The following note has been prepared by the Department of Health in connection with their recently launched funding initiative on community alarms. It is drawn to local SP teams' attention as they will wish to be aware of this and consider whether and how local services could be involved with and benefit from the proposals, particularly around integration of housing-related support with care.  Contact details for further information and contributions are provided at the end of the note.         

27 September 2004 Briefing on the Electronic Technology Policy Collaborative

Background

In July 2004, as part of the 2004 Spending Review, The Chancellor announced £80 million funding for a social services’ Preventive Technologies Grant over two years from April 2006. This is to extend the benefits of new technology ‘community alarms’, with the aim of reducing the number of avoidable admissions to residential care and to hospital.

Modern, responsive electronic community alarm-type devices can do much more than alert a carer or call centre to an event that needs investigation to ensure that a person is safe. They may, for example, remind the person of things they should do. This allows them to stay in control of their lives for longer and gives them and their carers reassurance owing to reduced risk of untoward events. Technologies for the remote monitoring of health conditions could also, in time, share the same infrastructure as care-oriented technologies, and many people would benefit from both types of monitoring. Technical advances mean that the devices are easy to install and that they are relatively unobtrusive.

As well as the improvements in quality of life, efficiency gains to the health and social care systems are possible because ‘just-in-case’ admissions of older people to hospital and residential care are still common. Electronic technologies can therefore contribute to a number of important agendas such as:

· Admission avoidance and timely discharge.

· Falls prevention strategies.

· Saving lives through more reliable fire/smoke detection for older people.

· Timely information to inform people’s care package reviews.

· Improving quality of life and reducing care costs for people with long term conditions and with strokes.

· Better monitoring of people with chronic obstructive pulmonary disease (COPD) and diabetes which can alert to changes in condition and significantly reduce out-patient attendances.

A number of influential publications referenced research in this area and influenced policy development by the Department. The Audit Commission’s Fully Equipped reports in 2000 and 2002, followed by Older People — Independence and Well-being (February 2004) and particularly the sub-report on assistive technology, are notable examples.

As the Preventive Technologies Grant will not be ring fenced, services will not need to prepare bids to obtain a share of the funding. However, its distribution through social services’ baseline funding means that councils and their PCT partners will need to have in place before April 2006 plans to take forward the implementation of the Government’s policy to expand the uptake of these technologies. To achieve this policy not only councils will need to be prepared, but most of the other 17 stakeholder groupings identified so far, and in particular the equipment manufacturers, must have made appropriate preparations.

The complexity of the policy, the need to develop it rapidly, and the need to involve a large number of stakeholders were all factors that led to the decision to develop the policy within the framework given by the Department of Health’s Policy Collaborative initiative.

What is the policy collaborative?

The collaborative is an experiential improvement programme for policy teams and stakeholders to develop better policies, and more quickly, than before. This year ‘electronic technology’ is one of six policy topic areas involved in the collaborative. The topic areas work within all the usual constraints of deadlines, interference, unpredictability and scarce resources, but the approach is fundamentally different to the traditional ‘consult and tell’ approach to policy development. It involves stakeholders actively shaping the development of the policy from the start and modifying it as they learn from each other. A ‘let‘s try something different’ culture is encouraged and learning comes as much from things that are tried and do not work, as from successful changes. Collaborative methodologies have been widely and successfully applied to health services in the USA and in England but trying to apply them to policy making is experimental. The collaborative work is part of the Department’s change management programme and is being carried out in conjunction with the NHS Modernisation Agency.

Who is involved?

The main body of collaborative stakeholder representatives (the ‘stakeholder group’) comprises 55 people from the following sectors:

Academics

Call Centre Providers

Care Homes

Community Equipment Services

Consultants working in the field

Environmental Control Services

Government Departments

Housing Associations

LA Housing Departments

Manufacturers

NHS Provider Trusts

Primary Care Trusts

Professional Associations

Social Services

Strategic Health Authorities

Trade Associations

Service users

Voluntary Organisations

Many more people want to participate than it is possible to accommodate, and currently there is a mailing list of nearly 400.

The six collaboratives are supported by a small team of facilitators and project managers from within the Department and there is high-level interest in the lessons that other parts of the Department can learn. There is also a small ‘core team’ that bridges the collaborative support team and the stakeholder group. It monitors progress and will, if necessary, resolve problems and intervene to keep the collaborative on-track.

What has happened?

The collaborative process began with a day-and-a-half for the main stakeholder group to come together, to learn about the process and techniques to apply and to rake up all the issues that need to be addressed — at least, for our collaborative there was a lot of raking! The principal techniques are a simplified form of process mapping, setting objectives and measures, and conducting ‘learning loops’ or ‘Plan, Do, Study, Act (PDSA)’ cycles. There are then four follow-up days for learning and further work on the issues plus, it is hoped, some cross-fertilisation with the other collaboratives. Our initial days were 11 and 12 August, and the learning days 14 September, with 17 November, 8 February and 17 March.

