility of ICT and other assistive technologies to help older people remain in their own homes, live more independently, and improve the quality of life.  Based around six alarm service control centres and five NHS rapid response schemes the project uses bed sensors, fall detectors, collapse detectors, heat sensors, bath/shower sensors, flood sensors and automatic bedside lights.  

3.11
The following are examples of telecare based assistive technologies.  It is intended to give a flavour of what is available (and tried and tested) rather than as a comprehensive list.  Each of these can be linked to a call centre through a telephone system which will allow the call centre to talk to the individual an/or summon assistance according to the protocol established for that individual.

· Heat /smoke detectors located in the kitchen can be used to monitor the cooker being left on for a prolonged period.  In emergency situations these can interact with smoke alarms and cut of gas/electricity supplies to appliances and switch on extractor fans or even unlock and open doors.

· Pressure pads located under carpets or under mattresses/chairs can be placed at key areas within the home.  Lights can be programmed to react to the individual’s requirements.  For example activation of the pressure pad by getting out of bed can prompt the light to fade up in the room and in the bathroom.  Movement detectors can then fade up and fade down lights to guide the individual back to bed after going to the bathroom

· Remote control door openings and door entry systems linked to the television showing who is at the front door 

· Infrared bathroom controls times water flow to prevent flooding.  Flood detectors are cheap and, if positioned correctly, can detect floods and transmit to the call centre that taps may have been left on.

· Window sensors can open and close windows and curtains.  Twilight sensors will allow curtains to be closed automatically at dusk.  Windows can be programmed to close when external temperatures fall below an optimum or when the heating comes on.

· Movement sensors (PIRs) have a long established security function, but their use can be adapted to detect potential wandering by people with dementia.

· Fall detectors: sized approximately 2 inches by 3 and with a clip to attach to clothing, the fall detector will transmit a signal upon impact, (or on some models if it is inclined at an angle consistent with someone toppling forward).  If activated the fall detector will bleep and/or flash.  15 seconds is then allowed for the wearer to reset the detector (or return the tilt-detector to vertical).  If this does not happen a call is sent through the telephone system to the call centre.  This opens a speech channel and the call centre is able to talk to the person and establish what is wrong.  If there is no reply it may be assumed that the person is unconscious and assistance can be sent.

· It should be noted that some trials have shown that wearing such devices have a preventative capacity.  The wearer has greater confidence and as a result the frequency of falls decreases.

3.12
It is rare that any individual user will have all of the above components supplied through a telecare project or service, rather a specific social care requirement or health need can be responded to by selecting from a range of available products.  As needs change over time, components can be added, removed or replaced by a different component.

Costs
3.13
Costs for individual sensors vary between around £50 and £200.  A lifeline telephone system will cost around £175.  Cost per person is dependent upon individual need and assessment however as a very rough rule of thumb, technology expenditure of £30k could be used to provide a passive assistive technology system to meet the needs of 20 to 25 people

3.14
It is important to recognise that telecare services can be delivered through equipment that would not now be considered as ‘high technology’.  Indeed the equipment in the user’s home should be unobtrusive and relatively simple.  The Project Leader at South Ayrshire explained that she spends much of her time at Maplins or Argos and if she sees ‘a little gizmo’ she thinks might be useful she will buy it and try it out at home.  Not everything that can contribute to someone staying longer in their own home needs to be a radio based system operating through a lifeline telephone, although this is the distinguishing feature of telecare.  Typically, Telecare projects and services also provide ‘stand alone’ items and it is this approach that prompted South Ayrshire to explain that the service can be “more B&Q than Star Trek”.

West Lothian
3.15
West Lothian’s Opening Doors Project is a radical new way of providing care for older people by supporting the forging of new partnerships. It moves the concept of smart homes out into the community so people can be supported in their own homes anywhere by establishing a housing and care service, which sustains independent living through housing design, individually tailored care services and the efficient use of new technologies. 

3.16
The overall initial aim for this project is to provide innovative and effective services for frail older people which maintain them within their own homes or an independent domestic environment for as long as possible.

3.17
The innovative services used for this project include: -

· SMART technology

· Housing with Care developments throughout West Lothian that utilise SMART technology and include a new design of house that will sustain independent living

· A flexible, proactive Home Support Team that can offer a wide range of support to people using SMART technology in their own homes.

· A new model of care that encourages independence and builds on people’s strengths.

3.18
The closure of old fashioned, “institutionalised” care homes, replacing them with the “New Model of Care”, was also a key driver.

3.19
A total of 1200 smart home installations have been completed in the West Lothian area in the homes of people aged over 65.  The package of equipment includes:

· Lifeline 4000 home unit

· Temperature extremes detector

· Smoke detector

· 2 flood detectors

· 2 PIR movement detectors

The total cost of each package was £750 making a total investment of £900,000.

3.20
Because the technology is battery and radio based it is easily deployable and can be removed and used elsewhere – even following the users if he/she moves home or to sheltered accommodation.

3.21
An evaluation by the University of Dundee found that the technology had made clients feel more confident and safer and that they believed it had given them the opportunity to live at home longer.

Northamptonshire
3.22
The Northamptonshire project uses 40 items many of which would be better described as ‘Assistive’ rather than ‘Technology’ (e.g. calendar clocks).  Most items did not take long to install and reliability has not been a concern.  Procedures are that two weeks after installation a technical review is undertaken.  Visits are undertaken every 3 months to check batteries, which generally are provided.  The service to the individual is re-assessed annually – or at a technical review if needs have changed.  The project has noted some difficulties in getting other professional involved in reviews, which suggests the importance of promotion as a function of any telecare project to be developed in Wales – the provision of a demonstration Smart House is seen as valuable in this respect.  Decisions about what AT to provide are based on what the person can do i.e. technology is used to empower the service user.

Telecare Trials
3.23
In 2000 Porteus and Brownsell published the results of a two year trial in telecare, which looked at a monitoring system developed to monitor changes in the lifestyle of 22 users.  The parameters used to generate an alert were:

· the person was still in bed after the time that movement would normally be detected

· less activity was detected than usual

· the use of the refrigerator was noticeably different

· the room temperature was too low

· there was a change in the pattern of movements within the dwelling

(Porteus & Brownsell 2000)

The trial was described by Brownsell & Bradley (2003):  “Passive infrared sensors were placed in each room of the user’s home, along with a temperature sensor in the main living area and magnetic proximity switches on the refrigerator and entry doors.  Whenever a significant change in behaviour in relation to an accepted norm for that person was detected, an automatic alert call was generated.  80% of users were either very or fairly satisfied with the system developed and the following conclusions were drawn from the trial:

· the system is generally acceptable

· it increases the care choices available

· it enhances people’s feelings of safety and security in the home, reducing their fears and apprehensions

· it supports and enhances the carers’ role”.

Norway
3.24
An  exploration into the use of technology to support older people with dementia (in a staffed environment) was undertaken in Norway in the late 1990s.  The technology was used to address the danger of fire, the danger of falling and lying undetected and the danger of wandering and getting lost.  Solutions that were implemented included (Bjorneby 1997):

· the lights came on automatically when residents got out of bed at night and automatically turned off when they returned to their bed

· if during the night a resident was out of bed for mare than 30 minutes an alarm was sounded

· the cooker was automatically turned off if left on by mistake

· if a fire was detected, smoke detectors automatically alerted staff, turned the lights on, and unlocked the doors

· sensors on exit doors alerted staff if they were opened at night

3.25
Although an evaluation of residents’ views was not performed, staff and relatives claimed that the residents felt more confident and safe, and staff reported that the technology gave them the security to be able to offer better and more confident care.

The Gloucester Smart House
3.26
The Gloucester Smart House – a demonstration project that allows people to trial equipment includes (as described in Brownsell & Bradley 2003):

· bath monitor: to ensure that the bath does not overflow

· locator: household and personal items such as purse or glasses are fitted with a small unit that emits a noise when the user activates a control panel

· picture telephone: shows pictures of friends and relatives, rather than having to remember telephone numbers or the location of stored numbers in the telephone

· automatic lights: when leaving the bed at night the lights are automatically turned on.  By use of PIR sensors the lights can guide the user to the toilet and then back to bed.

Core Package
3.27
“Telecare fits into a care package that is derived on the basis of an individual assessment of need, which can include domiciliary care, assistive technology and home nursing care.  The care package is thus personalised but a ‘core’ hardware package is emerging to which elements can be added to meet individual needs….The core telecare equipment package for safety and risk reduction in the home emerging from the UK pilot work is an enhanced capability telephone with client pendant alarm as the hub of the home system.  The hub receives alarm signals via wireless transition from a fall detector, flood detector, smoke detector, carbon monoxide detector, temperature monitor and movement detector.  These are all automatically relayed to the named care or to a call centre, in some cases also triggering a shut down of equipment.  This core package is commercially available.  Other sensors can be added to suit individual need, including bed or chair occupancy detector, fridge door closure detector. and front door open/shut detector.” (Curry et al. 2002)

3.28
As Brownsell & Bradley (2003) note: “We now have empirical evidence that a suite of telecare products is being developed that are ‘user-friendly’ and enable people to maintain their independence or improve their quality of life; that these products are robust and affordable and can be deployed in ways that facilitate further choice and support as and when needed”

3.29
A key finding of the Brownsell & Bradley’s (2002) research around service users attitude to telecare is that service users are prepared to live with a degree of ‘risk’ and do not want technology to do everything for them or provide a totally risk-free environment.  From this it follows that it is unlikely that one standard system will suit for all, rather different configurations depending upon the ‘risk’ service users choose to live with.  Existing telecare projects emphasise the importance of careful assessment and using the lowest technological response to meet identified need.  ‘Over-provision’ of technology can create yet another function the user cannot perform themselves and may provoke depression (and indeed the exercise in manual task completion has health benefits).  Finding the correct balance so that assistive technologies assist the user without prompting a move ‘up the care ladder’ is an important task in the delivery of a telecare service.

4.
Service Delivery - What Models we have

Community Alarm Services
4.1 It is thought that some 1.6 million people in the UK have a community alarm. In 1994, 75% of local authorities in the UK and 21% of the larger housing associations provided community alarms and over 1 million people in sheltered housing and in the community had the use of one (Calling for Help Group 1994).  Research on these active alarms (i.e. the user must press them to alert the call centre) shows that they are safe, most are easy to use but that appreciable numbers do not wear their alarm.  Brownsell & Bradley (2003) warn that: “… it is important to recognise that the system cannot respond until the user first makes a call for help, which in some instances they may be unable or unwilling to do.  With the exception of the control centre operators, the community alarm system has no integral intelligence and it cannot therefore play a preventative healthcare role.  Because no information is provided to the system until the user contacts the control centre, operation is reactive and responsive rather than proactive and preventive”.

4.2
Curry et al. (2002) observed that: “The UK has had for many years a well-developed infrastructure of community alarms services providing what is in effect a telecare service in response to alarms triggered by users.  There are currently over 300 services serving over one million people.  They are mainly provided by local authority housing services but also by social services departments and the voluntary and private sectors….  Alarms are installed in the home or worn by the user and linked to a call centre buy means of a specialist telephone.  They are activated by the user in case of need, for example following a fall, and elicit a response from by the alarm service, involving informal cares or mobile staff as appropriate.  It is the logical next step for community alarm services to develop more pro-active forms of telecare by incorporating passive alarms and sensors which can alert the call centre automatically when hazards arise.  This process is being facilitated by the development of a range of smart sensors, which can be deployed in appropriate packages, by the evolution of specialist telephones into intelligent home units, and by improvements in the call centre monitoring systems.”

4.3
The prevalence of community alarm systems in Wales provides an infrastructure that telecasre services can be built on.  As identified by Curry and Norris in 1997 “… there was an opportunity to develop rapidly the healthcare delivery side of telecare using the existing community alarm infrastructure.  This infrastructure already reaches a group who have above average healthcare needs and often have difficulty accessing healthcare”.

4.4
“The development of alarms has helped both with communications and with the need for people to contact someone in an emergency.  They can add to people’s feelings of security.  Originally provided in sheltered housing they are now increasingly being used as community or dispersed alarms.

They have 3 main features

· A means of calling for help (the telecare items discussed above) which when activated triggers an alarm unit in the telephone, which is programmed to contact a central control point or call centre.

· The call centre operator interprets the call and initiates action.  The call centre operator is able to talk to the service user through the speaker system in the user’s telephone and initiate action according to information received and agreed protocols

· Designated responders will attend to the service user and assess the situation /offer help.  Responders may be informal (employed by the answering service or partner organisation), or informal (family members, neighbours etc.)  Responders may give physical assistance or may act as key holders to allow access by others.  Services can operate using both informal and formal responders at different times/days of the week.

The call centre and the response service does not necessarily have to be provided by the same organisation, and may be different again from the organisation responsible for the provision of the passive sensors which initiate the alarm.  Typically such services are provided by Housing or Social Services departments or by voluntary bodies.” (Brownsell & Bradley 2003

South Ayrshire Home Comforts Project 

4.5
This is perhaps the simplest of the projects visited.  One full-time worker is employed as a smart technology consultant.  The job description would most appropriately suit an occupational therapist with an interest in technology.  The worker identifies appropriate technology, often by trying them out at home, and raises the awareness of these items amongst social care staff.  The project has been evaluated by the university of Stirling and is now being mainstreamed as MAST (Mobile Attendants and Smart Technology).  The initial project supported only 22 service users.

Northampton Safe at Home

4.6
The Safe at Home project led by Northamptonshire County Council Social Care and Health Directorate is a multi-agency project exploring the use of assistive technologies to help people with dementia remain in their own homes and to support their carers.  The project was funded to £60,000 over two years and comprises a project worker with access to technical support and links to existing social response services.  The project began with 14 users and developed eligibility criteria (the referral must be someone with dementia living in the community) and assessment tools.  The project uses an ethical protocol form based on the ASTRID guide to using technology within dementia care which (amongst other things) provides a framework for attending to the social and ethical issues associated with the use of these technologies.  The project now offers a service to 150 service users across the county.  The Corby/Kettering arm of the project, which was visited in June, supported 60 people at a cost of £33k per annum.

4.7
It is worth noting that the project worker has a social work background and does not have great technical expertise.  This is seen as important as the worker needs to be convinced that any item of technology can be understood and used easily by service users.  Equipment can be tried out at the demonstration smart house before being approved for use by service users.  Examples were given regarding lessons learnt about the positioning of heat detectors and pressure mats using this process.  The project has identified that it is extremely valuable for carers to visit the demonstration house, which receives around 180 visitors per year.

4.8
The internal evaluation has found that the technology used was generally reliable and straightforward to install, reduced anxiety among carers, and maintained existing levels of independence.  In comparison with a matched group of people with dementia who did not use the technology, Safe at Home users tended to remain longer, on average, in their own homes.  The scheme appeared to be very cost-effective: community care package costs for Safe at Home users rose less quickly than for the comparator group, and the costs of hospital, nursing and residential care for the comparator group were significantly higher.

West Lothian
4.9
In West Lothian, new services were developed to put the client at the centre of care and to improve the speed and responsiveness of care services.  

The new services were: -

· Rapid response (emergency care) service

· To enable quicker hospital discharge or, more importantly prevent admission in the first place.

· Active rehabilitation 

· Providing facilities and personnel to speed rehabilitation back into community based living.

· Smart Housing equipment assessment and installation

· Providing a basic level of 24 hour reassurance through the provision of a smart home package that gave both users and carers a much higher level of peace of mind that they were safe and protected living back in the community.

· Housing with Care Community Resource linkage for service users

· The new “Housing with Care" developments provide not only a high but appropriate level of care within the new build facilities themselves, but also provide similar services to users in their own homes within the local community.  This maximises care resource utilisation whilst also maximising independent living, especially in people’s own homes.

4.10
These new services demanded a new approach by care personnel.  This was achieved by breaking down the “professional barriers” between different care categories and encouraging a client focussed, multi-disciplinary team approach that removed barriers, focussing on the speed and effectiveness of the outcome for the end users.  Once the initial suspicions had been broken down, this approach proved highly effective.

4.11
The structure of the new Health and Care Support Team was as follows: -

· Team Manager (nursing qualified)

· Occupational Therapists

· Personal Care Team Leaders

· Health and Care Workers

4.12
The service is about keeping someone at home; technology is only a part of this.  There is also a skills development approach so for example, by using sensors as a risk management tool and by teaching someone to use a microwave it is possible to provide a meals on wheels service to someone who otherwise would be reliant on carer visits at meal times.

4.13
The project reported that from a technological and service delivery point of view there is no difference between being supported at home or in one of the authorities two telecare based housing-with-care schemes.  The decision to live in one of these two schemes is a choice based only on such factors as (say) isolation or the state of one’s own property.  Only one service user, someone with a visual impairment had made the choice to transfer from his or her own home to the housing with care scheme.

4.14
As elsewhere, project staff explained that on first assessment (often a joint visit with a social worker or OT) the order of thought is based first on looking for a non-technology answer, then for a low technology answer and only then for a high technology answer.

4.15
There is no charge to service users other than the standard charge for home care.  West Lothian did take on new staff for this project and there are costs for the care line, batteries and maintenance.  The bulk of capital funding came from the Scottish executive New Housing partnership in 1999.  Because of the economies of scale, weekly costs are equivalent to about half an hour per week of home care time per person.  There is therefore a clear financial benchmark: if home care can be reduced by half an hour per week per service user, the service is paying for itself.

4.16
Originally the project was set up with one OT and 6 part time health and care workers supporting about 40 people.  The service was audited and assessed and increased rapidly. 

4.17
An important lesson from West Lothian is that the traditional community alarms service merged with the Smart Support at Home Service (the original project) to create a new Health and Care Support Service as a mainstream service 

Falkirk
4.18
The Falkirk Mobile Emergency Care Service (MECS), established in 1979, was the first community alarm system in Scotland.  It provides a passive alarm service for up to 90 users at anyone time (about 120 people in the course of a year) within a call handling facility which in 2002 received over 50,000 calls.  Most service users have a diagnosis of dementia and all experience environmental hazards as a result.  Referral is open to all and assessment is undertaken either by a CPN or by a social worker specialising in dementia.

4.19
Also 13 service users are supported through an Epilepsy monitoring project using in-bed seizure detectors and tilt monitors.  The service is informed by detailed information regarding seizure patterns and seizure management available on-screen in the control room.  The control room follows standardised call handling guidelines from call to activation of support.

4.20
The response service is structured so that at least one carer is on shift and available 24 hours per day, seven days per week.  Informal carers (and indeed other professional workers) are also identified as responders but paid responders from the MECS service provide crisis care to support people in their own homes.  Staff provide extended personal care tasks and all are recruited from a nursing background and/or are trained in extended personal care.  Notice here the importance of an approach that crosses the traditional boundaries between health care, social care and housing.  Referrals can be made 24 hours per day seven days per week and MECS managers are responsible for assessing the capacity to provide the service requested.  The partnership between informal and paid responders also allows for carers to take respite breaks

4.21
Examples of the technology used includes Hypothermia thermometers, heat detectors, gas detectors, fire/smoke alarms, flood detectors, and pressure pads & door switches to enable responses to clients who may leave the house inappropriately.

4.22
The project has developed its own referral forms based on answering questions about behaviour.  These forms assist the MECS manager to identify what, if any, technological response would be appropriate for that individual.  This has avoided the difficulty in the early days of the scheme where people used to ring up and ask for a particular item of equipment – which might be inappropriate and either not used or do more harm than good.  Service users, or their representatives sign a service agreement with MECS allowing access to the house etc.

4.23
The service is seen as making imaginative use of fairly simple equipment.  Individual assessments mean that the service only fits those items of equipment that the client needs.  As with Northamptonshire there is a principle of providing assistive technology which makes minimum intrusion into the life of the client and the service demonstrates its concern for the ethics of its work by using clear procedures for gaining informed consent and the understanding of carers about what the service can and cannot provide.

4.24
The use of informal carers as major responders is seen as important not only for resource reasons but also because of the importance of known faces responding to crises in the home of a client with dementia.  This avoids the stress of one of 24 mobile wardens entering the home at night to respond to a gas alarm.

4.25
The importance of detailed assessment was stressed.  The call centre is provided with detailed lifestyle information, family history, carer’s profiles and photographs. The responders need to know the individuals very closely and the link between the assessment process, the call centre and the responders was highlighted when a call centre operative explained that “”If we have a gas alarm and we talk on the lifeline to the client, if she says Johnny is in the house, we need to know whether Johnny is the dog or Johnny is the son-in-law.”

4.26
Social workers making referrals to the service, where no passive alarm system will make statements like “home care is in 3 times per day” or “Fire risk- neighbours are concerned – cut off the cooker – meals on wheels go in”.  Often assessments such as this are based on two examples where the client burnt a jug kettle by putting it on the hob.  It neglects the 198 other occasions when this didn’t occur and the client was self-dependent.  The project is based on intruding only when things go wrong, but the savings in home care, meals on wheels visits gained by installing passive sensors and using the call centre and responder services means that the cost of the service is now only £10,000 per year and comprises exclusively of equipment purchase, installation and de-installation, repair and maintenance.  By bolting this service on to an existing established community alarm service 120 people are being supported per year to live independently compared with £350 per week residential care costs.  There has been no need to recruit extra home care staff to deliver this service because of efficiency savings in terms of numbers of visits and because of the partnership approach with informal carers.  Falkirk reported that a service of this type could be fully equipped from start up for £20 - £30k.  Falkirk make no charge for this service and is assessed internally on the basis that it delays admissions to residential and nursing care.