It was soon realised at the initial days that the issues are so complex that there will not be time in the main events to deal with them all and so six working groups (and now too a cross-government department working group) were set up. Four of these had their first meeting before the 14 September. They are:

· Service redesign. Its remit is to continue the process mapping and to suggest an ‘ideal process’. It will cover such knotty problems as: how introduction of the technology can trigger local service re-engineering; how potential inequities between owner occupiers, council tenants and tenants of registered social landlords can be avoided, and what the preferred methods of procurement, installation and maintenance are.

· Technical issues. Primarily for manufacturers, the remit is to identify technical matters that could form barriers to the success of the project, and to set up a mechanism to resolve them. It does not have to resolve them itself — once these tasks are done, group members will be at liberty to join other working groups.

· Engagement strategy. This group has to develop an understanding of the messages that need to be disseminated and the best ways to communicate them to the target audiences. As the funding is not ring fenced, local involvement of potential users and carers, councils and other stakeholders will be vital to the widespread implementation of the policy.

· Terminology and drafting. From the start it was recognised that the terminology in this field is varied and used by different stakeholders to mean different things. The technologies are changing and the policy should not be unnecessarily constrained by the use of certain terms. The collaborative must be clear about the terminology it uses. As the policy emerges it needs to be captured in words that express it accurately and concisely.

The groups that have not met to date are:

· Training. If the policy is to succeed, there are implications for the staff training of a number of the stakeholders including councils, health services, voluntary organisations and manufacturers. This group will aim to point them in the direction of useful training frameworks and organisations.

· Evidence base. To underpin the policy, this group will undertake an exercise to identify relevant evidence and categorise it into ‘Good (but unproven) ideas’, ‘Good practice’ (that is, it has demonstrated its effectiveness in a single organisation), and ‘Proven practice’ (shown to be effective for a number of organisations).

The overall aim of the collaborative is to produce, by March 2005 a clear, shared vision towards which everyone is committed to working. This will probably take the form of a draft joint health and council circular on the use of the Preventive Technologies Grant, which is supported by good practice information that will enable all the stakeholders to put appropriate plans in place during the year 2005/06.

One of the aims of working in a collaborative way is to share the stakeholders’ initial perceptions of the policy agenda, which naturally focuses on their particular interest, as in ‘I know exactly what the problems are and how to solve them’, and change them to a wider, deeper and shared understanding as in: ‘These are the problems and issues and this is what we plan to do about them.’ To do this, however, requires some consistency of membership, which is quite difficult for busy people who are in demand. We have therefore declared two principles that will enable us to make progress and avoid constantly re-visiting old ground:

1. The collaborative stakeholder group works in a ‘permeable bubble’. That is, it has a collective identity, but is permeable to a two-way flow of ideas with the many people who were not able to join that group. It is, at the discretion of the working group leaders and the core team members, open to the substitution or occasional addition of members.

2. Each working group has delegated responsibility for decision making on behalf of the rest of the collaborative membership. It should be the over-riding assumption that if a working group arrives at a decision it has done so by debating and resolving the issues, and the decision should not be subsequently challenged by members not present at those discussions. Matters will only be looked at again (by the core group) if decisions of groups run counter to each other. If a working group cannot arrive at a decision on an issue it can be referred back to the whole collaborative.

What has the collaborative produced so far?

1. A process map, still under development. Examination of existing routes by which people get this equipment are very varied. It is probably not possible to pin it all down, but by making the effort to map, a clearer idea develops of how it ‘should’ be done.

2. The identification of issues for the engagement strategy and the technical issues to resolve.

3. A ‘headline’ definition of the purpose of the grant, which is:
The purpose of the Preventive Technology Grant is to initiate a profound transformation in the design and delivery of health and social care services and prevention strategies to enhance and maintain the well being, self-esteem, independence and autonomy of individuals by using electronic technologies to support them to live safely and securely at home.
At this level, terms such as ‘telecare’ and ‘electronic assistive technology’ have been avoided so that the inclusion of new developments are not pre-empted, and to keep the definition generic and easily understood. This needs to be supported and illustrated by examples which may use those terms.
4. A list of suggested outcome measures.

What next?

1. Between now (end of September 2004) and the next collaborative learning day in November, the working groups will meet to move on with their tasks.

2. We will also try to set up the website.

3. We will keep in touch by email.

Anyone who wishes to be added to the email contacts list, or to volunteer to join a working group, should contact Karl Blackshaw via karl.blackshaw@dh.si.gov.uk

Karen Dooley (Policy Lead within Department of Health)

Rachel Denton (ICES Team member)

Steve Hards (Project management)

Karl Blackshaw (Policy Collaborative Project Co-ordinator)
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