4.27
The service has also established good working relationships with the emergency services and with Transco, who reportedly “trust the equipment”.

4.28
The ability of the call centre to use this technology as a monitoring device is emphasised here.  For example it is possible to access falls attendance data and send out an individual to say: “we’ve noticed you’re falling a lot more lately – they are more frequent and/or more dramatic”.  The service has an agreed protocol that allows them to bypass GPs and make referrals direct to the falls management clinic.  MECS was attending to 120-140 falls per month and although no audited figures are available, this is reducing.

4.29
The ‘traditional’ community alarm or first generation telecare system is constrained by the user having to initiate a call for assistance; the conclusion from Falkirk was that a community alarm system that is not using ‘passive system’ telecare/ assistive technology is grossly under-using its potential.

Durham
4.30
The Durham County Council ‘People at Home and In Touch ‘ project was a nine months long study led by one project officer with the support of line management and the help of a project management group representing various stakeholders.  The following outcomes were used in assessing the technologies:

A higher proportion of older people will remain living independently in their own homes

Public sector costs will be reduced with significant revenue savings for re-investment in alternative care services

Older people will feel a greater level of satisfaction in their lives as participating citizens and from improved quality of life

A productive partnership with private sector and public sector services will be forged

Reliable and sustainable services will be provided for older people utilising new and evolving technologies

Preventative strategies will be formulated 

By June 2002 around 100 service users were receiving a service and Durham are currently developing an inter-agency strategy to integrate telecare into mainstream services whilst continuing with small-scale pilot projects.

5.
Potential Benefits of Telecare Services

5.1
“The aims of using AT include allowing people to maintain their dignity and autonomy, to enable them to pursue self-fulfilment and to encourage independence.  The use of appropriately chosen aids may allow an individual to function independently for a longer period of time, facilitate the ease with which an activity can be performed or decrease the amount of assistance required from another person”. (Brownsell & Bradley 2003)

5.2
As an older person become less independent, the use of sensors, social alarms and ultimately intelligent monitoring systems can be introduced to match the increasing needs of the person.  The modular nature of this approach may mean that people will be able to be supported in their own homes in circumstances where they would once have been admitted to residential care.  Radio-based systems are flexible and can be put in or taken out of a home (and re-installed elsewhere) according to an individual’s needs or condition.

5.3
Such monitoring systems can reduce the need for visits.  For example they can remove the need to visit to establish whether a person has managed to get himself or herself out of bed safely.

South Ayrshire
5.4
The Stirling University evaluation of the South Ayrshire Home Comforts Project noted that some staff within the local authority were beginning to work in new ways, across disciplines.  Service Users were positive about the project and many reported improved quality of life.  Carers experienced marked benefits from the technology.

5.5
In comparing care packages with a comparator group the evaluation concluded that “The Home Comforts service Users appeared better sustained at Home and showed a different pattern of service use from the comparators.  Their hours of care were less likely to change over the six-month period (of the study), they received fewer GP visits and were less likely to be admitted to hospital or residential care”.

5.6
On comparing costs the evaluation noted that: “Whilst small scale and tentative, the cost comparison exercise suggested that Home Comforts was good value for money.  Costs of smart technology were not excessive compared with costs of conventional aids and adaptations.  Although the Home Comforts service users had more expensive basic packages of care, when events were monitored over a six-month period, costs for the comparator group were much higher due to hospital and residential care admissions.”

5.7
The evaluation also concluded that “whilst the introduction of technology into people’s homes does not appear to have had a direct impact upon their health, it has undoubtedly helped overcome some of the disabling effects of illness”.  Cares emphasised the “peace of mind” that the use of the technology had given them – the relief from worry about possible mishaps, notably house fires and falls.

5.8
For 8 out of ten people in the Home Comforts project the number of care hours did not increase over the six-month period. (One service user’s care hours reduced whilst one other’s rose due to increased social interaction):

	Hours of Care per week for Home Comforts Service Users

	At assessment
	After 3months
	After 6months
	Change

	0
	0
	0
	0

	0
	0
	0
	0

	0
	0
	10
	10

	7
	7
	7
	0

	12
	12
	12
	0

	13.5
	13.5
	13.5
	0

	17.5
	17.5
	17.5
	0

	25
	25
	25
	0

	35
	35
	35
	0

	57
	54
	54
	-3


5.9
There was much more volatility (and growth) in the care hours per week received by the comparator group:

	Hours of Care per week for Comparator Group

	At assessment
	After 3months
	After 6months
	Change

	0
	0
	0
	0

	0
	7
	7
	7

	4
	4
	4
	0

	7
	16.5
	16.5
	9.5

	10
	10
	10
	0

	13
	20
	20
	7

	14
	0
	2
	-12

	14
	14
	17.5
	3.5

	15.5
	15.5
	15.5
	0

	37.5
	32.5
	41.5
	4


5.10
There was a higher incidence of hospital admissions amongst the comparator group than the home comforts users.  Two home comforts users were each admitted to hospital once, whilst three people in the comparator group had a total of twelve admissions.

5.11
No residential care admissions were recorded for any of the ten home comforts users.  Amongst the comparator group there were six instances of residential care admissions for three different users

5.12
Only one of the ten home comforts group used respite care and that was for 4 nights.  Within the comparator group four people used a total eleven nights of respite care.

5.13
The evaluation is based on a very small number of cases but Stirling University reached the conclusion that “by comparison with service users receiving a mainstream service, the Home Comforts service users were better sustained at home and showed a different pattern of service use.”

5.14
It was noticeable that the Home Comfort service users made more use of the monitoring station and the community alarm service.

5.15
The average cost of equipment was £862 per service user.  This should be compared with the aids & adaptations costs of the comparator group which averaged at £1,048 per service user.  Stirling University concluded that the costs shown for the Home Comforts group are not prohibitive compared with the costs of other packages when capital outlay is evaluated in the full context of the full costs of delivering care over time.

5.16
When considered exclusive of capital costs the mean costs of care packages for the home care users were higher than for the comparator group:

5.17
The mean cost of community care for home comforts service users (weekly care package consisting of hours of home care and day care) was:

At assessment
£173

After 3 months
£170

After 6 months
£179

Whereas for the comparator group the costs were

At assessment
£110

After 3 months
£108

After 6 months
£119

5.18
However if hospital and residential care placements are considered with this analysis a very different picture emerges:

For Home Comforts group

Mean costs from assessment to 3 months
£59

Mean costs from 3 months to 6 months

£145

Mean cost over 6 month period


£145

For Comparator group

Mean costs from assessment to 3 months
£535

Mean costs from 3 months to 6 months

£562

Mean cost over 6 month period


£1097

5.19
Although this is a very small-scale piece of analysis the indications are that the home Comforts project is good value for money.  Although there is capital outlay in the purchase of smart technology, and Home Comforts service users had more expensive basic packages of home care and day care, when events were costed for both groups dramatically higher costs occurred for the comparator group than the Home Comforts service users.  People in the comparator group needed more hospital and residential care than the home comforts group.  This feature accounted for the costs of care packages for Home Comforts users being less than for the Comparator group. 

5.20
Stirling University concluded that “the comparative exercise suggested that admissions to hospital, residential and nursing home care were reduced for the Home Comforts users, but could not be completely avoided. 

5.21
The evaluation of this project gave no clear demonstration that returning home was facilitated by smart technology but did prompt the conclusion that the care packages of Home comforts Users were ‘less intense’.  

5.22
Stirling University described as ‘particularly strong’ the evidence that Home Comforts users quality of life had improved and additional comfort and respite had been provided to carers,

5.23
This analysis points towards an efficient use of resources for meeting the care needs of service users when a whole systems approach is taken, it also demonstrates the difficulties that individual authorities and service managers may face in that the benefits of the initiative are not always seen by the budget holder incurring the expenditure.

Other Conclusions from visits to projects:
5.24
Systems that can monitor someone’s day-to-day life without being considered intrusive can proactively flag up an alert in a crisis

5.25
Remote technologies have huge potential for saving time and money, but at the same time improving social contact and support

5.26
Family members, friends and neighbours play a significant part in helping older people to stay in their own homes.  The use of remote technologies provides an important role in offering essential support to these carers and the people they are caring for.

5.27
Assistive technologies can enable older people to overcome simple functional barriers and dependencies that might make the difference between them being able to stay in their own homes or having to go into residential care.

Public Sector Costs
5.28
Prevention is difficult to cost in terms of savings to social services and health, but if the cost of a falls detector (approximately £80) is compared to the cost of long term care for a person with a broken hip this gives some indication of its worth.  Falls are the most common cause of accidental death amongst older people and therefore fall prevention and detection should figure highly on preventative strategies.

5.29
Based on the period October to December 2002, West Lothian estimate that the number of NHS hospital bed nights saved was equivalent to 3364 per annum or effectively just over nine beds full time (9.2 to be precise), a huge saving.

5.30
West Lothian also found that the number of delayed discharges from hospital was reduced significantly:  2.14 per 1000 over 65’s in West Lothian compared with 4.33 in the rest of the Lothian area, and 3.48 across all of Scotland.

5.31
Finally it should also be noted that the length of Nursing Home stays has also reduced significantly although West Lothian are yet to provide specific figures in this area.

5.32
The service reported that the timescale for people staying in residential care has dropped.  The authority has not identified a need for less residential care beds, but existing beds are being used by more people.  The service also reported that people are being enabled to move out of residential care and into housing with care.

5.33 The conclusion from this large scale initiative is that public sector costs could be significantly reduced by enabling people to live more independently and by being able to control their own environment older people can feel less dependent and have greater levels of autonomy in their lives 

Further conclusions from West Lothian:

5.34
One aspect of the service is the use of ‘new deal’ funding to provide an odd-job service including such small tasks as taking down curtains and moving furniture.

5.35
Service users still have packages of care provided by home care with the project providing keyworkers for technology for rehabilitation.
5.36
The West Lothian project is widely regarded as a resounding success, not only anecdotally, but now in terms of real figures.  The key to success was the recognition that a new approach to staff was vital.  The use of a multi-disciplinary team, focussed totally on the client’s individual needs, was vital to the success of the project.  The flexibility of the technology, and its ability to provide 24-hour reassurance, may be seen as merely a further contributory factor to the successful outcomes.  Matching flexible, responsive technology with a flexible, responsive staff radically improved the result for the end-user.  Using the new build, “Housing with Care” developments as a local base for delivering care services both to the residents as well as the local community was an important innovation that improved both service levels, user experience and overall efficiency.  It is clearly a very exciting model for the future.

5.37
Whilst the figures emerging from West Lothian are impressive enough in relation to delayed discharge and reduced Nursing Home care, it is the more intangible effects that will probably ultimately be more important:

· The power of the multi-disciplinary team approach.

· The reduced anxiety of end user and informal carer that results from 24-hour reassurance provided by smart technology.

· The fact that many, many more people were able to stay independent within their own homes for longer.

· Quicker and more accurate responses as a result of the “smart” element of the technology once again meaning both a better end user outcome alongside a more efficient use of staff and resources.

5.38
Stirling University’s evaluation of the West Lothian service noted that as well as providing benefits to clients in terms of being able to stay at home, and to carers in terms of peace of mind, the project also increased staff confidence and optimism- particularly when the project became mainstreamed.  The development of single shared assessments was seen as a priority for development and indeed this is now in progress in West Lothian.

5.39
Once the technology was installed, clients reported that they felt safer – with particular emphasis on security from break-ins and intruders offered by the door entry systems.  Safety was seen to arise from fall detectors.  Although there were initially some minor difficulties with over sensitive equipment, overall the technology was seen as unobtrusive

5.40
It should be noted that although carers felt their relative was safer with the technology installed, the stresses of caring continued so that technology should not be seen as an alternative to family care.

5.41
The evaluation further noted that the development of multi-disciplinary working needs to be ongoing; including the development of the service offered at the call centre that was seen as central to the delivery of support.

Northamptonshire
5.42
In the Northamptonshire safe at Home Project over half of relatives & carers interviewed felt that using technology had helped address behaviour by the service user that caused them to worry:

Fully = 33

Partly = 22

Not at all = 33

Not Sure = 11

Two Thirds of carers and relatives said that the equipment had helped to reduce their feelings of anxiety:

Yes = 67

No = 11

Not Sure = 22

Half of the care professionals surveyed felt that the technology had helped fully or partly to address ‘risky’ behaviour

Yes fully = 20

Yes partly = 30

Not really Helped = 50

Note that care professionals were the hardest to convince of the benefits of technology

5.43
Whilst there was no real evidence that the technology used helped people to regain their independence, there was evidence that technology helped people to maintain their independence.

Two thirds of relatives and cares thought that the technology had helped the person they cared for to remain living in the community setting for longer than if no equipment had been available.

Yes = 67

No = 33

Over half the care professionals surveyed thought that the use of technology had helped maintain a greater degree of independence, and for longer than would have been possible without it:

Yes = 55

No = 32

Not Sure = 14

5.44
The project has been internally evaluated by assessing a small user group against a comparator group that is seen as well matched.  Both groups comprised people with high levels of need and risk.  Both groups received the same hours of care but the comparator had slightly more visits and slightly more providers:

	
	User Group
	Comparator Group

	Mean Age
	81
	82

	Gender
	11 (61%) female
	12 (67%) female

	Ethnicity
	17 (94%) white: 1 (6%) black
	17 (94%) white: 1 (6%) black

	Living Alone
	13 (72%)
	13 (72%)

	Having an Informal carer
	15(83%)
	17 (94%)

	Diagnosis of Dementia
	16 (89%)
	17 (94%)

	Mean Risk Assessment Score
	39 (n=18)
	40 (n=10)


[image: image4.wmf]5.45
After the first 4 months more people left the community from the comparator group than from the safe at home group:

5.46
Care package costs were higher at referral but subsequently less for the duration of the project.

[image: image5.wmf]
5.47
Less money was spent meeting people’s needs through hospitalisation or residential care.  Over the life of the project these costs were £66 - £68.000 less than the comparator group.

[image: image6.wmf]
The source for all the data on the Northamptonshire ‘Safe at Home Project is Woolham, J et al. The Safe at Home Project Hawker Publications (2002)

Intermediate Care
5.48
There is potential for telecare to be positioned as a form of intermediate care, where people could be discharged from hospital and provided with a telecare system in their own home.  On discharge service users could be provided with a telecare system with certain modules of the system being withdrawn as recovery takes place.  With the presence of telecare, self-care can be recorded and provide a bridge between more formal aspects of care.

Financial Implications
5.49 The financial implications of telecare systems are not straightforward.  The service that incurs the capital and revenue funding may not be the service that reaps the financial benefits:  “… the general cost-effectiveness of preventing an illness rather than treating it is usually favourable, but the specific cost of the preventive traditionally has to be paid by a party that has not yet incurred the obligation to pay for the illness”(Loeb 1999)

5.50
The evidence points to the main savings of a telecare approach to service delivery being derived from reduction of time spent in residential care, nursing homes and hospitals; although there is some evidence that telecare is cost effective in the use of home care and mobile warden time if undertaken on a scale capable of providing such economies.  Consequently, to realise the full financial rewards, and to create an environment where innovation can occur, a holistic approach is necessary, involving collaboration across service boundaries – in terms of both financial and operational processes.

5.51
Some community alarm systems are funded by social services or health; most are funded privately or through housing benefit.  The nature of telecare services are such that many parties should contribute to funding as they derive savings from its implementation.  Overall the provision of social care and health care through telecare systems require less finance than provision of such care without telecare systems.  There is currently little motivation for separate service providers to innovate and develop telecare systems and this will remain the case until service providers grasp the potential for joint funding arrangements to make such services a reality.  Brownsell & Bradley (2003) have devised a model, which suggests that if all of the 1.6 million community alarm users in the UK were provided with the telecare system in that model, savings in excess of £1 billion could be expected.

6.
Principles of Telecare Service Delivery

Infrastructure
6.1 
As Curry et al. (2002) have noted: “The infrastructure needed to deliver a telecare service is not only technical but also organisational.  Many of the pilot and demonstration projects in telecare have indicated that they are seeking ways to introduce this new means of care delivery into mainstream services.  To do this they have realised that there is a need for a national and local infrastructure to be in place.  At a national level, infrastructure is a broad stream encompassing:

· Technical facilities, products and services such as telecommunications and sensors

· Appropriate organisational structures in both the statutory and voluntary sectors

· An educated workforce and service users and public who are aware of telecare

· A research and development network to support all of the above ranging from the development of prototype hardware through to business process re-engineering”.

Raising Awareness
6.2
Many of the projects visited and studied have recognised the need to find ways to raise awareness of new activities and procedures for staff.  Telecare remains a recent development in the UK and has not yet become part of the mainstream of of care delivery.  Care staff might not  be aware of the possibilities or convinced of the benefits.  However, as Curry et al. (2002) point out: “There is now a large body of knowledge within the projects in the area of education and training which needs to be disseminated more widely….  Professionals need to know how telecare can be incorporated into their practice and the public need to understand that telecare is part of a structured service that can care for them at home”. 

Mainstreaming
6.3
A central criterion for any project is that it must have the potential, and there must be the will, to become mainstream and fully integrated into existing services.

6.4
The Northamptonshire Safe at home project has so far failed to develop into a mainstream service (whereas this has occurred elsewhere).  The reasons for this are naturally complex but include the lack of a single assessment process and the lack of ICES.  It is also worth noting that although the Home improvement Agency is on the management group the service is yet to use this service for installations – although the idea is thought to be a good one.

6.5
The Safe at Home project has shown that “a robust local infrastructure to support the use of assistive technology is needed if the project is to achieve a successful transition to a service”.  The infrastructure will need to support all stages of delivery including referral, assessment, specification of equipment, installation and familiarisation, maintenance and review.

Call Centres
6.6
Another major difficulty for the Northamptonshire project is the number of different call centres used within the region.  As the service uses the mobile warden service then the service users link with two different Borough council call centres as well An Age concern call centre, another based in Basingstoke, another in Southport, and various other private companies. (A similar problem existed in Durham where 6 call centres were used).  The project leader in Northamptonshire reported that each call centre had different protocols and different technological systems.   This contrasts with Falkirk where the call centre is located within, and run by, the Home care service, who also provide the responders to support family and friends of service users.  The Northamptonshire project has had to establish protocols with this variety of call centres that are tasked with assessing the reliability of information from service users about how they are – remember this is a dementia service.  Bringing all aspects of the service ‘under one roof’ would increase both the efficiency of resource use and the effectiveness of service delivery.

6.7
An existing social alarm infrastructure provides an ideal framework on which to build additional services utilising technologies.  Community Alarm control centres appear to have a great deal of untapped potential for such uses.

6.8
Brownsell & Bradley’s research (2003) suggests that there is evidence that the introduction of a 2nd generation telecare service into an existing community alarm centre increases the number of calls received at the centre due to the additional monitoring capabilities of the telecare system and the increased volume of data calls.  Also the 2nd generation system improves the service to the user by automatically calling for assistance when the user is unable to do so.  This might suggest a dramatic increase in workload at the call centre.  However, although a greater number of calls may be received, the number of calls that actually require operator response decreases – the home based technology is able to communicate with the service user prior to contacting the call centre so that the user is able to cancel calls made in error.  Crucially, less time is required speaking to callers and so operators have more time to answer calls resulting in a reduction in delayed calls.  Call centres report that the increase in the quality of the information available to the operator mean that telecare services are often able to be delivered within existing service levels and may indeed improve service delivery even more by reducing the workload on call centre staff. 

6.9
The Control or Call centre is a pivotal element of the delivery of a telecare service and it seems logical to suggest that efficiency in dealing with calls can be enhanced by merging the community alarm centre and an out-of-hours repair service

6.10
In theory a control or call centre for a telecare service can be sited anywhere.  The researcher visited a control centre in Guildford that provides a service to 21,000 people across the UK. Although much of this figure is accounted for by monitoring of Out of Hours workers and other such security-type services, the call centre did provide a service to a large number of elderly and disabled people many of whom were very distant from the siting of the call centre.  The responder services provided to many of the people contacting the call centre bore no relation to the organisation providing the call centre but detailed assessment information and response protocols on the call centre operators computer monitor enabled the call centre to activate appropriate responses irrespective of the distances involved.

6.11 In Wales there would be a need to provide a Welsh language service but it would be technically possible to provide one call centre to provide an all-Wales service.  The desirability of such a structure has not been evaluated as part of this report and there are fears that too few call centres would result in loss of ‘local knowledge’ to support any telecare project, whereas too many may result in failure to take advantage of economies of scale and reduce the potential for the ‘centre of excellence’ benefits available through bringing call centres, assessors, responders, ICES and maintenance together ‘under one roof’

Responders
6.12
In Northamptonshire, Home Care does not provide a responder service, but this has been identified as desirable and discussions are beginning regarding the use of a ‘Fast Response Team’ – preferably a Home care team specifically trained to work with dementia.  Currently for anyone living in Northampton to be supported by the project two informal responders are required to be identified, whereas Corby has a mobile warden service so only one informal responder is required. 

6.13
The longitudinal study on support networks for older people undertaken by Bangor University has shown that two types of network support are disappearing:  People who are moving around the country more and so support networks are not available to them in their old age and similarly if the individual stays in his/her home town, then family and friends are likely to have moved away.  This is leading to more demand to technological responses.  Middle class people are living longer. They have greater knowledge of, and are more accustomed to, the use of technology and have more expectation of maintaining independence.  Informal networks of support are decreasing and robust networks will decrease in the long term so support through technology is needed.

Assessment of Needs
6.14
Stirling University’s evaluation of the Home Comforts project reported on the need for assessment to be of the highest quality and responsive to individual needs.  Any telecare project would need to operate to assessment protocols that were very sensitive to complex needs including the needs of people with dementia.

6.15
A further recommendation was that the implementing the technology packages and follow up action to maintain needs team work, particularly as within this process lies the need to continually assess the appropriateness of the technology for the individual in relation to assessed and changing needs.  Home Improvement Agencies are well placed to offer this role and should be seen as significant contributors to telecare projects in Wales- both in terms of installation and maintenance and providing feedback to the project. 

6.16
The use of technology must be needs led and not be used to take the place of personal contact, but used in a way to give additional support and to free up time spent on control tasks to reinvest in care provision

6.17
Accurate assessment of care needs requires a holistic approach where identifying the need for assistive technology or telecare forms an integral part of any assessment of care need or preparation of a care plan.  There should also be appropriate links between an assessment for a telecare service and assessment for other forms of care and support.  This is in line with the Single (or Unified) Assessment Process being developed in the UK jointly by health and social services.

6.18
Northamptonshire have reported that assessment involves the establishment of an algorhythm of behaviour – this would reveal what a technological answer would look like.  The process is to map behaviour and introduce the technology.  If this process is not followed correctly the technology will not address the need.  One possible result being that the family loses confidence in the service and the service user is admitted to residential care.  It is also important to maintain the ethos of the service – there is a real danger that technology is used not to empower but to control behaviour.

Cross-Boundary Working
6.19
The Home comforts project also raised issues of professional boundaries with the result that Stirling University recommended the development of very flexible team working and co-ordination between initiatives within the remit of the local authority

6.20
The main findings of the Durham People at Home and In touch project were that the costs of technologies (on a large scale) might be prohibitive for individual agencies.  However as the benefits can be reaped by most agencies e.g. Social Services, Health, and Housing then the investment in these technologies should come from pooled budgets.

6.21
Curry et al (2002) observes: “The common understanding inherent in the strategic documents and demonstrated in the pilot projects, is that supporting independent living requires multi-disciplinary and multi-agency working and the integration of different approaches, such as combining nursing care, domiciliary care, assistive technology and telecare.  Many of the projects demonstrate that success depends greatly on the quality of the interaction between partners.  The large-scale telecare projects typically involve inter-agency partnerships from local authority social services and housing, the NHS; community alarms services (often local authority), housing associations and industry.  In the future we are likely to see increasing involvement in ICT-based developments from community equipment services”.

User Involvement
6.22
“In the community the client is an active recipient of care in his or her own environment and this changes what services can be delivered and how they can be delivered.  The client’s environment is not only composed of their physical location but also includes the contribution of their informal carers and other social support mechanisms.  The more involvement of the clients and carers in the decisions about care, the more successful the service”. (Curry et al 2002)

Telecare within the spectrum of Aids & Adapatations
6.23
The services visted provided for a wide range of needs, which necessitated the provision of a wide range of equipment including more traditional aids and adaptations along with smart technology.  This is consistent with the concept of telecare being seen as one end of a continuum of assistive technology, and supports the view that an effective telecare service should be able to access and be supported by an integrated community equipment service.

Ethical Issues
6.24
“Telecare projects providing dementia care services almost universally make use of the ASTRID Guide, which provides a useful introduction to ethical issues in implementing telecare and assistive technology.  Its principles are applicable beyond dementia care.  The guide points out that similar ethical issues, such as risk and safety, arise in the provision of other forms of care where technology is not involved.  It suggests how to develop ethical protocols and how to deal with the issue of ‘informed consent’.  The lesson from existing demonstrator and pilot projects is that those implementing services should build in full and rigorous consideration of ethical issues from the outset, taking into account Government policies and professional values.  Approaches based on well-established principles of autonomy, choice, consent and confidentiality should be developed in consultation with service users and their representatives” (Curry et al. 2002)

West Lothian
6.25
In West Lothian further evidence is being collected to gauge the effectiveness of the project in terms of cost effectiveness, length of prolonged independent living and to what extent institutional care is avoided. Also further information is required about the effectiveness of the assessment process in matching technology to specific needs. The achievements so far indicate that quality of life has not been adversely affected and indeed has been enhanced.  There is a need to build on awareness of the scope of technology among various professional groups working with this population of clients.  Carers are a significant cog in the wheel of this scheme. 

The eligibility criteria must be revisited regularly in order to move further away from those at the margins of independent living, with earlier intervention so that capacity building can become more meaningful and with greater chance of success.

Northamptonshire
6.26
The Northamptonshire Safe at home project found that:

· The project worker role is very important.

· The anxiety threshold of case accountable workers is a factor and inform the management role to support these staff.

· Good assessment protocols & procedures are of vital importance.

· An awareness of what technology is available and what it can do is important

· Technology should be linked properly with the care plan

· There is a need to review the effectiveness of the assistive technology for each service user on a regular basis

6.27
Curry et al (2002) commented: “The Safe at Home Project showed the importance of, and difficulties in providing, an adequate social response and demonstrated the need for formal carers to understand and support the use of technology.  It further demonstrated the importance of moving from project to service and the need for a project to be supported by robust local partnerships and to develop local infrastructures to support use”.

User Acceptance
6.28
It is sometimes suggested that older people do not encounter everyday technology and therefore may have difficulty using advanced community alarm technology.  The evidence from the projects visited would dispute this view (as indeed does the Royal Commission on Long Term Care).  Also Riseborough’s study (1997) of community alarm users would suggest that the acceptance of technological enhancements to a ‘pendant-based’ community alarm system was not dependent on age:

	Interest in the four main technology enhancements
	

	Specific to age
	
	
	
	

	
	<75
	(n=70)
	>=75
	(n=106)

	
	%
	n
	%
	N

	Automatic Fall Detection
	69
	48
	80
	85

	Life-style Monitoring
	70
	49
	67
	71

	Medical Monitoring
	64
	45
	52
	55

	Video Conferencing
	47
	33
	45
	48


6.29
A voluntary questionnaire was performed at the 8th Boots Retirement Association Chairperson’s Conference, which was used to compare attitudes to telecare technology between current users and non-users (the Boots Group)

	Comparison between present and potential (Boots Group) Community Alarm Users
	

	
	Current Users
	
	Boots Group
	

	
	Yes
	Perhaps
	No
	Yes
	Perhaps
	No

	Automatic Fall Detection
	75
	2
	23
	82
	13
	5

	Life-style Monitoring
	65
	4
	31
	41
	59
	0

	Medical Monitoring
	42
	5
	43
	55
	40
	5


6.30
Birmingham City Council Community Alarm staff and Anchor Trust on-site wardens have asked similar questions of service users with the following results:

	
	Birmingham
	Anchor

	
	City Council
	Trust

	Acceptance of:
	(n=176)
	(n=27)

	Automatic Fall Detection
	77%
	78%

	Life-style Monitoring
	68%
	67%

	Medical Monitoring
	57%
	66%

	Video Conferencing
	44%
	43%


6.31
The Boots group were also asked how much they would be prepared to pay for a one off equipment charge for the installation of this equipment in their own home

	Amount
	Frequency

	£50
	2

	£100
	1

	£350
	1

	£500
	3

	£750
	1

	£1,000
	5

	£1,500
	1

	£2,500
	1

	£3,000
	1


· and were then asked how much they would be prepared to pay for a weekly monitoring charge

	Amount
	Frequency

	£1
	1

	£2
	3

	£5
	2

	£10
	3

	£20
	4

	£25
	4


6.32
This data suggests that users would welcome technical advances.  Over two thirds of users welcomed the idea of automatic fall detection and lifestyle monitoring.  Potential future users indicated that they are receptive to technological development and are prepared to pay to be enabled to stay living independently in their own homes.

[All of the above data was taken from Brownsell & Bradley’s (2003) synopsis of the various studies.]

Conclusions
6.33
There is no doubt that most older people prefer to live in their own homes as long as possible and previous research has demonstrated that measures which offer security, help when needed and privacy at other times are most widely appreciated.  Telecare meets this specification.

6.34
One difficulty would appear to be that whilst local authorities see potential in the use of technology, they have no clear means of predicting its success, or tools for evaluating a programme.

6.35
Smart technology alone will not prevent someone from going into residential or nursing care, but it is clear that smart technology has the potential to help achieve this when used as part of the overall care package.

6.36
The Birmingham University study concluded that “The elements of this economy are interactive and intervention in one area will impact on others.  An increase in access to low and medium levels of home care will lessen the demand for sheltered housing; an increase in extracare housing provision will impact on the demand for residential care, and so on”.

6.37
A central question would appear to be: How to allocate resources and configure services so that independence can be maintained by those who currently experience moderate levels of need without compromising the delivery of care services to those with higher needs.

6.38
Although not necessarily directly related to the widespread use of Assistive technology in Durham it may be worth noting that Durham have been able to announce the closure of 18 care homes.

6.39
Curry et al (2002) explain: “The main function of telecare is to enable older and disabled people to remain in their own homes with increased safety and reassurance.  Reassurance to the user that help can be summoned quickly; to the informal carer that their relative is safe and they will be called in the event of an emergency; and to the professional that there is cover when they are not present.  The capabilities of telecare are that it is:

· Remotely delivered service

· Flexible and expandable

· Location independent

· Risk minimising”

And conclude:

“The messages coming out of the activity in the field of telecare are that any new services to support independent living by older and disabled people should be established using some principles and address (the following) practical issues:

Telecare should be:

· Part of an integrated care package developed on the basis of a holistic assessment of need

· Delivered as part of a comprehensive service with technical and support infrastructure

Project implementation should:

· Be appropriately resourced and supported by robust project management

· Have clear, measurable objectives

· Be integrated with other initiatives for older and disabled people

· Build on examples of good practice

· Engage all relevant agencies and disciplines and be jointly commissioned with agreed responsibilities, procedures and funding arrangements

· Have the active involvement of users, carers, voluntary organisations and suppliers”

6.40
“A local strategic partnership between commissioners of housing and related support, health and social care, and statutory and independent providers can deliver cost-effective, responsive and high quality support services.

For example:

· Monitoring of warden call and dispersed alarms in sheltered housing

· Monitoring of building management systems, for example, boilers, power supplies, fire alarms and smoke detectors in blocks of flats

· Emergency access to any building

· Rapid contact with responders, scheme managers, wardens, family, professional and emergency services

· Performance management issues (time and care management)

· Out-of-hours repairs and maintenance service

· CCTV and security monitoring

· Advice and information services

· Integration with other communication and smart design technologies”

(Jeremy Porteus in Brownsell & Bradley 2003)

6.41
Technology is playing an increasingly important role in the delivery of services.  Technology cannot be used in isolation, however, and is most effective when used to support and complement existing services.  Going forward, telecare will play a major role in supporting older people to remain in their own homes.  This is partly due to the increased demand there will be for telecare from an elderly population increasingly comfortable with technology and asserting their right to remain at home.  Telecare provides a specific housing solution that meets the needs of older and vulnerable people.  It provides the platform to integrate the provision of housing, health, and social care and support services, whilst also enabling various smart home elements to support daily living.

6.42
Although it is acknowledged that the evidence base for telecare is fairly sparse as evaluated projects are as yet few in number, the evidence seen during this research is supports the telecare approach as an effective, and cost-effective, instrument for supporting older people to remain in their own homes.

6.43
It may be worth noting a potential by-product of the telecare approach to delivering care services.  “When service users receive health, care, and support services in their own home, it may be anticipated that they will exercise their right to appropriate care and treatment as more of an equal partner with the service provider than might be the case in hospital or care home.  A result of this may be that the service user will be encouraged to take greater responsibility for their own care.  The idea that self-management is an effective healthcare strategy may be seen as an underlying principle of telecare service delivery” (Brownsell & Bradley 2003)

7.
Recommendations - Ideas on how to move forward 

7.1
As Porteus (in Brownsell & Bradley 2003) notes: “ With policy supporting developments, innovation and service, it is clear that the momentum behind telecare is growing, but the evidence to support this push is in some respects quite sparse”.  Any telecare project operating in Wales would be able to contribute to informing policy and local commissioning priorities by canvassing users’ views, making recommendations on what forms the technology and systems might take, and enhancing understanding of the cost-effectiveness of this type of approach.

Cost:

7.2
Research suggests that it would be possible to initiate a telecare project for as little as  £60,000.  It is suggested that no more than half of this figure should be spent on technology.  The core is the installation of a Lifeline telephone system (say £175 each) and a number of sensors.  Which sensors to install would depend on individual assessment of need.  Monitoring may be given free by an existing call centre; maintenance from an existing Home Improvement Agency

7.3
This would mean that a project using telecare to support people living at home could be provided for £60k where the operator of the project has access to an existing call centre, access to a home improvement agency willing and able to take a role in installation and maintenance.  Training and consultancy would need to be negotiated with the suppliers and may be available for no further cost.  Such a project could typically support (say) 20 to 25 people; preferably with one type of need (for example falls or dementia) this would enable evaluation to take place against defined objectives (such as residential care admissions or delayed discharges) and possibly against a comparator group. 

Approach:

7.4
Volume 2 of the research which supported ‘with Respect to Old Age’, the report by the Royal Commission on Long Term Care explored alternative models of care for older people and concluded that whilst for some people in some situations telecare may be an expensive response, for many people in many situations telecare is a cost effective response to the needs of older people living independently in their own homes.  Basic Home Improvement services, traditional aids and adaptations can be very effective in meeting this aim and these initiatives can be supported by the provision of telecare.  The key is to look at individuals on an individual basis.  This has been the philosophy of telecare projects I have visited – to look at individual need, then minor adaptations and traditional equipment services, before looking at telecare solutions to support the individuals assessed needs.

User Group:

7.5
The October 2202 report by Curry et al. on the use of ICT to support independent living for older and disabled people observes that most current telecare projects are delivering services to older people who are physically frail and/or have varying levels of cognitive impairments and are therefore at risk of harm through falling, fire, flood, gas, wandering or other hazards.  Some projects have a particular focus such as dementia or falls management.

7.6
There is strong potential for smart technology for use with dementia.  There is a general view that it is desirable for people with dementia to stay in their own homes rather than be admitted to residential care where professionals have described their state as ‘lost’.  Many projects now in existence and a very high percentage of those in development in the UK are specialist projects for people with dementia.  As residential care is becoming increasingly the preserve of people with dementia, the development of telecare services for people with dementia has the potential to make the greatest impact on the demand for residential care beds.  The work of Bangor University suggests that dementia undermines networks of support for older people more quickly than anything else.   Against this is the recognition that for some people with dementia early admission to residential care may be indicated as it is better to make the move before the condition progresses so as to make it impossible for the individual to become familiar with his/her new environment.

The Technology:

7.7
The Safe at Home and ASTRID projects successfully used a core list of established products and found that any difficulties with using the hardware were due as much to inadequacies in response as to technical failure.  It is recommended that any project to be developed in Wales uses proven technology as the challenge will be to organisation of multi-agency service delivery and this should not be complicated by ‘trailblazing’ and trialing new, unproven technology.  Close work with suppliers from the outset of the project particularly with regard to being clear where products are still under development.

7.8
Amongst the principles for choice of technology is that it is unobtrusive, quick to install and quick to take out.  Such technology is already in use in the UK and again suggests that in Wales we use technology that is proven and robust – the objective of the Welsh Assembly Government being to stimulate the development of telecare supported service delivery across Wales.  Only when a project or service is firmly established would it be advisable to consider trialing new technology. 

7.9
One of the key considerations when designing a telecare system is to ensure that the system can adapt and change with the user.  To enable devices and systems to be added or removed depending on the status of the user, a modular, plug and play system is essential.  Systems of this nature have been visited as part of this report and are commercially available.

Mainstreaming:

7.10
It is important that any project is designed with the capacity and the will for that project to make the transition to mainstream service delivery.  Several strategic documents from various Government departments and agencies have reinforced the message that the statutory services should adopt ICT to help support independent living.  The Falkirk Passive Alarms service is well established as a mainstream service and the West Lothian approach now underpins that authority’s delivery of care services to older people.  Other service providers are looking at how to make the transition from project to mainstream.

7.11
Difficulties in the development of mainstream telecare services may be put down to a lack of appreciation by local senior management and policy makers of the potential benefits of telecare and by the limited evidence of outcomes in this new field.  It is understandable that managers may give priority to other developments given the multi-disciplinary resource investment required to introduce a new service across a range of diverse agencies.

7.12
It is recommended that any project be overseen by a local management group with representation from all key stakeholders – including user involvement

Structural Issues:

7.13
“It is clear from the projects that robust project management and appropriate resourcing is needed to introduce a service like telecare, which is innovative and involves a range of agencies.  Project implementation may require the introduction into the service delivery chain of new organisations with different priorities and organisational frameworks such as community alarms services.  This is an expanded role for these services and the correct levels of response and involvement with issues such as product and systems maintenance need to be developed.” (Curry et al. 2002)

7.14
Once funding has been secured and implementation plans drawn up, an awareness programme is required to inform professionals, service users and carers of the potential in the use of the technologies

Recommendation 1


The Welsh Assembly Government should stimulate the development of telecare services across Wales by supporting one or more telecare projects, using robust & proven technology, with the potential to become mainstream services and for the development of those service to be publicised to encourage ‘roll-out’ across Wales.  Projects to be supported by the Welsh Assembly Government will be those that most closely meet the parameters for maximising the potential for becoming mainstream services as identified here: 

Parameters for maximising the potential of a Telecare project:

7.15
For telecare to realise its potential for supporting older people as a mainstream service, there will need to exist a high level of integration between different services working to put the required services in place around the individual.  The factors that would support the successful transition of a Telecare project into a mainstream service include:

· A unified assessment system that recognises the potential for telecare to support an individual in their own home and includes telecare as part of the range of assistive technologies available i.e. for a falls detector to be seen as ‘normal’ an item of community equipment as is a grab rail.

· An Integrated Community Equipment Service that is more than just a store, but also offers advice to professionals, users and informal carers and is an integral part of the link between assessment, provision of equipment, and telecare and community alarm service delivery and review

· A call centre that is the hub of the service, which understands the technology and its potential and that both receives and provides information from and for assessment and review regarding individual service users.

· Responders (probably home care or mobile wardens) who are as well briefed and as well able to brief as are the call centre operators about the needs and abilities of individual service users.  The work of Dr. Clare Wenger at Bangor University and others suggest that although informal carers will form an important element in any telecare service delivery, a robust core of paid responders on a 24/7 basis is integral to user-based rather than location based support services.

· 1st and 2nd Generation telecare could be installed and maintained by Home Improvement Agencies.  Installation of bed monitor pressure pads etc. is relatively simple and suppliers can provide training on the programming element where connection of such devices requires the programming of curfew times.  In Wales there is a vibrant Care & Repair environment that is well placed to install, maintain and remove or re-site the technology.  The involvement of Care & Repair in telecare service delivery will enhance the service by recognising the role that ‘small repairs’, low level, and rapid response services can play in meeting the aim of supporting older people to remain in their own homes. 

· The involvement of District Nurses, GPs and Occupational therapists in assessment and review.  In the longer term, through NHS Direct Cymru, health professional based in call centres will augment the service.  At least one NHS Direct site in (not in Wales) has already taken over the responsibilities of a local community alarm centre. 

· Effective partnership with the private sector in the ongoing development and design of the technology and in training staff in its installation and maintenance, or providing this directly where the technology requires particular skills and knowledge that cannot easily be transferred to (say) Care and Repair operatives.

· Multi-agency funding arrangements and user-involvement to support the above.

· In support of Recommendation 3 (below) any telecare project supported through the Welsh Assembly Government could begin the process of developing a resource of assistive technology as an impartial source of knowledge and expertise to care commissioners across Wales.

7.16
Although it is feasible that the above can be delivered through closely integrated working between various agencies, it is easy to see that a ‘Centre of Excellence’ model would quickly develop by combining all of these under one operator – not necessarily in the public sector – potentially operating under contract to required service standards and performance criteria.  The effect would be the creation of a service to support older people to live at home, with contributions and critical elements from all the agencies that currently work separately to achieve this aim.  Local government and Health flexibilities in joint funding, housing grant, supporting people funds etc. make such an approach a realistic possibility. Outcomes, cost and savings would be relatively easy to measure.

Recommendation 2
Any Telecare project stimulated by the Welsh Assembly Government should be subject to external evaluation as described below:

Evaluation:

7.17
In order for the opportunities provided by telecare services to be used to their best advantage in Wales, any projects or services developed in this field should make use of existing research evidence and be prepared to meet a rigorous process of monitoring, evaluation and review. 

7.18
A post implementation evaluation will be required to establish the level of effectiveness in relation to the stated outcomes and a Best Value review should be undertaken.  “There is an absolute need to measure the impact of this new service delivery on the various stakeholders involved (including user and care satisfaction) and to demonstrate improved outcomes.  There is no generally accepted method of evaluating the impact of this new form of service delivery or of disseminating information about activity, sharing experience or building on best practice” (Curry et al. 2002).  The Welsh Assembly Government may be able to assume a role in the latter and the implementation of a project for a specified user group (e.g. a falls project) with a clearly stated and measurable objective (e.g. reducing hospital admissions) will attend to the question of how to measure impact.

7.19
It is important that the introduction of telecare in any part of Wales is fully evaluated for both cost effectiveness and benefit to service user.  Any agency introducing a telecare project or service should be prepared to resource (or assist if resourced by Welsh Assembly Government) a rigorous programme of evaluation to accompany the introduction of the telecare service, and to disseminate the results widely.  Central to this would be evaluation of:

· User perspectives in telecare

· Assessments of efficacy, efficiency, and cost-effectiveness

· Service delivery and organisation

· Staff awareness, training and development issues

· Development of the most effective means of assessment for telecare

· And potentially development of new telecare technologies (although this is not seen as a priority – this paper recommends that any project in Wales should begin by using established and proven telecare technologies)

Wider Policy Initiatives

7.20
Alongside the stimulation of telecare projects in Wales it is necessary to recognise the encouragement needed for wider policy iniatives that are required to create the climate for Telecare to flourish.  With telecare, the potential exists to deliver care, support and health services within the home without the need for the physical presence of staff.  Thus services will become user- or patient-based rather than location based.  Telecare appears to present an opportunity for addressing both the social and medical care needs of older people and gives the possibility for enhanced provision of care in the community and in the home.  For this potential to be fully realised effective links and communication between different organisations are required and, in particular, a holistic approach to supporting older people in their own homes is required by the three major services: health, housing and social services.  If we wish to use technology to help people to remain living in their own homes, the service, through the technology, will need to address a range of factors which people need to achieve this aim.  These cannot be ‘pigeonholed’ into the categories of ‘health’, ‘housing’ and ‘social care’.  There will always need to be developments in the range of technology that should be made available to service users, but more importantly the implications in the way that services are organised to provide and maintain the services available through the technology must be recognised and responded to.  The technology is here already; much of it is relatively ‘lo-tech’ and affordable.  If there is to be a revolution in the way older people are supported in Wales it will not require a technological revolution but it will require a revolution in the way services to older people are funded and delivered:

7.21
The view of an academic at the forefront of work on this type of service delivery gives guidance:

Dr. Curry et al (2002) recommended:

· There should be better mechanism for co-ordinating activity in this field between Government Departments

· The Government should provide guidance and information to assist the care services in implementing these new methods of supporting older and disabled people

· There should be joint education and training of all health and social care professionals

· Public awareness raising activities of this new method of care delivery should be supported

· There should be better mechanism for co-ordinating R&D activity in this field between Government Departments, the Research Councils and the care services

· There should be research on project evaluation methodologies.

7.22
Local Authorities in Wales have been given a lead role in implementation of the Strategy for Older People in Wales through Community Plans and Health and Well-Being Strategies.  Explicit funding of £10m over the next 3 years is being made available to ensure effective implementation of the Strategy.  80% of this funding will be for local authorities to deploy, nearly 10% for the voluntary sector and 10% for the Welsh Assembly Government for centrally led projects and evaluation.  The development of telecare service delivery is consistent with the objectives of the Strategy for Older People in Wales and it is appropriate that some of this funding be used to develop not only telecare projects in Wales, but also the initiatives that support such development and have value in their own right such as Integrated Community Equipment Services, Unified Assessment Processes, and enabling Community Alarm services to develop telecare serviices.

Recommendation 3
The Welsh Assembly Government should explore to what extent it can ‘re-create’ the Integrated Community Equipment Service (ICES) initiative in Wales as a major tool, both in the development of effective telecare projects into mainstream services and in the general support which may be given to enable older people to live longer in their own homes.  Specifically, Assembly funding through the Strategy for Older People in Wales, or otherwise, should be made available to promote Integrated Community Equipment Services.

As part of the development of Integrated Community Equipment Services, the Welsh Assembly Government should facilitate the development of a modest central resource of Assistive Technology which would be an impartial source of knowledge and expertise to care commissioners in Wales.
Integrated Community Equipment Services

7.23
The Integration of Community Equipment services provides an opportunity to support the development of telecare services and provide funding for new technology and systems.  The guide for integrating community equipment services explains that new investment may be used “… to improve the range of products available, including modular telecare information and communication technologies”.  Although telecare clearly falls within the remit of the Integrating Community Equipment Services initiative, many local community equipment services are concentrating on the challenges involved in modernising services and may be finding it difficult to place sufficient attention on the potential for involvement in telecare service delivery. 

7.24
The Government in London set a target of a 50% increase in the numbers of people benefiting from community equipment by 2004.  This paper sees that modernising and integrating community equipment services is ‘critically co-terminus’ with promoting the increased use of telecare and environmental control technologies to support the safety and security of older people at risk.

7.25
There are many pilots happening around the country, mainly initiated from housing and alarm provider services.  The ICES initiative provides an ideal ‘platform’ to promote broader spread and bring them ‘in from the cold (i.e. to move from ‘project’ to ‘mainstream’). The current ICES initiative funding was for England only but technically any of the Health Act flexibilities could be used to bring about integration.  It is for the National Assembly to identify how ICES can be promoted in Wales and to support Telecare service development by promoting the understanding and operation of telecare as one form of assistive technology; an adaptation and for some an improvement on traditional alarm call technology; part of a community equipment service and not just about difficult, ‘flashy’ Smart Housing with computerized surveillance and monitoring systems.

Central Resource

7.26
There is currently no central resource of Assistive Technology.  The Hamilton Index is pay to view, which is itself an obstacle to its use, but more critically it is not catalogued to differentiate passive from active technology.  Any roll-out of telecare approaches across Wales would be supported by the development of a central resource of this type this is a further argument for the development of the centre of excellence model combining call centre, responders, needs assessors, home improvement agencies, ICES and user involvement.

Recommendation 4
The Welsh Assembly Government should more actively encourage across Wales the application of budget and joint working flexibilities made possible by the Health Act 1999 specifically to encourage the use of telecare and assistive technology through partnerships between health, social care and housing.

The Welsh Assembly Government should review the parameters of grants made available to Health, Housing and Social Services with a view to ensuring that these grants may be used most flexibly and in an integrated way to meet the aim of assisting the take up of telecare

Local Authorities should be encouraged to identify the contribution that Supporting People funding can make to the development of Telecare projects and mainstream services.

Budget flexibilities

7.27
To take advantage of the benefits telecare can offer to service users and service providers, “future policy development will need to identify appropriate means of allocating capital and revenue sources, take into account the extent of the contribution from the private sector, and consider the market drivers, that is, what people are prepared to pay”. (Porteus in Brownsell & Bradley 2003)

7.28
Potentials for budget flexibilities now allow for sharing of budgets between health and social services.  Such flexibilities may be used to offset the problem that those organisations that spend to save do not reap the rewards from their preventative measures.

7.29
Vertical funding streams make telecare solutions difficult to implement successfully, as evidenced by the amount of ‘projects’ that have failed to become mainstream.  Older people have complex needs that require a holistic approach supported by cross-budget funding.  As the greatest savings are likely to be gained in health and social services provision, it can be argued that the major investments in telecare should be made by these two agencies, with input from housing services

7.30
The application of a whole systems approach may also be applied to the provision of housing grants – where the current system provokes a collection of small pots of grants that could arguably be wrapped into one pot with the criteria of supporting people to live at home.  An example is a situation where Housing Grants have a budget for housing adaptation, but the social services department does not have a budget for a bath seat – the result is that the older person gets a shower that she never uses and makes no contribution to enabling her to maintain independence at home.  Potentially a similar problem arises with the Rapid Response Allocations programme where the total grant sum is £350 per job, but home repairs assistance grant is still available.  There is an incentive for local authorities to cut their small adaptations and equipment budget.  

7.31
Following the Regulatory Reform Order which de-regulates housing grants, Local Authorities are able to fund their own grants and set the parameters for these grants.  This leads to potential responses which can be encouraged such as a Dementia Grant, or even a Supporting Older People at Home Grant. 

Supporting People

7.32
Services for older people make up the majority of the supporting people programme in terms of the numbers receiving services, in particular those living in public sector sheltered housing, whether owned or managed by an RSL.  The programme has introduced a new system of planning, monitoring and funding for housing-related support services, which is designed to be flexible, cost-effective, reliable and complement existing care services.  By giving local authorities responsibility for commissioning and funding support services, previously largely funded by Housing Benefit, supporting people provides an opportunity, within the context of best value, to develop new services and/or improve or enhance existing services.  This includes warden call and community alarm services and floating support services.  Welsh Assembly guidance states that supporting people funding may be paid towards the cost of “installing, configuring and maintaining telecare and personal safety systems that are installed to meet the needs of an individual and which operate via the community alarm system”.

7.33
Supporting People funding should be seen as a major source for developing telecare services.  ‘Supporting People’ seeks to provide sole funding for support services and meet the aim of the NHS and Community Care Act to “Provide the development of domiciliary care to support people in their own homes and to prevent unnecessary admissions to residential care”. (DoH 1992).  The introduction of 2nd Generation telecare services should be seen as an important route towards the successful support of older people in their own communities.

Recommendation 5
Building on the existing robust structure of Care & Repair services, which already offer an effective ‘low level’ service to older people living at home, telecare initiatives sponsored by the Welsh Assembly Government should include a contribution from home improvement agencies to implementation and evaluation. 

Home Improvement Agencies

7.34
This paper is recommending the development of ICES, with a telecare element, to contribute to supporting people at home.  Home Improvement Agencies already provide a service by discussing options and assessments with service users, making sure that equipment provision can & will occur, and discussing potential costings.  In some parts of Wales home Improvement Agencies already play a part in community equipment services and it is recommended that this should be developed across Wales.

7.35
The view from the Birmingham University study is that: “Home improvement agencies have the capacity to provide the cornerstone for integrated services to older people that will encompass income & benefits, access to social care and facilitation of access to primary health care.  I have not been able to identify any project in Britain which has made use of the care & repair movement to support telecare projects.  Wales has a vibrant Care & Repair sector, which could offer support to a project through the installation and maintenance of the technology.  In most instances this is relatively simple.  One advantage of the technology is its portability – I have seen items Velcro-ed to surfaces.  Some items – such as sensors to cut off gas supply need basic installation from a qualified electrician or gas installers.  Where items require programming, staff can be trained to do this by the supplier. 

7.36
Telecare technology is insufficient if the user’s house is not heated properly, or if the roof leaks.  Physical improvements in the property, along with care and repair and staying put schemes are as important as telecare in enabling the older person to remain in his or her own home.  “Alongside social services and assessors, Home Improvement Agencies are well placed to monitor installation contracts and to ensure people who wish to remain in their own home have the technology infrastructure to be able to do so”.

(Brownsell & Bradley 2003)

Recommendation 6
The single assessment process should be adjusted as necessary to ensure that it implicitly recognises the potential for telecare to make a significant contribution to the delivery of care packages for older people in their own homes and other care settings.

Unified Assessment Process

7.37
The importance of sensitive assessment to the success of telecare projects has been stressed.   As yet no single assessment system has been approved for use across Wales.  In contrast a single assessment system has been approved for use across Scotland (which can be seen as leading the development of telecare in the UK).   The development and operation of a unified assessment process would support the development of schemes of this type.  Similarly the development of any unified assessment process should reflect the development of telecare as a contribution to the care packages available to service users.   Professor Anthea Tinker stressed that single assessment procedures are vital in making sure that service users perceived views are identified at the very beginning of the process – and responded to.

Recommendation 7
Community Alarm systems should be recognised as the ‘starting point’ for the development of telecare services across Wales.  As well as forming an integral part of any local telecare project supported by the Welsh Assembly Government, the Welsh Assembly Government should explore ways to support existing community alarm services to develop a telecare approach. 

The Welsh Assembly Government should seek discussions with WLGA regarding an examination of call centre provision and the potential for any rationalisation of that provision in the light of the findings and recommendations of this report.

The Welsh Assembly Government should keep a ‘watching brief’ on the development of call centres supporting telecare service delivery and the role NHS Direct may play in the long term in providing or supporting Community Alarm Services using a telecare approach.

Community Alarm Centres and NHS Direct
7.38
Consideration may be given to the use of NHS Direct to support the development of call centres and telecare service delivery.  NHS Direct currently have 3 call centres and are looking to expand to seven.  The whole of the NHS Direct system can be run from one call centre if the others fail.  Siting call centres together would offer economies of scale in use of capital, revenue and staffing resources.  There would also be skills mix advantages; access to on-site professional advice where Health professionals would be able to talk direct to service users; identify which service is required and patch through to local response centres.  NHS Direct staff could provide training in call handling.

7.39
Against the idea of using NHS Direct call centres is the importance of local knowledge in providing appropriate response and the importance of language and accent issues to service users.  Currently the technical task of providing social care response through passive systems requires separate systems and there are issues for technical compatibility. In the long term NHS Direct is anticipating a massive expansion through offering a response to ambulance category C calls and calls to GPs out of hours.  Therefore it may be sensible to look to the use of NHS Direct call centres in the longer term rather than the short or medium term.

7.40
In Wales there are many alarm centres and very many alarm responders.  There is merit in considering the advantages of reducing the call centres to one telephone number (say 888) and to one organisation providing alarm responders.  This must be weighed against the advantages of local knowledge provided by call centres in each authority region and the potential for regional call centres to provide a multi-disciplinary service incorporating all the features of an effective telecare service identified in this report.  There is insufficient evidence of the operational advantages and disadvantages of any of these approaches for a specific recommendation to be made in this report.  This question may be addressed as part of the evaluation of any telecare project in Wales and the Welsh Assembly Government may wish to consider its role, over time, in supporting the development of whichever pattern of service delivery appears to most meet the needs of service users.

7.41
The Community alarm system is used by 1.6 million people across the UK and may be regarded as an under-utilised resource.

In order to maximise cost-effectiveness it is suggested that the community alarm system is used as a starting point for development.  Community alarm service users already use technology to aid their independence and safety and are receptive to advances in technology 

7.42
Under ‘Supporting People’ arrangements and in order to offer a ‘Best Value’ service community alarm services can expand their role  to offer other services.  Examples include ‘out of hours’ repairs and outgoing calls to re-assure service users.   In the longer term NHS Direct Cymru is well placed to absorb this service

APPENDIX A

Glossary
Assistive Technology (AT) is ‘an umbrella term for any device or system that allows an individual to perform a task that they would otherwise be unable to do or increases the ease and safety with which the task can be performed’ (Cowan & Turner-Smith, 1998) – alternately defined as “equipment or systems that can assist people who have difficulties, due to age or disability, in carrying out every day activities” (Curry et al: The Use of ICT to support independent living for older and disabled people)

Telecare –  
Care provided at a distance using ICT, generally to people in their own homes (Curry et al 2002).

 “The remote or enhanced delivery of health and social care services to people in their own home by means of telecommunications and computer-based systems” (Banes et al 1998)

Smart Homes – homes in which ICT has been installed to help control a variety of functions and provide communication with the outside world. (Curry et al. 2002)

Environmental Control System (ECS) – A system that provides a range of functions that afford the user safety and security in the home as well as enhancing independence and participation in society.  Examples include: Home security and control of visitor access; electrically powered door and window opening and curtain control; and personal alarm functions. (Curry et al. 2002)

APPENDIX B

Background to the Report
B1.
One of the five key aims of the Strategy for Older people in Wales (January 2003) is: “To promote the provision of high quality services and support which enable older people to live as independently as possible in a suitable and safe environment and ensure services are organised around and responsive to their needs.”

B2.
The Advisory Group to support the development of a Strategy for Older People in Wales in their report ‘When I’m 64 ….. or more’ included in their recommendations that the strategy should “promote health & social care policies which enable older people to live at home with appropriate help as long as possible.” (Page 11 of the Strategy)

B3.
The Strategy for Older People in Wales recognises that “… there is a need to improve the quality, quantity and responsiveness of services for older people.”  And the initial draft of the Wales Care Strategy Group affirms that  “promoting the independence of individuals is equally as important as responding to their dependence”, whilst promoting a vision for the Wales Care Strategy as being “to ensure the independence of all those who do not require social care services either supported or provided by the local authority, as well as those who require such care, although at a less intense level.  For those who require more intensive levels of support, the right to choose between community and care home living is paramount”.

B4.
The Birmingham University study reported that “Over the next 40 years the number of older people in Wales is projected to increase both in absolute terms and as a proportion of the overall population”.  By 2021 over 50,000 households in Wales will be headed by a person aged 85 or more – an increase of 56% from the present level.  By the same year 146,000 households will be headed by a person aged 75 or more and nearly 430.000 households will have a representative aged 65 or more.  By 2021 one in three households in Wales will have a representative over 65 years of age. The study further noted that ” Older people in Wales are more likely than younger people to experience poor housing conditions, to lack amenities or facilities in their homes, and to need adaptations to enable them to live independently”, and reported that “most… are likely to seek a solution to their housing problems in old age that allows them to remain in their existing property”.

B5.
The study highlighted that the tendency to live alone increases sharply with age and almost half of over 75s live alone.  It is the increase in the number of those over 75 years of age and those aged 85 or more that the greatest challenge lays.  The Birmingham University study reported that “Over the years from 2001 to 2040 this age group will show a projected increase of 114%”, and concluded that “If this is not to result in a large and expensive increase in provision of care through residential and nursing care then credible alternatives are needed”.

B6.
The study concluded that: “The evidence demonstrates an inexorable rise in the numbers of people who will experience difficulty with key tasks that are intrinsic to the maintenance of independence and dignity in old age.  The increase in those with low to medium needs underscores the need for sound preventative strategies and early intervention.  Realistic levels of funding for adaptations and renewed attempts to fund low level support will clearly be needed”.

B7.
The initial draft report of the Wales Care Strategy Group (March 2003) reports:


BASE CASE projections (which take into account demographic trends and trends in dependence whilst holding as constant present patterns of care delivery and funding systems) indicate that the demand for social care services is likely to increase by approximately 10% between 2001 and 2010 and by a further 10-15% between 2010 and 2020.  To provide the same service by 2020 that was provided in 2001 social care services will have to increase by some 24%.  In real terms this approximates to an additional 5000 care home places being introduced in the 20 years from 2001.

B8.
PSSRU projections assuming different patterns of care show that a relatively modest shift towards domiciliary care substantially reduces the projected demand for nursing and residential care.  If 10% of those projected to be in a care home in 2020 were offered domiciliary care instead the number of people in residential care would rise by only 12.4% compared to the 24.9% in the BASE CASE projections.

B9.
Both the above models are based on the assumption that dependency rates remain constant over the next 20 years.  But the demand for Social care services can be very sensitive to changes in dependency rates.  If levels of dependence in older age groups rise by 1% then the demand for all services will increase by 50% but if they fall by a similar amount the present levels of provision may be sufficient (source: Report of The Wales Care Strategy Group March 2003).

APPENDIX C

Policy Background to Support at Home
C1.
The Strategy for Older People in Wales has recognised the importance of domiciliary care in supporting older people in their own homes as a strategic objective.  The view of the Birmingham study, however, is that: “The difficulties of reversing the narrowing of provision to those in greatest need can only be addressed through policy guidance”.

C2.
80% of older people want to live in their own homes (DoH 1992) and the 1990 NHS and Community Care Act encourages people to stay in their own homes with additional help if required. However there are difficulties in delivering care to all the older people who would once have qualified for assistance, and the home care service has become an intensive service concentrating on those with the highest need and therefore offering support to fewer numbers of people.

“There is evidence to suggest that the current arrangements do not provide adequate levels of care.  During the 1980s, low-level preventative services such as meals on wheels or home care support became more ‘thinly spread’.  This has culminated in a more intensive service, where greater amounts of assistance are provided to a smaller number of people.  By way of illustration, between 1992 and 1996, while the total number of home care hours increased by 50%, there was a reduction of around 7% in the number of households receiving the service.  The resulting change of focus has been reflected with a change in name from the original ‘home help’ to the now more commonly used term ‘home care’” (Brownsell & Bradley 2003)

C3.
The Birmingham University study stated that “ (The Home Help Service) has come to be targeted on those with higher levels of frailty providing principally personal care with little provision of traditional domestic support unless it is allied to a package of personal care”.  The study noted that “Attention is now turning toward the provision of intensive support packages to facilitate early discharge from hospital or to avoid transfer into a residential setting.  The net effect will be that more care will be delivered to a reducing number of people.  If independence is to be maintained by those who currently experience only moderate levels of need, preventing their decline into higher dependency and need for more intensive services, some means of moderating this trend will need to be found”. It concluded that “The challenge for policy is how to allocate resources and configure services so that both ends of the spectrum are appropriately served.”

C4.The initial draft of the Report of the Wales Care Strategy Group notes that “the evidence we currently have is that less intensive community care services are diminishing incrementally.  This may well increase the likelihood that more intensive services will be required at an earlier time than might otherwise be the case”.

C5.
Studies by the Joseph Rowntree Foundation have stressed the importance of ‘low level’ preventive services (such as home maintenance and repairs) enhance the quality of life of older people and help to maintain independence.  The report:”That Bit of Help” showed that help with housework and related activities was seen by older people as central to retain independence and prevent or delay the need for residential care.  The report notes that “Pressure of resources means that social services departments prioritise ‘personal care’ over domestic help… The trend has been for social services departments to gradually reduce or withdraw the home help service which provided a large number of people with domestic help, replacing it with a more intensive home care service providing primarily personal care, but to fewer people” and “where statutory services concentrated upon care provision, this was often at the expense of the help oder people saw as necessary to their ability to cope whilst still retaining their independence”.   The research called for a national strategy for the development of low level preventive services noting that “services which enhance quality of life and social engagement have central role in helping older people to remain in their own homes with dignity and independence”.
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